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ARTICLE INFO ABSTRACT

Keywords: Background: Models of care that are culturally responsive, trauma-informed and provide continuity of care(r), are
Continuity of care important components of care for Aboriginal and Torres Strait Islander parents during the broad perinatal period
Cultural competence (pregnancy to 2 years after birth; first 1000 days). Many health services do aim to incorporate these concepts in

Trauma informed care S
. care provision, but often focus on only one.
Perinatal care

Scoping review L . . .
or continuity of care(r) in the perinatal period, and map the key elements.

Aim: To identify practical toolkits that guide implementation of culturally responsive care, trauma-informed care,

Methods: A scoping review was conducted. Relevant databases and grey literature were searched to identify
toolkits that guided implementation of any one of the aforementioned concepts in the perinatal period. Toolkit

context, principles, core components and processes were extracted and synthesised.

Findings: Thirteen toolkits, from both Indigenous and non-Indigenous contexts, met the inclusion criteria. Six
related to culturally responsive care, nine to trauma-informed care, and eight to continuity of care(r), with some
overlap. Key principles included continuity of carer, collaboration, woman (or family) centred care, safety and
holistic care. Individualised care, team work, having a safe service environment and continuity of care/r were
highlighted as core components. Key processes related to planning, implementation, monitoring and evaluation,

and sustainability.

Discussion: There are no available resources that support holistic implementation of all three concepts of
culturally responsive, trauma-informed continuity of care(r), spanning the first 1000 days, for Aboriginal and
Torres Strait Islander families. A synthesised toolkit of key principles, core components and key processes would

assist implementation of this.

Statement of significance: Problem: Aboriginal and Torres Strait Islander families experience health inequalities

and poorer perinatal outcomes due to a legacy of colonisation and ongoing discrimination.

What is already known: Culturally responsive care, trauma-informed care and continuity of care(r) are elements of

perinatal care shown to improve outcomes and experiences.

What this paper adds: This review synthesises key aspects of culturally responsive, trauma-informed and conti-
nuity of care(r) models. It highlights the lack of resources to support services implementing models pertaining to

these three concepts across the full First 1000 days, for Aboriginal and Torres Strait Islander families.
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Introduction

The first 1000 days (the perinatal period from conception to two
years of age [1]) is a critical time period that impacts both physical
health and social and emotional wellbeing throughout the lifespan, and
can affect health equity [2]. This is particularly important for Aboriginal
and Torres Strait Islander peoples who experience health inequities due
to a legacy of colonisation and ongoing discrimination [3]. Continuity of
care(r), culturally responsive care, and trauma-informed care are all
important system strategies for service provision, which have demon-
strated positive impacts on both a woman and family’s experience [4-8]
and outcomes [7-10] and are recommended in the National Aboriginal
and Torres Strait Islander Health Plan [11].

Continuity of care is provided by a team with a shared philosophy,
way of working and information sharing [12], while continuity of carer
is care provided by a primary named clinician or caregiver throughout
the care period [13]. Continuity of carer is a model of care promoted in
the maternity care setting, with a named primary midwife or clinician
available to women throughout the pregnancy, birth and first postnatal
weeks [14]. Continuity in maternity care is associated with positive
experiences and improved perinatal outcomes [7,8], is shown to be
beneficial for women and families experiencing social complexities [15],
and to improve outcomes in specific contexts such as for Aboriginal and
Torres Strait Islander families [10]. In Australia, adverse perinatal out-
comes are significantly higher for Aboriginal and Torres Islander women
and babies [16], highlighting the need for widespread implementation
of models of care with proven benefits such as these. Continuity of care is
also important, especially in the context of geographical complexities,
staffing challenges or complex multidisciplinary care coordination
needs [17]. Continuity of care is key when considering the first 1000
days, given the scope of practice of the clinicians and service providers
involved in this period of care [18], to ensure family’s needs are met
continuously across this critical period.

Culturally responsive care is where an “active approach is taken by
individuals, organisations and systems to promote and maintain cultural
safety” [19]. It “[centres] culture to people’s identity and [works] with
them to determine what is culturally safe care for them as an individual”
[19]. Being connected to culture is a core domain of Aboriginal and
Torres Strait islander social and emotional wellbeing, [20] and has been
shown to be associated with improved family wellbeing [21]. Given the
disproportionate burden of poor perinatal outcomes in the Australian
context, culturally responsive care is vital for Aboriginal and Torres
Strait Islander families to feel safe and supported when accessing peri-
natal services [5] and is a core element of the National Aboriginal and
Torres Strait Islander Health Plan [11].

Trauma-informed care “realises the widespread impact of trauma
and understands potential paths for recovery; recognizes the signs and
symptoms of trauma in clients, families, staff and others involved with
the system; and responds by fully integrating knowledge about trauma
into policies, procedures and practices, and seeks to actively resist re-
traumatisation”. [22] Trauma responses in the perinatal period can
affect anyone who has suffered a traumatic experience [6], including
intergeneration trauma impacting Aboriginal and Torres Strait islander
communities, stemming from colonisation, violence and discrimination
[5]. Implementing trauma-informed care aims to increase a sense of
safety and support provided to those with a history of trauma [4],
therefore improving care experiences and outcomes [9].

The implementation of any or all of these concepts will improve the
quality and experience of perinatal care provision, and implementing
more than one of them may result in compounded impacts. Resources
such as toolkits may assist services implement one or more of these
approaches [23].

This scoping review forms part of the Replanting the Birthing Trees
project, which aims to implement and evaluate a comprehensive
culturally responsive, trauma-informed, continuity of care(r) model in
the perinatal period. The review aims to identify the existing toolkits
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pertaining to culturally responsive care, trauma-informed care, or con-
tinuity of care(r) in the broad perinatal period of the first 1000 days.
The review addresses the following questions:

1. What existing toolkits are available to support services to implement
culturally responsive, and/or trauma-informed, and/or continuity of
care(r) models of care?

2. What are the principles, components and key processes underpinning
these models and their implementation?

The results of this review will be used to inform the development of a
toolkit to assist services to establish culturally safe, trauma-informed,
continuity of care(r) models for Aboriginal and Torres Strait Islander
families through the first 1000 days.

