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Social risk factors associated with poor birth outcomes 

Low socioeconomic status

Black and minority ethnicity 

Women in prison 

Homelessness 

Refugee/asylum seeker 

Non-native language speakers

Victims of abuse

Sex workers

Young mothers 

Travelling community 

Social isolation

Single Mothers 

Mental health illness

Physical/emotional/learning   disabilities 

Victims of female genital mutilation

HIV Positive status

Substance and/or alcohol users 



Research Aim and Objectives  

To explore what models of maternity care improve clinical outcomes and experiences for women and infants living socially complex

lives, and how. 

• Gather information on what is believed to improve women’s outcomes and experiences 

• Develop theories to explain how specialist models of care are supposed to work

• Evaluate two specialist models of care to test theories 

• Refine theories using findings and develop an evidence-based model of care



Methods

Realist Synthesis Birth outcome data  Focus Groups with midwives Interviews with women 

Realist Evaluation

1000 women
Multinominal logistic regression

11 specialist midwives 
Thematic analysis 

20 women with social risk accessing 
specialist model of care 
28/40, 36/40 and 6 weeks postnatal
Thematic framework analysis

22 papers, maternity care 
experiences of 936 women
with social risk factors 



Findings- Realist Synthesis 

• Access 

• Education

• Interpretation

• Support vs surveillance

• Continuity of care

• Trust (in HCP and the wider service) Discrimination 

‘It is safer not to ask for help, you'd better Google rather than ask midwives… I didn't 

want them thinking, ‘Oh, she can't do it’ (McLeish et al, 2019)



Evaluation of two specialist models of care

Community Health Centre 

• All women from local community 

receive specialist model 

• Set in area of deprivation 

• Women cared for by whole team

Large Inner-city Hospital 

• Women with social risk factors are referred 

to specialist model 

• Hospital based with large catchment area

• Women have one named midwife 



Findings- Focus Groups with midwives 

• Guiding women through fragmented system

• Compassionate care and emotional investment

• Chasing appointments and test results leads to timely, appropriate intervention 

• Trusting relationship leading to increased disclosure 

• Needs-led care and support can improve child protection outcomes

'We’ve definitely had a few women that we’ve thought are not really a concern, like 

they might have come to us because of mild mental health, and that’s all we know 

about their history. And then actually it’s not until 25, 28 sometimes later weeks that 

they say, ‘Actually I’m in this really abusive relationship, or, ‘Actually I am technically 

homeless,’. I think it’s the, the building of trust…I think by then they feel maybe 

comfortable enough to disclose what they feel they need to. (CBM3)'



Findings – Access and engagement 

• Inequalities appear to have been mitigated by the community-based specialist model 

• Deprivation score = social risk factors 

• Hospital based care= late booking, less likely to have the recommended number of appointments and appointments with a known healthcare 

professional

• Specialist model= more likely to be looked after in labour by a known midwife 

Qualitative data revealed mechanisms for improved access and engagement including self-referral, relational continuity with a small team of 

midwives, flexibility, and situating services within deprived community settings. 

‘the fact that I see someone regularly. I feel like I’m being looked after as well… I can rely on them to look after me, remind me of appointments 

and stuff like that as I really struggle … [the midwives] text, call, put it in my notes and what-not so …I am remembering … or I do actually go to 

these appointments… whereas my other midwife appointments [under standard care] were just the normal basic appointments…I was visiting 

hospital more [because] when I did try to get in contact with someone it was impossible, so I just had to keep running to the hospital.’(CBM1)



Findings- Birth outcomes  

The specialist model of care, and in some cases the group practice model, appear to offer 

protection against the poorer outcomes expected with standard care.

