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Post mortem rates in the UK following either
stillbirth or neonatal death are low, despite

clear evidence that a post mortem commonly
provides unique and important information for
both families and the clinical team caring for
them. Findings at post mortem examination often
corroborate the ante mortem clinical diagnosis,
but in a significant proportion of cases they also
identify previously unsuspected, clinically
important information, relating to both the
underlying diagnosis and, in the case of neonatal
death, to treatment administered. For example,
between 10 and 35% of post mortems after a
stillbirth provide information that changes the
diagnosis and a further 22% provide significant
additional information1-3. In neonatal cases, over
50% of post mortems provide significant new
information4,5. 

There are numerous reasons for the fall in post
mortem rates. Rates fell sharply after the organ
retention scandal in 2000; although the negative
press still deters many clinicians, it is not usually
a factor for parents. Other factors that may be
keeping rates low include a change in clinicians’
views of the importance of the post mortem,
coupled with the increased availability of high
definition imaging (eg magnetic resonance
imaging, MRI). MRI is seen by some as the non-
invasive equivalent of a post mortem, although it
clearly cannot supersede histological
examination. Also, clinical staff often want to
limit parents’ emotional distress immediately
following their baby’s death. Other significant
barriers for clinicians include religious or
cultural issues, staff workload, lack of rapport
with the parents and significant delays in
producing a final report due to a national
shortfall in perinatal pathologists. Parents are
most likely to be deterred from giving consent by
emotional distress. They are also likely to be
deterred by the need to send their baby to a
different unit for the post mortem and by
excessive delays in obtaining results, with a
consequent delay in moving towards closure 
for their loss6.

Talking to parents about consent for a post
mortem examination is a complex process. A
variety of personnel may be involved including
obstetricians, midwives, neonatologists, neonatal
nurses and bereavement staff. Perinatal
pathologists, who are most able to explain the
benefits of the examination, are least likely to be
involved. Discussions about consent may involve

clinicians sharing their uncertainty about the
underlying diagnosis, with the potential for
implying uncertainty about the appropriateness
of preceding management, particularly following
a fresh stillbirth or neonatal death. Many staff
lack proper training and experience in seeking
consent. Areas of particular difficulty for staff
may concern decisions regarding limiting the
extent of the post mortem, testing for conditions
with a genetic component, delay in returning
specific organs while further specialist opinion is
sought (see below) and the disposal of tissue
following the examination. Lengthy forms and
poor written information for families further
hamper the consent process.

It is essential that documentation pertaining to
the post mortem examination provides clear
information to parents at this extremely
distressing time. The process of discussing
consent should not add unnecessarily to a
family’s pain and the consent form itself should
be concise while making it sufficiently clear to
the family what it is they are consenting to.
Lengthy, over-detailed forms make it less likely
that consent takers will initiate the process.

It is against this background that the launch of
a package of documents around obtaining
consent for post mortem is timely and welcome.
Sands, the stillbirth and neonatal death charity,
has consulted widely over the last two years 
with the Human Tissue Authority (HTA) and
with a large number of health professionals 
from all disciplines across the UK who are
involved in any aspect of the post mortem
process. Sands also consulted a number of
bereaved parents about their experiences of post
mortem and post mortem consent when
developing the new material.

Preliminary discussions with health
professionals revealed large differences in both
the pathway and documentation for obtaining
consent for a post mortem across the UK. These
differences cause problems and confusion,
particularly for staff who move between hospitals
and for pathologists who receive babies from
several hospitals. They also complicate consent
training across hospitals.  

The Sands post mortem consent package
consists of a:
■ consent form
■ guide for consent takers
■ booklet for parents (FIGURE 1)

The parents’ booklet will be offered free to all

Alan Fenton
Consultant Neonatologist,

Royal Victoria Infirmary,
Newcastle upon Tyne

alan.fenton@ncl.ac.uk

A UK-wide consent package for
perinatal post mortems

Alix Henley
Advisor to Sands, the

stillbirth and neonatal
death charity

alix.henley@gmail.com
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UK hospitals and to individuals who
request it. It will also be available for
download from the Sands website. 

The consent form and the consent
takers’ guide will be available on the
HTA’s website. Clinicians who use the
Sands post mortem consent form may
notice a number of changes to the form
they are used to. The new form is shorter
and contains less detail than many
current forms. This is in response to
parents’ strong statements that, while
they want to know why their baby died,
the vast majority do not want detailed
accounts of what will happen to their
baby. Those who do want more
information can ask the consent taker.
The HTA confirms that it is not necessary
to seek consent to retain organs if they
will be replaced before the baby is
returned for the funeral. The package
contains a second form to be used on
those rare occasions when retention of 
an organ is recommended.

The Sands package has been approved
by the British Association of Perinatal
Medicine (BAPM). The Sands consent
form has also been approved by the HTA,
which is responsible in England, Wales
and Northern Ireland for ensuring that
the Human Tissue Act 2004 is put into
practice and for approving post mortem
consent forms. Due to administrative

differences, the form can only be used in
England at present. Separate
consideration is being given in Scotland to
a similar form that complies with the
Human Tissue (Scotland) Act 2006. Sands
will review the form after a period of time
and will seek clinicians’ opinions on
possible changes. The guide for consent
takers and the parents’ information
booklet are relevant throughout the UK. 

Sands hopes that all UK hospitals will
eventually use its parent-friendly,
approved consent form so that the

process of seeking consent can be
simplified and less distressing for parents.
Use of a standard form throughout the
UK should avoid the confusion and
errors caused by current variations. Sands
hopes that the post mortem consent
package will make a real difference to
parents and, by increasing post mortem
rates, will also help research into
preventing neonatal death.
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For the first time, British neonatal units will be
able to achieve the prestigious UNICEF UK

Baby Friendly award in their own right. Success-
ful units will receive the award in recognition of
excellent practice to support parents to build
close and loving relationships with their babies
and to express breast milk and breastfeed.

The World Health Organization (WHO)/
UNICEF Baby Friendly Initiative (BFI) has been
running in the UK for 16 years. Recommended
by NICE1,2, the programme was originally created
to support health services to provide evidence-
based care for mothers who are breastfeeding.
Currently 85% of UK maternity services are
actively engaged in the programme and most
neonatal nurses who currently become involved,
do so when their maternity services start working
towards accreditation. 

Over the past 18 months UNICEF has
undertaken a major review of the initiative with
the intention of ensuring that it delivers the best
possible outcomes for all babies in the UK.
Mothers, clinicians, academics and policy makers
have all been involved and the result is a re-
engineered programme with four sets of bespoke
standards for maternity, neonatal, health visiting
and children’s centres3. This will mean that for
the first time each type of service will be able to
achieve accreditation. It is hoped that services
will work collaboratively to ensure that mothers
and babies receive the best possible care without
gaps or duplication, while making the best use of
scarce resources. However, it is also recognised
that this is not always possible and so services
will also be supported to seek accreditation on
their own when necessary. 

For neonatal units, there are three standards:
1. Support parents to have a close and loving

relationship with their baby
2. Enable babies to receive breast milk and to

breastfeed when possible
3. Value parents as partners in care.

Enabling parents to feel fully bonded with their
baby is absolutely crucial to the long-term
well-being and development of babies. In order
for this to happen, neonatal units should
encourage parents to be with their baby for as
long and as often as they wish. They should be
actively supported to touch, comfort and respond
to their baby’s behavioural cues and to have skin
contact for as long as possible. Hospital routines
should not be deemed more important than
parents’ and parents should only ever be denied
access when it is truly in the best interests of
their baby.

For sick and preterm babies the importance of
breast milk cannot be overestimated. Human
milk supports growth, provides protection from
infection and is linked to reductions in mortality
and morbidity. Therefore, mothers should be
supported to initiate and maintain lactation and
to make a successful transition to breastfeeding
by staff that have the skills and most up-to-date
knowledge on how to achieve this. When
mothers are not breastfeeding they should not be
just left to get on with bottle feeding but rather
encouraged to feed their baby in ways which
maximise their development and well-being. 

Creating an environment where parents feel
valued and important to the well-being of their
baby supports them to feel fully engaged with
their baby’s progress and helps alleviate the stress
of spending weeks or even months on the unit.
Good communication is key including a warm
welcoming atmosphere, regular updates on
baby’s progress, support for parents’ emotional
state and an awareness of the need to involve the
wider family. 

There are excellent tools already in existence to
support the implementation of the standards4-8

and the UK is leading the way in expanding the
Baby Friendly standards into neonatal units.
Could your unit be the very first fully accredited
Baby Friendly neonatal unit? 

Sue Ashmore
Director

UNICEF UK Baby
Friendly Initiative

suea@unicef.org.uk

Fully accredited Baby Friendly
neonatal units

References
1.National Institute for Health and Clinical Excellence. Routine

Postnatal Care of Women and Their Babies. NICE Clinical Care

Guideline 37, 2006.

2.National Institute for Health and Clinical Excellence. Improving

the Nutrition of Pregnant and Breastfeeding Mothers and

Children in Low Income Households. NICE Public Health

Guidance 11, 2008.

3.UNICEF. Guide to the Baby Friendly Initiative Standards [Online].

Available from: www.unicef.org.uk/Documents/Baby_Friendly/

Guidance/Baby_Friendly_guidance_2012.pdf [Accessed: 27 Dec

2012].

4.UNICEF. Breastfeeding and Lactation Management for Neonatal

Staff [Online]. Available from: www.unicef.org.uk/BabyFriendly/

Health-Professionals/Training/Neonatal-course [Accessed: 27

Dec 2012].

5.Department of Health. Toolkit for High Quality Neonatal

Services [Online]. Available from: www.dh.gov.uk/en/

Publicationsandstatistics/Publications/PublicationsPolicyAndGu

idance/DH_107845 [Accessed: 27 Dec 2012].

6.NCT. POPPY Project [Online]. Available from: http://poppy-

project.org.uk [Accessed: 27 Dec 2012].

7.Best Beginnings. Small Wonders Project [Online]. Available from:

www.bestbeginnings.org.uk/small-wonders [Accessed:

27 Dec 2012].

8.Bliss. The Bliss Baby Charter Standards [Online]. Available from:

http://bliss.org.uk/wp-content/uploads/2012/02/Baby_

Charter_2011.pdf [Accessed: 27 Dec 2012].



What Next? 
‘Dreams for the Future’

Fifth Annual National Neonatal Conference for
Clinical Matrons and their Senior Nursing Team

May 16th & 17th 2013 
Tortworth Court, Four Pillars Hotel Bristol 

Relax and enjoy a night away with your 
colleagues followed by a full conference day

An inspirational conference providing innovative ideas 

Educational support from

Unbeatable package: Accommodation – B&B, conference dinner, leisure facilities 
PLUS full day conference entrance  

Early Bird’s before March 25th
Single occupancy package:  £175.00 
Twin occupancy package:    £145.00
Day conference rate:            £70.00

Please contact: Su Monk, Clinical Matron Child Health, NICU, Southmead Hospital,
Bristol, BS10 5NB Tel: 0117 3236325 Email: su.monk@nbt.nhs.uk

North Bristol
NHS Trust Neonatal Nurses Association

From March 25th
£190.00
£160.00
£80.00

Positioning Aids – Getting To Know Your Baby™ Nests,
Plait, nCPAP Pillow, DandleROO™ & DandlePAL™

Calming – Algopedol® Sucrose 24% Solution in 2.0ml
vials, preservative free with a 3 year shelf life* 

Procedural – Getting To Know Your Baby™ Saline Wipes
perfect for skin preparation, NeoShades® for 
phototherapy & Little Sucker® oral/nasal suction device

Securing Devices for ET Tubes & Central Lines –
NeoBar® NeoBridge® & EZ-Hold®

Environment – SoundEar® and NoiseSign®

Education – Practical Workshops, Sibling Packs, 
Training Courses and Nursing Competencies

Skin-to-Skin Bonding – Benjamin Kangaroo 
Care Sweater

Exciting new range of products designed to support the
neurodevelopment of the preterm infant.

Developmental Care Range

Inspiration Healthcare Ltd
Gildor House, West Street, Earl Shilton, Leicester LE9 7EJ, UK

Tel: +44 (0) 1455 840 555   Fax: +44 (0) 1455 841 464
Email: info@inspiration-healthcare.com
Web: www.inspiration-healthcare.com
24 hour emergency hire and support call +44 (0) 1455 840 555

Developmental Care
* From Date of Manufacture



8 V O L U M E  9  I S S U E  1   2 0 1 3 infant

F O C U S  O N  A  U N I T

The St Peter’s maternity unit in Chertsey,
Surrey, was opened in 1970. The unit

was refurbished when it was designated as
the level 3 unit for Surrey in the Kent
Surrey and Sussex Network, providing
eight intensive care, four high dependency
and 12 special care cots. The Duchess of
Wessex opened the upgraded NICU in
2005. Since then, another three special care
cots have been added in the transitional
care unit based on the postnatal ward. 

The staff of 60 is divided into five
nursing teams working alongside five
neonatal consultants. A recent review
provided a Matron that is shared with
Paediatric Services and a Unit Manager
(Band 7). There are six Band 7 nurses, each
responsible for a nursing team and
supported by a valuable group of ancillary
and voluntary staff.

As a tertiary centre, St Peter’s unit
provides specialist services within the
network. High flow therapy
(Vapotherm™) for early extubation of
extreme preterm babies has been in use for
four years. Therapeutic cooling for the
treatment of neonatal encephalopathy,
cerebral function monitoring (CFM) and
nitric oxide therapy are also available.
There is a specialist ophthalmologist,
supported by one of the Band 6 staff
members, providing regular eye tests to
babies. Laser eye surgery has been
available since 2010 for correction of
retinopathy of prematurity.

St Peter’s is the base for the Surrey
Neonatal Transfer Service providing a 24/7
service with partners based in Kent and
Sussex. Many of the qualified neonatal staff
rotate onto this team, providing both
elective and emergency retrievals through-
out the region.

Staff development and
advancing practice 
Advancing practice is important to the
unit. A Practice Development Sister
ensures that all new staff are provided with
a comprehensive induction package and
nursing, midwifery and intensive care
students complete their placements in the
unit, gaining extensive experience and

feeling well-supported. One of the Band 7
nurses has a dual role as Research Nurse
and is currently collating data for the UK
necrotising enterocolitis (NEC) study while
actively recruiting participants for the
Probiotics in Preterm babies Study (PiPS)
and Evaluation of preterm images
(ePrime). All Band 6 staff take on an area
of responsibility such as running the unit’s
donor breast milk bank, one of 17 in the
country providing an invaluable source of
nutrition for the tiniest preterm babies.

Nurses of all grades are involved in
developing practices that impact on the
care of babies and families. Specialist teams
currently active on the unit are palliative
care, developmental care, pain and skin
assessment. The unit has achieved Level 2
in UNICEF’s Baby Friendly Initiative and
has recently launched the Best Beginnings
Small Wonders Change programme. 

Family experience 
The unit continually strives to develop
services in response to the needs of babies
and families. Parents are considered
partners in care and are involved in care
plans that comply with Standard 2 of the
Bliss Charter and Care Quality
Commission requirements. The lead nurse
for documentation has introduced a three-
stage questionnaire approach to evaluate
parent feedback, which influences how
family experiences are improved.

At St Peter’s family
experience is paramount  

Sister and Family Support Nurse Lynn Parker (left) with Sister Mandy Woodford.

BY Sister Lynn Parker and
Sister Mandy Woodford

Development of a Neonatal Assessment
Process is underway – a care pathway from
admission to discharge.

The care provided for families does not
finish when they leave the NICU and a
Community Neonatal Sister runs a service
providing much needed follow-up for
fragile babies, including early discharge
home – often with oxygen and/or naso-
gastric tube feeding.