Methods

A scoping review of relevant literature was undertaken, following
Joanna Briggs Institute (JBI) [24] and Preferred Reporting Items for
Systematic Reviews and Meta-Analyses extension for Scoping Reviews
(PRISMA-ScR) [25] guidance.

Eligibility criteria

Resources were included if they were a practical toolkit, related to a
model of care in the perinatal period, and encompassed one (or more) of
the review’s key concepts (culturally responsive care, trauma-informed
care, continuity of care or continuity of carer). Resources were included
from any setting, any population and were not restricted by any type of
caregiver. No date restrictions were applied, but where multiple ver-
sions of one resource were available, we selected the most recent update.
Non-English language resources were excluded. Definitions of the in-
clusion criteria are listed in Appendix I.

Types of sources

Relevant articles and publications were obtained via three main
search means; 1) databases, 2) grey literature and 3) snowballing by
manual searches of reference lists and citations, and a compilation of
literature provided by the expert workstream group.

Search strategy
The searches for all three search methods were conducted to March
2024 and are described below.

Database search (12 March 2024)

The database search strategy was developed by the research team
with assistance from an experienced librarian (see Appendix II). Peer-
reviewed articles were searched on three databases (Medline, Scopus
and CINAHL), from inception of the database, combining terms related
to toolkits for implementing culturally safe, trauma-informed, or con-
tinuity of care(r) models in the perinatal period.

Grey literature search (19 March 2024)

To retrieve the grey literature, a Google Advanced search of the
relevant domains (Appendix II), compiled by the workstream members,
was conducted. The search strategy utilised is detailed in Appendix II,
and the first five pages of results on Google were reviewed for each
domain.

Snowballing

Manual searches of the reference lists and citations of included
studies were conducted to identify additional relevant publications. This
sample also included literature and publications suggested by the expert
members of the workstream team.
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Study screening and selection

References from the database search were exported to EndNote, then
to Covidence for screening. Results from the grey literature search and
snowballing were saved and manually screened using Microsoft Excel.
All texts underwent a staged screening process against the inclusion and
exclusion criteria. First, they were screened by title and abstract (or
equivalent for non-article resources), then the full text was reviewed to
assess eligibility against the criteria.

Six reviewers (EM, SH, JD, MAK, CC and ML) screened the abstracts
and full texts. To ensure consistency between the reviewers, two re-
viewers screened 33 % of the same database search results during the
first stage of screening, and 20 % at full text review and final screening.
Any conflicts were resolved by discussion to reach consensus and
alignment on interpretation of the inclusion criteria.

Given the lack of a universal definition of ‘toolkit’ [23] a working
definition was agreed as “a practical hands-on resource to help health
services to design, implement and evaluate a model of care for culturally
responsive, trauma integrated, and/or continuity of care(r) services”.
The questions below were used to assess whether this definition was
met, with the answer to [1(a)] having to be yes AND yes to [2] OR [3].

e Does the resource clearly state its purpose and scope?

a. Is the purpose of the resource to design and/or implement a ser-

vice/model of care?

e Does the resource contain action-based steps or tasks to assist the
reader to set up a service/model of care?
Does the resource provide examples of templates (‘tools’) to use as
part of the toolkit?
To determine inclusion into the review, resources were screened
against ‘concept criteria’ to assess whether the toolkit was truly
relevant to culturally responsive care, trauma-informed care or
continuity of care(r), with eight criteria per concept. The concept
criteria are detailed in Appendix III and were agreed on by the
Toolkit Working Group; a panel of experts in research methods,
maternity care and Indigenous health. Explicit or implicit de-
scriptions of the criteria were included, and each resource was
assigned a score out of eight per concept. A concept was considered
‘met’ if six or more of the criteria were described.

Relevancy ranking

After screening, resources were assessed and ranked by relevancy to
ensure a clear and step-wise approach to data extraction, whereby data
could be extracted from the most relevant toolkits first. Resources were
ranked by population context (Aboriginal and Torres Strait Islander,
Other Indigenous, Australian, or All Other), recency (2018+,
2010-2017, or <2010), and concept criteria score, as described above
(see Appendix III).

A risk of bias assessment was not undertaken in this review. It is not a
required step in a scoping review [24] and there is a lack of published
tools available for assessment of bias for toolKkits.

Data extraction and analysis

A data extraction tool was developed using Microsoft Excel to chart
the scope and characteristics of each toolkit. Data extracted from the
toolkits included context (population and geographical), description,
aim and core principles of the model of care, aspects of perinatal care
continuum, key personnel, key implementation steps, facilitators and
barriers, and factors affecting sustainability.

References were grouped as a single toolkit if they related to each
other (i.e. as part of same study or organisational publication) with any
associated references.

Data extracted from the toolkits were thematically analysed using
NVivo software, with two reviewers collaborating (EM & MAK) on 20 %
of the toolkits to ensure consistency of coding. A coding tree was
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developed based on the concept criteria (Appendix III) to ascertain the
elements of the toolkits that pertained to either culturally safe care,
trauma-informed care, or continuity of care(r). Further analysis was
undertaken to ascertain principles, core components and key processes
within the toolkits. A visual map displaying principles, core components
and key processes was prepared using R (Version 4.3.1, R Foundation for
Statistical Computing, Vienna, Austria).

Results
Selection of resources

The searches yielded 2160 articles for title and abstract screening
after duplicates were removed (Fig. 1). One hundred and eighty-two full
texts were screened and 118 were excluded. An additional 24 texts were
identified during the citation and expert screen as ‘associated references’
(n=88 resources/studies, describing 44 ‘toolkits/studies’). After
screening the 44 toolkits/studies against the ‘toolkit” definition, 31 were
removed for not meeting the inclusion criteria and 13 toolkits were
included in this scoping review.

Characteristics of included toolkits

The population context and year of toolkit publication are shown in
Table 1.

Concept score

Toolkits were scored against eight criteria for each of the three
concepts; culturally responsive care, trauma-informed care and conti-
nuity of care(r) (Appendix III). Four toolkits encompassed all three
concepts (Toolkits A, B, C and D), two toolkits covered two concepts
(Toolkits F and G) and seven toolkits covered a single concept (Toolkits
E, H, L J, K, L and M).