Women who received standard maternity care were:

• less likely to use water for pain relief in labour (RR 0.11, CI 0.02–0.62)

• have skin to skin contact with their baby (RR 0.34, CI 0.14–0.80)

Antenatal care based in the hospital setting was associated with:

• increased preterm birth (RR 2.38, CI 1.32–4.27) and low birth weight (RR 2.31, CI 1.24–

4.32)

• preterm birth was increased further for women with the highest level of social risk (RR 

3.11, CI1.49–6.50)

• decreased induction of labour (RR 0.65, CI 0.45–0.95) 



Findings- Mechanisms for improving health inequalities  

• Standard maternity care associated with stigma, discrimination and paternalistic care

• Practical and emotional support from known midwives led to increased disclosure  and eased perceptions of surveillance 

• Evidence-based information enabled active participation

• Continuity of care reduced women’s anxiety, enabled the development of a supportive network and improved women’s ability to seek timely 

help. 

• Specialist model midwives knew women's’ medical and social history, improving safety. 

• Care set in the community by a small team of midwives appeared to enhance these benefits. 

‘…they are invested in you and in kind of how things go and the outcome and not just the numbers side of things, like, ‘Oh baby’s heart is beating,’ 

but also like, ‘How are you?’… ‘How are you coping with all of it?’ And I think when you feel valued that perhaps you take more in. It’s like if people 

give you advice and it’s someone you don’t know you’re like, ‘hm, whatever’. But if it’s someone you know and someone you value… I think that 

sticks more.’ (CBM9)



Findings-Interpreter Services 

• difficulties accessing maternity services

• a lack of choice and no interpreter offered  for emergency or intrapartum care

• suspicion around levels of confidentiality and quality 

• preference for a trusted family member or friend to interpret

• undisclosed risk factors and concerns

• disengagement from care 

’…They will say what you didn’t say to them….so that’s why personally I don’t like it, I 

stop it… it’s not fair you see getting money, if [interpreter] doesn’t know the 

language, it’s better to say, ‘OK I can’t deal with that one.’ Because in order to get 

money, don’t put somebody’s life at risk.’ (CBM4)



Findings- Mental Health support 

Women receiving standard maternity care were:

• less likely to be referred to mental health services (RR 0.14 CI 0.04-0.44), early/enhanced health visitor and family nurse 

partnership schemes (RR 0.02 CI 0.00-0.11) and social care (RR 0.09 CI 0.02-0.33). 

Mechanisms leading to improved disclosure:  support and access to treatment: early and flexible access, information and choice, 

continuity of care, perceptions of surveillance and the establishment of support networks. Women only felt comfortable to disclose 

concerns after a level of trust had been developed due to the fear of referral to social care and removal of their children. 

‘there was a couple of things where I was like, ‘I have to give you background on this,’ and I never felt like I was like, wasting anyone’s 

time…I feel confident about it [disclosing sensitive information] because, um, when I first…talked about how I was starting to feel a 

certain way…and then ultimately she referred me…I was like, don’t take my baby off me, kind of thing… she spent that time with me, 

you know, explaining why, how the process works, confidentiality.’ (CBM9)



Evidence-based model of care 

• Set in area of deprivation 

• Community-based care 

• Midwives know the community 

• AN, IP, PN continuity from team

• 24/7 access to team

• Team of midwives known to woman

• Early access (inc self-referral)

• Flexible, needs-led care 

• Referral to local services 

• Seamless communication with MDT

• Regulated, high quality interpretation services 
across maternity care pathway 



Future research recommendations 

• Evaluation of evidence-based MOC in different contexts 

• Could specialist care address longer-term outcomes and influences of social deprivation such as: Child protection 

outcomes, maternal-infant bonding, breastfeeding rates, childhood obesity and general health, engagement with 

early years?

• Further exploration of the impact of place-based maternity care on neonatal outcomes 

• Further testing of association between maternity care mechanisms and pre-birth stress

• Explore causal mechanisms for Black, Asian and minoritized ethnic women’s inequalities 



My experience of a specialist model of care 

Arooj Rehman

Service user  



Implementing a specialist model of care for women with 

social risk factors 

Victoria Cochrane

Director of Midwifery & Gynaecology at Chelsea and Westminster 

NHS Foundation Trust
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