Having recognised the trauma involved
in having a very sick or premature baby,
the Family Support Nurse dedicates time
each week to providing support and
counselling for these families. A
comprehensive bereavement follow-up and
counselling service is offered to families
whose babies do not survive. The NHS
South East Coast Best of Health Award was
awarded in 2009 for Sister Lynn Parker’s
developments in this service1. 

The experience of families at this
difficult stage of life will have an impact on
their future health and physical and
emotional development. The St Peter’s
NICU is proud of its staff and their
dedication and motivation towards the
fragile babies and families under their care.  
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Preterm newborn infants are vulnerable
to a number of problems due to the

immaturity of various organ systems.
Apnoea of prematurity (AOP) is one such
problem, thought to be due to immaturity
of the cardiorespiratory centre. Although
the underlying pathophysiological mechan-
ism of AOP is not fully understood, there
have been concerns that recurrent apnoeic
episodes, particularly those accompanied
by bradycardia, may cause adverse
neurological outcomes. Several inter-
ventions have been used to alleviate apnoea
in preterm infants – caffeine citrate is the
most commonly used therapy. 

Definition and classification
The definition of apnoea varies widely. The
most widely accepted definition among
clinicians is the cessation of breathing for
more than 15 seconds, typically
accompanied by bradycardia and oxygen
desaturation. However, apnoea of shorter
duration can also manifest with

Apnoea in premature infants and
caffeine therapy
Apnoea is one of the most common clinical manifestations in preterm infants. Apnoea of prem-
aturity (AOP) is thought to be due to immaturity of cardiorespiratory control, hence it gradually
improves with advancing gestational age. Methylxanthines are the mainstay of pharmacological
treatment and caffeine citrate is the most commonly used therapy in current practice. This group
of drugs has been administered over the last four decades despite a lack of robust evidence to
support use. However, a large randomised controlled trial has now addressed the efficacy and long-
term safety of caffeine therapy in preterm infants. In this article, key aspects of the patho-
physiology of AOP will be highlighted and available evidence on caffeine therapy summarised.

Shalabh Garg
MRCPCH
Higher Specialist Trainee in Neonatology
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Key points

Garg S., Lal M., Tin W. Apnoea in
premature infants and caffeine therapy.
Infant 2013; 9(1): 9-12.
1. Apnoea in preterm infants is most

commonly due to immaturity of
cardiorespiratory control.

2. Caffeine therapy is the most widely
used pharmacological intervention  and
its efficacy and long-term safety have
now been established by a large
randomised controlled trial.

3. The exact mechanism of caffeine
therapy is unknown but it is thought to
work by blocking adenosine receptors.

bradycardia and desaturation, particularly
in the most immature infants1. 

There are three types of apnoea2: 
1. Central
2. Obstructive
3. Mixed

In central apnoea there is simultaneous
cessation of airflow and respiratory effort
due to a loss of motor output from the
brainstem. Obstructive apnoea occurs
when there is inspiratory effort, seen in the
form of chest wall movement, but no
obvious airflow. Preterm babies are at
greater risk of obstructive apnoea
compared to their term counterparts due
to their relatively small airways, large
occiput (back of the head) and hypotonic
neck muscles. Central pauses along with
airway obstruction result in mixed apnoea
and it is not always easy to differentiate
between central and obstructive apnoea,
making it difficult to treat. Mixed apnoea is
the most common type seen in preterm
infants accounting for more than 50% of

FIGURE 1  Pathophysiological mechanisms leading to AOP (adapted from Martin et al 20041).
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all apnoeas, whereas pure central or
obstructive apnoeas are responsible for
about 20% each3.  

Incidence
The incidence of apnoea in preterm infants
is hard to determine and various rates have
been quoted. It can be present in up to
80% of neonates born at less than 30
weeks’ gestation4. AOP usually resolves by
37 weeks’ postmenstrual age but may
persist for several weeks beyond term,
especially in infants born before 28 weeks’
gestation.  

Pathophysiology
Immaturity of the cardiorespiratory centre
plays a major role in pathogenesis. The
frequency and severity of AOP is
dependent upon the cardiorespiratory
reflexes in response to hypoxia and
hypercapnia. The hypersensitivity of the
premature brain to inhibitory
neurotransmitters, eg gamma-
aminobutyric acid (GABA) and adenosine,
and the up-regulation of GABA receptors
in response to hypercapnia, hypoxia and
signals from the upper airway, are
significant factors in AOP (FIGURE 1).
Furthermore, in preterm infants of less
than 30 weeks’ gestation there is poor
myelination of the immature brainstem
and a reduced number of synaptic
connections and dendritic arborisation5.  

In preterm infants, the respiratory
response to an increase in carbon dioxide
is impaired qualitatively and quantitatively
compared to term babies or adults2. With
hypoxia, preterm babies exhibit an initial
rise and then a decrease in breathing
termed hypoxic ventilatory depression. The
exact mechanism of this respiratory
depression is not understood. Various
postulations include a decrease in the
partial pressure of arterial carbon dioxide
due to initial hyperventilation and a
reduced cerebral flow or neurotransmitter-
mediated hypoxic central depression.
Irrespective of aetiology, the low functional
residual capacity and high metabolic rate
in preterm babies puts them at risk of
hypoxia following apnoea.

Another suggested mechanism involves
stimulation of the laryngeal mucosa by
mechanical or chemical stimuli – the
laryngeal chemoreflex. This reflex-induced
inhibition of breathing, which is mediated
by the superior laryngeal nerve, also seems
to improve with increasing gestational age.
There is a complex relationship between

after feeding due to the resulting stomach
distension. One study showed no
significant difference in frequency of
apnoea or bradycardia with different
feeding methods9. 

Although GOR has been considered
extensively in the literature, its role as a
causative factor in apnoea remains
unsubstantiated. Many studies have shown
no temporal relationship between apnoea
and GOR10-12. It is difficult to prove GOR by
pH monitoring, as most reflux at this age is
non-acidic. Similarly, disagreement exists
regarding the role of anaemia in the
development of apnoea. 

Outcomes related to AOP

The causal relationship between AOP and
poor neurodevelopmental outcome is
difficult to prove and attempts to look at
prognostic risk that may be imposed by
AOP have conflicting results. Some small
case-control or cohort studies show no
evidence of a detrimental effect13,14, while
other similar studies report associations
between AOP and neurological
impairments, cerebral palsy and
behavioural difficulties in later life15-17.
Interpreting the findings of these studies is
difficult because of an inability to
accurately quantify AOP, lack of a control
group when using various therapeutic
interventions, existing co-morbidities (eg
intraventricular-periventricular
haemorrhage, periventricular
leukomalacia) and various confounding
factors including socioeconomic status and
the level of parental education. 

Treatment

Most AOP episodes are self-limiting and
require no specific treatment; however any

the chest wall muscles, diaphragm and
upper airway muscles that is responsible
for opening of the airways and larynx
during inspiration. However, this system is
also responsible for glottic closure in
response to laryngeal stimulation. One
study found the larynx was closed in some
central apnoeic episodes6.

In summary, AOP is mainly a
consequence of immaturity of the
regulation of breathing, an immature
response to hypoxia and hypercapnia and
an exaggerated response to stimulation of
the upper airway (FIGURE 1).

Associated conditions
There are several conditions that render
premature babies more vulnerable to
increased frequency and severity of apnoea
(TABLE 1)7 and these should be individually
considered and excluded to guide clinical
management. 

It was noted nearly a century ago that
frequency and severity of AOP worsen
during and after feeding. Various
mechanisms have been postulated about
the relationship between feeding (bottle or
gavage) and AOP. The hypothesis of
stomach distension (with feeding) causing
disturbed diaphragmatic function was put
forward in 1936. It is now clear from
several studies that some babies with
bronchopulmonary dysplasia (BPD)
become markedly hypoxic immediately
after feeding8. Significant hypoxemic
episodes may also be noted during gavage
feeding and have been associated with a
reduction in minute ventilation, activation
of the laryngeal chemoreflex, gastro-
oesophageal reflux (GOR), diaphragmatic
fatigue or a combination of these factors. A
reduced lung volume and increased effort
of breathing may be the cause of hypoxia

TABLE 1  Conditions associated with (but not necessarily causative of) increased prevalence of
apnoea in the preterm infant.

Infection Systemic or localised

Gastrointestinal
Gastro-oesophageal reflux (GOR), necrotising enterocolitis (NEC),
abdominal distension

Central nervous system Intracranial haemorrhage, seizures

Cardiac Patent ductus arteriosus (PDA), heart failure

Metabolic Electrolyte imbalances, hypoglycaemia, hypocalcaemia, acidosis

Respiratory Upper airway obstruction, bronchopulmonary dysplasia (BPD)

Drug therapies Opioids, prostaglandin (PGE1), magnesium, general anaesthesia

Other Anaemia
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associated condition should be considered
and treated accordingly (TABLE 1). There is
no consensus on when apnoea should be
treated or what frequency or severity of
apnoea is acceptable. The main objectives
of treatment are to reduce severe hypoxic
episodes by improving the respiratory
drive and reducing the work of breathing
with the ultimate aim of preventing long-
term neurological consequences. The
choice of treatment could be non-
pharmacological or pharmacological. 

Non-pharmacological interventions
Non-pharmacological interventions
include prone positioning18, nursing in a
thermoneutral environment, kinaesthetic/
physical stimulation19, appropriate
placement of feeding tubes, kangaroo care,
oxygen delivery via nasal cannulae and, in
the more severe cases, continuous positive
airway pressure (CPAP) or mechanical
ventilation. Nasal CPAP only helps mixed
or obstructive apnoea, with negligible
effect on central apnoea. Its beneficial
effect is thought to be due to splinting of
the upper airway with positive pressure
throughout the respiratory cycle. The
preventative role of olfactory stimulation,
kangaroo care, an orogastric or
transpyloric feeding tube (rather than
nasogastric) remains unclear. 

Pharmacological interventions
Several groups of drugs, including
methylxanthines, doxapram,
acetazolamide, primidone and carnitine,
have been used in the management of
AOP. Subsequent discussion will be limited
to methylxanthines and in particular,
caffeine citrate. 

The methylxanthines have been widely
used over the last four decades for
prophylaxis and treatment of AOP; the use
of caffeine in AOP was first reported in
197720. These drugs are central nervous
system (CNS) stimulants and act by
increasing respiratory drive. The wide-
spread use of methylxanthines was based
entirely on reports of short-term outcomes
and, until recently, there were no data on
long-term effects, including the safety of
this therapy. Several Cochrane Library
systematic reviews have now been pub-
lished supporting the use of
methylxanthines. 

Caffeine
Various characteristics make caffeine
(1,3,7-trimethylxanthine) the drug of

choice over other methylxanthines,
namely: a wider therapeutic window (no
need for blood level monitoring), a longer
half-life (once daily dosing), fewer side-
effects and better cerebrospinal fluid (CSF)
penetration. Caffeine is available for intra-
venous (IV) or oral use. Various dosing
schedules are in practice although a
loading dose of 20mg/kg of caffeine citrate,
followed by 5mg/kg/day as a single daily
maintenance dose, is most widely used.
One multi-centre randomised controlled
trial (RCT) has shown that the use of a
higher loading dose (80mg/kg) followed by
a higher maintenance dose 
(20mg/kg/day) significantly reduced
extubation failure in preterm infants of less
than 30 weeks’ gestation21, although the
long-term safety of this regimen has not
been established. In one other study, the
use of higher doses was shown to be more
effective in prevention of AOP but was
associated with impairment of cerebral 
and intestinal blood flow velocity22.  

Mechanism of action
Although the exact mechanism of action of
caffeine is unknown, it is considered to
work by non-specific blockage of subtypes
of adenosine receptors2. It has been
suggested that the blockage of A1 and A2A
adenosine receptors on GABAnergic
neurons diminishes respiratory inhibition1.
The resulting physiological effects,
including improved respiratory muscle
function, generalised CNS stimulation and
increased chemoreceptor responsiveness to
carbon dioxide, are responsible for a
reduction in apnoeic episodes. Caffeine is a
non-selective adenosine receptor antag-
onist and, as it is suggested that adenosine
is neuroprotective during ischaemia23,
concerns have been raised about the long-
term safety of caffeine therapy. 

Caffeine for Apnoea of Prematurity
(CAP) trial
The Caffeine for Apnoea of Prematurity
(CAP) trial was conducted between 1999
and 2004 in nine countries across four
continents as a global collaboration to
address the concerns relating to the long-
term safety and efficacy of this commonly
used therapy. This multi-centre RCT
enrolled >2,000 infants with birth weights
between 500 and 1250 grams. Infants
received either caffeine citrate (20mg/kg
loading dose followed by 5-10mg/kg/day
maintenance) or equivalent volumes of

placebo. This is the largest trial to date
using the combined rate of mortality 
and neurodevelopmental disability in
survivors at corrected age of 18 months 
as primary outcomes. The trial also
addressed the effect of caffeine on
neonatal morbidities and other clinically
important secondary outcomes24. 

Caffeine therapy significantly reduced
the risk of BPD: 36% in the caffeine group
vs. 47% in the placebo group (OR 0.63;
95% CI: 0.52-0.76; p<0.001). Supplemental
oxygen therapy, CPAP and mechanical
ventilation were discontinued one week
earlier with the use of caffeine compared to
the placebo. Unexpectedly, there was also a
significant reduction in the risk of
persistent PDA requiring pharmacological
or surgical closure in the caffeine treated
group. There was a temporary reduction in
weight gain during the first three weeks of
caffeine therapy, but no adverse effect on
growth at the time of hospital discharge.
The CAP trial also provides the reassur-
ance that caffeine therapy does not increase
the risk of NEC or ultrasonographic
evidence of brain injury. Adequate data for
an analysis of primary outcomes were
available for 93% of the subjects and the
high quality follow-up data of the CAP
trial showed that caffeine therapy improves
the rate of survival without neuro-
developmental disability at corrected age of
18 months (death or disability 40.2% in
caffeine group vs. 46.2% in placebo group;
OR 0.77; 95% CI: 0.64-0.93; p=0.008).
Caffeine therapy also reduced the
incidence of cerebral palsy (4.4% vs. 7.3%;
p=0.009) and cognitive delay (33.8% vs.
38.3%; p=0.04)25. The post-hoc analysis to
explore the likely mechanisms why caffeine
therapy resulted in better outcome
suggested that earlier discontinuation of
positive airway pressure in infants who
received caffeine was the most important
variable. This mechanism was supported
by further analysis of subgroups in the
CAP trial which showed that infants
receiving CPAP or mechanical ventilation
appeared to have gained more benefit from
caffeine therapy, compared with infants
who were not requiring any positive airway
pressure support26.

Follow-up information at five years of
age for 1,932 participants in the original
CAP study was published more recently.
Adequate data for the main outcome were
available for 85% of participants and show
that neonatal caffeine therapy is no longer
associated with a significant improvement
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in the rate of survival without disability in
children when assessed at five years.
Similarly the rates of death, motor
impairment, behavioural problems,
deafness and blindness do not differ
significantly between the two groups27.
Nevertheless, absence of any adverse effects
at five years of age in children who were
randomly assigned to receive caffeine is
reassuring with regard to concerns about
long-term detrimental effect of neonatal
caffeine therapy.

Summary
AOP continues to be a concern in neonatal
units although the understanding of the
various mechanisms responsible for this
clinical entity has improved over the last
few decades. Several non-pharmacological
and pharmacological interventions have
been used to treat AOP but caffeine
therapy is the only intervention that is
widely studied and supported by strong
evidence. 

The CAP trial is a good example of using
the ‘gold standard’, the RCT, to examine
the benefits and long-term safety of a
commonly used therapy. 
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Innovating for life.

Innovation lies at the heart of 
maternity and neonatal care.
Maternity and neonatal teams rely on research 
and evidence based creative thinking to advance 
care. Development of state-of-the-art equipment, 
pioneering techniques and progressive working 
practices help to improve care on a daily basis. 