Based on the criteria for determining relevant care, two toolkits
scored eight (out of eight) across multiple concepts; The Aboriginal
Maternal and Infant Health Service for cultural responsiveness and
continuity of care(r) (Toolkit B), and Birthing on Country that scored
eight across all three concepts (Toolkit A). Six toolkits had continuity of
care(r) as their highest scoring concept (Toolkits A, B, F, G, H and K)
(score range 7-8/8), six had trauma-informed care (Toolkits A, C, D, J, L
and M) (score range 6-7/8) and four toolkits had culturally respon-
siveness as their highest scoring concept (Toolkits A, B, E and I) (score
range from 6 to 8/8).

While several toolkits covered all three concepts, none related to the
full spectrum of care provided across the first 1000 days.

Results of individual resources

Table 1 displays the characteristics of each toolkit, including concept
scores, which were finalised after coding in NVivo to the concept
criteria. The dates reflect the recency of the publication of the toolkits,
however it is acknowledged that work by the Birthing on Country team
remains on going and current [48].

While evidence of effectiveness was not one of the inclusion criteria
in this review, we found two of the toolkits had published imple-
mentation or evaluation findings, which have been included as part of
their associated references; the Aboriginal Maternal and Infant Health
Service [30,31] and the RISE Framework [34].

All toolkits related to care provision in the perinatal period [1], and
in almost all cases this inferred clinical care, even when also including
social and emotional wellbeing. The one exception to this was Evidence
and Guidelines for Trauma-Informed Doula Care [46]. Doulas provide
holistic, non-clinical support during pregnancy, birth and the postnatal
period [49].
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Search 1 March 2023

Studies from databases/registers (n = 3345)
Scopus (n=1213)
MEDLINE (n = 1205)
CINAHL (n = 927)

Search 1 March 2023

References from other sources (n = 72)
Grey literature (n = 25)
Snowball sampling (n = 47)

Search 2 March 2024 (n = 487)
Scopus (n = 244)
MEDLINE (n = 112)
CINAHL (n =130)
Other sources (n = 1 (updated version to
replace original))

[
2
=
[}
=
=
=
c
[T}
=

N

Duplicate references removed (n = 1744) including

-~
“| outdated version
Resources screened by Title & Abstract (n =
2160)
Resources excluded for not meeting inclusion
criteria (n = 1978)
v Resources excluded (n = 118)
Resources assessed for eligibility by Full Text Not perinatal (n = 9)
R > Not practical toolkit (n = 102)
review (n = 182) o
Not Continuity of Carer or Cultural Safety or Trauma
Informed model/service (n = 7)
Additional texts as associated references to
already included resources (n = 24)
Resources (n = 88) grouped into connected
publications from same study or toolkit (n=44)
A\ 4
Resources (n=44) screened with refined ‘toolkit’ .| Resources removed for not meeting toolkit
definition “| definition criteria (n = 30)

y

Resources scored against concept criteria

.| Resources removed for not meeting minimum
concept criteria score (n =1)

Toolkits included in the review (n=13)

Fig. 1. PRISMA flow chart outlining scoping review screening process and results.
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Table 1
Summary of included toolkits.
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Trauma-
informed
. Aboriginal and Torres
A | Birthing on Country [26-28] Strait Islander 2010-2017 8 8 8
Aboriginal Maternal and Infant Health Aboriginal and Torres
B Service [29-31] Strait Islander 2010-2017 < e €
¢ | RISE Framework [32-34] Aboriginal and Torres | g, 7 7 8
Strait Islander
Bringing Birth Back Aboriginal Midwifery Other Indigenous
D 201
Toolkit [35-38] (Canada) 018+ Z Z e
Te Ha o Whanau: Other Indigenous
E | A culturally responsive framework of materni e 2018+ 1 8 3
(New Zealand)
ty care [39]
Continuity of Care Models: A Midwifery .
F ther Austral 201
Toolkit (NSW Health) [13] Other Australian 018+ 8 > e
Delivering continuity of midwifery care to
Australian women [40] .
her A | 2010-2017
G (Based on Delivering continuity of midwifery Other Australian 010-20 g 3 &
care to Q land women [41])
Midwifery Continuity of Carer Model Toolkit .
H (WA Department of Health) [42] Other Australian 2010-2017 8 2 4
Queensland Rural and Remote Maternity
f Services P!annmg Frame‘work. A tOOlkli‘: for Other Australian 2018+ ) 6 1
collaboration, consultation and co-design
[43]
A good practice guide to support
J | implementation of trauma-informed care in All other (UK) 2018+ 3 0 8
the perinatal period [6]
Delivering Midwifery Continuity of Carer at
K | full scale. Guidance on planning, All other (UK) 2018+ 7 1 1
implementation and monitoring [44,45]
L Evidence and guidelines for trauma-informed All other (US) 2018+ 0 0 7
doula care [46]
M| Trauma-informed maternity care [47] All other (US) 2018+ 0 0 6

Toolkit concept scores >6 were considered to be ‘met’ and are highlighted
Description of included toolkits

To ascertain the contents of the toolkits, they were broken down and
represented in three categories; principles, core model components and
key processes. A summary of the overarching themes and content of the
toolkits related to these categories is represented in Fig. 2, with the
number of toolkits they are present in.

Principles

In this review, principles are described as ‘overarching values that
influence and guide the model of care’. Table 2 shows key principles
identified across the toolkits. The toolkits are coloured according to the
concept scores they achieved, as in Table 1. While some were only
identified in toolkits relating to one of the three concepts, several
spanned concepts, and there were four principles which stood out as
being the commonly referenced across all the concepts. These were
continuity of carer, collaboration, woman or family centred care and safety
and are explored below.

