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1

Foreword

This report presents the findings for the East of England from the data collected as part of the
National Mapping of Infectious Diseases in Pregnancy (IDPS) Project conducted in 2008/09, to
establish what pathways and practices were in place to manage the screening process.
It was recognised that having been an integral part of routine antenatal care for many years,
screening for infectious diseases in pregnancy had often been introduced in an ad-hoc
approach supported by the Department of Health standards published by in 2003. With the
establishment of the IDPS Programme it was recognised that there was a need to determine
practices across England, to help assess how the DH standards had been met and to inform the
development of new standards.
The antenatal infectious disease screening surveillance in England, undertaken in the East of
England as a joint venture between the HPA and the regional screening team, highlighted
issues with the ability of maternity units to provide robust data and therefore, it was hoped
that the mapping project would reveal why these issues existed in an effort to develop systems
to address them.
The findings of the national project were published in the national mapping report 2010
(available at http://infectiousdiseases.screening.nhs.uk/publications) and have been used to
help inform the programme standards and prioritise work streams.
This regional summary provides an overview of practice within the East of England. The links
between primary and secondary care providers and the range of health professionals involved,
add to the complexities of this particular screening programme. It is essential that pathways
exist to ensure that women and their babies receive appropriate management if serious illness
is to be prevented. We hope that this report acknowledges the many areas of good practice
and can be used by both commissioners and providers to inform development and delivery of
a high quality screening programme within the East of England.
The survey was conducted between August and December 2008. It is acknowledged that since
recording the information, many Trusts have examined their processes, and changes in
practice have been expedited.
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Our thanks go to Hinchingbrooke Healthcare NHS Trust who were one of two sites in England
used to pilot the survey and inform changes to the mapping questionnaire.

Jane Hibbert
Regional Antenatal and Child Health Screening Coordinator
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2

List of National Recommendations from the
Infectious Diseases in Pregnancy National
Mapping Report

Generic
1. Primary Care Trusts should have specifications in place with provider maternity units
to ensure they have written protocols on antenatal screening for all infectious
diseases, linked and referenced to national standards.
2. There is a need to define “booking episode” nationally in order to ensure
standardisation in reporting processes.
3. Requirement for the re-offer of screening should be clarified as part of the revision of
the 2003 standards.
4. There should be an agreed standardised minimum dataset defining the fields to be
included on laboratory test request forms for antenatal screening. This should be
developed by the IDPS Programme to ensure that antenatal samples, and the
maternity unit of booking, can be accurately identified.
5. The responsibility for antenatal screening and confirmatory testing should be
addressed by and clarified in the revision of the 2003 standards.
6. The lack of clarity regarding when a woman is informed of an infection should be
addressed by the revision of the 2003 standards.
Disease Specific
7. Collaborative work between IDPS and relevant national stakeholders should be
undertaken to define responsibility for the following:
•

contact tracing of women who are hepatitis B positive

•

scheduling and monitoring of hepatitis B vaccination

•

notification of the birth of a baby born to a mother with hepatitis B

•

notification of the date of the first neonatal immunisation

•

follow up of babies born to HBsAg positive mothers
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8. Data sharing agreements that address the balance between a woman’s right to
confidentiality and the duty of care of healthcare professionals to provide appropriate
care for the pregnant woman and her newborn baby, need to be developed.
9. Maternity units should have protocols in place to ensure prompt effective referral,
treatment, and follow-up of both mother and baby.
10. PCTs and maternity service providers should ensure that there are clear protocols in
place for MMR vaccination of the mother post-delivery, including clarity on roles and
responsibilities for administration.
11. Maternity services should ensure that MMR is available for administration
post-partum.
12. Maternity services should ensure that structured training on administration of
vaccines is available for midwives.
13. Service specifications should be developed to specify that maternity unit protocols
include provision for women presenting unscreened in labour.
14. The requirement of hepatitis B vaccination of neonates of women not screened, or if
the maternal result will not be available within 24 hours of delivery, should be clarified
as part of the revision of the 2003 standards.
Data Management
15. The IDPS Programme should develop standardised process and data definitions, in
alignment with UKNSC and other antenatal and newborn screening programmes, to
ensure that data returns can be meaningfully analysed and compared. For example:
•

for each condition, define “screen positive” and the point in the screening
pathway at which this can be determined

•

clarify the information to be recorded for women presenting “unbooked” in
labour

16. Maternity units should ensure that processes are in place to record the following
stages in the screening pathway (conforming to standardised definitions) in an
electronically auditable form, by condition and contemporaneously:
•

date of booking

•

gestation at booking

•

offer of screening
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•

acceptance/decline of offer (and reason for decline)

•

test result, whether negative or positive

17. The IDPS Programme should work to facilitate the development of systems to enable
standardised disaggregate reporting for antenatal infectious diseases for public health
analysis, and should define aggregate report templates in order to effectively monitor
key programme standards and performance indicators.
18. Maternity units should ensure IT support for midwives responsible for antenatal
screening for infectious diseases.
19. Maternity units should ensure that IT systems conform to standard process and data
definitions, and that systems are configured to provide aggregate reports on all
captured data by:
•

period (with a minimum requirement for quarterly and annual reports)

•

locality (PCT, acute trust, area of residence)

•

demographic grouping (including ethnicity, country of birth and gravida status)

20. Maternity units should ensure that audit reports are produced and distributed to local,
regional and national teams, and that mechanisms are in place to review and act on
such reports at a local level.
21. All maternity units, PCTs and SHAs should receive regular feedback on the surveillance
programme for infectious diseases in pregnancy, at least yearly.
22. Maternity units and PCTs should ensure that mechanisms are in place to act upon the
findings of such reports.
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3

Introduction

The Infectious Diseases in Pregnancy Programme is a component of the wider Antenatal and
Newborn Screening Programmes and accountable to the Fetal, Maternal and Child Health
Coordinating Group (FMCH), a subgroup of the United Kingdom National Screening Committee
(UKNSC). The programme is a collaboration between the UKNSC, Health Protection Agency
(HPA), and the Department of Health (DH).
Monitoring of the uptake and test results for the four infectious diseases screened for in
pregnancy is currently undertaken by the HPA, supported by the Regional Antenatal and Child
Health Screening Teams. Surveillance data are collected and reported by each SHA region and
analysed centrally by the HPA Centre for Infections.
The purpose of the mapping exercise was:
•