Supporting innovation 
and creativity within 
maternity and neonatal 
teams to improve the 
care of infants

Introducing the Innovating for Life Awards

Innovation in action
Innovation plays a huge role in maternity and 
neonatal care. We received some excellent entries 
to the first Innovating for Life Awards.

Here are a few examples where creative thinking 
and practical applications can help to improve 
standards of maternity and neonatal care.

•   Educating mothers about nutrition, sleep and 
hygiene needs of their babies through easy-to-
read factsheets, leaflets and interactive software

•  New approaches to professional training

•  Improving access for expectant mothers

•  Educational tools 

•  Communication networks

•  Working practices

If you have an idea or an existing programme that 
could be added to this list, the Innovating for Life 
Awards could help you take your project forward.

Grants worth

£20,000
The winner of each award will be presented 
with £10,000, to be used to develop a 
new initiative or to expand an existing 
innovation within their hospital practice.

Visit www.innovatingforlife.co.uk

Who is eligible to enter the awards?
The Innovating for Life Awards are aimed at:

•  Midwives and their full teams 

•   Neonatologists and their full teams including  
dietitians and paediatricians

Teams with both midwifery and neonatal roles 
should apply for the award that is most appropriate 
to their innovation and profession.

The winners will be contacted and displayed  
on the Innovating for Life website in early 2013.

“The Innovating for Life Award has 
provided us with the opportunity to 
extend our collaboration with Oxford 
University’s Mindfulness Centre. 
Jointly we have now completed two 
Mindfulness-Based Childbirth and 
Parenting (MBCP) courses which the 
award helped to fund. These are the 
first MBCP classes to run in the UK and 
their evaluation will contribute to the 
evidence base for this intervention. 
We hope to demonstrate its benefit to 
pregnant women and their families.”
Dr. Sian Warriner, Consultant Midwife at Oxford 
University Hospitals NHS Trust and winner of the 
Midwifery category of the 2012 Innovating for  
Life Awards

“Thank you for making our project a 
reality and giving us such a handsome 
amount to get the project off the 
ground! We are excited to be taking 
our airway project forward and look 
forward to the anticipated success of 
the project.”
Dr. Richard Mupanemunda, Consultant Neonatologist 
at Birmingham Heartlands Hospital and winner of the 
Neonatal category of the 2012 Innovating for 
Life Awards

“It’s great to see so many examples 
of innovation within the NHS.”
Dr. Lynne Maher, Director for Innovation and Design, 
NHS Institute for Innovation and Improvement.

Last year’s winner: Midwifery category 
Mindfulness-Based Childbirth and 
Parenting Project
Lead applicant: Dr. Sian Warriner, Consultant 
Midwife, Midwifery Team, John Radcliffe 
Hospital, Oxford University Hospitals NHS Trust
The Mindfulness-Based Childbirth and 
Parenting (MBCP) project promotes 
mindfulness meditation during pregnancy, 
childbirth and the parenting relationship; 
and parenting education, family health and 
supportive peer relationships; to help address 
fear, pain, stress and depression.

Last year’s winner: Neonatal category
Improving Neonatal Airway Management 
Lead applicant: Dr. Richard Mupanemunda, 
Consultant Neonatologist, Birmingham 
Heartlands Hospital Neonatal Intensive Care Unit 
A 4-step intervention project aimed at
improving the management of infants
with difficult neonatal airways.

You can enter the award online, find 
out more information and get the 
full terms and conditions by visiting 
www.innovatingforlife.co.uk. 
The deadline for entries is 31st 
January 2013. 

Judging panel

Entries to the Innovating for Life 
Awards will be judged by an expert 
panel of practicing midwifery, 
neonatal nursing and medical staff 
alongside representatives from 
editorial boards and medical affairs. 

Innovating for Life.

In association with

Practical advice for healthcare professionals from

For Healthcare Professional use only Deadline  

extended until  

31st January 2013

INNOVATING_FOR_LIFE_AWARDS_1P_A4.indd   1 07/12/2012   10:03



14 V O L U M E  9  I S S U E  1   2 0 1 3 infant

U P D A T E  I N  P R A C T I C E © 2013 SNL All rights reserved 

Necrotising enterocolitis (NEC), an
inflammatory disease of the bowel, is a

major cause of morbidity and mortality in
infants born before 32 weeks of gestation
or with a birthweight less than 1500g1.

Over the past 20 years, despite significant
advances in neonatal care, the incidence of
NEC in very low birthweight (VLBW)
infants has not changed markedly, pres-
umably in part due to improved survival
rates. The mortality rate in confirmed NEC
remains greater than 20%2,3.

The NEC care bundle was developed in
response to concerns from clinicians in the
East of England about a perceived increase
in the incidence of NEC in their local
units. With the exact aetiological factors
contributing to the development of NEC
still widely debated, the Perinatal Network
decided to develop a network-wide project
across all 17 of the East of England’s neo-
natal units (FIGURE 1), using care bundle
methodology. The primary aim was to red-
uce the incidence of NEC across the region. 

Project lead and dietetic time was funded
by the Perinatal Network and managers
leading local changes were offered
protected time, as resources allowed.

Care bundles
Care bundles are a group of evidence-
based interventions related to a disease or
care process that, when executed together,
result in better outcomes than when
implemented individually4. They are a
quality improvement tool focusing on a

The development and implementation 
of a care bundle aimed at reducing the
incidence of NEC
A care bundle to reduce the incidence of necrotising enterocolitis (NEC) was designed and
implemented across the 17 neonatal units in the East of England Perinatal Network with the
ultimate aim of reducing the incidence of NEC. The project called for significant changes in
practice across a wide geographical area and involved neonatal, midwifery and allied healthcare
professionals. This article describes the care bundle development process and implementation
strategies required to bring about the changes involved. Data collection is continuing to
determine whether implementation has been successful in reducing the incidence of NEC. 
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Key points

Radbone L., Birch J., Upton M. The
development and implementation of a
care bundle aimed at reducing the
incidence of NEC. Infant 2013; 9(1): 14-19.
1. Feeding practices and delivery of care,

aimed at reducing NEC rates, were
standardised across the East of England.

2. Ambitious improvements require the
efforts of effective change agents who
use small cycles of change and regular
feedback to bring changes to fruition.

3. Adequate resources, planning for
sustainability and open, frequent
communication are vital for long-term
project success.

particular patient group or disease process.
Care bundles encourage collaborative
working and behavioural changes and
allow for the development of new insights
on care processes, resulting in improved
clinical and often improved organisational
outcomes. Care bundle elements must be
evidence-based and widely regarded as
being best practice, while at the same time
being simple to implement and part of
day-to-day practice. 

Data collection on NEC incidence  
At the beginning of 2010 a data review was
carried out across the East of England
Perinatal Network using the Standardised

FIGURE 1  The East of England Perinatal
Network comprises the Eastern and
Bedfordshire and Hertfordshire networks
with two units also belonging to the North
East London network.

Bedfordshire

Hertfordshire
North Essex

South Essex

Suffolk

Norfolk

Cambridgeshire
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Electronic Neonatal Database (SEND) to
establish the incidence of NEC between
2007 and 2009. In the absence of a national
definition for NEC, and in order to capture
a broad understanding of the number of
babies treated for suspected or confirmed
NEC, SEND data was reviewed using the
crude criteria of any baby with a SEND
recorded diagnosis of:
■ Suspected NEC
■ Confirmed NEC
■ Having received metronidazole at any

point of the neonatal admission.
Results showed that between 2007 and

2008 there was an increase of more than
3% of all neonatal admissions fulfilling the
above criteria. 

A multidisciplinary team (MDT) with
neonatal, surgical, dietetic and allied health
professional representation from most
neonatal units within the network was
brought together. As the care bundle was
developed, additional expertise was sought
from relevant stakeholders including
midwifery teams, lactation specialists and
departmental leaders. 

An initial scoping exercise was under-
taken to understand the range in practices
relating to the management and treatment
of NEC, the existence, scope and use of unit
feeding guidelines and milk preparation.

The findings of the scoping exercise
showed significant variation across the
network in resources relating to dietetic
support, the content and use of enteral
feeding guidelines as well as milk kitchen
facilities, milk preparation standards and
feeding practices. Variation in feeding
practice focused particularly on the timing
of commencement of feeds, volume and
frequency of trophic feeds, the interval
between feeds, the rate of increasing feed
volume in the at-risk population and the
type of milk used for first feed5.

The care bundle development process
continued with a robust literature review
encompassing 15 factors implicated in the
development of NEC (TABLE 1). Although
high-level evidence was sought on each
theme, only three were identified as
elements that would meet the care bundle
criteria of being simple to implement,
widely regarded as best practice and day-
to-day interventions. These three elements
were: the use of maternal breast milk to
initiate feeding; the prevention of
infection; and the use of standardised
feeding strategies.

A retrospective case note review of
babies with suspected or confirmed NEC

term and on discharge is more challenging.
Therefore it was decided that a two-
pronged approach, ensuring both early and
long-term provision of breast milk, should
be adopted. The final care bundle elements
were therefore:
■ Facilitating the use of maternal breast

milk to initiate feeding through the com-
mencement of early expression

■ Promoting the long-term use of maternal
breast milk through ongoing support for
expression and breastfeeding

■ Following a standardised enteral feeding
guideline

■ Prevention of infection through the use
of an aseptic non-touch technique
(ANTT) when preparing milk feeds.

Strategies to support the
implementation of the care bundle
Unsuccessful mobilisation or engagement
of leaders is a key factor in the failure of
change projects7. A recognised model
described by Bevan presents change as two
divisions – anatomical change and
physiological change7. 

Anatomical change can be described as
the structures (processes) employed to
realise change, eg clear definition of the
project, a top down approach, correct scale
and pace of change and ensuring
sustainability from the start. Physiological
change can be described as processes that
create a higher purpose and deeper
meaning for staff, a connection with their
values and a creation of hope and
optimism about the future. 

One or two ‘champions’ drawn predom-
inantly from the neonatal nursing teams
were identified as key links for the
teaching, implementation and change cycle
processes in each unit. Lactation specialists
and infant feeding co-ordinators as well as
medical and midwifery colleagues
supported the champions in their role. To
facilitate engagement and allow for
multidisciplinary discussion of the
evidence behind the chosen interventions,
the project leader and neonatal dietitian
responsible for writing the enteral feeding
guideline, undertook teaching sessions
across the network units. 

Nursing care plans and ‘top tips’ for
expressing breast milk were key tools to
support implementation of the two
elements relating to expressing and
breastfeeding support. An ANTT milk
preparation prompt was designed to guide
staff through the milk preparation process

in 2009 was undertaken to look for themes
from the East of England population. The
criteria for inclusion in the case note
review were refined to any baby who had a
minimum of both seven days intravenous
antibiotics and seven days of being nil by
mouth for suspected or confirmed NEC.
Details of babies meeting these criteria
were identified from SEND and confirmed
by each unit against their own SEND
database and local admission book. A
detailed case note review was then carried
out for each baby meeting the criteria.

Using these criteria there were a total of
112 episodes of NEC in 102 babies in 2009,
an incidence of 1.16 per 100 admissions6.
Known and suspected predisposing factors
for NEC were included within the review,
eg gender, presence of a patent ductus
arteriosis (PDA), presence of umbilical
lines, the type of milk being fed at the
onset of NEC, timing of blood trans-
fusions, stool history and other factors. No
clear trends in these factors were identified
in the East of England population.

The working group recognised that,
while mothers of preterm babies do
frequently start expressing breast milk,
maintaining the use of expressed breast
milk (EBM) or breastfeeding in the longer

■ Use of donor breast milk in prevention 

of NEC

■ Use of maternal milk in prevention of NEC

■ Early vs late feeding

■ Trophic feeding

■ Fortifiers and milk additives

■ Blood transfusions

■ Enteral feeding regimens in prevention 

of NEC

■ Reflux and the use of anti-reflux 

medication

■ Supplementation of feeds

■ Use of probiotics

■ Feeding with a UAC/UVC in place

■ Kangaroo care

■ Resistant infection outbreak leading to

clusters of NEC in affected units

■ Oral lactoferrin for prevention of NEC

■ Role of calprotectin in diagnosing NEC

TABLE 1  Factors implicated in the develop-
ment of NEC, the basis for a literature review.
Terms: UAC = umbilical artery catheter, 
UVC = umbilical venous catheter.



for use in milk preparation areas. To aid
simplicity of use, the standardised enteral
feeding guidelines included two algor-
ithms (APPENDIX 1). The standardised
enteral feeding guideline was developed by
a specialist neonatal dietitian with the
support of a MDT that included represent-
ation from across the region. Guidance was
evidence-based as far as possible, but
where evidence was insufficient or poor
quality, guidance was based on regional
consensus and national best practice. The
first algorithm detailed feed volume and
advancement rates based on the assessed
risk of NEC (high, moderate or standard
based on defined clinical criteria). The
second provided guidance on milk choice
and breast milk fortification. 

To further support the change process,
information folders, posters, electronic
presentations and monthly electronic
newsletters were produced. A letter was
sent to chief executives, medical directors
and commissioners to outline the project
aims and to secure their support. The use
of parent stories and a focus on reducing
the incidence of a devastating disease
through the provision of optimal,
evidence-based feeding practices were
some of the ‘physiological’ aspects of the
strategies used. 

Implementation of the care bundle took
place during January and February of 2011
following a formal regional launch. 

Care bundle delivery
It is widely accepted that active staff
involvement is essential for quality
improvement in an organisational setting8.
All members of the MDT were involved in
the delivery of the care pathway. The
pathway commenced prior to delivery for
a woman in threatened preterm labour
and ended at discharge. Support for
breastfeeding continued throughout the
inpatient stay and, in units where
community teams existed, into the 
home environment.

Partnership working between neonatal
and maternity teams was apparent early
on in the project. Encouragement of early
breast milk expression was increasingly
initiated by neonatologists, either at or
prior to delivery, and was no longer seen
as only a nursing or midwifery role.
Neonatal nursing and medical teams along
with dietetic colleagues agreed the initial
feeding plan based on clinical criteria,
which was regularly re-assessed through
clinical review, and nursing observation of

feed tolerance. Lactation consultants have
been key drivers for the implementation of
the care bundle and in some units have led 
the initiative across neonatal and
maternity services.

Aims of the NEC care bundle
The primary aim of the project was to
reduce the incidence of NEC in the East of
England. With the small number of cases
involved, it was recognised that
demonstrating this would be a statistical
challenge. Due to the nature of the
interventions, a number of secondary aims
were identified which included: 
■ To achieve high rates of compliance with

the four care bundle elements
■ To measure the impact of the care bundle

elements on preterm breastfeeding rates
■ To measure the impact of the bundle on

length of stay
■ To measure parent satisfaction9. 

Audit of compliance
Compliance with the care bundle was
audited throughout the first year of
implementation. Ten randomly selected
babies born at less than 35 weeks’ gestation
were audited each month by local
champions or network personnel using a
consistent network-wide audit form. An
‘all or none’ approach was adopted, with
the expectation that every aspect of each
element had to be met to be considered
fully compliant. 

Units progressed to a three-monthly
audit when 100% compliance was achieved
in all four elements for two consecutive
months. It was generally considered that

the bundle had been well embedded once
this level of compliance had been reached. 

At this point audit criteria were changed
and compliance requirements heightened
with the expectation that breast milk
expression would commence within six
hours of delivery to achieve full
compliance along with the previous
criteria. This was part of a staged approach
to improving practice and bringing it in
line with best evidence6, while recognising
the number of changes the initial
implementation criteria demanded. As
anticipated, the percentage compliance
with all four elements dipped while units
worked towards achieving the stricter
criteria. Three units were able to maintain
the high compliance rates despite these
increased expectations.