Continuity of carer is highlighted as a key principle in nine of the
toolkits [6,13,26-28,32,33-38,40,41-45]. All continuity of care(r)
toolkits found were midwifery continuity of carer toolkits. Continuity of
care/r was also highlighted as an important principle in toolkits relating
to culturally responsive care [26-28,32,33-38]. [27]

Collaboration is highlighted as a core principle across the majority
of the toolkits [6,13,26-34,39,42], emphasising the importance of the
role that it plays. Within the toolkits, collaboration is discussed in
relation to various groups, including with community, with service
users, with the multi-disciplinary team and external support agencies, as
well as between service providers. Collaboration is vital to providing

safe and effective care in the perinatal setting [52-54].

Within collaboration comes partnership and sharing of power. This is
of particular importance in the toolkits relating to culturally responsive
care, which emphasise the need for Aboriginal and Torres Islander
governance and leadership, and a partnership approach to service
implementation and provision [26,32,39]. This includes “facilitating
involvement by people in the issues which affect their lives, based on
autonomy, shared power, skills, knowledge and experience” [29].

Woman or family-centred care feature as key principles in multiple
toolkits [13,26-34,40,41-43], and safety within “the environment and
interpersonal interactions” [46], including emotional, cultural and
physical safety. An important aspect of cultural safety within a service or
model of care, is that it is self-determined by the service user as being
culturally safe [55]. As such, this was included as one of the eight
concept criteria for scoring of the culturally responsive toolkits, it was
however a criterion that was met by only four of these toolkits. This is
perhaps because it could be considered implied through other criteria,
for instance support of Aboriginal self-determination and community
participation, but given the critical important of this to ensuring safety it
is worth noting this as a frequent omission.

Holistic care is highlighted in five toolkits as a key principle,
spanning all three concepts [13,26-38]. While only noted as a key
principle in these toolkits, several more mention it through their texts as
an aspect of care to consider.

Core model components

Core model components are ‘elements or aspects of care provision’,
which are central to the effectiveness and success of a model of care.
Twelve core components were identified across the toolkits, with four
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Continuity Culturally Trauma-

of care(r) responsive informed

Continuity of carer

Collaboration

Woman or family centred care

Safety

Holistic care

Empowerment

Principle Trustworthiness
Cultural respect and competency

Community development

Recognising diversity and prioritising equity

Birth as a significant event and physiological process

Evidence based approach
Peer support
Compassion and recognition

Individualised care

Effective multidisciplinary team working

Service is flexible, welcoming, and safe

Care provider continuity

Training, education & workforce

Core Effective systems and guidelines
component Evidence based, high quality, integrated care
Community development and health promotion

Indigenous control and governance
Acknowledgement of the scope and impact of trauma
All-risk model of care

Agreed philosophy of care and vision for model

Appoint key personnel and committees
Consideration of context
Co-production of services

Develop a project plan

Collection of baseline data

Establish leadership

Planning Write an operational plan
Develop a business plan

Establish key infrastructure

Conduct a risk assessment

Establish a sustainable funding plan
Seek executive approval

Process factor Establish the workforce

Plan the transition process

Launch model

. Access to equipment and resources
Implementation .

Establish clear protocols, processes, and pathways

Establish team way of working
Establish agreed frameworks

Monitoring &
Evaluation

Ongoing monitoring and evaluation
Engaging in research
Succession planning
Engagement of managerial support

Sustainabilit
i Care for the wellbeing and retention of staff

Supervision & peer support
Number of toolkits: 0 1 2 3 4 5 6 7 8 9

Fig. 2. Bubble map displaying number of toolkits available for each concept examined.
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Table 2
Principles ([50,511).
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Principle

Description

Toolkits (for Toolkit details see Table 1)

Toolkit Continuity Culturally Trauma-
Reference of care(r) responsive informed

Continuity of carer

When care is provided by a primary named caregiver through the full length of the period of care [antenatal,
intrapartum and postnatal]. [13,14]

|

Collaboration

The ensuring of a partnership approach with the target community or population when establishing a new model of
care. Collaboration should facilitate the “involvement of people in the issues which affect their lives, based on
autonomy, shared power, skills, knowledge and experience” [29].

Woman or family
centred care

Provision of individualised care, focused on the woman/family’s unique needs, expectations and aspirations; recognises
her right to self-determination in terms of choice, control and continuity of care; and addresses her social, emotional,
physical, psychological, spiritual and cultural needs. Woman centred care also encompasses the needs of the baby, the
woman'’s family, significant others and community, as identified by the woman herself. [50]

Safety Care that strives to maintain physical, emotional and cultural safety, so as to prevent harm and further traumas
occurring. [4]

Holistic care Care that addresses the family’s “social, emotional, physical, psychological, spiritual and cultural needs and
expectations”. [40]

Empowerment The maximising of choice, control and autonomy for the individual in decision making about their care and care provision

[4]. This includes being supported to make informed choices, and in the right to refusal.

For Indigenous communities, the right to self-determination is a key element of empowerment [29,36,39].

Trustworthiness

Care that fosters trust between care providers and people accessing care, as well as between staff and other key
stakeholders. [22]

@ |7n|Z|r|~[m|mo|le|(m|o|no|m|>|[2r|-|(gop|-|T|(o|n|o|e|>|-[(T|nmo|e(p|x|-—|T(0|"|0|m|>

Cultural respect
and competency

Cultural respect is the “recognition, protection and continued advancement of the inherent rights, cultures and
traditions” of a culture, and encompasses the respect of “cultural values, strengths and differences” [51].

Cultural competence is defined as “a set of congruent behaviours, attitudes, and policies that come together in a system,
agency, or among professionals and enable that systems, agency of those professionals to work effectively in cross-
cultural situations” [51].

Community
development

Utilising appropriate techniques and approaches to ensure there is access and inclusivity for all community members?,
and includes community activities and health promotion [29].

The building and strengthening of local capacity is also key within this [26,36], based on the recognition of “skills,
knowledge and expertise that people contribute and develop by taking action to tackle issues that impact on the wider
social determinants of health” [29].

Recognising
diversity and
prioritizing equity

Recognising diversity and prioritizing equity is a critical element of creating a service that effectively serves its target
community or population. Perinatal and maternity care services must be inclusive of the diverse experiences of those
accessing care, including their social, cultural and historical backgrounds, religious beliefs, health, disability, sexual
orientation and gender [13]

Particularly pertinent for Indigenous communities is the recognition that “the good health and well-being of Indigenous
parents and their babies is crucial to the strength and resilience of Indigenous families and communities” [35].

