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Executive summary

Background

The Maternity Vulnerability Assessment Tool (MatVAT) was developed in 2018-19 as a
bespoke, holistic tool for midwives to measure vulnerability in pregnant women and
birthing people, and during the early postnatal period.

MatVAT is an A3 document with two parts:

e The first part acts as a threshold document to support referrals for additional
support for pregnant women, including three categories: Pregnant women and
family developmental needs; Environmental Factors; Parental and Family Factors.
Women are then categorised as Level 1, 2, 3 or 4, coloured green, yellow, amber
and red respectively.

e The second part of the document is a care planning guide listing possible sources
of support for a woman at each level. An accompanying reference sheet has
contact details for local support services that can be developed by individual
maternity services about their own local resources.

Original aims of the evaluation

1. To explore the feasibility of MatVAT in the context of routine community maternity
care and its potential for roll out to other services.

2. To explore whether midwives perceive the MatVAT to support improved care for
women (i.e. triggering an increase in early referrals), an increase in midwives’
confidence in their own practice, and improved interprofessional communication.
Negative perceptions will also be explored.

3. To establish the internal validity of MatVAT by assessing how far it is used
consistently by different health professionals.

These aims were amended in 2021 in response to the impact of the Covid-19 pandemic on
participation in the project. Aim 3 was removed and the protocol was adjusted as follows.

Protocol

1. Training: Community midwives in two teams (one traditional; one caseloading)
from each site would be trained by the LEAP health team to use MatVAT.

2. Choice: The Trust were free to use the tool in whatever way they found most
useful.

3. Interviews: Community midwives and any other relevant stakeholders would be
invited to a short telephone/online interview.



4. Anonymised routine patient data would be collected for all women
booked by the now four teams (one caseloading, one traditional per site) as per the
original protocol.

Written feedback from training session participants

= Observation of one online training session

m Four discussion groups and one 1:1 interview with community midwives, specialist
Safeguarding Midwives and members of the project steering group.

O O O

nnn - Minutes from 24 project meetings

=)
= Pt .
Electronic Patient Record data (Site 1), June 2022

Relying on ‘gut feeling’ to assess vulnerability introduces inconsistency;
Existing informal systems to flag concerns on IT systems do not distinguish levels of
need;
Articulating intuitive concerns to others can be difficult;
The system relies heavily on Safeguarding Midwives as the ‘safety net’ and to
uphold thresholds for internal triage;

e Understandable caution around safeguarding can result in inappropriate escalation
for some women;

e Alack of clear pathways for women who are socially complex, but who do not reach
thresholds for safeguarding or mental health referrals.

Intended Impact 1: When guided by the MatVAT, midwives feel more confident
asking women and their families questions formally and acting on their intuition

e MatVAT has value as an internal threshold document for referral to Multidisciplinary
Team meetings and specialist pathways, as well as communication with external
agencies.



e MatVAT supported midwives to check their intuitive response and to facilitate joint
decision-making.

e MatVAT has potential to support inexperienced or cautious midwives to make
decisions about safeguarding.

Intended Impact 2: Midwives have increased understanding of primary health and
care professionals' systems (4-tier and Community/Universal, Targeted and
Specialist) for assessing vulnerability and can ‘speak the same language’,
improving communication between the primary care team (Health
Visitor/GP/MidWife) and beyond.

e There is potential for conflict between MatVAT and other safeguarding threshold
documents for some specialist safeguarding midwives who regularly work with
different Local Authority thresholds;

MatVAT offered consistency in internal thresholds;
MatVAT supported midwives to escalate concerning cases back to Local
Authorities.

Intended Impact 3: Midwives’ increased awareness of local support services in
place for vulnerable women, (including the LEAP offer) will help them plan early
intervention especially at levels 2-3.

e MatVAT can act as a prompt for midwives of possible referrals in response to Level
2o0r3;

e MatVAT may have less value for caseloading midwives than for those working in
traditional clinics.

Intended Impact 4: Midwives and managers can formally quantify the complexity of
their caseloads

e There is potential for MatVAT to be valuable in quantifying the demands of team
caseloads to ensure even distribution of cases and to compare acuity between
teams.

Integration with IT systems

e MatVAT requires full integration with IT systems

e MatVAT should be positioned in a prominent place on the system (i.e. be a required
data point) and require as little as possible in additional data input.

e There is an appetite for automating some elements of MatVAT



Training
e Training was well received.
e There appeared to be some misunderstandings of the intended use of the tool
amongst those who had not been trained and this showed the importance of

training to its success.

e Using MatVAT requires a level of comfort with complexity and ambiguity that may be
at odds with conventional ways of working in the NHS.

Format and layout
e Four tier structure, familiar RAG colours, quick tool a useful reminder.

e Perceived as ‘wordy’.

How was MatVAT used?: key figures April-June 2022

In Site 1 there were 2112 booking appointments in total between April and June 2022, of
which 69 (3.3%) had a MatVat score recorded.

105 booking appointments were done during the period by 9 midwives who were
participating in the pilot. Of these booking appointments, 46 (44%) included a MatVAT
score.

Fifteen midwives (8.2%) used the MatVat tool at least once (between 1 and 17 times).

The midwives who used the tool at least once did so in a high percentage of their bookings
(mean = 59.3%). After they had used the MatVat tool for the first time, midwives went on to
use it in an average of 51.0% of their subsequent bookings.

Which women received a MatVAT score?
Those women with a score (n=69) were assessed at the following levels:

78% at Level 1 (low social complexity)
14% at Level 2

4% at Level 3

3% at Level 4 (very high social complexity)



Their deprivation scores and ethnicity were similar across all levels of need. However,
those that were categorised as 2 or higher tended to be younger and have later gestation
at booking than those that were categorised as 1. In particular, those categorised as 3 or 4
booked 6 weeks later on average than those who were categorised as 1 or 2.

Summary of recommendations

The recommendations have focussed on the implications for future scale up and are
summarised here. The full analysis is in the main report:

Liaison with partners and collaborators

1. Liaise with Local Authority Safeguarding Boards in the future development of
MatVAT to ensure an independent role for MatVAT away from LA thresholds

2. Ensure that the relevant Local Authority agencies, Health Visitors, GPs and all
midwifery teams are familiar with MatVAT.

Implementation

3. Consider other potential uses for MatVAT in future marketing and roll out.

4. Any Trusts that adopt MatVAT should ensure widespread roll out throughout their
services, to provide continuity of use and to embed it within internal referral
processes.

5. Future work could focus on providing MatVAT for those working in traditional clinics
to support communication between many health professionals working with one
woman.

Training

6. Ensure clear communication with Trusts and frontline staff about the practicalities of
implementing MatVAT, including widespread training.

7. Develop sustainable, scalable training in the use of MatVAT as part of any future roll
out.

8. Training in MatVAT could support newly qualified midwives’ confidence in working
with safeguarding.

9. If a wider roll out goes ahead, consider implementing training into pre-registration or
preceptorship courses, or in CPD/re-accreditation requirements to ensure
widespread familiarity.



Integration with IT systems

10. Some automation of the tool would be valuable - for example for a system to
automatically aggregate social information into one field along with the MatVAT
score to avoid midwives duplicating information to record the reasons for their
score.

11. LEAP should work with IT system developers to ensure the integration of MatVAT in
the most commonly used NHS systems (e.g. Badgernet, Serner, EPIC).

Format and layout

12.If MatVAT continues to be a paper document, LEAP could consider referring to it as
something other than a ‘tool’ as for some, this implies an automated, electronic
process.

13. Consider ways to reduce the amount of text on the main page or simplify the layout.

14.Continue the use of RAG colours and the four tier structure.



Main Report

Introduction and background

The Maternity Vulnerability Assessment Tool (MatVAT) was developed in 2018-19 as a
bespoke, holistic tool for midwives to measure vulnerability in pregnant women and
birthing people, and during the early postnatal period. MatVAT was developed with the aim
of enhancing interprofessional communication, and in recognition of the fact that
safeguarding is an essential element of any framework.

Why is social vulnerability important in pregnancy and
early parenthood?

Adverse Childhood Experiences (ACEs) have been shown to increase the risk of adverse
long-term health and social outcomes, including the parenting abilities of those affected’.
In 2019, the Children’s Commissioner identified 2.3 million children in England who could
be classed as ‘vulnerable’, potentially putting them at risk of long term negative impacts.

The Social Exclusion Task Force? concluded that there is evidence of ‘a clear relationship
between the number of parent-based disadvantages and a range of adverse outcomes for
children’ and that identifying women and their families early offers the benefits of early
intervention. It is well established that women with multiple vulnerabilities are more likely to
die in the perinatal period than others®. Interventions, such as those described in the Better

" Hughes K, Bellis MA, Hardcastle KA, Sethi D, Butchart A, Mikton C et al. (2017) ‘The effect of multiple
adverse childhood experiences on health: a systematic review and meta-analysis’. The Lancet Public Health,

(accessed 5/11/2)
2 Social Exclusion Task Force (2007) ‘Families At Risk Background on families with multiple disadvantages.
Cabinet Office’. Available:

https://webarchive.nationalarchives.gov.uk/20100407191619/http://www.cabinetoffice.gov.uk/media/cabinetof
' i i ili 9 isk/ri (accessed 5.11.22)

fice/social_exclusion_task_force/assets/families_at%20_risk/risk_data.pdf

% Knight M, Bunch K, Tuffnell D, Jayakody H, Shakespeare J, Kotnis R, Kenyon S, Kurinczuk JJ (Eds.) on
behalf of MBRRACE-UK. (2018) ‘Saving Lives, Improving Mothers’ Care - Lessons learned to inform
maternity care from the UK and Ireland Confidential Enquiries into Maternal Deaths and Morbidity 2014-16’.
Oxford: National Perinatal Epidemiology Unit, University of Oxford.(Available at

https://www.npeu.ox.ac.uk/assets/downloads/mbrrace-uk/reports/MBRRACE-UK%20Maternal%20Report%2
02018%20-%20Web%20Version.pdf) (Accessed 5/11/22).
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https://www.thelancet.com/journals/lanpub/article/PIIS2468-2667(17)30118-4/abstract?code=lancet-site

Births report* and the NHS Long Term Plan® focus on the importance of personalised care
and working across boundaries with a focus on the most vulnerable.

Previous evaluation of the Family Nurse Partnership programme and the Sure Start
programmes have shown the benefits of these types of early intervention, especially where
interventions are targeted. The Sure Start programme has had significant benefits for
children’s health, preventing hospitalisations throughout primary school. But these benefits
are only felt in the most disadvantaged areas®.

Defining and measuring social vulnerability

Despite the attention given to identifying and addressing social vulnerability, there is no
clear, consistent definition of ‘vulnerability’ that is used within different disciplines and their
policies or research.

In their guideline on ‘Pregnancy with complex social factors’ (2010), NICE do not give an
exhaustive list of vulnerabilities, instead using four categories as exemplars, which reflect
the groups of women who may be offered additional support in the maternity services:

women who misuse substances (alcohol and/or drugs)

women who are recent migrants, asylum seekers or refugees, or who have difficulty
reading or speaking English

young women aged under 20

women who experience domestic abuse.

The lack of clarity on what ‘counts as vulnerable’ has the potential to lead to
inconsistencies in the way that practitioners assess vulnerability. Without clear frameworks
and guidance, practitioners’ understanding of vulnerability and its impact can easily be
influenced by social stigma and by their own (unacknowledged) bias or prejudices.

Assessing social vulnerability

In 1995, the Child and Adolescent Mental Health Services (CAMHS) introduced the regular
use of 4-tier models to assess and categorise social vulnerability. This multi-agency

* NHS England (2016). Better Births: Improving outcomes of maternity services in England. A Five Year
Forward View for Maternity Care Available:
https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf. (Accessed
5.11.22)

® https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
(Accessed 5.11.22)

¢ Cattan S, Conti G, Farquharson C & Ginja R (2019). The health effects of Sure Start. London, Institute of
Fiscal Studies. Available:

https://ifs.org.uk/sites/default/files/output url_files/R155-The-health-effects-of-Sure-Start.pdf (accessed
5.11.22)
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approach to identifying vulnerability and support safeguarding was integrated into Every
Child Matters in 2003 and the 2004 Children Act. Following the publication of ‘Every Child
Matters’’, the 4-tier model was widely adopted by practitioners including social workers,
GPs and Children’s Centre outreach workers. A similar, 3-tier programme, based on the
principles of progressive universalism, has since also been in regular use by Health
Visitors, incorporating ‘Universal, Universal Partnership and Universal Partnership Plus’
vulnerability assessment tool (U, UP, UPP). This has recently been updated to ‘Universal,
Targeted and Specialist’. A review of the child protection system in England®
recommended a move away from prescription and compliance using regulation towards
one which supported professionals’ analytic and decision-making skills.