The audit tool was used to measure unit
compliance with the bundle and to
evaluate use of the network enteral feeding
guideline. The audit tool ascertained
accuracy on classification of babies into the
three NEC risk categories and adherence to
guidance on feed management following
this classification. Deviations from the
guidance, both justified and non-justified
were recorded. The tool also supported the
identification of non-audited feeding
trends across the network, including time
to first feed and milk used for first feed.

The audit captured information on the
use of the specific breast milk expression
log designed for the project and on
dissemination of the regional breastfeeding
information leaflet. Reasons for non-
compliance with the breast milk expression
elements were also recorded.
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FIGURE 2  Network compliance with all four care bundle elements, 2011. 



The milk preparation audit tool
captured information on whether the
specified ANTT was used to prepare the
feeds. This was self-audited by staff as feeds
were prepared.

FIGURE 2 shows network percentage com-
pliance with the care bundle (comprised of
all care bundle elements) in the first 11
months of the implementation period. The
decline in compliance after August reflects
the transition of some units to the stricter
audit criteria for early expression.
Throughout this time period, compliance
with the ANTT guidance element was
consistently high while cross-network
compliance with the standardised enteral
feeding guideline element increased steadily
month-on-month throughout 2011.

Each unit received an individualised
end-of-year report detailing feedback on
local compliance with the NEC care 
bundle since implementation in January
2011 and providing specific feedback and
points for practice on use of the enteral
feeding guideline.

The future of the care bundle
The care bundle has become a formal
element of practice across the region with
elements incorporated into a user-friendly
nutrition pathway (APPENDIX 1),
incorporating all documentation relating
to the processes involved and providing an
easy auditable trail. This document is
transferable from unit to unit and supports
a consistent approach to nutritional care
across the East of England. Early outcomes
for NEC rates, mortality and morbidity are
currently being measured along with
feeding practice trends identified in year

one. These and the results of the secondary
aims of the care bundle will be published
at a later date. 

All four care bundle elements have
become embedded practice within the
neonatal units in the East of England.
Wider health professional groups within
the MDT are now undertaking roles
traditionally undertaken by specific groups
of staff. Implementation of the standard-
ised care pathway and feeding guidelines
appear to have resulted in earlier, safer,
more consistent feeding practices for
preterm infants. It has removed guesswork
and enhanced staff confidence when
making decisions about feeding and has
led to the increased use of breast milk for
the initiation of feeding in moderate and
high risk babies (FIGURE 3).

What has the care bundle project
taught staff?
Implementation of standardised practice
across a network is possible. There is
willingness within individual units to
accept, embrace and contribute positively
to changes in practice. Where clinicians
and local teams have identified this, the
change process is made considerably easier.
However, to be successful, there has to be
recognition that network projects need to
be led by individuals with dedicated time.
They have to be thoroughly planned,
include appropriate representation and be
carried out within realistic time frames.
Where appropriate, professional contact
groups for key disciplines should be
established to harness the specific
approaches they offer a project, adding
depth to the work. Communication and

ongoing engagement are crucial aspects of
project management with particular
attention being given to keeping staff
informed of progress and developments
without a communication overload.  

Training was delivered by the project
leaders and then disseminated across the
unit by a locally-based champion. The
champions were able to directly influence
the success of the project in their own unit
by embracing and leading on the proposed
change strategy. This process offers
multiple rewards including: change
brought about by local individuals who
understand the culture of their teams;
opportunities for career development for
leaders; recognition for individuals for
their successes; and opportunities for units
to benchmark themselves against each
other and share good practice. 

Those who take on the rewarding
challenge of leading network change need
patience, flexibility and a supportive and
positive approach. Considerable time will
be spent advising local change agents and
providing essential and timely support to
maintain engagement. Adequate resources,
planning for sustainability and open,
frequent communication are vital for long-
term project success.
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FIGURE 3  The use of expressed breast milk (EBM) for initiation of feeding: percentage of babies
receiving EBM as first feed.

Unit level and risk category Four months post
implementation

12 months post
implementation

Level 3 – High 100 100

Level 3 – Moderate 76 91

Level 3 – Standard 35 60

Level 2 – High 67 70

Level 2 – Moderate 58 67

Level 2 – Standard 38 19

Level 1 – High 73 100

Level 1 – Moderate 69 83

Level 1 – Standard 37 32
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Midwife-led birth centre
opens at Bradford 
A £1.2m midwife-led birth centre has
opened at the Bradford Royal Infirmary
(BRI) as part of a £3.6m investment in
maternity and neonatal facilities.

The seven-bed birth unit, run entirely
by midwives, boasts two birthing pools
and specially designed ‘home-from-home’
rooms. Docking stations for iPods are
attached to the walls and birthing aids
such as birth stools, mats and balls
encourage women to remain upright so
that labour can progress quickly.

There is a shared kitchen and a lift that
will take new mums and babies directly to
the postnatal wards. The adjacent 13-bed,
consultant-led labour ward has also
undergone full refurbishment and a new

Meningitis B vaccine: one step closer
A potentially lifesaving vaccine to
prevent Meningitis B has received
‘Positive Opinion’ by the European
Medicines Agency (EMA) and is
expected to be licensed shortly. 

There are various types of
meningococcal bacteria – A, C, W and Y
– for which vaccines are available, but
there is currently no licensed vaccine
that protects against all strains of
meningococcal serogroup B (MenB). The
new vaccine (Bexsero) produced by
Novartis is the first vaccine against MenB
and is designed to cover most strains of
the disease in Europe. 

MenB is responsible for approximately
1,870 cases across the UK each year,

mostly in young children. Around one in
10 people affected will die and survivors
can be left with serious after-effects, such
as limb amputations and brain damage. 

It is expected that the new vaccine will
receive a UK marketing licence shortly.
Once licensed, the Government can
consider its introduction into the
childhood immunisation schedule – 
it could be implemented in the UK by
the end of 2013. 

Chris Head, Chief Executive of
Meningitis Research Foundation, says:
“This news is a huge boost for our
members and their families and for
doctors and scientists who have all
worked tirelessly against this devastating

disease. Once the MenB vaccine is
licensed, it is essential that the
Government give it full consideration as
soon as possible.” 

Preterm birth rates 

A vaccine against MenB.

Research published in The Lancet suggests
that 58,000 premature births per year
could be prevented by 2015. The multi-
country study shows that after years of
poorly-explained increases, the rates of
preterm births over the last five years are
now leveling off in more than half of the
39 high-income countries assessed. 

The research, conducted by an
international team including members
from Save the Children, the London
School of Hygiene and Tropical Medicine,
the Bill & Melinda Gates Foundation and
the World Health Organization, advocates
a combination of five specific strategies to
cut preterm birth rates by 5% in high-
income countries. The five interventions

Predicting premature birth
The risk of pregnant women giving birth
early can be accurately measured with a
simple cervical swab, according to research
funded by baby charity Tommy’s. The test
will reduce distress for women who would
otherwise receive unnecessary treatment.

The swab quantitatively measures the
level of a protein known as fetal
fibronectin (fFN). If the protein leaks out
of the womb into the cervix, the likelihood
of premature labour is increased – fFN
levels reliably indicate whether a woman is
likely to give birth prematurely. 

fFN is already used as an indicator of
likely preterm birth, but not in a quanti-
tative way, meaning that many women are
treated unnecessarily. 

“The updated fFN test reduces the need
for low-risk women to stay in for obser-
vation or get treatment when they don’t
have to,” says lead researcher Professor
Andrew Shennan from Guy’s and St
Thomas’ NHS Foundation Trust. 

bereavement room has been created for
the privacy and dignity of families.

Bradford Teaching Hospitals NHS
Foundation Trust has spent a further
£400,000 on 37 additional maternity staff
and £2m has been earmarked for
expansion of the neonatal unit.

are: smoking cessation, decreasing multiple
embryo transfers during artificial
insemination, cervical cerclage (cervical
stitch) for high-risk women, progesterone
supplementation and reduction of elective
cesarean sections.

Furthermore, existing low-tech
interventions including steroid injections
for women in preterm labour, antibiotics
for newborn infections and kangaroo care,
could prevent 75% of preterm deaths with-
out the need for neonatal intensive care. 

A reduction of 58,000 preterm births
annually could result in $3 billion cost
savings because of a decrease in complex
and expensive care for extremely
premature babies and loss of earnings for
families. 

Baby Thomas, born at full term as predicted.

A birth unit at Bradford Royal Infirmary.
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Sands, the stillbirth and neonatal death
charity, has announced that it will fund
three new research studies.  

The first study will investigate the
possible benefits of a new scanning
approach to predict babies that are small
for gestational age. Impaired growth in a
baby’s development is thought to
contribute to 25-30% of all stillbirths,
however, research has not demonstrated
that use of routine scanning reduces
mortality. The 14-month study will be led
by Professor Gordon Smith at Cambridge
University.  

The second research project is a two-
year study aimed at improving
bereavement care. It will involve talking

with recently bereaved parents and
maternity doctors and midwives. The
study will be conducted by Dr Dimitrios
Siassakos of the University of Bristol. 

Sands will also fund a retrospective
review of stillbirth post mortem data.
This two-year review will be led by
Professor Neil Sebire, University College
London, and aims to develop a
standardised approach to collecting
perinatal post mortem data. It will also
develop an evidence base to define what
post mortem investigations are useful and
identify future targeted research studies. 

For further details visit
www.uk-sands.org/Research/Research-
Projects.html

Three new research studies funded by Sands

Drop in stillbirth rates
Stillbirth rates in the West Midlands have
fallen below the national average because
midwives and doctors across the region
have become better at identifying and
investigating babies at risk.

A report from the West Midlands
Perinatal Institute found that there were
5.02 stillbirths per 1,000 births in the
region in 2011, compared to 5.27 in 2010.
This equates to more than 50 extra babies
being born alive and healthy.

Professor Jason Gardosi, Director of the
West Midlands Perinatal Institute, believes
the decrease is a result of a programme
that helps to improve the recognition of
babies who are not growing well during
pregnancy. The Institute developed and
pioneered the use of customised growth
charts which can predict a baby’s ideal
growth curve in the womb. 

Professor Gardosi says: “Babies in
affected pregnancies can be delivered in
better condition and fewer die as a result
of complications due to fetal growth
restriction.”

A partnership between The Children’s
Air Ambulance (TCAA) and Glenfield
Hospital, Leicester, will facilitate a
helicopter cross-country transfer system
that could potentially save the lives of
many children and babies.

The charity will transfer extracor-
poreal membrane oxygenation (ECMO)
teams and equipment from Glenfield to
critically ill children and babies at
hospitals across England and Wales. 

Currently, Glenfield Hospital is one
of only three hospitals that have an
ECMO service, which means if a child
requires the treatment they have to
travel to Glenfield Hospital, Great
Ormond Street Hospital or The

Freeman Hospital in Newcastle.
Glenfield Hospital is the largest centre
that has the service and treats between
40 and 60 babies and approximately 20
children every year. It is also the only
hospital in England to have a mobile
ECMO unit. 

Andy Williamson, CEO for TCAA,
says: “Without access to an ECMO
service, there is a very real possibility
that children suffering from severe
heart and lung failure would not
survive. Initially we will be flying the
ECMO teams and equipment to the
patient, but we are also looking at how
we can facilitate flying the child back to
Glenfield.”

Air ambulance and Glenfield Hospital team up to provide ECMO

The Children’s Air Ambulance.

Update from EPICure
Two medical reports from the EPICure
study – a population based study of
survival and later health status in
extremely premature infants – have been
published in the British Medical Journal.
The studies, funded by the Medical
Research Council, compared premature
babies born in hospitals throughout
England in 1995 and 2006.

The articles report that severely
premature babies (born before 27 weeks’
gestation) were more likely to survive in
2006 than in 1995, but the proportion
that experience serious health problems
into childhood did not change. The
suggestion is that while the number of
very preterm babies who survive may
continue to rise, it is likely that the
number of children and adults with long-
term disability caused by complications of
premature birth will rise in parallel. 

The first study, led by Professor Kate
Costeloe from Queen Mary, University of
London, looked at immediate survival
rates and health of extremely preterm
babies. The second study, led by Professor
Neil Marlow of University College
London, examined the health of the
premature babies at three years of age. 

More information is available at
www.epicure.ac.uk
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As a result of reconfiguration of
neonatal services throughout the

Greater Manchester Neonatal Network,
Royal Bolton Hospital was chosen to
become one of three ‘super centres’
providing Level 3 intensive care for
neonates within the region1. At that time,
the hospital was providing Level 2 care but
did manage a small number of complex
infants. A two-year projection plan
predicted that it would be necessary to
expand the number of cots from three
intensive and 18 special care cots to nine
intensive, eight high dependency, 22 special
care and four transitional care cots by
November 2011. Staff numbers would
need to increase from 52 to 114.
Decommissioning of services at Salford
Royal Hospital would provide 34 staff with
valuable Level 3 experience, but would
leave a shortfall of 28 staff. However,
following the first wave of recruitment in
Autumn 2009, it became obvious that
experienced neonatal nurses were not in
abundance. There was a very poor response
to Band 6 vacancies but an overwhelming
response to Band 5 vacancies with most
applicants being newly-qualified nurses or
adult/paediatric nurses with no neonatal
experience. The challenge was how to
provide inexperienced nurses with the skills
and knowledge to provide Level 3 intensive
care in an expanding service within a two-
year period. The situation called for some
creative thinking.

Preparing the ground

Although linked to the Greater Manchester
Neonatal Network, the education team and
management at Bolton met to plan how
the needs of the service could best be met.

Growing our own: a neonatal nurse
fit for the future
Recruitment of skilled neonatal nurses is a nationwide challenge. This article describes how 
a shortfall of skilled practitioners was tackled by developing a programme to train newly-
qualified and ‘new-to-neonates’ nurses to become skilled at intensive care within a
constrained timescale. The programme focuses not only on clinical competence but also 
on leadership from appointment.

Jill Riley
BSc, RN, RM, ENB405
Clinical Educator, Neonatal Unit
Royal Bolton Hospital
jill.riley@boltonft.nhs.uk
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1. A national shortage of skilled neonatal

nurses compromised expansion of
services.

2. It was necessary to train newly
qualified nurses in neonatal intensive
care within a two-year period.

3. A structured programme was developed
focusing on clinical skills and
leadership.

Resources were limited. There was a very
limited financial budget and the timescale
was non-negotiable – just two years to
train inexperienced nurses in intensive care
skills with a recognisable qualification in
specialty (QIS), eg a university-accredited
neonatal intensive care module.
Historically, this process could take at least
five years. Using Bolton Improving Care
System (BICS) lean methodology2 the team
mapped out a two-year pathway for new
recruits. This was a time consuming
exercise and proved difficult but did rein-
force the belief that this was an achievable,
tangible plan. It became clear that the
process would impact hugely on the
existing workforce as they would need to
train and supervise the new recruits. There
was some doubt from both internal and
external sources about ability to deliver.

Sowing the seeds

The Toolkit for High-Quality Neonatal
Services3 recommends that all staff
providing direct nursing care should
undertake a foundation education module
in the care of newborn babies and that a
minimum of 70% of the registered
workforce should hold a qualification in
specialised neonatal care. The Family Care
Division at the Royal Bolton Hospital
already has a well-established 12-month
preceptorship programme which focuses
not just on clinical skills and knowledge
but cultivates leadership skills from onset,
appropriately titled the New Leaders
programme. The RCN guidance for
competence, education and careers in
neonatal nursing4 recommends that new
recruits to neonatal nursing should be
viewed as novices irrespective of their
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backgrounds. Although these
recommendations were published well
after the introduction of the New Leaders
programme, it is a shared philosophy that
underpins the content of New Leaders. 