Birthasa Recognition that birth is a normal physiological process, and a significant life event [12].

significant life

event and a

normal

physiological

process

Evidence based An evidence-based approach underpins health services. However, services which serve Indigenous populations must be

approach established with “the commitment to balance an evidence-based approach with a community development approach
that recognises and multiplicity of evidence” and have a foundation of local cultural knowledge [26].

Peer support Support from individuals with shared lived experiences to enhance feelings of safety, hope and trust, and to promote

recovery and healing. [22]

Compassion and
recognition

Care that recognises the prevalence of trauma, and its impacts on individuals. It acknowledges and demonstrates belief
in the individual while responding with kindness and compassion. [6]

- [Z]r|=|-|ol®|m"|o|ao|>»| = mn | |g|lo|w|P|m|O|o|o|(>|2|~]|-
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being particularly prevalent and spanning all three concepts.

Provision of individualised care was identified as a core model
component across all 13 toolkits. Individualised care means receiving
care, based on the recipients wants, needs, strengths and preferences
[56]. This is represented in various ways across the toolkits including
woman-centred care [13,26-38,40,41,42], family-centred care [26-28,
32,33,34,39] and personalised care [6,44-47]. It is also reflected in
caregivers facilitating informed choice and a right to refusal when
making a person is making decisions about their own care [6,13,35-38,
40,41,43,46,47]. The Birthing on Country toolkit highlights the need for
a holistic risk assessment process within care provision, to ensure
consideration is given to cultural, emotional and spiritual needs, as well
as clinical or biomedical ones [26].

Effective multi-disciplinary team (MDT) working is key to success
of a model, and was noted in 10 of the 13 toolkits. As discussed above,
collaboration across the MDT is essential for the provision of safe care
[52,53], and in the perinatal space encompasses several different care
groups; the immediate maternity care team, the wider team including
external support agencies, and services such as Child and Families ser-
vices. Whole of service involvement in MDT working is key to estab-
lishing new models of care [44].

An interdisciplinary, collaborative midwifery continuity of care
model was highlighted as key in the toolkits related to continuity of care
(r) [13,35-38,40,41,42,44,45] and allows for continuity by the primary
care giver, even when complications requiring additional input arise
[13]. It was also noted in one toolkit that each team having a linked
obstetrician is particularly pertinent to ensuring high quality multidis-
ciplinary care [44].

Clear referral pathways, knowledge of referral and support options,
and integrated services are essential, and noted in toolkits across the
three concepts [6,13,26-31,35,36-38,46,47]. Prompt, appropriate
referral to the right services improves the quality of care within the
perinatal period, for which service providers must have a comprehen-
sive knowledge of what referral options are available or appropriate, as
well as how referrals are made. Birthing on Country highlights the need
for referrals to be made to programs with strength-based approaches to
ensure the safety of care [26-28], while the Aboriginal Maternal and
Infant Health Service and NSW Continuity of Care Models Toolkit
emphasise the importance of a smooth transition from maternity ser-
vices to child and family service [13,29-31].

A service that is flexible, welcoming and safe for service users is a
core model component in 10 toolkits [6,26-34,39,40,41,43,46,47].
Several toolkits highlighted the aspect of being community based and
integrated with other community or health services as a contributing
towards this [26-28,32,33,34].The safety of a service must consider the
holistic safety of the people accessing care, including their physical,
emotional and cultural needs. Reflecting this, Te Ha o Whanau: A
culturally responsive framework of maternity care [39] suggests that
services should create an environment that “respects, encourages and
facilitates... cultural values and practices”. Ensuring this cultural safety
also entails having staff who are culturally competent and respectful
[13,26-28,32,33,34].

Both continuity of carer and continuity of care are important as-
pects of perinatal care provision across the care continuum, as previ-
ously discussed. Continuity of carer is highlighted as a key element of
perinatal models of care across nine of the toolkits!>27-3%*1-463p( is
used as a singular term to convey both concepts. Continuity of care is
also noted as key to providing trauma-informed care in the perinatal
period [6], as well as for care that spans the first 1000 Days [57].

Table 3 highlights eight other core model components identified
across the toolkits. As with Table 2, the toolkits are coloured according
to the assigned concept scores (Table 1).

Additional components of a model of care which have been noted as
impacting on its effectiveness or success include team size [44], caseload
size [44], having designated, ongoing funding [26-28,35,36-38] and for
all public hospitals to be able to care for women whose birth is
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unplanned and imminent [43].
Key processes

Key processes are ‘steps for implementation of the model of care’.
The representation of this varied across the three concepts in imple-
mentation perspective. The continuity of care(r) toolkits are health
system focussed, and view implementation of a model of care from this
perspective; the “operationalisation of midwifery continuity of carer”
[44]. The toolkits pertaining to trauma-informed care tended to be
aimed at the individual clinical or service provider, with the key pro-
cesses representing steps for the individual to ensure their care provision
is trauma-informed, and implementing the core components as above.
The exception to this is “A good practice guide to support the imple-
mentation of trauma-informed care in the perinatal period” [6] which
does provide health service implementation steps as well as practical
tips. The toolkits relating to culturally responsive models of care are
from the perspective of community engagement and co-design. The key
processes fall into four main categories; planning, implementation,
monitoring and evaluation, and sustainability, as seen in Table 4.

Discussion

This scoping review identified 13 existing toolkits pertaining to
culturally responsive, trauma-informed or continuity of care(r) models
of care in the perinatal period. The prevailing principles across the
concepts were continuity of carer, collaboration, woman- or family- centred
care, safety, and holistic care. The core model elements which were
highlighted across the toolkits and concepts were individualised care,
effective multidisciplinary team working, service provision which is flexible,
safe and welcoming, and continuity of care(r). The key processes across
the toolkits and concepts fell into four stages; planning, implementation,
monitoring and evaluation, and sustainability.