Most threshold documents used to assess and categorise women, children and families
according to social vulnerabilities use this kind of 4-tier system, corresponding to universal,
‘children in need of early help’, ‘children in need of targeted support’ and ‘children at risk’,
or similar. As an example, the Lambeth Threshold Chart® uses these 4-tiers over three
different assessment areas: Child’s/Young Person’s Developmental Needs, Environmental
Factors and Parental and Family Factors. These existing 3-tier and 4-tier programmes
have a focus on directly safeguarding the child, which makes them difficult to utilise in an
antenatal care setting, where interventions are identified and implemented with parents.
They also focus on much broader time periods than those covered by maternity services
(i.e. 0-5 years for Health Visiting thresholds and 0-18 years for safeguarding thresholds).

Some of them do attempt to take into account the needs of pregnancy. The London
Safeguarding Children Partnership includes pregnancy in it's “Threshold Document:
Continuum of Help and Support’™®, including parent/carers’ access to ante- and postnatal
care, their postnatal emotional wellbeing and their capacity to respond to the basic needs
of a baby as part of the assessment of ‘Parental and Family Factors’. The Lambeth
Safeguarding Children Partnership ‘Multi-Agency Pre-Birth Assessment Flow Chart’ guides
midwives through actions taken in response to an assessment of vulnerabilities during
pregnancy, but does not include criteria for allocation to tiers.

7 Every Child Matters (2010) CAMHS: Four-tier strategic framework. Available:

Ibelng[mentalheaIthlssueskamhsﬁourtlerstrateglcframework[fourtlerstrateglcframeworkz (Accessed 5.11.22)
& Munro, E. (2011) ‘The Munro Review of Child Protection: Final Report. A child-centred system. HMSO,
London. Available at:
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/175391/M
unro-Review.pdf. (Accessed 5.11.22)
® Available at http://www.lambethsab.org.uk/children/professionals/thresholds
1 Available at
https://www.londonsafeguardingchildrenprocedures.co.uk/files/revised_quidance_thresholds.pdf
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Assessment in maternity services: what currently
happens

In practice, most midwives gather evidence using a range of questions at the booking
appointment, including the Whooley Questions and GAD-2 which focus on mental health,
as well as questions about domestic abuse and the women’s physical health and life
circumstances. Midwives use their experience, professional expertise and 'gut feeling' to
assimilate the answers to all the information they are given to develop a care pathway.

Why is this a problem?

MatVAT was developed in consultation with safeguarding, mental health leads in Lambeth,
service users and two local Trusts. The LEAP Health Team' approached the development
of MatVAT in response to concerns by midwives on the health team that, unlike GPs and
Health Visitors, midwives did not have an existing system for assessing and recording
vulnerabilities. LEAP found that having no formal framework to assess maternal
vulnerability meant midwives:

May not consistently identify lower levels of vulnerability (Tier 2-3);
Have no clear referral pathways for care planning for mild-moderate vulnerability;
Must rely on tacit knowledge which we describe as ‘gut instincts’ or proxy measures
(e.g. immigration status, language needs, ethnicity, age), to measure the
vulnerability of their population

e Don’t have a shared language to discuss vulnerable women with other disciplines,
leading to poor interprofessional communication around assessment and referral

e Managers cannot quantify the vulnerability (and hence the needs) of the population
they care for.

For women, children and their families, having no formal framework to assess maternal
vulnerability means they may be less likely to receive timely and appropriate preventative
support.

What is MatVAT?

MatVAT is an A3 document with two parts. The first part acts as a threshold document to
support referrals for additional support for pregnant women. A higher resolution image is
available in Appendix 1.

" The LEAP health team consists of a midwife from each of the local hospitals, a Lambeth health visitor, and
a Lambeth GP, led by LEAP’s public health specialist.
13



Service Provision Assessment

LEAP
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King's College Hospital  Guy’s and St Thomas’
w
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Chelsea and Westminster Hospital
s Foundation Trust

Maternity Vulnerabi Ity Assessment Tool (MatVAT) by LEAP Health Team (V.9.1) Assessing Vulnerability and Well-being to Support Families in pregnancy & early postnatal.

Maternity Level 1

Universal

“The pregnant woman and family have no significant additional
needs. Support needs that do arise can be met by interventions
within universal services.

Key universal services may include: Midwives, GPs, Health Visitors,
Children's Centres, Early Year Providers / play services, Voluntary &
local authority community services, housing services, Famil
information services, Librares, parks etc.

Maternity Level 2 pregnant
women & families in need of early help

‘The pregnant woman and family has some additional needs which
are not being met by universal services, and so requires some.
additional early hel

An action social plan will help identify all areas of need and the named
midwife will coordinate a planned response.

postnatal support; named midwife to develop plan wit «amw; inform

* MIDWIFERY.: routine midwifery care; antenatal & postnatal sitor * HEAL

continuity from named midwife * HEALTH VISITOR: Universal Partharship  GP: Shared maternty Care; non-pregnaneyrelatel sues
Partnership * . * LocAL to Children's

related issues * LOCAL Centres with ] Families In Directory *

o Children's Centre and Family Information Directory * MENTAL
HEALTH: No involvement * OBSTETRIC SERVICES: Refer as per
maternty guidelines *

Pregnant Women & Family Developmental
Needs

Abuse and neglect: No physical or material signs of
neglect; any injuries within normal range;
emotionally warm and stable family environment.
Employment, Education & Benefits: Well
supported, no concerns.

Physical Health: needs met by midwife, GP and
other primary/universal care; regular physical
activity and healthy diet.

Mental Health: needs met by midwife, GP and other
primary/universal care; no current alcohol or
substance misuse.

Emotional wellbeing: Positive sense of self;
emotionally resilient.

Social Development: good family/peer support.
Behaviour: Normal social interaction.

Environmental Factors

Family is integrated into community; finances used
i i no

negative impact from local area.

NiehTALLEE LT
OBSTETRIC SE V!

onsider referral to IAPT/GP with consent *
2E5. ~efer as per maternity guidelines *

Pregnant Women & Fam’ly De:

Maternity Level 3 pregnant
women & families with complex needs
requiring specialist support

L e pregnant woman and family have high Iev!lorcnmplex
additional
B 01 it becavr cnlaren it srguariog

concerns but no other needs. Needs may meet the threshold as a
zh\ld inneed under section 17of th Chidren Ac. Pregrant woman
T of

Maternity Level 4 pregnant
women & families at risk of significant
harm

The pregnant woman and family have an acute level of unmet and
and/or o to p

Achild and family assessment s required under section 47 of the
Chidrens ACE 1983, Chidren requring support t levl 4 wil

listed below. The role of

13 will usually of
he ndikatoslsted blow. all agencies must be the protection of the woman, child and
family.
. HY, safeguardi
in-h -
Tearning disability); e icate g mﬁgm_-mm* MIDWIFERY: caseloading care o
socialplan * HEALTH = o

use advocacy

* GP: shared
maternity care/referral as aDDrnDnile, routine care for non-
pregnancy

Needs

Abuse and neglect: occasional signs of neglect; occas.onally
dirty, unkempt; occasional, less common injury;
relationship with child and/or partner; lacks emotional
warmth.

Employment, education & benefits: Additional support
needed

Physical Health: women with minor physical/emotional
and/or learning disabilities impacting on wellbeing; HIV
positive women; Women with FGM; Occasional missed
antenatal checks/late booker (resolved through normal
processes); no physical activity/unhealthy diet impacting on
health; ongoing smoking during pregnancy.

Mental Health: condition or disability impacting on
wellbeing; antenatal low mood and/or anxiety; acute
distressed episode owing to

Children’s Social C: I services
i 17 pre-birth
assessment with consent and lead muli-agency plan * MENTAL

disseminate social plan * HEALTH VISITOR: Universal Partnership

Plns/ EarN Intervention Health Visitor / Family Nurse Partnership

e laison and inclusion in case conferences *

Bt et = oo care
— consent not essentlal; undertake a Section 24 pre-birth

HEALTH:
21 r.with consent * OBSTETRICSERVICES: refer to consultant for
biith pl>. /2 par maternity guidelines.

Pregnant Woriicr 'z F2mily Developmental
Needs

Abuse and neglect: Consistent physical and «.fer 2! signs
of neglect; requent njury;volatle and unstable famt
neglect increasing
Employment, education a. benefits: Struggling financially
or with work obligations; targeted support needed. Sex
workers.
Physical Health: Women with physical / emotional and/or
learning disabilities anticipated to affect daily functioning

current drug or alcohol use.
Emotional Wellbeing: Poor self-esteem; struggling with

chronic health problems with lack of access
to services. Consistent missed antenatal checks.
Mental n::mr Itis anticipated that their condition

parental separation; requires additional emotional support;
shows early signs of negative, anti-social or criminal
behaviour.

Social limited social language

history of suicide or

self harm and/nr current concerns of suicide or self-harm;
unable to bond with child; history of postnatal depression
with vn(ervenlvon beyond primary care; diagnosis of

and communication difficulties.
Behaviour: Occasional inappropriate social interaction;
low-level anxiety; expresses occasional intolerant
views/extreme ideology.

Environmental Factors

Groups who may experience direct or indirect

majority; refugee/asylum seeker/no recourse to public funds;
non-native language speaker; LGBTQ+

Family socially isolated; woman recently arrived in the
country or within travelling communities; other children
living separately; family living in poverty/deprivation:
occasionally short of adequate food, warmth or clothing;
accommodation with potential health & safety hazards; anti-
social behaviour in local area has negative impact; victim of
historical DV.

Image: MatVAT Page 1

significant current
distress with intervention beyond primary care; OCD;
alcohol use >10 units per week/binge drinking; substance
misuse impacts mentally and physically.
Emotional Wellbeing: Poor self-esteem/sense of identity
impacts on daily functioning; significant deterioration in
behaviour and engagement in risky behaviours;
involvement in negative, anti-social or criminal behaviour.
Social Development: Socially isolated; significant

conference *
MENTAL HEALTH: rferral to prinatal mental health team as per
guidelines; multi-agency meeting; OBSTETRIC SERVICES: refer to
consultant re birth plan; other referrals as per maternity
guidelines.

Pregnant Women & Family Developmental
Needs

Abuse and neglect: extreme physical signs of neglect;
material neglect causing significant harm; unaccounted
injuries and child disclosure; long term emotional
neglect places woman and/or child at high risk of
exploitation.

Employment, education & benefits: at risk of significant
harm, no financial support.

Physical Health: Complex/acute physical / emotional
and/or learning condition or disability has significant
adverse impact on health or places herself or child at
risk. of significant harm, despite sustained interventions.
Mental Health: complex/acute condition has significant
adverse impact on woman and/or child at risk of
significant harm despite sustained interventions; self-
harming or suicidal; onset or high risk of puerperal
psychosis; substance misuse dependency places
‘woman/child at significant risk of harm; history of
serious postnatal depression, puerperal psychosis
requiring tertiary services.

Emotional Wellbeing: Negative sense of self, leading to
being at risk of exploitation or harm.

Soclal Development: Completely isolated; ltle or no

difficulties; negative and lack
of respect.

Behaviour: Association with negative peer groups/partner
involved in offending behaviour; anti-social behaviour or
negative, aggressive or intolerant interactions with others;
lack of self-control or anxiety/OCD affecting daily lfe;
concern around extremism; at greater risk of being.
groomed or exploited by others.

skills or positive interaction with others;

negative interactions and lack of respect.

Behaviour: involved in serious criminal activity/known
ang involvement; expresses support for extremism and

violence; behaviour places self or others at risk of harm;

concern that woman is being groomed for sexual or

extremist activity; involved in drug supply offenses.

Like other threshold documents, it includes a list of criteria for assessment across 4-tiers in

three categories:

Pregnant women and family developmental needs

Behaviour

Abuse and neglect
Employment, Education and Benefits
Physical Health
Mental Health
Emotional Wellbeing
Social Development

Environmental Factors

Social isolation
Migration status and language needs
Membership of underserved communities
Physical needs of the family
Domestic or other violence

Parental and Family Factors

e Basic care, safety and protection
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Neglect

Extremism

Emotional warmth and stability
Perinatal period
Protection from harm - physical or sexual abuse

Domestic abuse
Drug and Alcohol Use

Impact of ill health or disability within the family
Criminal or anti-social behaviour

Women are then categorised as Level 1, 2, 3 or 4, coloured green, yellow, amber and red

respectively.