New recruits start in cohorts of four to
12 candidates with a two-week induction
programme that covers mandatory
training, neonatal anatomy and physiology,
common neonatal problems, basic nursing
care and clinical skills (TABLE 1). The
recruits work closely with the education
team during this period in a variety of
settings, eg classroom-based sessions to
deliver audio-visual presentations of
anatomy, physiology and neonatal
problems such as thermoregulation,
surfactant deficient lung disease, etc. These
sessions are swiftly followed by ‘real life’
application of the knowledge gained by
looking after infants under direct
supervision. The recruits also participate in
simulation workshops and scenarios to
allow them to become familiar with
newborn resuscitation and emergency
situations within a safe, non-threatening
environment. This allows the educators to
identify the learning styles and needs of
individuals and the group and adjust the
content of the programme accordingly. It
also results in the group bonding and
supporting each other. 

This two-week intense induction
programme is then followed up by a four-
week supernumery period during which
the recruits work with their designated
preceptor who has overall responsibility
for signing-off clinical competencies.
Recruits are also allocated a buddy, usually
a junior member of staff from the
previous cohort of New Leaders, who
provides moral and emotional support
and supervises basic tasks.

Following the induction period, the
recruits then attend a monthly study day.
The content is driven by the recruits and is
often influenced by activity and
experiences on the unit. While allowing the
group to share their experiences, it also
provides an opportunity for the educators
to review their progress and plan any
necessary support to achieve their learning
objectives. Preceptorship portfolios are
audited at six months and recruits who
achieve all the required competencies and
objectives are then awarded their first
incremental pay rise.

employment but due to the national
shortage of neonatal nurses, it is now
possible for staff to ‘fast-track’ through
Band 5, 6 and 7 should they have the
desire, drive and capability to do so. Only
in recent years have nurses been
encouraged to train in leadership skills in
all but senior management posts6. Most
leadership courses are offered once the
postholder is appointed but the New
Leaders approach offers training before
recruits apply for the promotion thus
giving them an understanding of the role
as well as preparation and resources to be
able to perform at the appropriate level.
Therefore, once qualified in specialty,
recruits are invited to enrol on a Band 5-6
Leadership Development Programme,
which focuses on a transformational
leadership style. The programme is run
over six study days in a five to six month
period during which the recruits are
expected to achieve proficiencies that
include communication, professional
leadership, clinical governance, clinical
leadership, intensive care competence,
learning and development and personal
qualities and behavioural attributes. While
most leadership programmes teach
different leadership theories, they do not

Cultivating the crop

Within three to six months, the recruits
enrol on the Northwest Neonatal
Induction Programme (NNIP)5 which
further develops clinical skills over a six-
month period and requires a five-week
supernumery placement at the home unit
as well as a five-week placement at a
neighbouring Level 3 unit. NNIP works
harmoniously alongside the New Leaders
programme as it focuses on high
dependency and intensive care
competencies. The Greater Manchester
Neonatal Network provided funding for
replacement staff to allow the unit to
release candidates to attend study days and
placements.

At around 12-18 months, recruits
undertake a university-accredited module
in high dependency and intensive care to
acquire a qualification in specialty. In
previous years, staff would not undertake
QIS until they had several years’ clinical
experience but the skills and knowledge
gained from NNIP equips them to embark
on this much earlier in their careers. 

From the onset of their careers,
leadership skills are emphasised as much as
clinical skills. Traditionally, staff were often
promoted in order of length of

TABLE 1  Potential career progression at the Royal Bolton Hospital.

Timescale
(months)

Development opportunity

0-6 Neonatal unit local induction for newly-qualified nurses
• two week structured induction programme 
• four weeks supernumery supervised practice 

0-12 New Leaders preceptorship programme
• monthly study days
• written competencies generic to Family Care Division

3-6 Northwest Neonatal Induction Programme (NNIP)
• fortnightly study days
• five-week supernumery high dependency/intensive care placement at 

home unit
• five-week supernumery high dependency/intensive care placement 

at neighbouring Level 3 unit
• written competencies generic to network

12-18 Qualification in specialty (QIS)
• six-week supernumery intensive care placement
• written competency workbook

18-24 Band 5-6 Leadership Development Programme
• monthly study day
• action learning set to complete change management project

36+ Band 6-7 Leadership Development Programme
• monthly study day
• action learning set to complete change management project



necessarily teach how to put those theories
into practice. With this in mind, the
Leadership Development Programme asks
recruits to undertake a change
management project within their clinical
practice using action-learning sets. Action-
learning takes place by not only ‘learning
by doing’ as is often stated7 but by also
reflecting and theorising  the process.
Recruits are encouraged to look at their
own attitudes and behaviours as well as
those of the team prior to, during and after
the project work. 

During the first session, recruits
discussed leadership theories and were
asked to bring ideas for their change
management projects to discuss with the
group. Subjects have included introducing
a therapeutic cooling teaching pack, a
nitric oxide ventilation care pathway, a
breast pump loan record, a discharge
planning checklist and a newborn
bloodspot audit tool. Some have been very
simple changes but have had a positive
effect on clinical practice. By discussing
their projects within the group, recruits
were able to identify drivers for change,
strategies to implement change and team
behaviours therefore applying theory to
practice from the outset. To date, the
programmes have produced 43 change
management projects.

The second session focuses on human
resource issues such as managing sickness
and absence, difficult conversations and
examining unit, divisional and trust values
and objectives but rather than formally
teaching this subject, expert speakers are
invited to hold an open forum. Initially,
some speakers felt uncomfortable with this
format but it ensures that the recruits learn
from the programme. 

The third session sees the recruits bring
their project work to discuss their
progress with the group. They discuss
methodology employed to introduce their
change, who is involved and positive and
negative aspects of the process as well as
reflecting on their own leadership style.

Feedback and guidance are offered by
peers and facilitators. 

Session four focuses on clinical gover-
nance issues such as clinical incident
reporting, dealing with complaints, prof-
essional boundaries, accountability and
delegation. Session five deals with educa-
tion and development with particular
emphasis on effective appraisals, main-
taining and enhancing the learning culture
within the unit, assessment, giving feedback
and personal and professional development.

At the sixth and final session, recruits
present their change management projects
to the group and to unit and divisional
managers. Although most changes are
successfully implemented, it is not
necessary to do so to complete the Band
5-6 programme providing recruits reflect
on why they were unable to introduce the
change and how they might tackle things
differently in the future. The primary
objective of the project is to learn about the
process of implementing change and how
the process impacts on the individual, the
team and unit culture. However, recruits to
the Band 6-7 programme are expected to
successfully introduce their change.

Combining the Band 5-6 development
programme proficiencies and the QIS
clinical competencies formed a solid basis
for a knowledge and skills framework
(KSF) portfolio6 in which the recruits can
demonstrate that they are working at Band
6. They incorporate a two-year action plan
which is reviewed at six and 12 month
intervals once they are in a Band 6 post.

Tall poppies

Following transition to a Level 3 unit, the
Band 7 role has evolved into a dual role of
clinical expert combined with shift
coordination/unit management. As such,
the new role focuses increasingly on
essential non-clinical tasks, eg organising
transfers of babies in and out of the unit,
organising staff rotas and allocations and
day-to-day management of the unit.
Hence, the emphasis has shifted from an

entirely hands-on, clinical role to embrace
an additional operational/managerial role
(for one or two shifts per week) for which
the majority of existing Band 7s were
unprepared. The Band 6-7 Leadership
Development Programme examines the
same subjects as the Band 5-6 programme
but from a wider organisational
perspective and recruits are expected to
successfully lead and implement their
change management project.

Reaping the rewards

There are no specific entry requirements
for the Leadership Development
Programmes and some recruits have
completed the programme for their own
development even though they have no
intention of applying for a senior post. To
date, 48 recruits have undertaken the New
Leaders Preceptorship Programme, 35
recruits have enrolled on the Band 5-6 and
14 on the Band 6-7 Leadership
Development Programmes. As a result,
staff specifically prepared for the role have
filled the vacancies. Indeed, the current
Band 6-7 Leadership Development
Programme has two recruits who entered
as newly-qualified nurses and have
progressed from New Leaders to
prospective Band 7 in three-and-a-half
years. As educators work so closely with
new recruits from onset, it is easy to spot
talented individuals at an early stage.
However, some other individuals have
blossomed personally and professionally by
undertaking the Leadership Development
Programmes. 

Embedding the programmes into the
culture of the unit has not been an easy
task but has had an overall positive effect.
For an effective transition to Level 3 status
and the cohesion of two teams to take
place, the unit had to review all policies,
guidelines and care pathways and some of
the work involved has been adopted by
recruits to the Band 5-6 and 6-7
Leadership Development Programmes. 
To some degree, this has eased some of the
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pressure on staff on the unit with regards
to extra workload. Change generated from
within the workforce is more likely to
succeed and does enhance job satisfaction7.
The programme has directly contributed to
improving the quality of service for
families as a result of all the change
management projects.

Some of the recruits who have ‘fast-
tracked’ through their career progression
have posed a threat to some members of
the established workforce and have even
experienced hostility in some cases. Some
established staff expressed an interest in
the Leadership Development Programmes
as they felt they had no training or formal
preparation for their existing roles. They
have enrolled on the programmes for
personal development or to progress to the
next step in their own careers.

Despite these problems, the positive
effects far outweigh the negatives. The
structured career progression aids
recruitment and retention of staff as well
as enhancing job satisfaction. By
introducing leadership skills at Band 5,

recruits are adequately prepared for the
role beforehand and are able to look at the
bigger picture as a Band 6, which they
would not have done within our old
structure. It has helped maintain the
momentum of forging a new learning
culture and enables changes to take place
where needed, ensuring practice is based
upon most recent and compelling
evidence.

Conclusions

The New Leaders programme and the
Band 5-6 and 6-7 Leadership Development
Programmes are constantly evolving and
improving in response to participants’
feedback. Hence, the next programmes will
include subjects such as emotional
intelligence and resilience. The plan is to
continue the programmes in the future so
that everyone has the opportunity to
undertake some leadership training at any
stage of their career. As a result of NHS
cash restraints, there is a constant need to
think of innovative ways of training staff
and this career progression pathway has

addressed the needs of the service with
little capital expenditure but a lot of effort
and has had pleasing results. One of the
most rewarding aspects for an educator is
watching a newly-qualified nurse blossom
personally and professionally into a
confident, competent Band 6 with
aspirations to progress to a Band 7 role.
That makes all the hard work worthwhile.

References
1. Department of Health. Making It Better: for Mother

and Baby. DH Publications. 2007.

2. Fillingham D. Lean Healthcare: Improving the

Patient’s Experience. Kingham Press. 2008.

3. Department of Health. Toolkit For High-Quality

Neonatal Services. DH Publications. 2009.

4. Royal College of Nursing. Competence, Education

and Careers in Neonatal Nursing: RCN guidance. RCN

Publications. 2011.

5. Ashworth C., Evans J. Recruitment and retention in

neonatal care – a collaborative solution to every-

body’s problem? The Northwest Neonatal Induction

Programme. J Neonatal Nurs 2003;9:168-72.

6. Department of Health. The NHS Knowledge and

Skills Framework (NHS KSF) and the Development

Review Process. The Stationery Office Ltd. 2004.

7. Doherty TL., Horne T. Managing Public Services:

Implementing Changes – A Thoughtful Approach.

Routledge. 2002. 

E D U C A T I O N

V O L U M E  9  I S S U E  1   2 0 1 3 25infant

Introducing a new infant nasal 
CPAP system

For more information and sample requests:
www.intersurgical.co.uk/info/nflow

Quality, innovation and choice



26 V O L U M E  9  I S S U E  1   2 0 1 3 infant

M E D I C A L  E T H I C S © 2013 SNL All rights reserved 

Confusion within the debate on
euthanasia, and on the extent to which

there is a clear difference between active
and passive euthanasia, is partly
attributable to the existence of a variety of
definitions. Active euthanasia is regarded as
the active and intentional termination of
life at a patient’s request1 and is typically
brought about through lethal injection.
Conversely, passive euthanasia is regarded
as bringing about the death of a patient
through omitting to prolong life, typically
through withholding and withdrawal of
treatment (WWOT), thus ‘allowing’ the
patient to die as a result of their pre-
existing condition2. There is similarly a
difference between voluntary, non-
voluntary and involuntary euthanasia.
Voluntary is at the request of a patient,
non-voluntary is where the patient lacks
the capacity to request euthanasia, but it is
performed when in the patient’s best
interests. Finally, involuntary euthanasia
is that performed against the patient’s
express wishes. 

Law in the Netherlands
In the Netherlands, deliberately ending the
life of a neonate is regarded as murder.
However, in 2005 Dr Eduard Verhagen and
his colleagues established the Groningen
protocol3, which allows active euthanasia in
exceptional circumstances. Simple
adherence does not grant incontrovertible
protection. However, provided certain
requirements are met, a doctor can expect
to avoid culpability.

Neonatal euthanasia: a comparative
analysis of the UK and Netherlands
approaches
In response to arguments that the Dutch and UK approaches are indistinguishable, the Doctrine
of Double Effect (DODE) and the Acts and Omissions Doctrine (A/OD) are often cited in the UK
context to justify decisions to hasten a neonate’s death without being regarded as active
euthanasia. Yet, the A/OD and the DODE fall short of justifying a distinction between active and
passive euthanasia. Why is the UK reluctant to adopt active euthanasia as a therapeutic
alternative?
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1. Differences that exist between active

euthanasia and the withholding and
withdrawal of treatment are merely
illusory. 

2. Fears of affronts to autonomy and
‘slippery slopes’ are the primary reasons
against an active approach to
euthanasia being adopted. 

3. Concerns are insufficient when
balanced against counter arguments of
autonomy and beneficence. 

4. Criticisms of the Groningen protocol are
insufficient and an active approach to
euthanasia should be adopted.

Groningen protocol history

The protocol was enacted in 2002.
Previously, the Dutch ministry and the
Dutch Paediatric Association provided
guidelines for reporting neonatal
euthanasia as well as confirming the
acceptability of decisions to abstain from
treatment on the grounds of medical
futility and stating that treatment should
not be instigated where there is no chance
of survival4. 

Under these provisions, 22 cases of
neonatal euthanasia were reported. These
were analysed to determine whether
additional requirements were relevant
when reaching conclusions on culpability.
No prosecutions arose and such decisions
were based on the four Groningen protocol
requirements being followed and the
jurisprudence of the Prins and Kadijk cases
in 19965. These cases clarified that neonatal
euthanasia is justifiable where the infant is
in a hopeless and intolerable situation and
traditional means of alleviating suffering
have been exhausted. This information was
amalgamated into the protocol, which was
ratified by the Dutch Paediatric
Association and is now the existing
national regulation on neonatal euthanasia. 

Groningen protocol provisions 

Where euthanasia is appropriate, the
infant’s condition is divided into three
categories3:  
■ Group 1 infants with no chance of sur-

vival and where treatment is futile

Note: In this article, UK law refers to the law

as practised in England, Wales and Scotland.

Consideration of the law within Northern

Ireland is outside the scope of this article.
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according to current medical standards
(‘physiologic futility’).

■ Group 2 infants with very poor prog-
noses but who may be kept alive with
intensive care.

■ Group 3 infants who, while not being
dependent on medical technology, will be
subject to a life of continuous, untreat-
able suffering – the most controversial
group.
Neonates cannot request euthanasia and

parental requests are deemed insufficient,
therefore physicians may initiate the
process, with full parental consent, under
very strict conditions. There must be:
1. Certainty over diagnosis and prognosis.
2. Hopeless and unbearable suffering.
3. Confirmation by an independent doctor.
4. Full parental consent.
5. A euthanasia procedure carried out in

line with accepted medical practice. 
Neonatal euthanasia must be adequately

reported and the Minister of Justice will
ultimately decide whether to prosecute.
Provided the guidelines have been
followed, the practitioner typically avoids
prosecution and so far none have
occurred3. 