To review the care pathways for Infectious Disease Screening in Pregnancy and
compliance with the current standards and guidance

•

To review the data collection processes for Infectious Disease Screening in
Pregnancy with regards to surveillance and monitoring

•

To make recommendations to the IDPS Programme Board to inform future planning
for service improvement and developments

The Regional Teams arranged visits to all obstetric led maternity units in England (n=181), with
100% response rate, to complete the mapping questionnaire. They carried out face-to-face
interviews with predefined Acute Trust, PCT, and Child Health Department personnel. Details
of the methodology of this exercise are included in the national report.
(http://infectiousdiseases.screening.nhs.uk/publications).
The East of England region covers Bedfordshire, Cambridgeshire, Essex, Hertfordshire, Norfolk
and Suffolk. There are 17 Acute Trusts covering 18 maternity units, to which several birthing
units are attached. The Lister hospital and Queen Elizabeth II hospital are within the same
Trust, East & North Hertfordshire. In 2008 there were 71,738 births (ONS) in the region.
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In the East of England interviews were conducted in all 18 maternity units. As this was a time
limited project, interviews in Essex were conducted by Yvonne Roder, Essex Public Health
Screening Coordinator. A shadowing exercise with Maddie Smith, Deputy Regional Screening
Coordinator was organised to ensure consistency of questioning.
There was variability of the staff representatives available at interview within maternity units,
despite clear guidance given before the interview of which professionals would be required.
Where no response is recorded, a definitive answer was not given as the appropriate staff
members were not available.
This summary gives the regional findings of the mapping exercise, highlighting areas of good
practice as well as identifying weaker aspects of the care pathways and data management
processes. It gives the regional response to address recommendations of the national report
and subsequent initiatives to improve the quality of the Infectious Diseases in Pregnancy
Screening Programme.

11
Summary Report East of England

4

Regional Executive Summary

Findings revealed significant variability between the hours allocated for screening coordination
within Trusts, despite maternity units relying heavily upon the screening coordinator for the
antenatal and newborn screening processes to be implemented and monitored. Few units had
a protocol for management of screen positive results in the absence of the screening
coordinator. In order to ensure a safe, seamless service for mothers and babies the Trust must
appoint a dedicated antenatal screening co-ordinator/midwife and a deputy, responsible for
implementing the Trust’s written policy on infectious disease screening to achieve the UK
National Screening Committee’s standards and to ensure the quality of the local service.
Clerical support should also be provided to ensure that data entry and retrieval is timely and
accurate.

Although all maternity units in the East of England have written policies covering infectious
disease screening, two did not have policies for follow on care of Hepatitis B positive women,
seven for syphilis and six for rubella susceptibility. There is a general lack of clarity regarding
roles and responsibilities for the care and follow up of positive, or rubella susceptible, women
and their babies, other than for those who are HIV positive, where systems appeared to be
more established. Access to current medical information HIV positive women was often highly
restricted, occasionally compromising care. Trusts should ensure that health professionals
have access to information, whilst balancing the need for confidentiality of the woman.
The mapping exercise demonstrated areas of good practice, for example all units utilise the
NSC information booklet early in pregnancy, and attempt to access all translations when
required. All units administer the first HBV neonatal vaccination and inform the GP and
community midwife of this, however scheduling and administration of the further doses
required is less clear, with little evidence to suggest robust systems are in place.
Audit processes for ensuring the offer, uptake and receipt of results are usually dependent on
manual systems, with no electronic linkage between maternity and laboratory IT systems.
Although many units felt that they had a failsafe process for ensuring receipt of results by the
woman, this was usually reliant on the community midwife checking results at around 20
weeks gestation. No maternity units were assured that they could account for every woman’s
screening result. As this poses significant risk to Trusts, systems must be put into place

12
Summary Report East of England

urgently to provide a failsafe system to ensure that all women who accept the offer of
screening receive a conclusive test result and that this process is recorded, allowing access to
the data to support a failsafe process for all four conditions.
However, much work is required to standardise definitions and data sets to ensure that data
returns can be meaningfully interpreted and compared within regions across the country.
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Regional Recommendations
Generic processes
Policies
•

Clear pathways are required for all four infectious diseases. These must contain
arrangements for retesting and follow up

Booking process
•

Once defined, the “booking episode” must be clearly communicated to all staff
involved with data entry and retrieval and recorded contemporaneously to ensure
the cohort of women eligible for screening can be identified

Offer and consent
•

The offer and acceptance or decline of screening must be documented and recorded
for audit purposes

•

Women declining screening on initial offer must be re-offered screening in later
pregnancy

•

Further education is required to dispel the perception that only certain groups are at
risk of the conditions

•

The profile of infectious diseases and the consequences of not screening for the
mother, baby and other family members should be raised

Laboratory arrangements
•

Identifiable antenatal request forms should be produced

in both paper and

electronic format
•

Local communication between laboratory leads and the screening coordinating
teams should continue to be improved. This will enhance communications,
encourage feedback and improve the service

•

At each stage of the pathway, mechanisms to ensure that expected samples are
received, processed and reported back to the maternity service, are required
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Testing and reporting arrangements
•

There should be clear guidelines in all units to ensure that all women receive screen
negative results by 16 weeks of pregnancy

•

IT systems should be configured to highlight missing results, to enable screening to
be reoffered in order to ensure full coverage of the screening programme

•

All healthcare professionals caring for the woman should check results are available
in the hand held records at each contact

Hepatitis B
•

Commissioners and providers should ensure that the national infectious disease
standards are implemented during 2011/12 specifically:

•

contact tracing of women who are hepatitis B positive

•

scheduling and monitoring of hepatitis B vaccination

•

notification of the birth of a baby born to a mother with hepatitis B

•

notification of the date of the first neonatal immunisation

•

follow up of babies born to HBsAg positive mothers

•

Services should ensure systems are in place for hepatitis B positive women to be
referred and seen by a specialist within 6 weeks of identification

HIV
•

Results should be recorded when confirmed on the maternity IT system to allow for
prompt access to care and appropriate treatment for all professionals involved in
delivery of care for the woman.