The review identified toolkits which pertain to multiple concepts,
however they almost exclusively relate to the period of maternity care
provision (pregnancy, birth and the first weeks after birth). There
appeared to be a gap in the availability of resources beyond the ma-
ternity setting and into community health. While the National Aborig-
inal Council of Midwives (now known as the National Council of
Indigenous Midwives) toolkit “Bringing Birth Back” [35-38] does refer
to care extending into the broader perinatal period, it maintains a
midwifery lens, rather than the cross-profession view required to pro-
vide wrap-around care for the families for the full perinatal period. We
found no toolkits which incorporated the full first 1000 Days, with a
cross-sector or cross-profession lens, for the Aboriginal and Torres Strait
Islander population.

While there have been high quality reviews that have highlighted the
importance of midwifery continuity of carer in improving perinatal
health outcomes, this appears to be the first scoping review examining
the available practical toolkits to support services to improve care in the
perinatal period relating to culturally responsive and/or trauma-
informed and/or continuity of care(r) models of care.

While a rigorous systematic approach was taken with this scoping
review, it is important to acknowledge several limitations to this review.
Firstly, including toolkits across three differing concepts led to diffi-
culties synthesising them. The exclusion of non-English resources may
potentially have excluded pertinent toolkits published in other lan-
guages. Furthermore, while every effort was made to score key concept
themes whether explicitly stated or implicitly observed, it is possible
that screening and scoring has not accurately identified the presence of
concepts in all resources. It is noted that outside the refined toolkit
definition, an abundance of quality literature exists which pertains to
culturally responsive, trauma-informed, continuity of care(r) in-
terventions for specific circumstances, which are not practical toolkits
for designing or implementing a model of care. These may additionally
add value to future service design and delivery and are not included in
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Table 3

Core model components ([58-60]).
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Core component

Description

Toolkits (for Toolkit details see Table 1)

Toolkit
Reference

Continuity Culturally
of care(r) responsive

Trauma-
informed

Individualised care

Provision of care in a way that means recipients have choice and control over their care and decisions
made, based on their individual wants, needs, strengths and preferences [56].

Effective multidisciplinary
team working

Staff across different teams and disciplines working together to share expertise, knowledge and skills
to impact on patient care [58].

Service is flexible, welcoming,
and safe

Provision of a service that allows service users to feel safe and welcomed in the space, as well as
having flexibility within the service provision to suit needs of individuals.

This includes provision of clinical, social, emotional, and financial support for women and their
families who may need to travel for their care [43].

Continuity of care/r

Continuity of care/r refers to both continuity of care and carer. Continuity of care is “a team of
caregivers working within the same philosophy and framework and sharing information” [13], while
continuity of carer refers to “care [that is] provided by a primary named caregiver through the full
length of the period of care” [13].

Training, education and
workforce

Commitment to and investment in the workforce through recruitment and ongoing training and
education is vital to impacting safe care provision, as well as retention and sustainability.

This is particularly true for Indigenous models of care, which must work with the community to
ensure a partnership approach and two-way learning [26]. Priority must be for a First Nations
workforce [32,35,39], and opportunities for education, employment, and clear career pathways for
the local community [26,29,32,35,43].

Effective systems and
guidelines

Effective systems and guidelines that have clarity from the outset of the model are key will allow for
safe and efficient care provision. This includes IT systems [26] and communication pathways [26], as
well as guidelines relating to elements of care such as consultation and referral, escalation and
transfer [13,26,29,36,40,42].

Evidence based, high quality,
integrated care

Evidence-based, high quality, integrated care underpins safe care provision. This must be established
in a partnership approach with the community being served, and with a recognition of the
multiplicity of evidence in models providing care to Indigenous communities [13,26,32,36,39].

Community development and
health promotion

Empowerment of the local community to develop and utilise skills that will more directly and
effectively address issues specifically pertinent to them [59].

This includes supporting communities to reclaim and restore their culture and ceremony [36].

Indigenous control and
governance

Indigenous control and governance embeds services for Indigenous peoples in their community and
within their control. Community investment, ownership and engaged participation is associated with
improved maternal and infant health outcomes [60]. The governance and control needs to be
extensive and systematic across all areas of the service [32].

Acknowledgement of the
scope and impact of trauma

Care that appropriately encompasses recognition, assessment, awareness and support for those that
have suffered trauma and are receiving perinatal care [4]. This includes sensitive screening, a
compassionate response and appropriate support [6,46,47].

While mainly focussed on the care provision, it is also important for services to acknowledge and
recognise the impact of vicarious trauma on the staff providing care [6,46].

All-risk model of care

A model that provides care to women experiencing all levels of risk in their pregnancy.
Women experiencing obstetric and psychosocial complexities have been shown to benefit from
continuity of carer [15].

Agreed philosophy of care and
vision for model

A philosophy of care that is developed as agreed shared values and vision for a way of working within
the model of care.
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Table 4

Key processes ([61-63]).
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Planning

Process factor

Description

Toolkits (for Toolkit details see Table 1)

Trauma-
informed

Toolkit Continuity of
carer)

Culturally

Reference responsive

and committees

Appoint key personnel

Establishing a new model of care should begin with the recruitment and appointment of key personnel
and committees to guide the planning and implementation.

Key personnel include a project officer, key stakeholders, community involvement members and an
executive sponsor.

Key committees include a steering committee, and a local governance committee for models working
with Aboriginal and Torres Strait Islander families. Local governance is critical in these models of care to
provide Indigenous governance and cultural oversight [26-28,32,33,34,43], and allows for the voice of
Elders and knowledge keepers to be represented [35-38]. This can also be a vehicle for planning for the
restoration and preservation of Indigenous midwifery knowledges and birth knowledges [35-38].

Consideration of
context

The local context for each model and health service will need to be considered prior to establishing
models of care. The domains for context can be summarised as complexity of care, workforce (including
sustainability through appropriate training and education), clinical support services and service networks
and integration [26-28]. Considerations must also be made for regional and rural areas [13,43].

Understanding of the currently maternity service journey, birth rate and community birth history. A good
starting point for this is to map the current service and woman’s journey [13,42,44,45]. Understanding
the local community’s birth history and story is also important, particularly for Indigenous communities
[35-38].