Criticism

Predominantly, the protocol’s second
criterion has been criticised for its
terminology of ‘hopeless’ and ‘unbearable
suffering.’ These are regarded as subjective
feelings that are objectively unquanti-
fiable. Moreover, as unbearable suffering
is an unknowable entity it is argued that
this causes considerable problems of
quantification for those who lack the
capacity to communicate6. In 2008,
Kodish argued that: “The leap of faith
required to assess this level of suffering in
an infant with any certainty suggests a
mirage of clinical accuracy that borders
on hubris”6.

Verhagen appears to be in a double-
bind situation. Exclusion of the terms
unbearable and hopeless would cause
criticisms of vagueness and arguments
that suffering alone is an unjustifiably low
standard to allow for neonatal euthanasia.
Therefore it would appear that many of
the criticisms are predicated on misun-
derstandings that give an ill-informed
view of the protocol.

Law in the UK
Euthanasia, the active and intentional
termination of life, is illegal in the UK. Yet
a critically ill neonate’s death can legally be

and subsequent law, is an example of
linguistic and intellectual sophistry and not
only were the Lords in the Bland case
reluctant to uphold the A/OD, but such
distinctions cause the law to be morally
and intellectually misshapen. This
distinction has been subject to extensive
criticism on the grounds that the end result
is the same regardless of whether the
doctor acted or omitted to act. However,
the law upholds it and allows for a
neonate’s life to be ended through
categorising the WWOT as an omission
and concluding that such omissions carry
no culpability if the treatment is of no
benefit to the neonate, particularly if it is
futile or burdensome.

The Doctrine of Double Effect (DODE)

This is an additional way of ending a
neonate’s life. It has four conditions11. 
1. The action itself must not be morally

wrong.
2. The intention must be to produce a good

effect.
3. The good effect must not be achieved

through the bad effect (causally).
4. Proportionally the good effect must out-

weigh the bad. 

hastened through WWOT, whereby
nutrition, hydration and resuscitation
measures are withheld or withdrawn, and
through administering sedatives and analg-
esics that, in large doses, hasten death. How
is this possible if doctors may not perform
acts designed to bring about death? 

Acts and omissions

The Acts and Omissions Doctrine (A/OD)
states that: “It makes a difference whether
we actively intervene to bring about a
result, or omit to act where it is foreseen
that, as a result of the omission, the same
result occurs”7. Therefore while doctors
may perform no positive act with the
intention to cause death8, criminal law
differentiates between failing to provide
treatment that causes death and actively
bringing life to an end9. Similarly, when
that patient has: “No further interests in
being kept alive” and treatment confers:
“No further benefit upon [them]”, the
justification for providing it cease and the
doctor is no longer duty bound to treat.
Accordingly: “The omission to perform
what had previously been a duty would no
longer be unlawful”10.

It could be argued that this judgment,

Case Main outcomes

R v Arthur15 and
Re B16

1. Established that all neonatal end-of-life decisions must be reached
by applying the best interests test which involves considering quality
of life, futility and the respective burdens and benefits of giving or
withholding treatment while being balanced against sanctity of life
considerations.

2. Formulated the balancing act that would take place in all cases
relating to the WWOT.  

3. Upheld the sanctity of life principle, yet balanced it against best
interests by considering the extent of the doctor’s duty when
prescribing treatment for a severely ill child suffering from a handicap
of an irrevocable nature17 and deciding whether the life of the child
was demonstrably going to be so awful that in effect the child must
be condemned to die18.

Re J (a minor)
(wardship: medical
treatment)

1. The law was confirmed and developed.

2. Held that account has to be taken of the pain, suffering and quality
of life that the child will experience if life is prolonged. Emphasis was
placed on the burdens of treatment when compared to the child’s
poor prognosis and its expected poor standard of life19. 

An NHS Trust v M 1. Law developed further.

2. Despite the child being unable to move or communicate and death
being a certainty without artificial ventilation, it was held that the
burdens of treatment did not outweigh the benefits as the child had
discernable pleasures in his life20. 

Winston-Jones21

and Portsmouth
NHS Trust v Wyatt22

1. A modern reflection on best interests.

2. In both instances, doctors agreed that artificial ventilation should be
withheld if required. It was held that the treatment, considering the
burdens it would entail, was not in the infant’s best interests.

TABLE 1  Case law illustrating the legality of the WWOT in a court setting. 



Therefore the DODE provides that
foreseen acts that cause harm are, in law,
permissible provided that the intention of
the act was to do good. Bland clarified this
by holding that: “A doctor may…lawfully
administer painkilling drugs despite the
fact that he knows that an incidental effect
of that application will be to abbreviate the
patient’s life”12. 

The doctrine’s legality was first
confirmed in R v Adams where it was held
that: “A doctor...is entitled to do all that is
necessary to relieve pain and suffering,
even if the measures…may incidentally
shorten life” and that: “The cause of death
was the illness or injury” rather than the
medical treatment13. The doctrine’s
applicability was reinforced following R v
Cox14. It could be argued that the DODE is
highly contentious as there is little
difference between intended consequences
and side-effects. However, despite
concerns, the DODE is enshrined in law
and as accepted medical practice.

Case law

TABLE 1 summarises case law illustrating the
legality of the WWOT in a court setting.
However, a professional framework also
exists to allow decisions on the WWOT to
be made appropriately and legally.

Professional guidance 

The Royal College of Paediatrics and Child
Health (RCPCH) Framework for Practice,
illustrates five situations in which it is
ethical and legal to withhold or withdraw
treatment from a child: (i) where the child
is brain dead or in a permanent vegetative
state; (ii) where no curative treatment is
available; and where the criteria of (iii) no
chance, (iv) no purpose and (v)
unbearable, apply23. Similarly, the Nuffield
Council on Bioethics provides guidance on
quality, sanctity of life and best interests
and sets out treatment recommendations
based on the gestational age of the child24. 

Evidence shows that 43-72% of neonatal
deaths occur as a result of WWOT25. How
is this any different to the situation in the
Netherlands whereby the death of a
terminally ill neonate is actively brought
about? How can active euthanasia be
rejected yet WWOT is accepted when the
intention and the end result is the same? 

The UK’s aversion to active
euthanasia 
Active euthanasia and the WWOT are
highly controversial issues and it could be

argued that any differences are merely
illusory. If this is the case, why is the UK so
determined to hold on to the WWOT and
reject active euthanasia as a therapeutic
alternative?

Arguments for euthanasia – autonomy
and beneficence 

Two main assertions form the moral basis
of arguments in favour of euthanasia
(TABLE 2). The first is that allowing
euthanasia is an enhancement to personal
autonomy and self-fulfilment. Autonomy
provides that everyone should have control
over their bodies and be free to determine
the course of their medical treatment
without external influences. This means
acknowledging a person’s views, and
upholding the choices that they make. 

Beneficence is the ethical principle that
medical professionals must act for the
benefit of their patients and is regarded as
ascribing moral virtue to actions which
aim to benefit another person26. Euthanasia
can be justified on this ground, as
sometimes death would be of most benefit
to the patient.

In response, some commentators have
suggested that any life is better than none
and that some are willing to endure
suffering for one more day with a loved
one. The persuasiveness of beneficence
arguments increases with neonatal
euthanasia, as infants do not have the
luxury of such comforts. As Manninen
argues: “Infants are locked in a perpetual
state of present emotions and desires and
the life of an infant in agony is nothing
but perpetual existence in that agony”27.
Accordingly, if life is not in the baby’s 
best interests then surely it benefits the
baby to end it? 

These are only a few of the arguments
in favour of euthanasia that are generally
regarded as the most convincing. Surely 
if it is considered that euthanasia is

justified on these grounds it must
similarly be argued that the Groningen
protocol or a system of active neonatal
euthanasia is justifiable?

Arguments against legalisation

However convincing arguments in favour
of euthanasia are, no form is accepted in
the UK. According to the Nuffield Council
on Bioethics, active neonatal euthanasia
should not be allowed, no matter how
serious the baby’s condition. They express
slippery slope concerns, that if neonatal
euthanasia were acceptable it would be
difficult to deny active euthanasia to
incompetent adults and believe that
allowing active neonatal euthanasia would
have a detrimental impact on the
doctor/patient relationship24. The British
Medical Association (BMA) are similarly
concerned about: “A detrimental effect on
societal attitudes and on the doctor-patient
relationship, jeopardising …vulnerable
individuals”28. 

Many medical professionals also oppose
legislation. For example, one anonymous
consultant regarded adopting an approach
like the protocol as: “Simply unnecessary as
the infant is going to die anyway”. She did
however, go on to give an example of one
case that she considered borderline. It
concerned a baby with severe muscular
dystrophy who had to be given extra
sedation, not enough to make this baby
die, but enough to go to sleep. 

Clearly there is strong opposition to
active euthanasia, but the real question
is why? 

Slippery slope doctrine 

Slippery slope reasoning takes a logical and
an empirical form and provides that if A is
accepted, which society concludes to be
morally permissible, it should still be
rejected as it would lead logically to accept
B, which society regards as morally
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Arguments for euthanasia Arguments against euthanasia

Autonomy
Euthanasia is an enhancement to personal
autonomy and self-fulfilment.

Beneficence
Death would be of most benefit to the
patient.

Slippery slope
Legitimises involuntary euthanasia.

Sanctity of life
Life is sacred and thus the taking of it is
prohibited.

Affront to autonomy
Autonomy requires capacity and neonates
cannot give consent therefore involuntary
euthanasia is practiced.

TABLE 2  Arguments for and against neonatal euthanasia.



unacceptable1. The fear is that if euthanasia
is accepted in neonates it will legitimise
involuntary euthanasia for vulnerable
members of society. Such a slope was rec-
ognised in Bland where it was stated that:
“Once euthanasia is recognised as lawful in
these circumstances it is difficult to see any
logical basis for excluding it in others”9. 

Two points can be made in response.
Firstly, according to Verhagen in interview:
“There is no proof that the slippery slope
exists and therefore nobody can truly say
in favour or against”. Secondly, he stated
that: “Following the protocol’s
introduction the number of neonatal
euthanasia cases has dropped considerably
demonstrating that regulation of practice
results in control of practice”29. This may
be regarded as evidence that society does
not always slide down this slope and that
such arguments could be described as
counter-revolutionary fear mongering
designed to preserve rigid societal trends30. 

It can be suggested that the evolution of
euthanasia from adults to infants may
simply be an acceptance that active
euthanasia has necessary application in
other areas. If it is acceptable to end the life
of an adult who is suffering interminably
and whose life may no longer be regarded
as a benefit to them, surely it must be
accepted that other individuals will be in a
similar situation and therefore it is simply
cruel to force them to endure their life and
suffering simply because they cannot
express a wish to end it. 

Sanctity of life

Sanctity of life is the deeply ingrained
principle that human life is sacred and the
taking of it, even for honourable and
merciful reasons, is prohibited. This
doctrine has its roots in the Hippocratic
oath swearing to: “Neither give a deadly
drug to anyone if asked, nor make a
suggestion to this effect”31. Therefore in
upholding the sanctity of life some of the
medical profession regard euthanasia as
alien to the traditional ethos and moral
focus of medicine28. 

It could be suggested that these
arguments are little more than dodgy
religious premise30 that unconvincingly
condemn euthanasia as the sanctity of life
is by no means absolute. Life is not life at
all costs and by concluding that: “In a
conflict between sanctity of life, quality of
life and self-determination, the sanctity of
life must give way,” the Lords unequivocally
confirmed this32. 

Affront to autonomy 

As previously argued, performing
euthanasia on an adult who specifically
requests it may be regarded as enhancing
their autonomy. However, as autonomy
requires capacity, can neonatal euthanasia
be regarded as enhancing autonomy given
that the child cannot give consent? For
many people this would constitute
involuntary euthanasia. Other concerns are
that acting contrary to autonomy, even for
honourable reasons, will result in a major
medical-ethical paradigm shift and return
to an age of paternalism, that is, acting for
or in the best interests of another without
their consent33.

It could be argued that this is not too
great a concern. Verhagen stated during
interview that as persons can request
euthanasia when they reach 18, it would be
ridiculous to force someone to suffer
simply because they are unable to request
it. In his opinion: “If there is such extensive
suffering, and you feel the parental vote is
important, under strict circumstances and
provided there is transparency [autonomy]
doesn’t have to be a problem”. 

Conclusion

The issues discussed in this article raise
seemingly unanswerable questions and
present a dilemma: legalise active
euthanasia and risk that neonates will be
euthanised when it is not in their best
interests, or do not legalise and risk that
neonates will be left to suffer interminably.

Accordingly the euthanasia debate will
go on. However, such fervent debate and
advocacy for active neonatal euthanasia has
caused the law to open loopholes through
which euthanasia can occur. Palliative
measures are being enhanced and society is
becoming increasingly accepting of the
doctrines that permit a neonate’s life to be
ended. While this could be seen as
hypocritical in the face of blanket refusal of
active euthanasia, arguably it is better than
an all or nothing approach under which
the life of a terminally ill neonate can never
be ended. 
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Embrace, Yorkshire And Humber Infant
And Children’s Transport Service

(FIGURE 1), began in December 2009. The
service had a phased implementation with
paediatric transfers starting in December
2009, followed by neonatal transfers in
April 2010. It is the first combined
neonatal and paediatric transport service
in the UK and during design and
development of the service, it was
estimated to carry out approximately 2,000
transfers per year. Embrace is a stand-alone
service with dedicated staff based at a non-
hospital site. There are 65 members of staff
including administrative staff, drivers,
nursing and medical staff 1.

Since starting the service, reconfig-
uration of neonatal care within networks
and centralisation of both paediatric and
neonatal specialist care has led to an
increase in transfer requests (TABLE 1).
Anecdotally it seemed there was a steady
increase in the number of babies and
children referred, who could not be
transferred due to a serious deterioration
in their condition.

When a patient is referred, a call handler
(administrative staff) takes demographic
details. The call is then transferred to a
consultant who takes the clinical details
while the call handler continues to listen
to the phone call. This enables them to
involve tertiary specialists/intensivists 
for specialist advice. A transport team is
then mobilised.

On arrival, an initial assessment of the
patient is carried out followed by a phone

The implication of end-of-life transfers
on a transport service 
This article describes the role of a transport team in organising and carrying out transfers for
end-of-life care. This involvement is increasing and needs to be recognised, not only for the
development of the transport service but also because of the implications to the staff.
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transfers on a transport service. Infant
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1. Transport services are becoming

involved in end-of-life care. 
2. Requests for this type of transfer are

increasing. 
3. There are implications for service

development and delivery.
4. Support for all staff involved in these

transfers must be provided.

call to base with a clinical update. This
again, is a conference-call, so that the base
team is aware of the situation. If the
patient’s condition deteriorates and a
decision is made that the baby/child
cannot be transferred or if care is
reoriented to palliative care, the base team
are involved. 

The administrative staff are from a non-
medical background and have not
previously been exposed to working with
critically sick infants or children. The
authors were concerned about the impact
these situations might have on staff,
especially administrative staff and those
new to this arena. Due to the small
number of staff working in the service, it
seemed likely that most team members
would have been involved in a transfer
where the outcome was poor. Previously
there was no structure in place for formal
debriefing after these incidents and the
authors were keen to develop a debriefing
pathway and to promote coping strategies
in all staff groups.

As the number of transfer referrals
increased, there seemed to be an increasing
number of patients referred for transfer to
either a hospice or home for palliative care.
It was thought important to investigate this
situation in detail. 

This article describes the incidence of
referrals where transfer did not occur due
to a deterioration in the patient’s condition,
how the service has dealt with this type of
situation to date and the national picture
with regard to transfers for palliative care. 

Period Neonatal transfers Paediatric transfers Total

April 2010-March 2011 1598 504 2102

April 2011-March 2012 1730 506 2236

TABLE 1  Number of transfers carried out by Embrace, April 2010 to March 2012.
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The aims of the project were threefold:
1. To determine how many people had

been involved in transfers that were
abandoned due to the patient’s clinical
deterioration.