•

Healthcare professionals should have timely access to the woman’s current results
and treatment regimens to ensure optimum care
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Syphilis
•

Pathways of care should be revised to include urgent referral and treatment of the
woman and routine follow up for the baby

Rubella
•

Clear guidance should be provided by the national IDPS programme to support a
uniform policy across the region to reduce the current variation

•

Clear protocols should be in place to ensure that all rubella susceptible women are
offered MMR vaccination post-delivery, in hospital or the community and that her
GP is informed

•

Vaccination training needs of midwives must be met

“Un-booked” women presenting in labour
•

In order to offer appropriate care and intervention in labour and for the neonate,
local laboratory testing arrangements must be agreed to allow the rapid reporting of
results to the health professionals caring for un-booked women, and those
presenting in labour with no results

Data management
•

Investment is required to ensure adequate clerical support is available to maintain
data processes to provide evidence of screening at each stage in order to underpin
the safety and assurance processes for the programme

•

Systems providers should be involved in discussions with Trusts in order that
effective solutions can be found for accurate data collection and reproduction

Provision of data and reporting processes
•

Accurate data should be collected within maternity units, in a timely manner as a
routine part of the care process

•

The data collected should be easily retrievable

The IDPS standards and Laboratory handbook are available at:
http://infectiousdiseases.screening.nhs.uk/standards
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5

Results of the mapping exercise

5.1

The Screening Pathway

Policies
In line with the relevant programme specific standards, all units should have written policies in
place for the relevant screening programmes and conditions, adhering to national standards
and recommendations set by the Department of Health (DH) 1 and the UKNSC. Maternity units
were asked if protocols were in place for the four infections. (Figure1)
Figure1: Proportion of maternity units with written antenatal screening policies, by
condition

(n=18)

100%
90%

(n=16)

(n=177)

(n=169)
(n=144)

80%
70%

Percentage (%)

(n=141)
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60%
50%
40%
30%
20%
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0%
East of
England

England

East of
England
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England
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East of
England

England

Syphilis

NSC Template

East of
England

England
Rubella

Other written policy

Key: N = Number of maternity units

At the time of interview, units without a written policy for Hepatitis B were the Queen
Elizabeth Hospital, Kings Lynn (QEHKL) and Colchester. All Units had policies for HIV screening.
Those without a policy for Syphilis were Basildon, Colchester, James Paget Hospital (JPH) ,
QEHKL, Lister, QEII and Norfolk and Norwich Hospital (NNUH). Six Units had no policy for
rubella screening: Basildon, Bedford, Colchester, QEHKL, Lister and QEII.
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Delivery Suite/Labour Ward Managers were interviewed about the arrangements in place for
screening women for infectious diseases who present “un-booked” in labour. 10 (56%) of units
across the region reported that they did not have a written policy in place for offering
infectious disease screening for hepatitis B, HIV, syphilis and rubella susceptibility to women
presenting un-booked in labour compared to 45% of units nationally.
Regional Recommendation – Policies
•

Clear pathways are required for all four infectious diseases. These must contain
arrangements for retesting and follow up

Booking process
Early booking and accurate risk assessment has been shown to greatly improve maternal and
neonatal outcomes 2,3 and allows screening to be offered to a woman and her partner, in a
timely fashion thus enabling interventions and treatments based on an informed choice. The
DH recommended early contact with women by midwives or obstetricians to ensure they are
offered a convenient first pregnancy appointment to conduct the standardised risk and needs
assessment before the twelfth week of pregnancy 4.
Midwifery managers were asked about their definition of “booking episode”. In 40% of
maternity units the “booking episode” was defined as the episode of care when the pregnancy
records are completed, i.e. “history taking”. (Figure 2)
Figure 2: Definition of "Booking Episode" as defined by maternity units
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Percentage (%)
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Other

Regional Recommendation – Booking process
•

Once defined, the “booking episode” must be clearly communicated to all staff
involved with data entry and retrieval and recorded contemporaneously to ensure
the cohort of women eligible for screening can be identified

The offer and consent process
One of the principles significant to all aspects of service provision for screening programmes is
that of “informed choice”, appropriate to individual needs and beliefs.
17/18 (94%) of units reported that screening was usually offered by the community midwife.
16/18 reported that they usually obtain and record verbal consent for infectious disease
screening, with no significant difference between the four infections.
It is encouraging that in all units women were reported as being provided with the NSC
information booklet “Screening tests for you and your baby” 5 and that women usually received
these before the time of the test in 18/100% of units, thus facilitating informed choice
processes.
Re-offer of screening was variable, dependent upon the condition. 15 units reported that they
reoffer infectious disease screening: always (28%), sometimes (56%) or rarely (6%). Of the 15
units that reported that they do reoffer screening, 8 re-offered to all women, 4 to higher risk
women, and 3 to others. (Figure 3)
Figure 3: Re-offer of Screening
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All units stated that screening would be reoffered if the mother requested at a later stage in
pregnancy.
Regional Recommendation – Offer and consent
•

The offer and acceptance or decline of screening must be documented and recorded
for audit purposes

•

Women declining screening on initial offer must be re-offered screening in later
pregnancy

•

Further education is required to dispel the perception that only certain groups are at
risk of the conditions

•

The profile of infectious diseases and the consequences of not screening for the
mother, baby and other family members should be raised

Laboratory arrangements
The laboratories were asked generic organisational questions relating to testing processes and
links to maternity services. A more detailed survey of laboratory procedures was been
undertaken by the IDPS available on http://infectiousdiseases.screening.nhs.uk.
At the time of interview 89% of maternity units and 72% of laboratories reported that they had
a named person responsible for infectious diseases in pregnancy screening. This compares to
86% nationally.
Regional Recommendation – Laboratory arrangements
•