Maternity Level 1 universal

Parental and Family Factors

Basic care, safety and protection: It is anticipated
that the parents will be able to provide for their
oown and child’s physical needs, with low level
advice if required.

Emotional warmth and stability: It is anticipated
that the parent’s will provide secure and caring
parenting, with low level advice or support as
required.

Perinatal period: engagement with antenatal and
postnatal care; coping with parenthood and
accessing support as required.

Protection from harm - physical or sexual abuse:
the woman and her family are protected from
danger or significant harm and are not subject to
either sexual or physical abuse.

Neglect: the woman and her family have physical
and material needs met.

Domestic abuse: there is no history or incidents of
domestic abuse in the family.

Extremism: no evidence of involvement in or
support to extremism.

Drug and Alcohol Use: no evidence of impact on
woman and family or current/future parenting
ability.

Impact of ill health or disability within family: no
adverse impact on woman and family or
current/future parenting ability.

Criminal or anti-social behaviour: no history of
criminal activity in family; no family gang
involvement.

Woman/women - includes individuals
who may prefer to be known as birthing
people or pregnant person with he/him
or they/them pronouns.

Child - describes unborn child, new born
as well as other children in the family
unit (unless specified otherwise)

Maternity Level 2 pregnant
women & families in need of early
help

Parental and Family Factors

Basic care, safety and protection: It is anticipated that
the family’s and/or child ‘s physical needs may be
affected by inconsistent care.

Emotional warmth and stability: It is anticipated that

Maternity Level 3 pregnant
women & families with complex needs
requiring specialist support

Environmental Factors

[P Eamily socially excluded with adverse impact on woman;
Young mothers (under 18 years old) or were looked-
after by LA as children. Regularly short of adequate
food, warmth or clothing due to financial

the child’s emotional and
may be affected by inconsistent parenting.

Perinatal period: ambivalent/irregular take up of
antenatal/postnatal care; struggles to parent
effectively but open to support; family bereavement.
Protection from harm — physical or sexual abuse: the
woman and her family have some evidence of sexual
abuse or nappropriate sexual behaviour within the
wider famiily ovt ctild is protected from this; it is
anticipated that the caild mé y ot be protected from
accidental harm; anticipated that ya enting methods
may impact on child’s emotional healtr, i'a mifJi
traditional practices are culturally prevalent but child
will be protected from these i.e. FGM.

Neglect: the woman and family may be occasionally
neglectful of physical/material needs, increasing their
vulnerability.

Domestic abuse: the woman and/or her family
experienced historical domestic abuse (now resolved)
or are subject to occasional non-physical abuse;
isolated incidents of violence in family, impact
mitigated by protective factors.

Extremism: sympathetic to extremist views or
ideology but no evidence of active involvement with
extremist organisation.

Drug and Alcohol Use: occasional use which impacts
on woman and her family and current/future
parenting ability.

Impact of ill health or disability within family:
occasionally impacts ability for woman and family to
care for themselves and /or child.

Criminal or anti-social behaviour: history of criminal
activity in family; history of imprisonment of
household member; suspicion or some evidence of
family gang involvement.

The indicators above are illustrative of levels of well-being and need identifying the point at
which a referral to safeguarding may be required. These are not exhaustive & are based on

Working to g Children (2018)

Framework.

This threshold chart is supported by and should be used in conjunction

with the Threshold Maternity Flow Chart and your local children’s safeguarding threshold chart
and guidance. It is not intended to replace clinical judgement.

May ©2021 Co-author’s Octavia Wiseman RM & Claire Spencer RM

Image: MatVAT Page 2

The second part of the document is a care planning guide that references possible local

dirty
accommodation with health and safety hazards;
homeless or insecure housing; victim of anti-social
behaviour or crime in local area and at on-going risk;
local area has significant levels of crime; at risk of

i y financial

which would seriously impact on woman and/or child.

Parental and Family Factors

Basic care, safety and protection: limited capacity for
‘woman and family to provide the basic care, safety and
nrotection for themselves and/or child.

: It is anticipated that

ity Level 4 pregnant
women & families at risk of significant
harm

Environmental Factors.

Social exclusion/isolation impacting woman'’s ability to
access support; destitution/mismanagement of finances
leaving woman and family consistently short of food,
clothing, warmth; homeless/no stable home; area has high
levels of crime/anti-social behaviour having a profoundly
negative impact on family; family at risk of deportation
‘which would put family at serious risk.

Parental and Family Factors

Basic care, safety and protection: very limited or no
capacity for woman and family to provide the basic care,
safety and protection for herself and /or child.
Emotional warmth and stability: lack of parenting
capacity/deliberately obstructive parenting. It is

that the child will h: ignifi adverse

neglected and
to abuse; negati: f11ilv network; future impact on
child’s health, learning aiic ¢ ducation.

Perinatal period: poor access ar<ruta,/postnatal care -
unsuccessful DNA policy; anticipated sustaired
difficulties in parenting effectively and/or will not acce,’.
help.

Protection from harm — physical or sexual abuse: the
woman and her family are unable to be protected from
significant harm; possible inappropriate sexual
behaviour; family home has previously been used for
criminal activity; concern that the child be subject to
harmful traditional practices i.e. FGM.

Neglect: not all of the woman's and/or child’s
physical/material needs are met, impacting on
outcomes for the child.

Domestic abuse: the woman and/or her family have
previously experienced and occasionally experience
domestic abuse; incidents occur with limited sign or
recognition of adverse emotional impact on the child.
Extremism: it is anticipated that the woman and child
will be exposed to extremist activity from family
members, partners.

Drug and Alcohol Use: it is anticipated that use
consistently impacts on woman and child.

Impact of ill health or disability within family: impacts
ability for woman and family to care for themselves or
child or manage current/future parenting ability.
Criminal or anti-social behaviour: criminal record
relating to violent o serious crime may impact on child
within family environment; current imprisonment of
household member; known gang involvement and drugs
supply offences.

sources of support for a woman at each level, including:

Midwifery

GP

Health Visitor

What women and partners can do

Local Authority Children’s Services
Mental Health

impact on child’s health, learning and education;

of p; places
the child at significant harm.

Perinatal period: does not access antenatal/postnatal care
— unsuccessful DNA policy; anticipated to have inability to
parent effectively and refusal to accept help.

Protection from harm — physical or sexual abuse: the
woman and her family are unable to be protected from
significant harm; child at high risk of sexual abuse;
evidence that the child would be subjected to harmful
traditional practices i.e. FGM.

Neglect: the woman and/or child’s physical/material
needs are consistently neglected.

Domestic abuse: frequent victim of domestic abuse;
incidents occur with limited insight of adverse emotional
impact on the child; woman and/or child at high risk of
being a victim of serious abusive behaviour.

Extremism: it is anticipated that the woman or her family
are involved in and actively promoting extremist activity;
evidence family are planning on travelling to conflict zone
to participate in extremist activity.

Drug and Alcohol Use: substance and/or alcohol abuse
which consistently impacts on woman and has a
significant adverse impact on child.

Impact of ill health or disability within family: impacts
ability for woman and family to care for themselves or
child placing the child at risk of significant harm.

Criminal or anti-social behaviour: criminal record for
violent or serious crime that directly impact on child;
current imprisonment of household member; known gang
involvement and drugs supply offences that has significant
impact on the child.
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e Obstetric Services.

There is also an accompanying reference sheet with contact details for local services that
can be developed by individual maternity services about their own local resources.

MatVAT was intended to support midwives' intuitive decision in response to already
existing, routine questions asked at antenatal appointments (i.e. it was designed to
minimise additional work by utilising existing information). The document itself was meant
only to be referred to directly in a complex case where a woman might fall between two
Levels. It was intended to take a holistic, strengths-based approach, balancing risks with
protective factors in families, and to prompt practitioners to work in partnership with service
users. It was not meant to be used prescriptively or quantitatively (i.e. counting how many
vulnerabilities a woman might have). MatVAT was intended to be flexible and to be
changed to fit with local safeguarding thresholds.

As with other tools, a safeguarding referral is triggered when a family is assessed at
MatVAT Level 4, and may be relevant at Level 3. But in addition, one of the main purposes
of MatVAT is to support the care of women with ‘low-grade’ vulnerability (those at Levels 2
and 3) who do not reach the threshold for social services or perinatal mental health referral
but would benefit from preventative care and support to reduce escalation of risk.

Before the start of this evaluation, the LEAP Health Team developed a working Theory of
Change for MatVAT.

Context

e Different healthcare professions are using no or different tools to assess and
measure social vulnerability across maternity and early years.

e The Health Team found that although midwives are good at identifying safeguarding
cases (Tier-4), very few midwives were aware of existing vulnerability assessment
tools outside of maternity.

e For women, children and their families, having no formal framework to assess
maternal vulnerability means they’re less likely to receive timely and appropriate
preventative support.

e To address this gap, the Health Team, in partnership with King’s College and Guy’s
and St Thomas’ Hospital Trusts, designed and produced the Maternity Vulnerability
Assessment Tool (MatVAT) in 2018/19 — a holistic tool to measure vulnerability in
maternity.
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Assumptions

Evi

MatVAT will be acceptable to midwives.

MatVAT will trigger more, and more appropriate, referrals at Level 2 & 3.

The existing system can manage additional referrals.

Pregnant women will welcome referrals and that these will lead to an improvement
in outcomes for women and their families.

Changes to services due to the Covid-19 pandemic and evidence of poorer
outcomes for women from BAME groups increases the relevance of the MatVAT
which will support the identification of vulnerability and the development of
individualised plans.

n

No formal evaluation of existing tools (4-Tier; U, UP, UPP), was identified.
Government-based policies identify the need for disciplines to undertake an
assessment of vulnerability as evidence of the long-term impact of early trauma and
complexity grows."?

A growing body of evidence suggests that early intervention reduces the need for
downstream acute services, with associated cost savings.?

Supported by national and local maternity guidelines — NICE, NMC, RCM, KCH and
GSTT

Better Births — Using common thresholds for assessment of vulnerability across
different services and Trusts fit in with the priorities for maternity care outlined in
Better Births.™

The Theory of Change also included some intended impacts of MatVAT relating to three
areas: midwives, the maternity/early years system and women and families. These were
developed through the LEAP Health Team’s initial Public Involvement work, which included
a discussion group with women from the LEAP area. This report looks specifically at the
impacts for midwives.

. When guided by the MatVAT, midwives feel more confident asking women and their

families questions formally and acting on their intuition

Midwives have increased understanding of other systems (4-tier and
Universal/Targeted/Specialist) for assessing vulnerability and can ‘speak the same

12 Cattan S, Conti G, Farquharson C & Ginja R (2019). The health effects of Sure Start. London, Institute of Fiscal
Studies. Available: hitps://www.ifs.org.uk/publications/14139 (accessed 5/7/19)

3 NHS England (2016) Better Births: Improving outcomes of maternity services in England: A Five-Year Forward View
for Maternity Care.
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language’, improving communication between the primary care team (Health
Visitor/GP/Midwives) and beyond.

3. Midwives’ increased awareness of local support services in place for vulnerable
women, (including the LEAP offer) will help them plan early intervention especially
at levels 2-3.

4. Midwives and managers can formally quantify the social complexity of their
caseloads. This could feed into appropriate resource allocation.

Maternity/Early Years System

5. Increased identification of lower level vulnerability in pregnancy and postnatal
period

6. Increase in appropriate early intervention referrals/focus on preventing escalation of
problems reduces the need for acute services.

7. Being able to quantify vulnerability in different areas enables more appropriate
allocation of resources across the early years system.

8. Referral assessment pathways for serious mental illness and safeguarding continue
to be effective.

Women and families

9. Women perceive themselves and their families to be listened to and feel like they
are receiving more individualised care.

10.Women and families receive more appropriate signposting and referrals to services
and support (e.g. CC, outreach, Better Start workers, early help, IAPT, GP)

11. Women will take up referrals and benefit from improved support

Methods
The pilot

The MatVAT pilot was designed to run for six months. Community midwives working in
caseloading and traditional teams in three London NHS trusts were asked to use it during
routine community midwifery care.
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The evaluation of the tool would take place concurrently with the pilot within the three
sites. Its original aim was:

To explore the feasibility of MatVAT in the context of routine community maternity
care and its potential for roll out to other services.