2. To establish whether a formal debrief
had occurred following the event.

3. To determine how the the debrief was
carried out and whether it was a useful
experience.

Methods
A short questionnaire was devised and
distributed to all Embrace staff, including
administrative staff, drivers, nursing and
medical staff. A total of 65 questionnaires
were sent out. 

The Embrace database was used to
identify all cases where a transfer did not
happen due to deterioration in the
patient’s condition, or the patient died,
after referral between April 2010 and
March 2012. The data were split into
neonatal and paediatric age groups, and
whether the patient died before or after the
arrival of the transport team. The decision
making regarding reorientation of care was
investigated to identify who had taken
responsibility – referring consultant, trans-
port consultant or a combination of both. 

Data were also collated on transfers to a
hospice or home for palliative care in the
same time period. Data were grouped into
neonatal or paediatric categories, where the
patient was transferred to and whether the
patient required any ventilatory support.
Composition of the transport team was
analysed as well as determining whether a
parent accompanied the baby/child (it is
routine practice for a parent to be invited
to accompany their baby/child during a
transfer by Embrace). 

Fourteen other transport services
throughout the UK were contacted to
ascertain regional pathways for moving
infants or children with palliative care
needs and how many palliative care
transfers they had carried out. 

Results
Staff questionnaire

The questionnaire had a good response
(86%) with mixed opinions but with
representation from all staff groups. All
staff who replied had been involved in a
difficult or traumatic transfer. Of the 56
responses, only 38% had been offered
debriefing. Of those who did attend a
debriefing session the feedback was
varied, but the majority (95%) felt it was

neonatal, seven paediatric) the transport
team was dispatched and arrived at the
referring hospital, where the patient died in
the presence of the team. 

There were a further 11 referrals (seven
neonatal, four paediatric) where the
patient was not suitable for transfer due
to their clinical condition and ultimately
no transport team was dispatched. These
cases did however involve the call
handlers and transport consultants during
the referral call and thus team members
were exposed to potentially stressful and
emotional situations.

Between April 2011 and March 2012
there were 19 deaths (FIGURE 2); nine
neonatal and 10 paediatric. In six cases
(three neonatal, three paediatric) the
transport team set off from base but was

a useful experience. Of the staff who had
not been offered or did not attend a
debrief session, 80% said they would have
attended if offered and felt it would be of
benefit, however, should not be made
mandatory. No staff group in particular
felt they would benefit more from
counselling. The remaining 20% of this
group did not express an opinion.

Data

Between April 2010 and March 2011 there
were 16 deaths (FIGURE 2); five neonatal
(up to four weeks’ old) and 11 paediatric
patients. In four cases (all paediatric) the
transport team set off from base to the
referring hospital, but was called back due
to further deterioration of the child’s
condition. In the other 12 cases (five

FIGURE 2  Outcome of referral, April 2010 to March 2012.
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called back due to further deterioration of
the patient’s condition.

The other 13 cases (six neonatal, seven
paediatric) involved the team arriving at
the referring hospital, where the patient
died in the presence of the team. 

The 12 cases in 2010/11 where the
transport team had arrived at the
referring hospital and care was reoriented
were further examined. FIGURE 3 shows
the involvement of the transport service
in the end-of-life decision process. By
2011/12 Embrace were involved in all
cases where reorientation of care was felt
appropriate, with shared discussions
between referring clinicians, Embrace 
and receiving intensivists. 

Palliative care transfers

From April 2010 to March 2011, Embrace
carried out eight transfers for palliative
care; six to a hospice and two to the
baby’s/child’s home. Four patients were
ventilated, one required continuous
positive airways pressure (CPAP) and three
required no respiratory support. Five
transfers had one or both parents present
during the transfer. Five transfers had a
member of the referring team (either a
nurse or doctor) with the patient for
continuity of care and support for the
parents and baby/child.  

In the following year from April 2011 to
March 2012 there were 11 palliative and
respite care transfers undertaken by
Embrace; 10 to a hospice (one neonatal,
nine paediatric) and one (neonatal) to the
home. In this time period there were eight
other palliative care referrals that Embrace
could not transfer due to high activity on
those days. Of the 11 transfers, eight
patients were ventilated, two babies were
on CPAP and one did not require
respiratory support. Only two cases in
2011/12 had a parent with the team for
transfer. Eight cases had a member of the
referring team during transfer.

From a national transport service
overview, 14 teams were contacted and all
responded. This comprised 10 neonatal
teams, and four paediatric teams. Three
teams had moved a patient to their home
for end-of-life care, six teams had carried
out a transfer to a hospice (two of which
would move ventilated patients to the
hospice if asked) and five teams had never
been asked to carry out this type of trans-
fer. Only one team had carried out more
than one transfer for end-of-life care (two);
all the other teams had undertaken one.

No transport team surveyed had a
palliative care guideline although three
teams used an end-of-life care pathway and
were aiming to develop a guideline. One
team was working with a hospice to
develop their service.

Discussion
This project demonstrates that transport
teams are becoming more involved in end-
of-life care. The nature of transport
services leads to teams being referred, and
attending to, critically sick patients with
the aim to move them to specialised,
centralised units for intensive care. The
numbers are increasing; in 2010/11 there
were 16 referrals where the transport team
was dispatched, with 19 referrals the
following year. 

Transfers for palliative care are also
increasing from eight (2010) to 11 (2011),
with eight additional referrals in 2011 
that Embrace could not transfer due to
other activity. 

Since December 2009 when the service
started, the database has been evolving and
it is likely the figures underestimate the
numbers of transfers. Much of the data in
the time period have been collated by
reviewing the clinical transfer notes. In
future, these data will be more accurate
and readily available from the database. 

As a non-hospital-based, stand-alone
transport service with a core group of staff,
there was concern about the impact of end-
of-life cases on team members. In a team as
small as Embrace, most team members have
been involved in this type of transfer,

especially the smaller groups such as the call
handlers and ambulance drivers. Although
not directly involved in the care of the sick
baby or child, administrative staff find
themselves in the difficult position of
listening to phone calls describing critically
sick babies and children. Likewise the
drivers are rarely involved in direct care but
are often present at the bedside. These two
staff groups may not have been previously
exposed to cases such as these, compared
with nursing and medical staff, and may be
less likely to have developed or been taught
a coping strategy to deal with end-of-life
situations. The authors were concerned in
particular about these staff groups, but the
staff questionnaire suggested that they are
supported through these difficult cases and
do take up debriefing opportunities. 

Research has shown that such events have
a cumulative negative impact on the staff
involved2 and although teams can appear
resilient, provision of support for the
emotional health of staff should be
available. 

The findings have supported the
development of a palliative care team at
Embrace who have had training into the
possible effects on staff of such difficult
cases and consequently the benefit of
debriefing. There is also access to trained
counsellors if further help is needed. The
Samaritans have offered training to all
members of staff to develop emotional
resilience in the workplace and help with
taking difficult calls. Two members of the
palliative care team have attended this
course with positive feedback about its
transferability to the transport setting. The
course content included: identifying
individuals at risk of stress, how to support
these individuals and how to develop a
framework in the service to aid personal
coping strategies. The Samaritans have
offered a specifically tailored course for the
service to promote individual and team
coping mechanisms to enhance the
effectiveness of the team. 

Following unexpected deaths or
particularly traumatic transfers, an
operational debriefing pro forma has been
developed. This should be completed as
soon as possible following the event. This
can be difficult if the case occurs at the end
of a shift or if the team involved return to
base and all other teams are out. In this
situation the team members are contacted
the next day to provide acknowledgement
of the difficult situation they were in and
to offer debriefing and support if needed.
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Joint decision: Embrace and
referring/receiving clinicians (n=8)

Referral unit (n=2)

Parents (n=1)

Patient death (n=1)

FIGURE 3  Involvement in the end-of-life
decision process.



Due to shift patterns, the same team will
rarely work together again so ideally
debriefing should occur immediately after
the event. A ‘buddy’ system has been
devised to provide support for staff if
debriefing cannot occur. Every member of
the team (all staff groups) has a buddy they
are comfortable with and who they can
contact following a traumatic event. Often
staff just need recognition for having been
on a difficult transfer, requiring a simple
phone call to make sure they are all right.
This can be done by their buddy or by a
senior member of the team the following
day during the review of the previous day’s
transports. 

Difficult cases such as these are also
formally reviewed in clinical governance
meetings, which team members are
encouraged to attend. These meeting focus
on clinical aspects of the case and suggest
learning points if appropriate. Debriefing
meetings are kept separate from these
clinical reviews but staff often find these
helpful to attend.

Transport services occasionally describe
themselves being likened to the ‘cavalry’ on
arrival at referring units and how the

referring team may leave further
management decisions to the transport
staff. Reassuringly the findings indicated
that the decision for end-of-life care was in
the majority of cases (eight out of 12)
shared between referring clinician, intens-
ivist and Embrace clinician (FIGURE 3).  

With established paediatric hospices in
many regions and palliative care clinicians,
there have been recent developments on
end-of-life care3,4 with the aim to move
some babies/children to home or a
hospice. Paediatric transport services are
increasingly being asked to be involved in
these transfers. Embrace has developed a
guideline to assist with the organisation of
palliative care transfers. When transferring
a baby/child home, the logistics of such a
move can heighten anxiety for staff and
family. Issues such as equipment needed at
home, access to the house, and medications
need to be planned. A pro forma has been
designed to address these issues in advance
to enable a smooth and efficient transfer.
The aim is to take a member of the
referring team (nurse or doctor) with the
transport team, to provide ongoing
continuity of care and support for families

at this difficult time. A Limitation Of
Treatment Agreement (LOTA) (or
equivalent) must be in place prior to the
transport team moving the baby/child to
cover all eventualities on the transfer. The
LOTA is to be completed by the referring
clinician who knows the child and family
and their needs and wishes.

Conclusion
Transport services are becoming more
frequently involved in end-of-life care. This
has implications for service development
and delivery. Most importantly, there is a
need to ensure ongoing support for all staff
involved in these challenging and
emotional transfers. 
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The CosyTherm neonatal warming system uses the latest patented
technology to provide the highest performance and convenience.

CosyTherm is now the warming system of choice in
the majority of UK neonatal units.
For further information 
contact our Medical team on: 
Tel: +44 (0) 1709 761000 or 
Email: info@indithermplc.com 
and quote Ref: NWS0112.

www.inditherm.com/medical

• Ultra-fast warm up
• Easy to clean

• No water or air
• Ideal for transport   

Advanced Neonatal
Warming Systems
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N E W  P R O D U C T S  – A D V E R T O R I A L

The complete range of infant
transport systems by the US
manufacturer International
Biomedical is now available in the
UK from SLE Ltd. The first of these
ready-to-go, infant transport
solutions will enter service at the
Royal Hampshire County Hospital,
Winchester. 

The range of incubators covers
everything from dedicated systems
for internal transfers to modular
configurable systems for road and
air transfers.
Fully loaded systems include:
■ AeroNOx – the dedicated nitric

oxide system for transport 
■ conventional and non-invasive

ventilation

■ high frequency ventilation
options

■ integrated transport monitors,
eg Philips X2, Propaq

■ multiple infusion pumps
■ suction
■ optional compressors 
■ gas cylinder configurations.

Road transfer trolleys, air
transfer stretchers and loading
systems (see picture) are available,
backed up by expertise gained from
hundreds of air transfer systems in
use in the US and continental
Europe. 

For further information contact:
SLE Ltd, cworrell@sle.co.uk,
www.sle.co.uk,
www.int-bio.com

Inditherm launches neonatal
accessory range
Inditherm Medical has launched a range of
neonatal accessories to complement the
successful CosyTherm™ system. Designed and
constructed to the highest quality, the products
have a cheerful appearance and withstand
hospital wash standards.

The range includes CosyNest™, constructed
to completely encircle the newborn infant and
provide a comfortable boundary at head, feet
and sides. CosyHood™ fits to cribs to protect
the baby from excess light while also reducing
exposure to draughts and noise. CosyCover™
fits a variety of incubators giving infants
protection from light and noise, yet allows all-
round observation and access to the patient
without compromising aseptic technique. 

All accessories come in a range of shapes
and sizes.

For further information contact: Inditherm,
+44 (0) 1709 761000, info@indithermplc.com

Transport incubator range launched in the UK
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Focus on a Unit 

74 V O L U M E  1  I S S U E  3   2 0 0 5 infant

F O C U S  O N  A  U N I T

Following a move from its city centre
location to purpose-built hospital

premises on the city outskirts, the doors to
the new Norfolk and Norwich neonatal unit
opened in  November 2001. 

An American company designed and
built the new hospital and senior neonatal
staff were involved in the planning of the
unit from within the consultation team. 

Under the Government’s Managed
Clinical Network Strategy, Norfolk and
Norwich neonatal unit has become one of
the region’s two level 3 units and a regional
referral centre for neonatal surgery. It is
intended that 95% of all babies born in the
region needing special care will be looked
after by one of the eight units making up
the NSC neonatal network.

Although the unit was built with the same
capacity of 22 cots as the old one, it is much
more spacious, resulting in a better working
environment for staff and cutting the risk of
infection. Facilities for families and staff are

much improved, with five family rooms 
and a brightly painted siblings play room.
New arrivals are placed in one of two
isolation rooms and staff are proud that
there have been no episodes of MRSA in 
the unit since its opening.

Asked if there were any areas in which the
design of the unit fell short, staff admitted
that a seminar room would have been very
useful, especially as courses are run in the
unit, with an enhanced practice course due
to start in September this year. Designers
also needed convincing that each cot really
needed 24 plug sockets and initial plans to
situate the nurseries in the centre of unit,
with utility rooms taking the cherished
window spots, were soon altered after
persuasion from unit staff. 

Space was made in the NICU for a PACS
(picture archive and communication
systems) workstation, a filmless method of

sharing clinical images across a network 
and still quite unusual in neonatal units
across the UK. 

Now, the strategic health authority has
identified a need to expand and so
alterations are under way to enlarge the
nurseries to cope with 28 cots. 

This expansion means that the unit will
finally get its seminar room, staff changing
rooms and a much larger, brighter, low
dependency nursery ready to accept an
increased capacity of up to 17 babies.
Finances have also been made available 
to employ two more ANNPs and more 
staff nurses. 

The low dependency nursery is entirely
nurse-led and staff believe this is an unusual
and highly effective approach, so much so
that they have entered the Health Enterprise
East, Innovation Competition 2005. There
is a strong ethos on the unit that parents
should have the facilities and the support 
to be as hands-on in the care of their infants
as possible.  

Regular forums held for parents by the
unit managers and Paediatric Matron prove
very useful. With the help of outreach
nurses, early discharge is routine with
parents feeling supported enough to take
babies home while still tube feeding or
needing oxygen.

Having had the opportunity to participate
in the design of their neonatal unit from
scratch it would seem that staff are pleased
with their roomy new work environment.

A new beginning in Norwich

ANNP Julie Mullett in the bright and airy NICU.

FAR RIGHT: Staff nurse
Elizabeth Harman in
the busy low
dependency unit.

RIGHT: The siblings’
playroom is bright and
attractive.

BELOW: Parents Maria
Taylor and Dave Hurley caring for one of  their
premature twins, born at 30 weeks’ gestation.

WRITTEN BY Kate Woods
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F O C U S  O N  A  U N I T

The neonatal unit moved to its purpose-
built premises in Preston, Lancashire, in

September 2004. Staff worked in close
consultation with the architects, offering
advice to achieve the design they required
in their new unit. The level three unit now
provides five intensive care cots and 16 high
dependency and special care cots.

An innovative role within the unit is that
of the neonatal nursery assistant, a post
developed using the skills of three staff
members who were originally employed as
nursery nurses but had been downgraded
to healthcare assistants as a result of a local
decision. After a review which highlighted
that the skills of such staff were not being
utilised, the neonatal nursery assistant role
was introduced.