Local communication between laboratory leads and the screening coordinating
teams should continue to be improved. This will encourage feedback and enhance
the service

•

At each stage of the pathway, mechanisms to ensure that expected samples are
received, processed and reported back to the maternity service, are required

•

Identifiable antenatal request forms should be produced
electronic format
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in both paper and

•

Local communication between laboratory leads and the screening coordinating
teams should continue to be improved. This will enhance communications,
encourage feedback and improve the service

Testing and reporting arrangements
NICE Antenatal Care Clinical Guidelines state that “the next appointment should be scheduled
at 16 weeks to review, discuss, and record the results of all screening tests undertaken”. It is
important that women receive and understand their screening result within an appropriate
timeframe to ensure the screening test was actually undertaken and a correct result reported.
Women should be informed of when and how they will receive their test results during the
pre-test information process.
Maternity units were asked if they had a system for ensuring that all women who accept the
offer of screening have been tested. 14/ 18 (78%) of units reported that a system was in place
which compares with 85% nationally. The 4/18 (22%) units who had no fail safe system are
Colchester, Hinchingbrooke, QEHKL and Norfolk & Norwich (Figure 4).
However, reliability of existing systems have been questioned following several serious
incidents which have occurred across England related to missed screening episodes, which
suggests that the over reliance on midwives checking results at the next antenatal
appointment is not robust and further investment is required to ensure failsafe systems are
implemented.
Figure 4: System to ensure women who accept screening are tested
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Key: N = Number of maternity units
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Total Maternity
units
N
18
30
16
12
16
12
20
10
28
19
181

Screen negative results
The majority of units reported that midwives were responsible for ensuring that screen
negative test results are received from the laboratory.
5/18 (28%) of units reported having a policy in place to schedule an antenatal visit specifically
to discuss screen negative results. Of these, the majority specified that results are discussed
by 20 completed weeks of pregnancy. However, there was no clearly designated person with
responsibility for doing so.
13/18 (72%) of units reported that community midwives are deemed responsible for ensuring
that screen negative test results are communicated to the woman usually at their next routine
antenatal appointment.
Screen positive and confirmatory results
DH standards state that until a second sample has been taken to confirm the screening result,
the woman should only be informed of a preliminary positive result and the need for a second
sample to confirm the result and ensure the identity of the sample is correct.
16/18 (89%) of units reported that, after informing a woman of a preliminary positive result
(for syphilis, hepatitis B, and HIV), a second sample was taken from the woman to confirm the
result obtained from the first sample and to authenticate the identity of the woman. In this
region the maternity units not taking second samples are Luton & Dunstable (L&D) and
Basildon. In L&D, the woman is referred into specialist care after the initial screening result,
which actually now fits with the revised IDPS standards.
Efficient turnaround of the second sample result is vital to reduce any potential delay in the
referral and treatment of women with a confirmed positive result. Of concern is that 50% of
units reported that they had no arrangements in place for checking outstanding results on a
second confirmatory sample.
28% of units reported that they had a system in place for checking that screen positive results
were reported to the women, and 50% of units for checking that confirmatory results were
reported to the woman. This is significantly lower than the national figure of 77%. (Figure 5)
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Figure 5: Proportion of maternity units in England reporting that they have a system in place
to ensure test results are received from the laboratory
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There appears to be lack of clarity within maternity units as to when a woman should be
informed of a confirmed infection. Despite recommendations in the DH standards, 50% of
units reported that they usually informed a woman of an infection after the initial screening
test result rather than on a confirmed second sample.
Regional Recommendations – Testing and reporting arrangements
•

There should be clear guidelines in all units to ensure that all women receive screen
negative results by 16 weeks of pregnancy

•

IT systems should be configured to highlight missing results, to enable screening to
be reoffered in order to ensure full coverage of the screening programme

•

All healthcare professionals caring for the woman should check results are available
in the hand held records at each contact
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5.2

Disease specific Issues

5.2.1

Hepatitis B

Current DH standards,6 clearly define the objective of offering screening for hepatitis B to all
pregnant women and immunisation of babies born to infected mothers to reduce the perinatal
transmission of infection. Infants infected at birth by contact with the virus in their mother’s
blood and body fluids are at risk of developing a persistent long term infection associated with
liver disease. Early identification also enables optimum maternal care and initiation of
treatment.
Only 12/18 (67%) of maternity units reported that they had a system in place to check that
women who were positive for hepatitis B had been appropriately referred for follow-on
management. Therefore, potentially 33% of all hepatitis B women in the East of England may
not have received timely or appropriate care.

Notification of infection and contact tracing
Notification of a specified infectious disease is a legal requirement under the Public Health
(Control of Disease) Act 7 and the Public Health (Infectious Diseases) Regulations 8. Only 77% of
units reported notifying a woman’s hepatitis B infection to the Proper Officer (Consultant in
Communicable Disease Control- CCDC). The responsibility for reporting the infection to the
Proper Officer was reported as being the microbiologist/ virologist in 57% of units.
56% of units reported that they have a written protocol (or guidelines) for the follow-up of
contacts of women who are positive for hepatitis B, the same figure as reflected nationally. Of
the units reporting that they had a protocol in place, responsibility was shared between the GP
and GUM services. All units should be aware of local policies and arrangements for the
immunisation of close contacts or an infected person.
16/18 units reported that they communicate the mother’s hepatitis B positive status to the
Child Health System after the delivery of the baby.
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Neonatal Hepatitis B Vaccine Administration
All babies born to mothers confirmed as hepatitis B positive should receive a complete course
of vaccine commencing as soon as possible after birth (Figure 6).
Figure 6: Hepatitis B neonatal vaccination schedule
Vaccination Dose

Schedule (when dose is due)

HBV1

Within two days of birth

HBV2

One month

HBV3

Two months

HBV4

Twelve months

Serological testing for Hepatitis B Infection

Twelve months

17/18 units reported that there is a written protocol (or guideline) in the maternity unit
regarding hepatitis B vaccination for neonates. 14/ 18 units reported that there was a named
individual for coordination of the neonatal hepatitis B vaccination programme.
All maternity units reported that they document, before the birth, the requirement for the
initial vaccination to be administered after delivery. It is important that maternal consent for
the initial vaccination is obtained during pregnancy to ensure that she both understands the
reason why it needs to be given, that a supply is available, and that administration is not
delayed.
The initial neonatal vaccination is administered before discharge home throughout the region.
This is by paediatricians in 78% of units. Administration is recorded primarily in the personal
child health record (PCHR) in 72% of units.
It is essential that the need for vaccination and evidence that the first dose has been given is
communicated between the health service providers to ensure compliance with the schedule.
All 18 units reported that they usually inform the GP and community midwife of the
administration of the initial vaccination. However, 2 units reported that completion of HBV1
was not reported to the Child Health Records Department (CHRD). These were Norfolk &
Norwich and Colchester.