Co-production of
services

Co-production of models of care is essential for health services to provide effective and safe care, that
meet the needs of the local or target community. This means “facilitating involvement by people in the
issues which affect their lives, based on autonomy, shared power, skills, knowledge and experience” [29]
This is true for models of care across all three concepts. Culturally responsive models of care must be
produced in partnership with the community they are serving, trauma-informed models of care in
partnership with service users with lived experience and those that understand the vulnerabilities or
triggers of trauma survivors [47], and continuity of care(r) models targeting communities most in need
[44]

This co-production will require consultation and engagement activities with the target community [13]
and establishing of important components of the model, appropriate to local need [13,26,40,43]

Noted as vital within this co-production is the development and maintenance of effective partnerships
and collaboration with local services and community controlled organisations, including Local Health
Districts and Aboriginal Community Controlled Health Organisations, GPs and relevant agencies such as
Family and Community Services, housing, and Centrelink [29].

Develop a project plan

Development of a project plan assists to clearly describe the purpose and key steps of the project [13].
This can include details of how the project will progress, and can include a timeline or Gantt chart,
implementation plan and a communication or engagement plan.

It is also vital to establish the key components for the model, such as type of continuity of care(r),
specifics of service capability, or workforce Indigeneity [26].

Collection of baseline
data

Collection of baseline data allows for accurate depiction of the current service, prior to establishment of
a new model of care, meaning change can be meaningful, sustainable and accurate evaluation and
monitoring is able to take place [13].

—|n|>|=|z|a|n|>

leadersh Well blished and supportive leadership is critical for the development of a new model of care, from c
clinical leadership, right through to health service administration and government [32]. Leaders within a £
model implementation must embrace and understand the key elements and philosophy of the model of
care for it to succeed [40]. They have an essential role in fostering a culture of improvement, as well as G
being in a position to address and influence policies and procedures [6].

Develop a business plan | A business plan is used to articulate the purpose and design of the model, and how it will be resourced.
Developing a business plan can be done concurrently with an operational plan, as one will impact the
other. [13]

Write an operational An operational plan expresses how a model will function, its activities and organisation, and the day-to-

plan day working [13].

Establish key Establishment of key infrastructure needs to be considered and accounted for in planning and costing.

infrastructure This includes equipment such as clinical supplies, IT and communication equipment and resources such

as office and clinical space, education provisions and staffing [13].

Conduct a risk
assessment

Effective and proactive management of risk will increase the potential for the development or
establishing of a model of care to achieve its aim [26]. This is best done with a wide range of
stakeholders to best consider and identify all potential risks of the proposed service [13].

—|z|o|n|>|x|a|n|o|z|n|z|o|n|o]| -

a
funding plan

ing a funding plan, and ensuring it’s sustainability, is key to the longevity and continuation of a
service.

Seek executive
approval

Once endorsed by the steering committee, presenting of the business case, operational plan, costing and
risk assessment for executive approval [13].

Establish the workforce

Establishing the workforce is essential to any model of care, from recruitment to professional

development and training and retention.

Having a recruitment plan and the hiring of appropriate staff is the first step to having a sustainable
workforce [13,29,36,40,42,44]. Following on from this, applicable training and professional development
are key to ensuring the model of care is implemented appropriately [6,13,44,46]. This is true across all
three concepts, but particularly pertinent for trauma-informed care, where sensitive screening and
appropriate follow up are a critical pillar of the model [6,46,47].

In relation to culturally responsive care, the training, recruitment and retention of Indigenous midwives
and health workers is essential [13,29,32,36]. This requires an ongoing commitment to the devel

of the workforce from management [29].

Midwifery education and supporting students at newly qualified staff to work in the models has been
noted as key to ensuring exposure to the model of care, and therefore succession planning for future
workforce [13,36].

Plan the transition
process

A transition team, set up in advance of the launch of the model of care, will allow establishment of the
team is a smooth process, with processes in place to respond to any unanticipated issues [13]. The
process can include implementing of communication plans, sourcing equipment, establishing team ways
of working, and considering the necessary support for the initial weeks of the new model.
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Table 4 (continued)
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Implementation
Process factor Description Toolkits (for Toolkit details see Table 1)
Toolkit Continuity of Culturally Trauma-
Reference care(r) responsive informed
Launch model Launch the new model of care, reflecting the work put into its establishment, and championing its e
purpose and aim.
Ensure access to As in the transition process, ensure all resources and equipment are appropriate and utilised. D
appropriate equipment F
and resources G
K
Establish clear Establishing of clear protocols, processes and pathways from the outset of the model will allow for safe D
protocols, processes, and effective working within the model from the beginning. These will include referral processes s
and pathways [36,40,44] , multidisciplinary working guidelines [40,44], communication pathways [40], clinical
governance processes [40] and Standard Operating Procedures [44]. K
Establish team way of The first weeks and months are of critical importance to transition to the new model of care, and
working establish the ways of working [29,40]. The Aboriginal Maternal and Infant Health Service suggest that no B
women should be recruited into the model in the first few months, as these should be dedicated to
learning about the community, and developing local networks and connections [29].
F
Regular team meetings are key to maintaining links between works, as well as the service as a whole,
especially when the model of care involved large amounts of individual or isolated working [42].
Proactive monitoring of caseloads and allocations will insure balance and equity, and impact on
workforce wellbeing and sustainability [13], as well as ensuring clinical supervision is an integral element G
of the model [13,42].
Monitoring and Evaluation
Process factor Description Toolkits (for Toolkit details see Table 1)
Toolkit Continuity of Culturally Trauma-
Reference care(r) responsive informed
Establish agreed Frameworks for monitoring and evaluating the model of care must be established from the outset to A
frameworks ensure safe and effective care is maintained. These can include a program logic model [26], a risk F
management framework [26], and a clinical governance framework [13,40]. G
Ongoing monitoring Using the frameworks mentioned above, ongoing monitoring and evaluation of the model of care is B
and evaluation critical [6,13,29,36,40,44]. Reporting on key outcomes and indicators includes clinical outcomes of D
mothers and babies, women’s satisfaction and midwives experience [6,13,40,44]. In Australia, it is F
suggested that these are reported at program level, Local Health District level, and State level [29]. G
J
K
Engaging in research Engaging in research to continue to develop and advance evidence base, and promote safe and effective
models of care. Adhering to Indigenous Data Sovereignty Principles is of the utmost importance when F
Indigenous Data is being utilised, or when Indigenous people may be affected [61].
Sustainability
Process factor Description Toolkits (for Toolkit details see Table 1)
Toolkit Continuity of Culturally Trauma-
Reference care(r) responsive informed
Succession planning Essential to the sustainability of a model of care [13], succession planning can be achieved through D
multiple strategies. These include exposure of students to the model and way of working through ;
placements, opportunities within the team for newly qualified midwives and staff, and encouraging staff
to “act up” into higher grade roles for exposure and operational knowledge [13,42]. G
Engagement of strong Strong managerial commitment and leadership will create a supportive culture, to enable the safe and F
and visible managerial effective establishment of a model of care [13]. Leadership is able to communicate and influence change, ]
support and embed the new model into strategic plans and pathways [6]. K
Care for the wellbeing There are many factors which will impact on protecting the wellbeing of staff, and therefore positively
and retention of staff influence retention. These are noted as regular communication and meetings within the team, having F
clear reporting lines and escalation processes, and effective multidisciplinary team working, based on
trust between individuals [13]. K
Optimised team size and caseload to allow for sufficient protected time off are also key [45,62], as well L
as ensuring a well-balanced skill mix within the team [44,45].
Supervision and peer Clinical supervision is a vital component of models of health care [13,42,44,45], as a “support mechanism 3
support for practicing professionals within which they can share clinical, organisation, developmental and
emotional experiences with another profession in a secure confidential environment in doer to enhance H
knowledge and skills” [63] J
Reflective supervision and peer support are particularly key when implementing trauma-informed care, X
and recognising the impact of vicarious trauma for care providers [6,46]. L