To explore whether midwives perceive the MatVAT to support improved care for
women (i.e. triggering an increase in early referrals), an increase in midwives’
confidence in their own practice, and improved interprofessional communication.
Negative perceptions will also be explored.

To establish the internal validity of MatVAT by assessing how far it is used
consistently by different health professionals.

The project started in autumn 2020 during the height of the Covid-19 pandemic. It was
designed to be remote (to account for social distancing regulations and predictions of
further waves of Covid in winter and spring 2020-21) and to demand as little as possible
from frontline midwives.

Three Trusts were chosen to participate in the pilot. Two of these trusts cared for women
within the LEAP area and had close links with LEAP. A third Trust was recruited and was
intended to act as a ‘control’ to assess the success of implementation within an ‘unfamiliar’
trust and one without personal and professional links to the LEAP health team.

The original protocol was as follows:

1. Community midwives in two teams (one traditional; one caseloading) from each site
would be trained by the LEAP health team to use MatVAT.

2. MatVAT trained midwives would then be invited to join a WhatsApp group with
colleagues within their Trust. The group would offer peer support and be asked to
respond collectively to a small number of questions about their experience with the
tool. The group would be deleted immediately following the end of the Pilot.

3. The midwives would also be asked to send a voice memo of their experience of
using the tool after a clinic

4. Community midwives in the two teams would be invited to attend one online
discussion group with their peers to discuss their experience of MatVAT.

5. Further one to one interviews would be carried out with a small number of midwifery
managers and stakeholders at each site.

6. A validation exercise required a small number of midwives, health visitors and GPs
to assess a series of fictionalised case studies using MatVAT to test whether the
tool was used consistently within and between professional groups.
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7. We planned to collect anonymised routine patient data for all women booked by the
six teams (one caseloading, one traditional per site). This included the following, for
all women booked across a one month period with these two teams:

e MatVAT score

e Demographic details (maternal age, gestational age at booking, IMD score,
Ethnicity).

e The anonymised ID of the midwife taking the booking.

For the same women at their 28 week appointment:
e MatVAT score
e The anonymised ID of the midwife.

The MatVAT score for a new cohort of women booking for care at the same period
that the original cohort had their 28 week appointments (to see if midwives
continued to use MatVAT at booking appointments over time).

This evaluation project was commissioned in October 2020 with an original end date of
April 2021.

The years 2020-2022 have been some of the most demanding in the history of the NHS
maternity services. The Covid-19 pandemic brought a rapid reorganisation of services,
widespread staff absence and an increase in both social and clinical need. At the time this
project was commissioned, the 2020 Covid-19 lockdowns and other social distancing
regulations had halted most clinical research, creating backlogs in R&D approvals when
research was permitted to restart.

Initial approval for this project was granted by the HRA in early January 2021, R&D
approval was then granted by two sites in May 2021. The third site did not issue approval
until March 2022, and so was excluded from the pilot and evaluation due to this delay.

Through 2020 and 2021, the workload in clinical settings was becoming increasingly
intense. The social impact of the pandemic was especially marked within community
services, with a rise in referrals to safeguarding, and a corresponding increase in Local
Authority thresholds for referral to try and manage caseloads.

This social and clinical context had a significant impact on this project from the start. It
became clear early on that the health system and the community midwives were struggling
to engage with us, within the context that they were working. For some time, the regular
project meetings with the Trusts had few or no midwives attending. No community
midwives joined the WhatsApp group on invitation and very few responded to repeated
email requests for short online/telephone interviews. Interventions from senior midwifery
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staff appeared to have little impact. Notes from the project meetings record these
challenges:

‘[LEAP health team midwife] reported that all [caseloading team] midwives have
been trained and that all but four [traditional team] midwives have been trained, but
that it has been a struggle for the midwives to find the time to undertake the

training, and although feedback has been very positive, they appear to be struggling
to prioritise implementing the tool. The stresses on services due to staffing issues
are a major part in these challenges. The fact that the team leaders did not attend
this meeting, and nor did [two senior midwifery staff] (who had accepted it), is
symptomatic of these demands” (Project Meeting Notes, Site 1, October 2021).

“I don’t feel that staff have capacity to do more than get out of bed and put on some
scrubs’.” (PI, Site 2, Project Meeting, October 2021)

“Unfortunately no clinicians from [either teams] present so no report about how
implementation is going” (Project Meeting Notes, Site 1, January 2022)

None of this was surprising considering the crisis they were, and continue, to be working
within.

Actual methods used

The pilot and evaluation team recognised the pressures midwives were under and did not
want to add to their workload. In November 2021 we adjusted the plans to try and reduce
the burden on midwives, improve engagement and to help make any data collection
feasible.

The revised protocol was as follows:

Training: Community midwives in two teams (one traditional; one caseloading) from
each site would be trained by the LEAP health team to use MatVAT.

Choice: The Trust were free to use the tool in whatever way they found most useful.

Interviews: Community midwives and any other relevant stakeholders would be invited
to a short telephone/online interview.

Routine data: Anonymised routine patient data would be collected for all women
booked by the now four teams (one caseloading, one traditional per site) as per the
original protocol.

The final dataset is significantly smaller than we had planned for, due to the ongoing
difficulties in recruiting clinical staff to interviews and discussion groups and the fact that
one site could not be included in the evaluation. Multiple interviews were not attended or
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attended so late they had to be cancelled; staff often did not respond to requests. At Site
2, one of the participant teams was disbanded during the project. Site 2’s decision to use
the tool outside of routine antenatal care is discussed further in the report. We did not have
approvals to go to the site in person for data collection as this was impossible for most of
the project period due to Covid restrictions.

Data reported here is taken from the following:

Written feedback from training session participants

= Observation of one online training session
m Four discussion groups and one 1:1 interview with community midwives, specialist
Safeguarding Midwives and members of the project steering group.
O 0 O
nnn - Minutes from 24 project meetings
=)

= Electronic Patient Record data (Site 1), June 2022

Women’s perspectives

As MatVAT is a ‘behind the scenes’ tool for midwives, using routine questions, women
using the maternity services should not be aware of any changes to their care. MatVAT
would simply change the way midwives categorise women in response to standard
questions, conversations, assessments and disclosures throughout antenatal care.
Because of this we made the decision not to include women’s perspectives on MatVAT in
this evaluation and will not report on the Intended Impacts for women. Women’s views fed
into the initial development work undertaken by LEAP in 2018-19.

Midwives’ perspectives

The ongoing difficulties with implementing this project during a period of crisis and the low
uptake of MatVAT in practice, means we do not have enough data to be able to reliably
report on the quantitative Intended Impacts for the Maternity/Early Years Systems: for
example the impact of MatVAT on referral incidence and quality. For this reason, this report
focuses on the experiences of midwives.

The report here relies on the views of a small sample and caution should be taken in
extrapolating the findings beyond this sample.
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Findings

The findings are divided into four sections. The first part describes existing processes that
the services used to assess vulnerability, before the introduction of MatVAT. The second
part outlines the benefits and challenges for MatVAT against each of the four Intended
Impacts for midwives, the third part presents the analysis of routine data on the use of
MatVAT over a two month period and the fourth part looks at the factors that affected its
everyday use.

Existing processes

Community midwives described existing processes for assessing social vulnerability as a
combination of clinical expertise and intuition:

“Usually we would meet the couple and then, as we work through the booking
questionnaire, we would then make our own judgment call as to whether we needed
to refer to social services or refer on to the perinatal mental health team, or, like this
morning, refer on to female genital mutilation clinic”. (Community Midwife, Site 1)

These sorts of informal measures for assessing women’s needs were seen as effective,
but they were supported by more formal ‘safety nets’, such as routinely emailing the
Safeguarding Midwives for further advice about women they were concerned about.

Specialist Safeguarding Midwives described Community Midwives as often ‘scared of
safeguarding’. Worries about inadvertently missing something important had an impact on
the cases that reach second tier support within the Trust, as this Safeguarding Midwife
described:

“People become defensive because they’re not sure what to do, so they refer it to
the safeguarding team — put her on the socially complex list to discuss at the
meeting. We’re finding cases that would be green [MatVAT Level 1] in that meeting
that shouldn’t really be there”. (Safeguarding Midwife, Site 1)

Teams had developed their own systems for flagging women who needed additional
support. For example, at least one team used ‘flags’ within Badgernet, which would then
highlight ‘social issues’ to other midwives who saw that woman. This system was reported
to work well enough, except that it did not distinguish between different levels of need:

“Amber flags can range from somebody who smoked cannabis at Uni to somebody
who's, you know, really high risk of, you know, harm. (Community Midwife, Site 1)

Another team had historically developed an ongoing bespoke spreadsheet to keep a
record of the women in their caseload, as they found Badgernet was not fit for their
purposes, beyond a basic record-keeping tool. This was used to communicate between
team members and as a way of checking that all follow up appointments and referrals had
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been made. At the time of the interview they recorded postcodes as a proxy for social
deprivation in an effort to monitor the needs of their caseload and ensure an even spread
amongst the team. (Notes from interview with Community Midwife, Site 1)

Key findings

e Relying on ‘gut feeling’ to assess vulnerability introduces inconsistency in internal
thresholds;
Existing ‘flagging’ systems do not distinguish levels of need;
Articulating intuitive concerns to others can be difficult;
System relies heavily on Safeguarding Midwives as the ‘safety net’ and to uphold
thresholds for internal triage;

e Understandable caution can result in inappropriate escalation for some women

1. Using MatVAT

Intended Impact 1

When guided by the MatVAT, midwives feel more confident asking women and
their families questions formally and acting on their intuition

Following the change in the project protocol in November 2021, both sites found new uses
for the tool, which included booking assessments, but also internal triage into
multidisciplinary case review meetings.

MatVAT was used by both Trusts to introduce structure and consistency around criteria in
order to support the ‘gut feeling’ traditionally used to determine thresholds for safeguarding
interventions. Both Community Midwives and specialist safeguarding midwives described
using MatVAT to both question or confirm their intuition:

“‘When | saw it [MatVAT] the other day when | then went away and looked at it, it
was extremely helpful because the woman that | had just booked was really quite
vulnerable. | was trying to assess her level of vulnerability, like you were saying, just
based on your sort of like, well, experience isn't it; and also you know, actually it
was helpful from that point of view because | was like, actually, yes - she's probably
a higher level than | might have put her at actually. So that was really
helpful”.(Community Midwife, Site 1)

There was some evidence that by formalising a midwife’s gut feeling, MatVAT facilitated
joint decision-making about how to support a woman:

“It’s really good for conversations between ourselves. It would be quick to do a

referral but using the tool means you can record why you haven’t made a referral —
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‘we looked at MatVAT and this is why we haven’t done it’; it’s a sense-check”.
(Safeguarding Midwife, Site 2).

There was a feeling that if it was widely embedded within community teams, that having
set criteria would help to support cautious Community Midwives to make decisions about
referral, before coming to the specialist safeguarding team:

“It’s a training tool in itself. You start looking at this [MatVAT] and then you start
thinking ‘oh we should do a referral for this’. It's an aide memoire. Even if they don’t
put a score, just getting used to the score and using the levels as something we
need to be concerned about. People are interested in this and in safeguarding.
People get scared of safeguarding that they might miss something, at the weekend
when they’re not sure what to do. It’s useful in and of itself”. (Safeguarding Midwife,

Site 2)

Key findings

e MatVAT has value as an internal threshold document for referral to MDT meetings
and specialist pathways, as well as communication with external agencies.

e MatVAT supported midwives to check their intuitive response and to facilitate joint
decision-making.

e MatVAT has potential to support inexperienced or cautious midwives to make
decisions about safeguarding.

Recommendation

1. Consider other potential uses for MatVAT in future marketing and roll out.

Intended Impact 2

Midwives have increased understanding of other systems (4-tier and U/UP/UPP)
for assessing vulnerability and can ‘speak the same language’, improving
communication between the primary care team (HV/GP/MW) and beyond.