25
Summary Report East of England

It is essential that the CHRD is notified that a baby is at risk of hepatitis B (and therefore
requires an accelerated course of HBV) and that the initial dose has been given. This is
important as the CHRDs are involved in monitoring the child health surveillance and
vaccination scheduling and uptake monitoring on behalf of the PCTs.
CHRD managers were interviewed about communications from their allied maternity units
regarding babies at risk of contracting hepatitis B from their mother, and neonatal hepatitis B
vaccination. CHRD managers reported that only 16/18 (89%) of units notified their
department that a baby born to a hepatitis B positive woman had been delivered.
Hepatitis B vaccination scheduling
15/18 (83%) units reported that they give written information about the neonatal vaccination
schedule to the mother, with details of how the vaccine is given and when and who will be
responsible for administering each dose. 14/18 (78%) units report that the information is sent
to the GP of the child.
The responsibility for scheduling the follow-up appointments for the neonatal vaccinations was
varied. (Figure 7)
Figure 7: Proportion of maternity units reporting who is responsible for scheduling follow up
appointments for neonatal Hepatitis B vaccinations & serology
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Serology

Monitoring completion and uptake of hepatitis B vaccine
The Cover of Vaccination Evaluated Rapidly programme, (COVER) monitors immunisation
coverage data for children in the United Kingdom, including hepatitis B vaccination 9. This
information is promptly fed back to local level, creating the opportunity to improve coverage
and to detect changes in vaccine uptake quickly. COVER data for England are collected from
PCTs.
The related PCT maternity commissioners were contacted to assess whether there were
processes in place for ensuring that four completed doses of hepatitis B vaccine had been
given to babies born to hepatitis B positive mothers. Systems were reported to be in place in
PCTs related to 13/ 18 maternity units with the exception of Colchester, E&N Herts and
West.Hertfordshire.
Of the 13 maternity units who’s PCTs reported having a process to ensure completion in place,
the responsibility was attributed to the acute Trust in 3 units and the CCDC/HPA in 2 units.72%
of maternity units reported that their PCTs monitored the neonatal hepatitis B vaccine uptake.
(Figure 8)
Figure 8: Proportion of maternity units in England whose primary care trusts reported monitoring
neonatal Hepatitis B vaccination uptake
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The responsibility for monitoring was not clear and was reported as being mainly the PCT
Screening Lead and/or CCDC, but was also reported to be the Immunisation Coordinators,
Specialist Nurses, and CHRDs.
Of babies at risk of hepatitis B born within the 181 maternity units in England, the CHRD
managers reported that approximately three quarters of vaccinations are notified to them;
however, less than half are notified of follow-on serology at 12 months. In the East of England
all CHRDs with exception of Mid-Essex reported they were informed of the first dose of
vaccination having been administered and yet there was vast variation in the subsequent
vaccination process thereafter. This demonstrates a lack of clarity on the responsibility for
scheduling, administration, monitoring, and follow-up of defaulters among all health care
professionals.
Regional Recommendation – Hepatitis B
•

Commissioners and providers should ensure that the national infectious disease
standards are implemented during 2011/12 specifically:

•

o

contact tracing of women who are hepatitis B positive

o

scheduling and monitoring of hepatitis B vaccination

o

notification of the birth of a baby born to a mother with hepatitis B

o

notification of the date of the first neonatal immunisation

o

follow up of babies born to HBsAg positive mothers

Services should ensure systems are in place for hepatitis B positive women to be
referred and seen by a specialist within 6 weeks of identification

28
Summary Report East of England

5.2.2

Human Immunodeficiency Virus (HIV)

It is recommended that women testing HIV positive in pregnancy are seen by a specialist HIV
clinician, specialist nurse, or sexual health advisor at the earliest opportunity,10. All 18 units
reported that they have protocols in place for the follow-on care of women testing HIV
positive. 17/18 units reported that women were referred to an obstetrician and GUM team
for specialist care during and after their pregnancy. At the time of the mapping exercise,
Colchester did not refer women to the GUM team or specialist clinician.
Recording screen positive results
HIV positive results need to be accessible to members of staff, at all times, to inform
appropriate clinical care, particularly on delivery suite when the woman arrives in labour.
Following a confirmed positive test result, the result is usually recorded on a variety of systems
(Figure 9):
Figure 9: Following a confirmed positive result of HIV, where and when it is usually recorded
Result
issue

Next ANS
appointment

At
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Not
No
recorded response

Maternity Unit IT system

3

1

3
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7
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0
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2

11
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1

4

Hospital records

16

0

0

0

2

Other

4

2

0

0

12

It is important to note, that although the majority of units have the result recorded on the
pathology IT at result issue, this is often not accessible by delivery suite staff. Hospital records
may also only be held by designated professionals.
Follow-on care of neonates
It is important to ensure that a paediatric care plan is determined prior to the birth to ensure
the mother understands and has consented to testing and potential treatment regimes after
delivery 11,12. 100% of units refer babies for follow-on care after delivery.
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Regional Recommendation – HIV
•

Results should be recorded when confirmed on the maternity IT system to allow for
prompt access to care and appropriate treatment for all professionals involved in
delivery of care for the woman.

•

Healthcare professionals should have timely access to the woman’s current results and
treatment regimens to ensure optimum care.