this review.

Implications of this review for practice are that culturally responsive,
trauma-informed continuity of care(r) is important for ensuring the best
possible care in the critical first 1000 days. Toolkits are an effective
mechanism for implementing evidence-based care in healthcare settings
[64], and the results of this review will be able to be utilised by health
services to implement culturally responsive, trauma-informed, or con-
tinuity of care(r) models of care.

The importance of continuity of care/r is apparent across the toolkits
as both a value to be upheld within models of care, and an essential
element of care provision. As noted, while continuity of carer wasn’t
specified for inclusion over continuity of care, the majority of the
currently available toolkits covering this concept relate to midwifery
continuity of carer [13,26-28,32,33-38,40,41,42,44,45]. While the
benefits of relational continuity of carer are well established [7,8] and
this model of care is seen as exemplary, it is pertinent to note the
importance of continuity of care when continuity of carer is unavailable, or
unable to be implemented. Reasons for this may include geographic
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limitations, or size of service, for instance in regional or rural settings
with no birthing services. The Aboriginal Maternal and Infant Health
Service [29-31] highlights the importance of maintaining the maximal
achievable continuity, both from the perspective of the woman, midwife
and Aboriginal Health Worker [29]. Continuity of care is similarly
important when surrounding a continuity of carer model to encompass
differing services or supports [44], for example a named obstetrician or
linking with external services, including social and other critical support
that families need in the first 1000 days.

Policy implications include the requirement for senior level leader-
ship and buy-in to be able to implement these models in a safe and
effective manner. This calls for commitment at the highest level to in-
fluence policy to put implementation of models of care which concur-
rently provide culturally responsive, trauma-informed, continuity of
care(r) at the top of the health service agenda. They also highlight the
need for dedicated, sustainable funding, which would require policy
dedication to ensure long term success. This funding is needed for
Aboriginal and Torres Strait Islander Community Controlled
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Organisations (ACCOs), in addition to funding for hospitals and main-
stream health services, who should work to develop genuine and pro-
ductive partnerships with the ACCO sector. Prioritisation must be given
by policy makers to address barriers and facilitate both mainstream
health services and ACCOs to enable implementation of these models of
care [65]. It is also important to note that while these findings are dis-
cussed in relation to services needed for Aboriginal and Torres Strait
islander women and families, they are likely to be relevant for all women
and families, including other First Nations, migrant and refugee
communities.

As identified when examining key processes, the toolkits had varying
implementation perspectives. The toolkits relating to culturally
responsive models of care all had a basis of community engagement and
co-design, however many of these remain from the health service
perspective for engagement with the population they serve. The Na-
tional Aboriginal Council of Midwives (now known as the National
Council of Indigenous Midwives) toolkit “Bringing Birth Back” [35-38]
is the only resource in the review that discusses how to design and
implement a culturally safe perinatal service from the perspective of the
Indigenous workers and communities. Where trauma can be perpetu-
ated within colonial systems, healing can be achieved when care is
designed, implemented and delivered through an Indigenous lens [4].
Embedding Aboriginal ways of knowing, being and doing into the ser-
vice from conceptualisation assists in meeting many of the key principles
and core model components described above. This is an important
reflection when establishing models of care in colonised countries and
moving to shift power dynamics and decolonise the healthcare system.
This lens could further be enhanced by focussing on the importance of
the workforce and succession planning, and improving equity of access
measures to increase the Indigenous workforce. The development of
genuine partnerships between health services, universities and ACCOs
could include student opportunities, such as that within the Waijungbah
Jarjums program [66] which offers cadetships to Indigenous midwifery
students into their model.

While revealing the available resources, this scoping review has also
identified research gaps in the availability of toolkits for multi-
conceptual models of care. The review revealed no existing toolkits
which incorporated each of (1) the first 1000 Days, (2) a cross-sector or
cross-profession lens and (3) an Aboriginal and Torres Strait Islander
lens.

Conclusion

This scoping review has synthesised 13 toolkits relating to continuity
of care(r), culturally responsive care and trauma-informed care in the
perinatal period. It has defined the scope of these toolkits and high-
lighted the principles, core model components and key processes that
are represented across the concepts. The findings of this review provide
valuable insight into current gaps in resources, highlighting the need for
a single toolkit to support services to develop culturally responsive,
trauma-informed, continuity of care(r) across the full first 1000 days, for
Aboriginal and Torres Strait Islander families.
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