Midwives in Site 2 were encouraged to use the score as part of their presentation of cases
within MDT meetings. Uptake was extremely variable, depending on their team and their
personal engagement with MatVAT - as most teams were not trained in MatVAT or part of
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this evaluation. Site 2 also saw potential for MatVAT to be used to triage women for
caseloading care after the initial booking appointment:

“l think at the moment, we're missing lots. Because | think just everybody's, like you
said, everyone's time, they perhaps don't answer [ask] the right questions. So we're
going to start using it [MatVAT] for the criteria to go into that team [caseloading for
vulnerable women] and | am going to use the two top tiers in there and just have
that as the criteria”. (Safequarding Midwife Site 2)

Whilst staff at Site 1 saw the potential for MatVAT to help select women for their monthly
meetings with the Safeguarding Supervisor, they did not adapt it for use in their MDT
meetings because of the conflict between MatVAT and the local safeguarding thresholds.
Others suggested that it might have use in other areas of the service in particular Maternity
Triage or Maternity Assessment Units.

Whilst they had not yet implemented this, one community midwifery team in Site 1 spoke
about the potential benefit for MatVAT to replace the use of ‘flags’ in Badgernet, in order to
improve communication within the team:

“If | was doing an appointment for you just for me to know what the MatVAT score is
before | go in, before having to read all the history to get an idea, that would be
really useful. Because it is more information having a score than it is just an amber
flag, which actually could be for anything, you know(...). So this would be definitely
more useful than the flag in that sense”. (Community Midwife Site 1)

Intersection with other threshold documents

Local authority threshold documents lay out the criteria for families to be accepted for
different levels of support. The details of the criteria differ for every Local Authority, but the
documents are usually similar - providing four tiers (‘Universal’, ‘Child in need of early
help’, ‘Child in need of targeted support’ and ‘Child at risk’ or similar), using the RAG
colours of green, yellow, orange and red.
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Th rGShOId Cha I't by Lambeth Safeguarding Children Board

The child or young person has no significant additional
needs. Needs that do arise can be met by low level

The child or young person has low level needs which are
not being met by universal services, and so requires some

Children in need of targeted or
specialist support: LA Children’s
Services Targeted Early Help

The child or young person has high level or complex
additional needs which require co-ordinated multi-agency

Tier

interventions within universal services. additional early help. An early help and action
plan with a lead professional will help identify all areas of
need and coordinate a planned response with the child,

parents / carers and partners

* No referral is required * No referral to LA Children’s Services is required.

« The child's additional needs will be et in your setting.
To achieve this, you will need to identity a lead professional
‘within your agency who will
- With parental consent, complete an Early Help
Assessment and Action Plan, and lead on its
implementation

ith an early help action plan;
a lead professional; and a team around the family approach.
Or it might be a child with safeguarding concerns but no.
other needs.

Needs may meet the threshold as a child in need under
section 17 of the Children Act.

Children requiring support at tier 3 will usually meet a number
of the indiicators listed below.

* A referral to LA Children’s Services may be required.
Contact the First Response Team Professionals’ Line
020 7926 3100 or Public Line 020 7926 5555 (24 hours)
for advice and guidance

* If a referral is required, you should seek parental consent
for this

« Complete a Multi-Agency Referral Form indicating a need
for support at tier & and attaching any previous early
help assessments or actions plans. LA Children's Services
will assess the referral and determine if a Section 17
assessment is required

Children at risk of significant harm:

T|er LA Children's Services Children’s
Social Gare

The child or young person has an acute level of unmet and
complex need and / or requires urgent intervention to protect
against significant harm.

A child and family iired ur
the Children Act 1989.

Children requiring support at tier 4 will usually meet a number
of the indicators listed below.
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* URGENT action is required

* Contact LA Children's Services First Response Team
Professionals’ Line 020 7926 3100 or Public Line 020 7926 5555
(24 hours) for advice and guidance

 If achild is atimmediate risk of harm call the police 999

* Parental consent is not required for a referral at tier 4.
The parent or carer should be notified of the referral unless
3dnwwlll place the child or young person at greater risk

+ Complete a Multi-Agency Referral Form indicating a need
for support at tier 4 and attaching any previous early help

* Children may also benefit from an Education, Health and
Care Plan

assessments or action plans

Child’s/Young Person’s Developmental Needs

Abuse and neglect: consistent physical and material signs of gle of neglect; material
neglect; frequent injury; volatile and unstable family

Abuse and neglect: no physical or material signs of neglect;
any injuries within normal range; emotionally warm and stable
family environment

Abuse and neglect: occasional signs of neglect; occasionally
dirty, unkempt; occasional, less common injury; parenting

significant
lacks emotional warmth - emotional neglect increasing vulnerability disclosure; long term emnﬂnn-l nenlun places child at high ﬂlk of/

Learning, education and employment: adequate academic ~ Learning, education and employment: Underachieving; Learning, education and employment: seriously (el erehin: OrvicEm

progress; meeting developmental mile-stones additional support needed to meet all developmental mile- underachieving despite sustained interventions; targeted Learning, -duc-uon and employment: xlunnu:am delay /

Hoalth: healthy, no physical or mental health condition or stones; at risk of becoming NEET support needed to meet developmental milestones; NEET et

disability; access to health services; regular physical activity Health: physical or mental health condition or dlsamlny Health: physical or mental health condition or disability Bl

and healthy diet; no history or substance misuse: missed health checks o i o it affects dally shroniohaakh provoms . SRS SIS
o oot / unhealthy diet impacting on health; early signs i dmg or  duetolack of access to services; no physit lex and chronic health

B o e B D Gy ool us s having a negative impacton social well bing  urhealiy it seriousy impacing on heath despns L pmblame due to lack of access to services; no physical activity /

A substance misuse mpacts mentally ly health and placing at risk of

Emotional wellbeing: poor
R o e et e ok ]
or criminal behaviour

Social development: strong friendships and positive,
respectful social interactions

and physically significant h

dependency places chlld at significant risk of harm

Emotional wellbeing: poor self-esteem / sense of identify

iate, legal activities; self ] soctal imited social 4 impacts on daily outcomes; concern of suicide or self-harm; Emetional wellbeing: negative sense of self leads to significant
appropriate to age and development; does not run away e e e s v anguage and  gignificant in behaviour and harm; child is exploited and harmed by others as a result;
from home is absent or go missing; does not have caring s it ] [ ving risky behaviours; fails to meet developmental milestones dﬂdopmsm significantly impaired; self-harming or suicidal; at high

responsibilties due to inability of parent/ carer to provide emotional support;
Behaviour: occasional anti-social behaviour; short lived

sympathy for violent / extreme ideology; occasional lack of

involvement in negative; anti-social or criminal behaviour and
at greater risk of being groomed or exploited by others

Social development: socially isolated; significant
communication difficulties; negative interactions and lack of
respect; victim or perpetrator or persistent or severe bullying
despite early help interventions

Behaviour: anti-social behaviour and risk of gang i
has associations/affiiation with negative peer groups involved

Social completely isolated: little or no
oommunlclﬂnn ddll! or positive interaction with others; negative
interactions and lack of respect; victim or perpetrator of persistent
or severe bullying which places well being at risk

Behaviour: involved in persistent, serious criminal activity (group
violent offending, weapons use, possession with intent to supply

age appropriate self-control; risk of negative use of internet
and social media; occasionally absent, missing from home;
occasional caring responsibiliies; socially isolated as a
result of intolerant views

for extremism and violence; little or no age appropriate self-control
in offending behaviour (group violent offending, street robbery, places self and others at risk; significant concerns child is at risk of
use of weapons, drugs offences) expresses support for harm dne m internet and social media u:ﬁvhy' slnnlllcsm ‘concern
extremism and violence; regular lack of age i - child i activity; strong
control; engaged in or victim of harmful use of intemet and links with extremist Indlvidunla / s child mﬂy mlulnu
social media; negative behaviour associated with or

Excerpt from the Lambeth Safeguarding Children’s Board Threshold Document14

Visually, MatVAT was designed to reflect other threshold documents. It closely resembles
the threshold document for the Lambeth Safeguarding Children Board, with the same
4-tier structure, colours and the same categories for assessment - Environmental factors,
Parental and Family Factors - with Lambeth’s ‘Child’s/Young person’s Developmental
Needs’ changed to ‘Pregnant women and family Developmental Needs’ in MatVAT. This
was noted by a Safeguarding Midwife:

| said, "You're showing me the threshold document for Lambeth," and the only
difference was the wording. So | think they changed ‘child’to ‘baby’. It's pretty much
identical. So it's not a new piece of work. | know it was new to them. (...) Their
assessment was that midwives were not aware of the tiers, but the difficulty is that
they're different for different boroughs. (Safeguarding Midwife, Site 1)

Discussions raised questions about whether there might be a tension between MatVAT
and other threshold documents. One participant was concerned that any kind of
cross-borough ‘threshold document’ would be unworkable:

“They could use MatVAT for Lambeth, but not for any other borough. And as | say,
we work with so many, it's not feasible to say, "You have to use this document only,"

4 Available to download from http://www.lambethsab.org.uk/children/professionals/thresholds
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because they do need to consider the other documents”. (Safeguarding Midwife,
Site 1)

Others disagreed - seeing MatVAT primarily as a tool that could offer a consistent
approach to internal triage, without conflict with other thresholds.

Unlike the specialist Safeguarding midwives, the small number of community midwives we
spoke to appeared to have little knowledge of Local Authority thresholds and did not use
threshold documents as part of their day to day work. It is difficult to come to any firm
conclusions based on our small sample, but it appears that the use of MatVAT as an
internal triage tool, particularly by community midwives, does not necessarily conflict with
threshold documents that are used to refer to Local Authority services by the specialist
team.

Caution around safeguarding has likely been exacerbated by a reduction in support
available from Local Authorities during the pandemic, leaving the maternity services with
lead oversight of some more challenging cases:

“Those cases that meet child protection thresholds are much, much higher... For
example, there is a case that we're currently dealing with where the mum has a
significant history of psychiatric admissions, she has a diagnosis of paranoid
schizophrenia. She's not engaging with the mental health team, she's not sticking to
her medication regime. She has a significant substance misuse issue with cocaine
and increased alcohol levels within pregnancy (...) and Social Care wants to close
the case. So this is the level of challenge we are having to... So the early help is
very much being pushed to the side, dare | say”. (Safeguarding Midwife, Site 1)

As increasing numbers of cases were being declined by the Local Authorities, MatVAT
could be used to support pushback and escalation. This was because MatVAT offered a
consistent approach from the Trust, even within a very variable Local Authority landscape:

“Some LAs are getting such complex cases through their doors now that their
thresholds have gone up. If the Trust is using a consistent approach then it gives
you ammunition to escalate it (...): “This has been assessed as a high risk red
(Level 4) and we’re really concerned”. (Safeguarding Midwife, Site 2)

Key findings

e There is potential for conflict between MatVAT and other safeguarding threshold
documents
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o MatVAT offered standardisation for internal Trust thresholds

e MatVAT supports midwives to escalate concerning cases back to Local
Authorities

Recommendations

1. Liaise with Local Authority Safeguarding Boards in the future development of
MatVAT to ensure an independent role for MatVAT from LA thresholds

2. Ensure that the relevant Local Authority agencies, Health Visitors, GPs and all
midwifery teams are familiar with MatVAT.

3. Any Trusts that adopt MatVAT should ensure widespread roll out throughout their
services, to provide continuity of use and to embed it within internal referral
processes.

Intended Impact 3

Midwives’ increased awareness of local support services in place for vulnerable
women, (including the LEAP offer) will help them plan early intervention
especially at levels 2-3.

Specialist Safeguarding midwives saw MatVAT's referral ‘checklist’ as particularly helpful
to remind community midwives of next steps, beyond a referral to social services. A
number of people described the ‘checklist’ as the most useful part of MatVAT:

“I think a lot of the time what we're finding, or I'm finding, day-to-day is that the
expectation is midwives are CCing us into the referrals they're sending so that we
can audit the quality of them and just keep a track of the cases that are coming
through. And quite often, a lot of that conversation is continuously going back and
saying, "Have you notified these people? Have you considered these next steps?”.
It's when we're looking at really tightening our communications with our external
partners, this is where this can be really beneficial because there's less delay in that
communication if they're referring to the Mat Vat tool”. (Safeguarding Midwife, Site

1)

This view was supported by a Community Team Leader in Site 1 who reported that her
team “are finding the MatVAT tool very useful — it’s a really good guide for what support
they can put together for the women”. (Meeting notes, March 2022) and also a member of

29



the steering group who saw the potential for the checklist to support newly qualified
midwives, or those less familiar with working in Community.