5.2.3

Syphilis

Revised guidelines from the British Association for Sexual Health and HIV (BASHH) 13 offer
recommendations on effective management of syphilis, which should be incorporated into
local policies and care pathways, agreed within a multidisciplinary professional forum.7/ 18
(39%) maternity units reported that they had no policy in place for antenatal screening for
syphilis, and 8/18 (44%) had no policy in place for the follow-on care of women diagnosed with
syphilis. (Figure 10)
Figure 10: Proportion of maternity units in England that have a written protocol for the
follow on care of Syphilis positive women
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Recording positive results
Timely referral and treatment is essential for the effective management of the mother and
baby. It is of concern that there is wide variability across the region regarding when and where
positive results are recorded, and therefore whether healthcare professionals are able to act
ion results adequately.16/ 18 units reported that a confirmed positive result was recorded on
the pathology IT system at the time of issue, but this may not be accessible within the
maternity unit. Best practice appeared to be adopted in only 4/ 18 units, where the result is
recorded on the maternity IT system at the time of result issue, namely Bedford, West Herts
and E&N Herts. 5/18 units did not record the result until delivery, 3/18 did not record it at all
and 4/18 units did not answer the question. (Figure 11)
Figure 11: Following a confirmed positive result of Syphilis, where and when is it usually
recorded
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Follow-on care of the neonate
Treatment of maternal infection reduces the risk of transmission to the baby by 80-90%,
especially if the infection is recognised early in the pregnancy and treatment initiated before
18 weeks gestation. Follow up of neonatal outcomes is essential to monitor the effectiveness
of the screening and treatment strategies.
Only 4/18 (22%) units reported that they have protocols in place for the follow-on care of a
neonate whose mother has been diagnosed with syphilis during her pregnancy, which was the
lowest regional rate in England, although all units stated that neonates were referred for care.
(Figure 12)
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Figure 12: Proportion of maternity units in England that have a written protocol for the
follow-on care of babies born to Syphilis positive mothers
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Regional Recommendation – Syphilis
•

Pathways of care should be revised to include urgent referral and treatment of the
woman and routine follow up for the baby
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5.2.4

Rubella susceptibility

HPA national surveillance systems have noted a national increase in the numbers of women
susceptible to rubella. Rubella acquired in pregnancy, particularly in the first 12 weeks, may
result in fetal loss or serious congenital abnormalities. To reduce the risk of congenital rubella
in a subsequent pregnancy all women should be offered MMR vaccine by the maternity service
on the completion of the pregnancy 14.
Only 56% of maternity units reported that they had a written protocol (or guideline) for the
follow-on management of a woman susceptible to rubella. This compares to 72% nationally.
Recording results
All units reported that they usually record the result manually in the hand held records at the
next appointment with the woman. 16/18 maternity units reported that they document the
requirement for MMR post-delivery in the maternal notes, with the exception of West Suffolk
and the Rosie Maternity, Cambridge.
Administration of MMR
The Green Book gives clear guidance regarding the vaccination process, including
administration of the vaccine; breastfeeding; contraindications and structured training of
professionals, particularly referring to anaphylaxis management. Only 50% of units reported
that MMR vaccine was administered within the unit post-delivery. (Figure 13)
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Figure 13: Proportion of maternity units that administer MMR in the maternity unit
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Reasons for not administering MMR in the maternity unit were variable. Two units cited that
the mother was discharged before vaccination was possible; two units felt it was the
responsibility of general practice, and one was not sure who should administer the vaccine.
Of the 4/18 responses categorised as “other” the following themes emerged
•

Internal policies - cited as either not part of a current policy or that the policy
was under review

•

Funding - cited as an issue relating to the cost of the vaccine and whether the
Acute Trust or PCT should fund this. In addition, the cost of training midwives in
vaccine administration was reported as an issue for some units

•

Training - midwives are not routinely trained in vaccine administration and
management of anaphylaxis; some units were planning this in the future

•

Shortage of staff
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Regional Recommendation – Rubella susceptibility
•

Clear guidance should be provided by the national IDPS programme to support a
uniform policy across the region to reduce the current variation

•

Clear protocols should be in place to ensure that all rubella susceptible women are
offered MMR vaccination post-delivery, in hospital or the community and that her
GP is informed

•

Vaccination training needs of midwives must be met

Un-booked women presenting in labour
DH standards recommend that if a woman presents late and/or her hepatitis B/HIV screening
result is not available, fast track testing should be ordered, and hepatitis B vaccine should be
given to the baby unless a result can be obtained within 24 hours.
Most units reported offering screening during the intra-partum period for women who
present un-booked in labour. (Figure 14)
Figure 14: Proportion of maternity units reporting that they offer screening to women who
present in labour

N

%

Hepatitis B

17

94%

HIV

17

94%

Syphilis

16

89%

Rubella

16

89%

Key: N = Number of maternity units

Of these 12/18 units fast track tests for HIV and hepatitis B. (Figure15)
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Figure 15: Proportion of maternity units in England who request screening tests for Hepatitis
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No maternity units reported administering hepatitis B vaccine to neonates born to women
who were either not tested or if the results are not available within 24 hours of delivery.
Regional Recommendation – Un-booked women presenting in labour
•

In order to offer appropriate care and intervention in labour and for the neonate,
local laboratory testing arrangements must be agreed to allow the rapid reporting of
results to the health professionals caring for un-booked women, and those
presenting in labour with no results
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5.3

Data Management

The capture of robust, comparable management data is a prerequisite to the delivery of
effective and equitable screening and intervention. An understanding of current data
collection and management processes across England is vital to ensure that provider units
collect and use management data appropriately and that this can be reported, collated and
analysed to inform future surveillance and quality assurance strategies and to ensure coverage
of the population eligible for screening.