In contrast, the group of caseloading Community Midwives we spoke to in Site 1 felt that
the tool didn't offer as much added value to them as it might to those working in a
traditional team:

“CMW 2: We're very privileged working in caseloading because, you know, if we

pick up somebody who falls into category 2, we're going to be seeing them again
right through the pregnancy, so we can (...) keep an eye on them. You know, we

might offer them another appointment, you know, or we might do an unexpected,
you know telephone call or would...

CMW1: | mean | have to say that | personally, and I'm sorry to say this really
because | don't want to be negative, but | think that the way that we work already, if
I'm honest doesn't make this format really very helpful, because I think that we're
already doing it. But that's because we're very privileged at working the way that we
do, and I think that this would be incredibly helpful if | were doing a booking clinic,
say, booking four people in one day and doing that three days a week. | think that
could become my lifeline”. (Community Midwives, Site 1)

This raises the question of whether MatVAT is in effect compensating for the shortcomings
of traditional community clinics over continuity of carer models. Caseloading midwives
would also have less need to communicate between each other than those sharing
information about one woman between different midwives for each appointment.

Key findings

e MatVAT can act as a prompt for midwives of possible referrals in response to
Level 2 or 3.

e MatVAT may have less value for caseloading midwives than for those working in
traditional clinics.

Recommendations

1. Training in MatVAT could support newly qualified midwives’ confidence in working
with safeguarding.

2. Future work could focus on providing MatVAT for those working in traditional
clinics to support communication between many health professionals working with
one woman.
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Intended Impact 4

Midwives and managers can formally quantify the complexity of their caseloads

Neither site had yet implemented MatVAT as a way to quantify complexity for individual
teams, during the pilot period. However, there was enthusiasm for this. One Community
team was considering adopting MatVAT to replace postcodes as a proxy for social
deprivation in their bespoke spreadsheet. They were keen to use this to help ensure
individual midwives had women at different levels within their caseload and were not
overburdened by too many women with high needs.

Key findings
e There is potential for MatVAT to be valuable in quantifying the demands of team
caseloads to ensure even distribution of caseloads and to compare acuity
between teams.

Recommendation
1. Promote the role of MatVAT in monitoring acuity during future role outs.

3. How much was MatVAT used?

Key figures

Data was taken from Badgernet for patients who booked with any team from Site 1
between April 2022 and June 2022 (inclusive)™. Site 2 was excluded from this because
they had moved away from using MatVAT during booking appointments in favour of
internal triage. Assessment details are from the first appointment in pregnancy. There were
2112 records (booking appointments) in total, of which 69 (3.3% of all records) had a
MatVAT score recorded. This was expected as only two teams were implementing the
MatVAT.

We wanted to know specifically about the use of MatVAT by those working in the two
participating teams, which here we call “Traditional’ and ‘Caseloading’. To do this, we
conducted a sub-group analysis of those booking appointments carried out by a midwife
from these two participating teams. However, as there have been very frequent moves
between teams, we counted within these cohorts all bookings made by midwives who had

'® Data report run on 24th August 2022.
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ever booked for the two participating teams (Traditional and Caseloading), even when the
current booking may not have been under that team’®.

105 booking appointments were done during the period by midwives who had ever booked
for ‘“Traditional’ or ‘Caseloading’. Of these, 46 (44%) included a MatVAT score.

Which midwives used MatVAT?

There were 184 midwives undertaking bookings across the whole maternity service in the
initial dataset. Nine midwives were included in the sub-group analysis and had ever taken
a booking appointment as part of either of the participating teams.

Fifteen (8.2% of all midwives) used the MatVat tool at least once, which implies that some
midwives used the tool outside of the pilot. The number of uses amongst all midwives
ranged from 1 to 17 times during the two months.

Team Number (%) of MatVat scores recorded
Caseloading 27 (39.13)
Traditional 21 (30.43)
Other teams 21 (30.43)

The midwives who used the tool at least once did so in a high percentage of their total
bookings (mean = 59.3%). However, some of these midwives did not have many bookings
during that period. After they had used the MatVat tool for the first time, midwives went on
to use it in an average of 51.0% of their subsequent bookings - showing that they
continued to use it after the first time.

Midwife (those who Number (%) of Percentage of bookings when
had used MatVAT at MatVat used MatVat
least once) scores recorded
Ever After first use

'¢ ‘Caseloading’ means a booking taken by a midwife who had ever booked for the Caseloading team,
‘Traditional’ means the same for the traditional team. ‘Other’ means that the booking midwife had not booked
under the participating teams at all within the dataset. If midwives had booked under both teams within the
dataset then they were allocated to the team under which they had most bookings. If they had booked under
neither participating team then they were allocated to ‘Other’.
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Traditional1 1(1.45) 20.00 0.00"
Traditional2 2 (2.90) 28.57 20.00
Traditional3 4 (5.80) 100.00 100.00
Traditional4 3 (4.35) 50.00 40.00
Traditional5 11 (15.94) 100.00 100.00
Traditional Total 21 (30.43) Mean 59.71 52.00
Caseloading1 1(1.45) 8.33 0.00
Caseloading2 17 (24.64) 85.00 84.21
Caseloading3 8 (11.59) 40.00 33.33
Caseloading4 1(1.45) 5.00 0.00
Caseloading Total 27 (39.13) Mean 34.58 29.39
Other1 3 (4.35) 100.00 100.00
Other2 1(1.45) 100.00 -
Other3 2 (2.90) 50.00 50.00
Other4 7 (10.14) 43.75 85.71
Other5 1(1.45) 100.00 -
Other6 7 (10.14) 58.33 50.00
Other Total 21 (30.43) Mean 75.35 47.62

Together, these results show that all midwives who had been trained in MatVAT (as part of
the two participating teams) used MatVAT at least once. Once MatVAT had been used

once, amongst all midwives, the uptake was moderately good (midwives went on to use it
in an average of 51% of their bookings).

Which women received a MatVAT score?

Those women with a score were assessed at the following levels:

MatVAT level

N (%)

1

54 (78.26)

'70.00% shows that the midwife did not use MatVAT for any of her subsequent bookings, after the first use.
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2 10 (14.49)

3 3 (4.35)

4 2 (2.90)

We compared the women who did and did not have a MatVat score recorded to try and
see whether the tool was only being used in particular populations™.

Characteristic Level of need p-value for
difference™
1 2 3or4
(n =54) (n =10) (n=15)
Mean (SD)
Age, years 33.54 (4.00) 28.30 (8.03) | 31.00 (6.28) 0.009
Gestation at booking, 10.19 (5.12) 10.50 (3.60) [ 16.40 (6.54) 0.036
weeks
IMD score 28.00 (7.96) 32.63 (7.08) | 27.79 (9.91) 0.242
Ethnicity N (%)
White 31 (57.4) 3 (30.0) 1 (20.0)
Black 12 (22.2) 3 (30.0) 3 (60.0)
Other 6 (11.11) 3 (30.0) 1 (20.0)
Not stated 5(9.3) 1(10.0) 0 (0.0)
Missing 0 (0.0) 0 (0.0) 0 (0.0) 0.278

The results suggest that deprivation score and ethnicity were similar across the level of
need categories. However, there were significant differences in terms of age and gestation
at booking. Those that were categorised as 2 or higher tended to be younger and have
later gestation at booking than those that were categorised as 1. In particular, those
categorised as 3 or 4 booked 6 weeks later on average than those who were categorised
as 1or?2.

'8 Because only five service users were categorised as Level 3 or 4, they are grouped together in the below
table of demographics to ensure that no individual could be identified. Ethnicity has also been suppressed to
White, Black, Other, and Not Stated to ensure that there were at least five service users in each category;
again, to preserve anonymity.

YP-value estimated using ANOVA for continuous variables and chi-squared for categorical
variables.
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Safeguarding referrals

Only two service users were referred to a safeguarding midwife. One scored as 3 on the
MatVat and the other scored as 4. The latter individual was also referred to the
safeguarding lead. There were no other referrals to the safeguarding lead.

4. Factors affecting its use

The routine data shows that the use of MatVAT was variable between different midwives.
There are many possible reasons for this and the final section of the report outlines some
of the barriers to use that arose in the data collected.

Staffing and workplace demands

Some midwives perceived MatVAT as burdensome but this was in no small part because
of the wider context within which it was operating. One community midwife described the
impact of what she called a culture of ‘excessive documentation’ within the maternity
services, which MatVAT played into:

She sees the main problem is that it’s yet another thing added to the
documentation. At the moment they’re working in a culture with “excessive
documentation” that she feels doesn’t appear to be improving women'’s experience
or their outcomes, so she thinks it’s not surprising that MatVAT gets forgotten. She
doesn’t think this is the case with MatVAT — she thinks it’s a useful tool — but it’s not
surprising that it’s not being used in that broader context (Notes from interview with
Community Midwife, Site 1).

The pressures of time, particularly in traditional clinics, were also likely to make it difficult
for midwives to engage with the tool, beyond what they would routinely currently do. These
pressures were clear due to the difficulty for community midwives engaging with the
project at all. Whilst MatVAT did not require any additional questions, initial reactions from
those who had not received the training were that it was potentially time consuming. The
dense layout appeared to be off-putting:

“At first, | think there was a bit of pushback because it's like, “Oh, this is really long.”
But | think they are really seeing the value of it now about, “Oh, what do we do with
this? And what do we do with that?” (Safeguarding Midwife, Steering Group).

“Initial impression just looking at it, it's very wordy and if you're not overly familiar
with it or have looked at it to make an assessment on something, that's quite a lot to
get through, but | suppose the more you use it...” (Community Midwife, Site 1).

The small number of community midwives we spoke to who had used it did not raise this
as a key problem:
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[Community Midwife] said that the MatVAT does not take too much extra time to

use. They use it at booking and refer as usual. Some of the referral pathways in the

care planning document are good. (Notes from Project Meeting, Site 2, January
2021)

The high turnover of community midwives during the study period also had an impact, as
midwives who were trained in MatVAT were then deployed to other teams, or left their
posts.

Key findings

e Documentation is an unwelcome demand within services. MatVAT can be
perceived as adding to that burden.

e Implementation is challenging within the current maternity crisis.

e Those who had received training in MatVAT and had used it were more positive
about its use than others.

Recommendation

of implementing MatVAT, including widespread training.

1. Ensure clear communication with Trusts and frontline staff about the practicalities

Integration with IT systems

IT systems are universal and used to record information and decisions, and to prompt
midwives to ask particular questions or do certain tasks:

“We're using electronic drug rounds to flag for allergies, for alerts, for safequarding,
then my question is, why wouldn't we also use it for this sort of vulnerability as well,

to guide people?” (Midwife, Steering Group).

It was clear from what we heard that integration with the IT system was key to the future
success of MatVAT. The pilot was necessarily set up without full integration with either
Badgernet or Serna. Instead at one site the team repurposed a pre-existing log for Level

1-4 to record MatVAT. At the second site, the level was added manually into the narrative

care plan. From the start, concerns were raised that these methods might be significant
barriers to MatVAT’s use because they asked midwives to record items beyond their
current default:
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“If it's not been put on Badgernet, then it's not being used” (Community Midwife,
Site 1)

“CMW1: Can | ask you, did you do a MatVAT score this morning? CMW 2: No, |
didn't - say | was just gonna say so... | am aware of this, but | wouldn’t know
whereabouts it is on Badgernet to do it.” (Community Midwives, Site 1)

“I think the only way it's going to work for all midwives is if we build it into whatever
computer system we use, because | have to agree with [steering group member],
midwives don't have the time to read all that [the written MatVAT page], but the
information is necessary, but midwives don't have the time. And so, if you just give it
to them as another added piece of paper, rather than integrated into whatever
they're already using, I think you are going to get a pushback because | think
midwives at the moment are already saturated and Covid hasn't helped their mood”
(Midwife, steering group).