5.3.1

Booking

Recording of data
Bookings are used as the denominator to define the antenatal population cohort, so data that
is not recorded coterminous with the pregnancy may impact on the accuracy rates of uptake
and coverage.
Excluding hand held maternity records, 15/18 units reported that the “booking episode”, as
defined by the units previously, was centrally recorded and the majority of these (77%)
recorded the data electronically compared to 84% nationally. JPH, Colchester, QEHKL and West
Herts did not record bookings electronically at the time of the project.
79% of units reported that they record booking episode between booking and delivery,
compared to 64% nationally. However, it is unclear at what point during booking and delivery
the data are recorded. The delay may suggest that in some areas the units IT system is not
accessible at the time of the booking. This will lead to issues in being able to identify the
cohort of women eligible for screening.
Of the 17/18 units recording the actual date of the booking episode, only 12/18 did so
electronically. This is important if the timeliness of screening is to be monitored.
The majority of maternity units (89%) recorded the gestation at which a woman “books” for
antenatal care, 69% electronically.
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Provision of data
15/18 (84%) units reported that they could provide data on booking episode on a quarterly
basis or any other defined time period, however, the HPA surveillance data suggests that
booking numbers are sourced from a variety of systems and therefore, this suggests that
maternity IT systems may not be utilised adequately to allow meaningful denominator data on
the number of women booked per quarter.
Nationally 64% of maternity units report that their primary source of booking episode data was
via their maternity IT system. However, 23% of units continue to use maternity paper records.

5.3.2

Demographic information

In order to fully interpret the data reported by maternity units, it is not only essential to have
complete and accurate data on numbers booked, offered, declined, and tested, it is also
necessary to understand the population being screened. It is imperative to recognise the
demographics and specific risk factors of the maternal population, in order to allocate resource
effectively and to implement effective intervention strategies. It is also of paramount
importance to understand the barriers to taking up the offer of screening and address them
for these women. Disaggregate data reporting is essential to enable these analyses.
Recording data
All maternity units were asked if they recorded (figure 16):
•

the date of birth (or age) of the woman at the time of booking,

•

“gravida” status,

•

ethnicity

•

country of birth
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Figure 16: Proportion of maternity units reporting if they can provide data on booking, offer, decline
and test result by ethnicity, country of birth and gravida

Yes
Ethnicity
Country of Birth
Gravida Status

N
8
2
7

(%)
44%
11%
39%

Possible within 3 years
N
(%)
2
11%
2
11%
2
11%

No*
N
8
14
9

(%)
45%
78%
50%

Key: N = Number of maternity units, * No = No, Not known, No response

The ethnicity of a woman is recorded in half of the units with the majority of units having the
capability to record data electronically. The way in which ethnicity is categorised varied.
(Figure 17)
Figure 17: Proportion of maternity units recording ethnicity by category
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Provision of data
The majority of units nationally reported that they are able to provide demographic data. In
this region 13/18 units reported that they could provide data on date of birth; 12/18 on
gravida status; 12/18 on ethnicity; and 3/18 on country of birth. (Figure 18)
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Figure 18: Proportion of maternity units in England able to provide data on date of birth,
gravida, ethnicity and country of birth
Strategic Health
Authority
East of England
London
South East Coast
South Central
South West
East Midlands
West Midlands
North East
North West
Yorkshire & The Humber
England total

Date of birth
N
(%)
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72%
26
87%
15
94%
9
75%
15
94%
8
67%
15
75%
9
90%
20
71%
17
90%
147
81%

Gravida
N
(%)
12
67%
25
83%
15
94%
10
83%
14
88%
9
75%
11
55%
8
80%
18
64%
16
84%
138
76%

Ethnicity
N
(%)
12
67%
29
97%
16
100%
10
83%
15
94%
11
92%
18
90%
10
100%
21
75%
17
90%
159
88%

Country of birth
N
(%)
3
17%
18
60%
6
38%
2
17%
10
63%
3
25%
6
30%
3
30%
10
36%
13
68%
74
41%

Key: N = Number of maternity units

Maternity units were asked whether they could provide additional data such as the number of
women booked, offered testing, declining testing, and test result; each then broken down by
ethnicity, country of birth and gravida status. (Figure 19)
Figure 19: Proportion of maternity units reporting if they can provide data on booking, offer,
decline and test result by ethnicity, country of birth and gravida
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Key: N = Number of maternity units, * No = No, Not known, No response
Data such as these are important for interpreting risk factors and would be useful in targeting
interventions. Capturing these data would enable better understanding of the disease
prevalence in different antenatal cohorts, and would provide public health information on
service impact, and on the effectiveness of postpartum vaccination strategies.
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5.3.3

Offer of screening tests

Recording of data
Collection of data on the number of tests offered is important to measure uptake rates and
adherence to targets, in particular hepatitis B and HIV screening.
Nationally over 96% of units record the “date of offer” on screening tests administered by the
maternity unit and yet data provided as part of the HPA surveillance scheme does not reflect
this reported figure.
Provision of data
72% of units reported that they were able to retrieve and provide data on the number of
screening tests offered on a quarterly basis or any other specified time period. It is important
that the offer of screening can be reported as it is a key measure of the effectiveness of
hepatitis B and HIV screening programmes. The five units who could not provide this data were
QEHKL, Bedford, Ipswich, JPH and Southend. The reasons cited for this were that either data
was not centrally recorded, or that it was recorded manually and not retrievable.
The primary source of the data on “the offer” of the test in the units was the laboratory IT
system. Of those who provide data, only 6/18 (33%) units use the maternity records,
compared to 60% nationally. Similar to the measurement of “booking”, using the number of
tests conducted as a proxy for the “offer” of screening is not a true representation of the
number of women offered a test and does not provide evidence that all eligible women have
been made the offer.

5.3.4

Decline of screening tests

Women may decline screening for a variety of reasons, including that they are already aware
of their infectious disease status or that they do not consider themselves to be at risk. It is
important for professionals to document the reason that a woman has declined screening in
order to measure effectiveness of the “offer” of screening and ensure it is a truly informed
choice.
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Recording of data
The majority of units reported that they record the decline of all four ID screening tests
utilising a combination of methods:
•

The majority use maternity unit hand held records

•

Other systems used are maternity paper records, maternity IT systems and
laboratory IT systems

The reason for declining infectious disease screening in pregnancy is routinely recorded by
17/18 units, with Luton and Dunstable hospital being the exception.

5.3.5

Screen Negative Results

Recording of data
Screen negative results were generally recorded by the maternity units in the following ways:
•

maternity hand held records in the vast majority of units

•

maternity unit paper records, laboratory IT and maternity IT in some but not all
units

Of the units recording the screen negative results electronically, only 44% do so for all
conditions when the result is issued, 78% is recorded onto the laboratory IT system. 13% of
units only record the result at the time of delivery. (Figure 20)
Figure 20: Stage at which screen negative results are recorded
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Rubella

Provision of data
Nationally approximately 93% of units reported that they are able to provide data on the
number of screen negative test results for the four infections.
In the East of England 72% of units reported that the primary source of their data on the
number of screen negative test results was the laboratory IT system.

5.4

Positive test results

All units reported that they are able to provide data on the number of positive tests on a
quarterly basis, as requested for the HPA surveillance returns. The primary source of data was
reported as the laboratory IT system in 94% of units. (Figure 21)

Figure 21: Primary source of data on number tested by condition
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Of note is the variation between maternity units as to when a test is reported as “positive” for
the purposes of data collection and monitoring. Between 28-45% of maternity units would
report a confirmed screen positive result from the initial sample as “positive” on the HPA
return, rather than wait for the second confirmatory sample test result. (Figure 22)
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Figure 22: Proportion of maternity units reporting when a test is recorded as 'positive' for the HPA
return
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Key: n = Number of maternity units

Maternity units were asked whether they could provide data on the number of known positive
(previously diagnosed) women. 78% reported that they could provide this data for hepatitis B,
and 78% for HIV, endorsing this as a feasible field for data collection. Subsequently, in 2009
the field has been added to the HPA data return proforma.

5.4.1

Women presenting “un-booked” in labour

Maternity units were asked whether they record the numbers of women who present “unbooked” and in labour, and whether these women were included as numbers booking,
offered, declined or tested for the purposes of the HPA surveillance return. (Figure 23)
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Figure 23: Proportion of maternity units who report that they include the number of women
who present 'un-booked' in labour on the HPA quarterly return

Yes

No response

No
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(%)
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(%)
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(%)

Number booked

10

56%

7

39%

1

6%

Number offered

8

44%

8

44%

2

11%

Number declined

5

28%

11

61%

2

11%

10

56%

6

33%

2

11%

Number tested

Key: N = Number of maternity units
Recommendations – Data management
•

Investment is required to ensure adequate clerical support is available to maintain
data processes to provide evidence of screening at each stage in order to underpin
the safety and assurance processes for the programme

•

Systems providers should be involved in discussions with Trusts in order that
effective solutions can be found for accurate data collection and reproduction

•

Since the mapping project, greater awareness and understanding of the need for
data collection and reporting processes has been developed, with clear guidance to
commissioners to ensure that women booked for maternity care can be identified,
to ensure that all women who accept the offer of screening receive a conclusive
result

5.5

Data collection (HPA surveillance return)

One of the aims of the antenatal screening mapping survey was to understand the processes
by which data are collected by maternity units, what is reported to the HPA, and what further
data might be available in the future. The HPA nationally has collected aggregated data since
2004 on the number of:
•

women booking,

•

women offered screening for infectious diseases,

•

women declining screening for infectious diseases,

•

tests conducted for each infectious disease, and
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•

results of screening tests

The definitions of the above data items are given to units, however, it is still clear that units
often find it difficult to provide robust data and often use different sources for the same data
fields, making accurate comparison between units and monitoring of screening for infectious
diseases difficult.
In the East of England the surveillance system is a collaborative process between the HPA,
regional screening team and trust screening midwives/specialist midwives and laboratories.

5.5.1

Data collection process

Only one maternity unit reported having written guidance or a protocol that defines the
arrangements for the HPA data return, namely the QEII hospital. (Figure 24)
Figure 24: Proportion of maternity units reporting that they have written guidance or protocols
which define arrangements for the HPA quarterly return
Yes

No

No response

N

(%)

N

(%)

N
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Person responsible for data collection

1

6%

16

89%

1

6%

Source of data

1

6%

16

89%

1

6%

Schedule/timing of data submission

1

6%

16

89%

1

6%

Definition of data items

1

6%

16

89%

1

6%

Key: N = Number of maternity units

This suggests that data collection may be ad hoc, with no individual clearly tasked with overall
responsibility, and no standardisation of the source or definition of data items. 72% of units
reported that it was most likely to be the Screening Coordinator who would complete the HPA
return.
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5.5.2

Regional Reporting Processes

In order for improvements in antenatal screening for infectious diseases to be made, regular
feedback on audit activity and performance to maternity units is essential. All units reported
that they received regular regional reports for antenatal screening for infectious diseases
based on the HPA return.
Regional reports are important in encouraging good compliance with data returns, to give
feedback on activity and regional trends, and to enable appropriate local action strategies to
be initiated to address any issues. 15/18 units currently have mechanisms in place within the
unit, such as local screening governance groups, to act upon the findings and
recommendations of these reports. Hinchingbrooke, Norfolk & Norwich and Southend did not
at the time of the interviews.
Recommendation- Data collection
•

Accurate data should be collected within maternity units, in a timely manner as a
routine part of the care process

•

Data collected should be easily retrievable
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6

Appendix 1 - Obstetric Maternity Units (NHS East
of England)

East of England

Watford Hospital
Peterborough Maternity Unit
Queen Elizabeth II Hospital, Welwyn Garden City
Lister Hospital, Stevenage
West Suffolk Maternity Unit
Cygnet Wing, Bedford Hospital
Luton & Dunstable Maternity Unit
Mid Essex Hospital
Colchester Hospital
Basildon Hospital
Southend Hospital
Princess Alexandra Hospital, Harlow
James Paget Maternity Unit, Great Yarmouth
Ipswich Hospital Maternity Unit
Kings Lynn Maternity Unit
Norfolk & Norwich Maternity Unit
Rosie Hospital, Cambridge
Hinchingbrooke Hospital
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