One steering group member suggested taking the integration further, building a system
that would automatically generate a MatVAT score in response to information in the IT
system:

“Because we ask about neglect, we ask about education and employment, we ask
about the Whooley questions about the mental health, we ask about emotional
wellbeing and we ask about the social development. We ask if English is their first
language. So, that's why | feel, as long as they're normally asked, you just develop
it to pull it through. So by the time the midwife gets to that tool, actually this scoring
is already done.” (Midwife, Steering Group)

Two Community Midwives were interested in the potential for MatVAT to use tick boxes to
generate a score:

“l also think that it would be much more helpful if it was more bullet points, because
this [points to the main MatVAT page] - we don't have time. There is not time, and
even more so for those doing - where it would really be useful - in a booking clinic,
you don't have time to read it all through. But sort of a tick box method where you
Jjust see how many ticks you've picked up at a booking as you're going along and
then it will score. | think that could be really helpful”. (Community Midwife, Site 1)

“If | was asking the questions, perhaps at the end of the assessment a level could
come up, maybe, | don't know. Yeah, it would flag up, you know” (Student Midwife,
Site 1)

Others wanted the computer system to use the MatVAT score to automatically generate a
referral:

“[Community Midwife] said that if the score ‘'means something’ it would make it
easier to embed into practice. She said that the table [care planning guide] was
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useful to make sure you haven’t missed something. It would be good if the score
triggered something internally (i.e. referral to the Psycho-Social Meeting)”. (Notes
from Project Meeting Site 2, January 2021)

Midwives desired this kind of tick box approach as they felt it was time-saving under
intense workplace pressure, but also more in keeping with other tools they were using that
aimed to introduce objectivity to complex situations. One midwife suggested that
describing it as a ‘tool’ implied that it was electronic and automated.

Using MatVAT as intended required a level of comfort with ambiguity, complexity and
intuition in an environment where some midwives wanted certainty and a perception of
‘objectivity’.

Key findings

e MatVAT requires full integration with IT systems

e MatVAT should be positioned in a prominent place on the system and require as
little as possible in additional data input.

e There is an appetite for automating some elements of MatVAT

e Using MatVAT requires a level of comfort with complexity and ambiguity that may
be at odds with conventional ways of working in the NHS.

Recommendations

1. Some automation of the tool would be valuable - for example for a system to
automatically aggregate social information into one field along with the MatVAT
score to avoid midwives duplicating information to record the reasons for their
score.

2. If MatVAT continues to be a paper document, LEAP could consider referring to it
as something other than a ‘tool’ as this implies an automatic, electronic process.

3. LEAP should work with IT system developers to ensure the integration of MatVAT
in the most commonly used NHS systems (e.g. Badgernet, Serner, EPIC).

Format and layout

v Four tier structure

v Familiar RAG colours
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v/ Quick tool a useful reminder

X “Very wordy”

“You almost don't need to know off the top of your head every category, but for me, if | see
red, | see red”.

“Initial impression just looking at it, it's very wordy and if you're not overly familiar with it or
have looked at it to make an assessment on something, that's quite a lot to get through”

“The quick tool is very good”

Recommendations

1. Consider ways to reduce the amount of text on the main page or simplify the
layout
2. Continue the use of RAG colours and the four tier structure

Training

The LEAP Health Team trained most midwives in Autumn 2021 from the four participating
teams through repeated visits to the sites, catch-up one-to-one sessions and online
training. The training was positively received with participants describing the tool as
‘excellent’ and ‘overdue’. Participants appreciated the resources, the knowledge of the
trainers and the use of a case study to apply MatVAT to real life.

Participants brought up the challenges of syncing MatVAT with Badgernet. They
questioned the impact of a potential lack of engagement or understanding from others and
the potential for MatVAT to duplicate workloads.

The delays between the training and some midwives using the tool, meant that refresher
training was requested by Site 1 in February 2022.

The more positive responses to the tool from those who had been trained as compared to
those who had not, suggested that training was useful and necessary to implementation of
the tool.

Key findings

e Training was well received.
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e There appeared to be some misunderstandings of the intended use of the tool
amongst those who had not been trained and this showed the importance of
training to its success.

Recommendations

1. Develop sustainable, scalable training in the use of MatVAT as part of any future
roll out.

2. If a wider roll out goes ahead, consider implementing training into pre-registration
or preceptorship courses, or in CPD/re-accreditation requirements to ensure
widespread familiarity.

Fidelity and consistency

Some members of the steering group who came from outside of the participating Trusts
suggested that amendments might need to be made for MatVAT to work in their area. This
introduced questions around fidelity to the original model and what the limits might be for
changes to suit local contexts.

Recommendation

1. Consider the implications of local contexts and set parameters or guidance in
adjustments to the tool to suit local need when rolling out.

Conclusion and next steps

This was a challenging project that highlighted the difficulties of implementing any kind of
change in a crisis. The low engagement with the project is likely to have been due to the
workplace context and not necessarily because people disliked the tool. However, the
response to MatVAT was varied.

The small sample size makes it difficult to draw definitive conclusions, but LEAP may find
some of the tentative patterns in the data helpful.

In general, those with a more positive reception were amongst:
e More senior staff

e Those with specialist safeguarding roles
e Those trained in and some familiarity with MatVAT
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The small number of community midwives we spoke to were more hesitant about the value
of the tool, but in many cases they were seeing it for the first time and drawing on first
impressions rather than lived experience of using it in practice.

Safeguarding is a complex area of midwives’ work, full of fuzzy thresholds and inevitably
subjective assessments. In addition, any assessment of social vulnerability is open to the
influence of stigma, judgement and personal prejudices. There appeared to be a tension
between this type of work and the requirement for rapid, efficient, ‘objective’, tick-box
systems to manage the constraints of a service in crisis.

MatVAT attempts to bridge this gap by introducing structure and consistency to the
complex landscape of safeguarding. It does still, however, require a high level of comfort
with complexity, fluidity, subjectivity and intuition. This can feel at odds with the need for
clarity, structure, objectivity and automation - something that increases with the pressures
on time and staffing.

Whilst this evaluation was also victim to these challenges, we have been able to identify
some of the ways in which MatVAT worked as intended and others in which it didn’t. We
are not able to draw firm conclusions on the validity of MatVAT, nor on an appetite for a
wider roll out, but the findings show that MatVAT provided a number of benefits over
conventional practice.

The recommendations have focussed on the implications for future scale up and are
summarised here:

1. Liaise with Local Authority Safeguarding Boards in the future development of
MatVAT to ensure an independent role for MatVAT away from LA thresholds

2. Ensure that the relevant Local Authority agencies, Health Visitors, GPs and all
midwifery teams are familiar with MatVAT.

3. Consider other potential uses for MatVAT in future marketing and roll out.

4. Any Trusts that adopt MatVAT should ensure widespread roll out throughout their
services, to provide continuity of use and to embed it within internal referral
processes.

5. Future work could focus on providing MatVAT for those working in traditional clinics
to support communication between many health professionals working with one
woman.
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Training

6. Ensure clear communication with Trusts and frontline staff about the practicalities of
implementing MatVAT, including widespread training.

7. Develop sustainable, scalable training in the use of MatVAT as part of any future roll
out.

8. Training in MatVAT could support newly qualified midwives’ confidence in working
with safeguarding.

9. If a nationwide roll out goes ahead, consider implementing training into
pre-registration or preceptorship courses, or in CPD/re-accreditation requirements
to ensure widespread familiarity.

Integration with IT systems

10. Some automation of the tool would be valuable - for example for a system to
automatically aggregate social information into one field along with the MatVAT
score to avoid midwives duplicating information to record the reasons for their
score.

11. LEAP should work with IT system developers to ensure the integration of MatVAT in
the most commonly used NHS systems (e.g. Badgernet, Serner, EPIC).

Format and layout

12.If MatVAT continues to be a paper document, LEAP could consider referring to it as
something other than a ‘tool’.

13.Consider ways to reduce the amount of text on the main page or simplify the layout

14.Continue the use of RAG colours and the four tier structure.

Acknowledgements

Dr Danielle Bodicoat, Simplified Data (www.simplifieddata.co.uk) provided the quantitative
analysis and statistical support

Thanks to:

Octavia Wiseman LEAP
Claire Spencer LEAP
Carla Stanke LEAP

42


http://www.simplifieddata.co.uk

The project steering group were:

Dr Tracey Cooper
Sophie Russell

Dr Sue Mann

Kirsty Kitchen

Sarah Green

Nina Khazaezadeh
Tracey MacCormack
Dr Alison Little
Virginia Hewitt

Heather Innes

NHSE

University Hospitals Lewisham

Public Health England

Birth Companions

Chelsea & Westminster NHS FT
NHSE

King's College Hospital

Public Health Agency, Northern Ireland
Public Health Wales

NHS Dumfries & Galloway

Professor Jane Sandall  King's College London/NHSE

Sarah Scott
Agnes Agyepong
Clare Church
Angela Ugen
Gavin Moorghen
Mercy Ughwujabo
Miriam Donaghy
Gina Brockwell

Shereen Cameron

Guy's and St Thomas' MVP

Guy's and St Thomas' MVP and Best Beginnings
Guy's and St Thomas' NHS FT

Guy's and St Thomas' NHS FT

Social Work England

Guy's and St Thomas' NHS FT

Mums’ Aid

Guy's and St Thomas' NHS FT

Guy's and St Thomas' NHS FT

43



Appendix 1: MatVAT

Service Provision Assessment

LEAP

Lambeth Eary Ration Prtnursbie

L@
ot Pilot Study 2021

[NHS|

[INHS | INHS]|

King’s College Hospital ~ Guy’s and St Thomas’ Chelsea and Westminster Hospital

NHS Foundation Trust

INHS Foundation Trust

NHS Foundation Trust

Matern ity Vulnerability Assessment Tool (MatVAT) by LEAP Health Team (V.9.1) Assessing Vulnerability and Well-being to Support Families in preghancy & early postnatal.

Maternity Level 1
Universal

The pregnant woman and family have no significant additional
needs. Support needs that do arise can be met by interventions
within universal services.

Key universal services may include: Midwives, GPs, Health Visitors,
Children’s Centres, Early Year Providers / play services, Voluntary &
local authority community services, housing services, Family
information services, Libraries, parks etc.

* MIDWIFERY: routine midwifery care; antenatal & postnatal
continuity from named midwife * HEALTH VISITOR: Universal
offer/Family Nurse Partnership * GP: routine care; non-pregt.ancy
related issues * LOCAL AUTHORITY CHILDREN’S SERVICES: Signpost
to Children’s Centre and Family Information Directory * MENTAL
HEALTH: No involvement * OBSTETRIC SERVICES: Refer as per
maternity guidelines *

Pregnant Women & Family Developmental
Needs

Abuse and neglect: No physical or material signs of
neglect; any injuries within normal range;
emotionally warm and stable family environment.
Employment, Education & Benefits: Well
supported, no concerns.

Physical Health: needs met by midwife, GP and
other primary/universal care; regular physical
activity and healthy diet.

Mental Health: needs met by midwife, GP and other
primary/universal care; no current alcohol or
substance misuse.

Emotional wellbeing: Positive sense of self;
emotionally resilient.

Social Development: good family/peer support.
Behaviour: Normal social interaction.

Environmental Factors

Family is integrated into community; finances used
appropriately; stable/suitable accommodation; no
negative impact from local area.

Maternity Level 2 pregnant
women & families in need of early help

The pregnant woman and family has some additional needs which
are not being met by universal services, and so requires some
additional early help.

An action social plan will help identify all areas of need and the named
midwife will coordinate a planned response...

G : consider midwifery care/longs
postnatal support; named midwife to develop plan wit family; inform
GP/health visitor * HEALTH VISITOR: Universal offer/Family Nurse
Partnership * GP: Shared maternity care; non-pregnancy related issues
* LOCAL AUTHORITY CHILDREN'S SERVICES: refer to Children’s
Cuntres with consent and signpost to Families Information Directory *
Nich TAL LE£ L7312 consider referral to IAPT/GP with consent *
OBSTETRIC 5E VI CES. -e’er as per maternity guidelines *

Pregnant Women & Famil, Developmental
Needs

Abuse and neglect: occasional signs of neglect; occas.onally
dirty, unkempt; occasional, less common injury;
relationship with child and/or partner; lacks emotional
warmth,

ploy! d| ion & benefi dditional support
needed.
Physical Health: women with minor physical/emotional
and/or learning disabilities impacting on wellbeing; HIV
positive women; Women with FGM; Occasional missed
antenatal checks/late booker (resolved through normal
processes); no physical activity/unhealthy diet impacting on
health; ongoing smoking during pregnancy.
Mental Health: condition or disability impacting on
wellbeing; antenatal low mood and/or anxiety; acute
distressed episode owing to current circumstances;
current drug or alcahnl use.

libeing: Poor self-esteem; struggling with

pregnancv/bondmg, relationship problems/unsupported;
parental separation; requires additional emotional support;
shows early signs of negative, anti-social or criminal
behaviour.
Social Development: limited social interactions; language
and communication difficulties.
Behaviour: Occasional inappropriate social interaction;
low-level anxiety; expresses occasional intolerant
views/extreme ideology.

Environmental Factors

Groups who may experience direct or indirect
discrimination: Black, Asian or minority ethnic group/Global
majority; refugee/asylum seeker/no recourse to public funds;
non-native language speaker; LGBTQ+

Family socially isolated; woman recently arrived in the
country or within travelling communities; other children
living separately; family living in poverty/deprivation:
occasionally short of adeguate food, warmth or clothing;
accommodation with potential health & safety hazards; anti-
social behaviour in local area has negative impact; victim of
historical DV.

Maternity Level 3 pregnant
women & families with complex needs
requiring specialist support

mwmn and family have high level or complex
additional needs which require coordinated multi-agency support

and action plan. Or it might be other children with safeguarding
‘concerns but no other needs. Needs may meet the threshold as a
child in need under section 17 of the Children Act. Pregnant woman
and family requiring support at level 3 will usually meet a number of
the indicators listed below.

mﬁcmﬁm named midwife to coordinate & disseminate
social plan * HEALTH VISITOR: Universal Partnership Plus/Early
Intervention health vlsmrlFamlv Nurse Pmnershlp * GP: shared

e/ for non-

' LOCAL Y CHILDREN’S

SERVICES: referral to Children’s Sacial Care/Early Help services
(integrated Referral Hub) with consent; consider Section 17 pre-birth
assessment with consent and lead multi-agency plan * MENTAL
HEALTH: consider referral to IAPT/GP or Perinatal mental health
“e: r.1with consent * OBSTETRIC SERVICES: refer to consultant for
biith pl2, /¢ par maternity guidelines.

Pregnant Worier 7« Family Developmental

nd neglect: Consistent physical and r.rferiz! signs
Ql‘!lwént injury; volatile and unstable fam.ly
neglect increasing y.
Employment, & benefits: Struggling financially
with work obligations; targeted support needed. Sex
workers.

Physical Health: Women with physical / emotional and/or
learning disabilities anticipated to affect daily functioning
significantly; chronic health problems with lack of access
to services. Consistent missed antenatal checks.

Mental Health: It is antici that their conditi

> pregnant woman and family have an acute level of unmet and
‘complex need and/or requires urgent intervention to protect
against current or likely harm
Achild and family assessment is required under section 47 of the
Children’s Act 1989. Children requiring support at level 4 will

usually meet a number of the indicators listed below. The role of
all agencies must be the protection of the woman, child and
family.

quired * MIDWIFERY: caseloading care or
tﬁiﬁ.'ﬁ&e with safeguarding, in-house advocacy

xternal services; Midwife and
disseminate social plan * HEALTH VISITOR: Universal Partnership
Plus / Early Intervention Health Visitor / Family Nurse Partnership
* GP: close liaison and inclusion in case conferences * LOCAL
AUTHORITY CHILDREN'S SERVICES: Refer to Children’s Social Care
—consent not essential; undertake a Section 24 pre-birth

and lead a multi-agency plan/case 5

MENTAL HEALTH: referral to perinatal mental health team as per
guidelines; muiti-agency meeting; OBSTETRIC SERVICES: refer to
consultant re birth plan; other referrals as per maternity
guidelines.

M neglect: extreme physical signs of neglect;
neglect causing significant harm; unaccounted
sand child disclosure; long term emotional

y & at risk of significant
“harm, no financial support.
y: m- Complex/: physical /
_‘“"",“' dition or disability has significant

significantly affects daily functioning; history of suicide or
self harm and/or current concerns of suicide or self-harm;
unable to bond with child; history of postnatal depression
with intervention beyond primary care; diagnosis of
antenatal depression; significant current anxiety/acute
distress with intervention beyond primary care; OCD;
alcohol use >10 units per week/binge drinking; suk

adverse impact on health or places herself or child at
risk. of significant harm, despite sustained interventions.
Mental Health: complex/acute condition has significant
adverse impact on woman and/or child at risk of
significant harm despite sustained interventions; self-
harming or suicidal; onset or high risk of puerperal

misuse impacts mentally and physically.

Emotional Wellbeing: Poor self-esteem/sense of identity
impacts on daily functioning; significant deterioration in
behaviour and engagement in risky behaviours;
involvement in negative, anti-social or criminal behaviour.
Social Socially isolated; signifi
communication difficulties; negative interactions and lack
of respect.

Behaviour: Association with negative peer groups/partner
involved in offending behaviour; anti-social behaviour or
negative, aggressive or intolerant interactions with others;
lack of self-control or anxiety/OCD affecting daily life;
concern around extremism; at greater risk of being
groomed or exploited by others.

misuse dependency places
woman/c hild at significant risk of harm; history of
serious postnatal depression, puerperal psychosis
requiring tertiary services.

Emotional Wellbeing: Negative sense of self, leading to
child being at risk of exploitation or harm.

Social Development: Completely isolated; little or no
communication skills or positive interaction with others;
negative interactions and lack of respect.

Behaviour: involved in serious criminal activity/known
gang involvement; expresses support for extremism and
violence; behaviour places self or others at risk of harm;
concern that woman is being groomed for sexual or
extremist activity; involved in drug supply offenses.
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Maternity Level 1 universal

Parental and Family Factors

Basic care, safety and protection: It is anticipated
that the parents will be able to provide for their
own and child’s physical needs, with low level
advice if required.

Emotional warmth and stability: It is anticipated
that the parent’s will provide secure and caring
parenting, with low level advice or support as
required.

Perinatal period: engagement with antenatal and
postnatal care; coping with parenthood and
accessing support as required.

Protection from harm - physical or sexual abuse:
the woman and her family are protected from
danger or significant harm and are not subject to
either sexual or physical abuse.

Neglect: the woman and her family have physical
and material needs met.

Domestic abuse: there is no history or incidents of
domestic abuse in the family.

Extremism: no evidence of involvement in or
support to extremism.

Drug and Alcohol Use: no evidence of impact on
woman and family or current/future parenting
ability.

Impact of ill health or disability within family: no
adverse impact on woman and family or
current/future parenting ability.

Criminal or anti-social behaviour: no history of
criminal activity in family; no family gang
involvement.

Woman/women - includes individuals
who may prefer to be known as birthing
people or pregnant person with he/him
or they/them pronouns.

Child — describes unborn child, new born
as well as other children in the family
unit (unless specified otherwise)

Maternity Level 2 pregnant
women & families in need of early
help

Parental and Family Factors

Basic care, safety and protection: It is anticipated that

the family’s and/or child ‘s physical needs may be
affected by inconsistent care.

Emotional warmth and stability: It is anticipated that
the child’s emotional and behavioural development
may be affected by inconsistent parenting.

Perinatal period: ambivalent/irregular take up of
antenatal/postnatal care; struggles to parent
effectively but open to support; family bereavement.
Protection from harm — physical or sexual abuse: the
~voman and her family have some evidence of sexual
akbu:e or inaporopriate sexual behaviour within the
wider family ovc ctild is protected from this; it is
anticipated that the cni'd mey ot be protected from
accidental harm; anticipated that pa e iting methods
may impact on child’s emotional healtr; ia wifai
traditional practices are culturally prevalent but child
will be protected from these i.e. FGM.

Neglect: the woman and family may be occasionally
neglectful of physical/material needs, increasing their
vulnerability.

Domestic abuse: the woman and/or her family
experienced historical domestic abuse (now resolved)
or are subject to occasional non-physical abuse;
isolated incidents of violence in family, impact
mitigated by protective factors.

Extremism: sympathetic to extremist views or
ideology but no evidence of active involvement with
extremist organisation.

Drug and Alcohol Use: occasional use which impacts
on woman and her family and current/future
parenting ability.

Impact of ill health or disability within family:
occasionally impacts ability for woman and family to
care for themselves and /or child.

Criminal or anti-social behaviour: history of criminal
activity in family; history of imprisonment of
household member; suspicion or some evidence of
family gang involvement.

The indicators above are illustrative of levels of well-being and need identifying the point at
which a referral to safeguarding may be required. These are not exhaustive & are based on
Working to Safeguard Children (2018) Assessment Framework.

This threshold chart is supported by and should be used in conjunction

with the Threshold Maternity Flow Chart and your local children’s safeguarding threshold chart
and guidance. It is not intended to replace clinical judgement.

May ©2021 Co-author’s Octavia Wiseman RM & Claire Spencer RM

Maternity Level 3 pregnant
women & families with complex needs
requiring specialist support

Environmental Factors

Milymially excluded with adverse impact on woman;

Young mothers (under 18 years old) or were looked-
after by LA as children. Regularly short of adequate
food, warmth or clothing due to financial
hardship/mismanagement; consistently dirty
accommodation with health and safety hazards;
homeless or insecure housing; victim of anti-social
behaviour or crime in local area and at on-going risk;
local area has significant levels of crime; at risk of
involuntary removal/increased financial deprivation
which would seriously impact on woman and/or child.

Parental and Family Factors

Basic care, safety and protection: limited capacity for
woman and family to provide the basic care, safety and
nrotection for themselves and/or child.

Erno :i »nal warmth and stability: It is anticipated that
the child nai he cmotionally neglected and vulnerable
to abuse; negatiJ: fa11ilv network; future impact on
child’s health, learning it £ cucation.

Perinatal period: poor access aricnaia,/rostnatal care -
unsuccessful DNA policy; anticipated sustaired
difficulties in parenting effectively and/or will not acce .
help.

Protection from harm — physical or sexual abuse: the
woman and her family are unable to be protected from
significant harm; possible inappropriate sexual
behaviour; family home has previously been used for
criminal activity; concern that the child be subject to
harmful traditional practices i.e. FGM.

Neglect: not all of the woman’s and/or child’s
physical/material needs are met, impacting on
outcomes for the child.

Domestic abuse: the woman and/or her family have
previously experienced and occasionally experience
domestic abuse; incidents occur with limited sign or
recognition of adverse emotional impact on the child.
Extremism: it is anticipated that the woman and child
will be exposed to extremist activity from family
members, partners.

Drug and Alcohol Use: it is anticipated that use
consistently impacts on woman and child.

Impact of ill health or disability within family: impacts
ability for woman and family to care for themselves or
child or manage current/future parenting ability.
Criminal or anti-social behaviour: criminal record
relating to violent or serious crime may impact on child
within family environment; current imprisonment of
household member; known gang involvement and drugs
supply offences.

Maternity Level 4 pregnant
women & families at risk of significant

Environmental Factors

Social exclusion/isolation impacting woman’s ability to
access support; destitution/mismanagement of finances
leaving woman and family consistently short of food,
clothing, warmth; homeless/no stable home; area has high
levels of crime/anti-social behaviour having a profoundly
negative impact on family; family at risk of deportation
which would put family at serious risk.

Parental and Family Factors

Basic care, safety and protection: very limited or no
capacity for woman and family to provide the basic care,
safety and protection for herself and /or child.

Emotional warmth and stability: lack of parenting
capacity/deliberately obstructive parenting. It is
anticipated that the child will have significant adverse
impact on child’s health, learning and education;
anticipated breakdown of parent/child relationship places
the child at significant harm.

Perinatal period: does not access antenatal/postnatal care
— unsuccessful DNA policy; anticipated to have inability to
parent effectively and refusal to accept help.

Protection from harm — physical or sexual abuse: the
woman and her family are unable to be protected from
significant harm; child at high risk of sexual abuse;
evidence that the child would be subjected to harmful
traditional practices i.e. FGM.

Neglect: the woman and/or child’s physical/material
needs are consistently neglected.

Domestic abuse: frequent victim of domestic abuse;
incidents occur with limited insight of adverse emotional
impact on the child; woman and/or child at high risk of
being a victim of serious abusive behaviour.

Extremism: it is anticipated that the woman or her family
are involved in and actively promoting extremist activity;
evidence family are planning on travelling to conflict zone
to participate in extremist activity.

Drug and Alcohol Use: substance and/or alcohol abuse
which consistently impacts on woman and has a
significant adverse impact on child.

Impact of ill health or disability within family: impacts
ability for woman and family to care for themselves or
child placing the child at risk of significant harm.

Criminal or anti-social behaviour: criminal record for
violent or serious crime that directly impact on child;
current imprisonment of household member; known gang
involvement and drugs supply offences that has significant
impact on the child.
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