Neonatal nursery
assistants, who hold NVQ
level 3 – care of neonates,
work independently and act
as a named nurse in the
special care area with their
own caseload of patients.
They are accountable to the
trust and are supervised by
the shift leader in the same
way as registered nurses/
midwives. Neonatal nursery
assistants are competent to
administer oral drugs and
care for infants suffering

from chronic lung disease who are oxygen
dependent and stable. The provision of pre-
discharge parentcraft advice and continuity
in the preparation of babies and their
families for home is an important aspect of
their responsibilities. One of the unit’s
neonatal nursery assistants has been
involved in the implementation and
running of the unit’s Synagis clinic, for
protection of babies at risk of respiratory
syncitial virus.

Once these staff had taken up their new
roles, a rethink was needed to replace them
and so the recruitment of a housekeeper
took place – believed to be the first within
the Trust. There are now three house-
keepers who provide essential support for
the smooth running of the unit through

dynamic infection control and
stock control processes. They also
provide physical and emotional
welfare for staff and parents.
House-keepers need no formal
training to start but are given in-
house training and need to have
the personal qualities enabling
them to provide support for staff
and parents.

The unit’s staff come from a
variety of nursing backgrounds

Capitalising on staff skills
to improve patient care WRITTEN BY

Anne Major and Kate Woods

Why not contribute to our focus on a unit feature?
Contact kate@infantgrapevine.co.uk

Is your unit special? 

with child, adult, midwifery and neonatal
nursery experience. Adult-trained nurses
tend to become interested through
midwifery placements within their training
schedule and those with adult intensive
care training have skills which are highly
transferable. All of these nurses integrate
into the neonatal environment quickly and
the unit finds there is no difference in the
speed at which they learn to become
neonatal nurses, compared with midwifery
or children’s trained nurses.

The results of two nurse-led parent
satisfaction audits have helped neonatal
staff to understand the needs of parents and
that information was used to shape the
environment for parents within the newly-
designed unit.

A resuscitation audit drove the
improvement of training for neonatal
nurses and midwives, while a further nurse-
led audit of documentation has improved
the multidisciplinary documentation for
insertion of peripheral lines, in keeping
with the DH “Winning Ways” document.
At the moment the University of Central
Lancashire is conducting research into
family centred care within the unit as part
of a multi-centred project.

Preston maintains a good record of staff
retention, with a waiting list of candidates
seeking to join the unit. A structured
support programme for pre- and post-
registration students, including Child
Branch, Midwifery and Neonatal Degree
Students, leads to increased satisfaction of
allocation time spent on the unit, which in
turn leads to increased enquiries regarding
employment. 

In addition, a neonatal clinical educator
supports all grades of staff in their practice
with an induction programme, various in-
house study days including administration
of IV drugs and neonatal-specific
mandatory training, and one-to-one
coaching with clinical supervision. The
clinical educator also supports staff in their
practice development, in clinical risk and
child protection.

Neonatal nursery assistant
Dorothy Watters and Alysia at
bathtime.

Helping to keep the unit
spotless: Housekeeper Suzanne
Smith.

From brand new facilities
to cutting-edge equipment
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practice to inspired fund-
raising, Focus on a Unit is
the place to let other
readers know what your
unit is doing

Whatever the subject, contact lisa@infantgrapevine.co.uk or call 01279 714508 to chat about featuring in Infant.

Let our readers know what’s going on
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2013

Monday 1st and Tuesday 2nd July 2013
University of Warwick, Coventry, UK

•	 Neonatal	pharmacology
•	 Inotropic	support
•	 Prophylactic	caffeine	and	indomethacin
•	 Conservative	management	of	the	PDA
•	 Brain	monitoring	in	NICU
•	 Neuroprotective	therapies	post	cooling
•	 Advances	in	fetal	medicine
•	 Family	orientated	care
•	 The	outcome	for	moderately	preterm	infants
•	 The	outcome	for	extremely	preterm	infants
•	 Long	term	outcomes
•	 Where	are	all	the	ANNPs
•	 Transitional	care
•	 Specialist	neonatal	training
•	 The	new	NHS	–	what	is	the	future	for	neonatology?

Registration:
For	full	registration,	including	
one	night’s	accommodation	and	
conference	dinner:

Nurses:	£305								Doctors:	£415

Early bird rate:
There	will	be	an	early	bird	rate	
for	delegates	registering	before	
18th	May	2013

Platinum
Sponsors:Register	at	www.cfsevents.co.uk

or	
scan the code	with	your	mobile	

phone	to	register	online

For	more	information	please
call	01438 751519 
or	go to www.cfsevents.co.uk

Topics to include:
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THROUGHOUT 13

Bliss Study Day: Practical
Approaches to Improving
Family-centred Care – Part II
An opportunity to share and learn cost-
effective practice to improve care for babies
and their families.

7 February 13 – London (Brunei Gallery:
School of Oriental & African Studies)

6 March 13 – Manchester (Castlefield Rooms)  

Cost: £60 for Nurses, £110 for Doctors 
£15 discount for early bird bookings 

Contact: katien@bliss.org.uk 
Tel: 020 7378 1122 
www.bliss.org.uk/studydays

THROUGHOUT 13

Understanding Newborn
Behaviour and Supporting Early
Parent-Infant Relationships
Training courses organised by The Brazelton
Centre

Neonatal Behavioural Assessment Scale
(NBAS)

11-12 March 13

Venue: Addenbrooke’s Hospital, Cambridge

Contact: info@brazelton.co.uk 
Tel: 01223 245791
www.brazelton.co.uk

THROUGHOUT 13

Baby Friendly Initiative Training
Courses

Train the Trainer
13-15 March 13

Cost: £695 

Breastfeeding and Lactation Management
for Neonatal Staff
27-28 March 13 

Cost: £395 

Breastfeeding and Relationship Building 
25-26 April 13 

Cost: £395 

Venue: London

Further information on each course and how
to book: http://unicefbfi.force.com/signup/
EventsHome

THROUGHOUT 13

Child Bereavement UK
Workshops
Pregnancy Loss and Death of a Baby –
Supporting Parents

13 March 13 

Venue: Saunderton, Buckinghamshire 

Cost: £99
16 April 13

Venue: Manchester

Cost: £50

When a Child Dies – Supporting Parents
and Family Members

15 April 13

Venue: Saunderton, Buckinghamshire 

Cost: £99

The Neonatal Experience – Loss and Grief
without a Bereavement

29 April 13

Venue: Saunderton, Buckinghamshire 

Cost: £99

Contact: Training Team 
Child Bereavement UK
Tel: 01494 568909 
training@childbereavementuk.org 
www.childbereavementuk.org

13 JANUARY 13

SBK Healthcare Events
Conferences 

Developing the role of the ANNP 
22 January 13

Cost: £384 + VAT 

Neonatal service improvements  
23 January 13

Cost: £384 + VAT 

Venue: The Hatton, London

Contact: Tel: 01732 897788
www.sbk-healthcare.com

22 JANUARY 13

Ninth Northwest Neonatal
Study Day
This study day, organised by Chiesi Connect,
is aimed at all neonatal and paediatric
medical staff.

Venue: Manchester Conference Centre

Cost: Nurses £70, Doctors £80

Contact: CFS Events Ltd
Tel: 0800 9177 405
wendy@cfsevents.co.uk
www.cfsevents.co.uk

25 JANUARY 13

New Ideas on Old Favourites
The sixth Annual Perinatal Conference is a
collaboration of the Midlands and East
Neonatal and Perinatal Networks.
Registration is free for staff in the hosting
networks and £50 for external delegates.

Venue: Holywell Park, Loughborough
University

Contact: Julie Peake
Tel: 01332 254657
juliepeake@nhs.net

30 JANUARY 13

Scottish Practical Neonatology
An educational meeting sponsored by 
Chiesi Ltd.

Venue: Grand Central Hotel, Glasgow

Cost: Nurses £65, Doctors £75

Contact: CFS Events Ltd
Tel: 0800 9177 405
rob@cfsevents.co.uk
www.cfsevents.co.uk/chiesi

1 FEBRUARY 13

Achieving Improved Outcomes
in Neonatology – A Practical
Approach
Organised by CFS Events on behalf of Cardiff
University.

Venue: Hilton hotel, Cardiff

Cost: Nurses £65, Doctors £85

Contact: CFS Events Ltd
Tel: 0800 9177 405
wendy@cfsevents.co.uk
www.cfsevents.co.uk

7 FEBRUARY 13

The Children’s Trust Conference
“When am I going home?” Working
together to make it happen for children and
young people who are technology-
dependent.
A one-day conference exploring the
challenges faced in transitioning children and
young people from hospital to home.

Venue: The Children’s Trust, Tadworth,
Surrey

Cost: £90

Contact: Tel: 01737 365890
contactus@thechildrenstrust.org.uk
www.thechildrenstrust.org.uk/
conferences

11-13 FEBRUARY 13

Neonatal Cranial Ultrasound
Date for the diary. Organised by The
Symposium Office on behalf of Imperial
College London.

Venue: BMA House, London

Contact: The Symposium Office
Tel: +44 (0)20 7594 2150
sympreg@imperial.ac.uk
www.symposia.org.uk



presentations by internationally acclaimed
experts and participate in a highly innovative
scientific programme. Abstract submission
deadline by 16 January 2013.

Venue: Rotterdam, Netherlands

Contact: Kenes International 
Tel: +41 22 908 0488
espnic@kenes.com
http://espnic2013.kenes.com/

1-2 JULY 13

Reason Conference
Annual conference for neonatal nurses and
doctors. Sponsored by Chiesi Ltd, and Fisher
Paykel.

Venue: University of Warwick, Coventry

Cost: Nurses £305, Doctors £415 

Contact: CFS Events Ltd
Tel: 0800 9177 405
wendy@cfsevents.co.uk
www.cfsevents.co.uk

5-6 SEPTEMBER 13

Summer Conference on
Neonatology 
A conference for neonatal care professionals
covering current aspects of neonatal care.  

Venue: Palais des Papes Convention Center,
Avignon, France 

Contact: info@mcaevents.org
www.neonatalinprovence.org

5-8 SEPTEMBER 13

Eighth International Neonatal
Nursing Conference 
Organised by The Council of International
Neonatal Nurses (COINN), the international
conference focuses on neonatal nursing and
aims to translate latest findings into clinical
practice. The programme suits specialist and
general nurses. 

Abstract submission closes 5 April 2013.
Early bird registration by 7 June 2013.

Venue: Belfast, Northern Ireland

Contact: Kenes UK Ltd
Tel: +44 (0) 207 383 8037
coinn@kenes.com
www.kenes.com/uk
http://coinn2013.com/

12-13 SEPTEMBER 13 

BAPM Annual General &
Scientific Meeting 2013 
Date for the diary. 

Venue: Arena and Convention Centre
(ACC), Liverpool 

Contact: www.bapm.org/meetings11-14
OCTOBER 13 
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25 FEBRUARY 13

National Developments in
Neonatal Palliative and End of
Life Care
The third annual Child Bereavement UK
conference.

Venue: Thistle Marble Arch, London

Cost: £95 

Contact: Tel: 01494 568911
www.childbereavementuk.org 
conferences@childbereavementuk.org

19 APRIL 13

Best Practice in Neonatal
Bereavement Care
A one-day conference organised by the
Neonatal Bereavement Team at Saint Mary’s
Hospital.

Venue: Manchester Royal Infirmary,
Manchester

Cost: Nurses £30, Doctors £50

Contact: Tel: 01617 011903
peter.nield@cmft.nhs.uk 

25-26 APRIL 13

BMFMS 16th Annual Conference
The annual conference of the British
Maternal and Fetal Medicine Society
(BMFMS). Early bird registration by 31
January 2013.

Venue: Convention Centre, Dublin

Contact: www.bmfmsconference.ukevents.org 

29-30 APRIL 13

Foundation Toolkit in
Developmental Care
Organised by Inspiration Healthcare and
Sheffield Teaching Hospitals, the course is
relevant for all healthcare professionals
working with preterm and newborn infants.  

Venue: The Endcliffe Village, Sheffield

Contact: sarah.wilson@sth.nhs.uk

16-17 MAY 13

Neonatal and Paediatric
Ventilation
This course combines lectures with practical
workshop sessions. 

Venue: Institute of Child Health, London

Cost: Nurses £329, Doctors £499

Contact: Tel: 0207 905 2699
info@ichevents.com
www.ucl.ac.uk/ich/education-ich/
events

16-17 MAY 13

What Next? Dreams for the
Future
The fifth Annual National Neonatal
Conference for clinical matrons and their
senior nursing team.

Venue: Tortworth Court
Four Pillars Hotel
Bristol

Contact: Su Monk
Tel: 01173 236325
su.monk@nbt.nhs.uk

31 MAY 13

SNNG Annual Conference
Scottish Neonatal Nurses Group annual
conference and exhibition. Date for your
diary. More details in a later issue.

Contact: www.snng.org.uk

5-8 JUNE 13

Sixth Europaediatrics jointly
held with the RCPCH Annual
Conference
Date for the diary. For the first time ever,
Europaediatrics, the biennial conference of the
European Paediatric Association, will be held
jointly with the RCPCH’s Annual Conference.
Abstract submissions by 1 February 2013.

Venue: Glasgow, Scotland

Cost: £339-£669 

Contact: www.europaediatrics2013.org

6-8 JUNE 13

21st Annual International
Neonatal Conference and
Ventilatory Workshop
An important annual event attracting
neonatologists, paediatricians and neonatal
nurses. The conference starts with a one-day
advanced ventilatory workshop followed by a
two-day conference.

Venue: Durham University, Teesside 

Cost: £180-£480 

Contact: Tel: 01642 282534
nicky.robinson@stees.nhs.uk
www.neonatalconference.co.uk

12-15 JUNE 13

24th Annual Meeting of the
European Society of Paediatric
and Neonatal Intensive Care
(ESPNIC)
The multidisciplinary setting offers doctors
and nurses the opportunity to hear



Advanced Nurse Practitioners –
Paediatrics and Neonatology 
NHS Lothian, NHS Borders and NHS Fife are working together to ensure that patient care in the fi eld of Paediatrics & Neonatology, 
is offered at the highest possible standards across NHS Scotland’s south east region. With this in mind, we have opportunities for 
both newly qualifi ed and experienced Practitioners. 

For full details of each position along with informal contacts and information on how to apply, please visit,

www.nhslothianmedicaljobs.co.uk
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We are committed to employing a workforce which refl ects diversity and meets the needs of our local population.

Applications must be submitted through the NHS Jobs website

Closing date: 5 February 2013

A t Chelsea and Westminster Hospital NHS Foundation Trust, we treat more than 360,000 patients a year and pride ourselves 
on providing excellent and safe services with kindness and respect for all our patients.

The Chelsea & Westminster Neonatal Unit is a perinatal referral centre, within the North West Thames Perinatal Network, 
consisting of 12 cots designated for Neonatal medical and surgical intensive care, with in-utero and post natal transfers from 
throughout the south east of England. The unit also has 10 high dependency cots and 16 special care cots.

We serve a maternity department which caters for over 5,500 deliveries per annum, supported by a Fetal Medical Team and an 
Assisted Conception Unit, which is why we need passionate individuals like you who want to get involved in being part of one of 
the UK’s leading neonatal departments.

Our aim is to provide the most modern and up to date environment to care for our patients and we are very proud of the services 
we provide at the highest standards of care. Chelsea & Westminster hospital offer excellent learning opportunities and you will be 
supported by experienced teams, whilst allowing you to enjoy the exciting atmosphere of life in the heart of Chelsea.

Band 8A Neonatal Matron

£45,068 - £52,838 p.a. inclusive HCAS

Permanent – Full Time (37.5) Ref: 289-WS-005367

A rare opportunity to join the senior clinical management team at one of London’s largest neonatal medical and surgical intensive 
care units. We require a committed expert senior neonatal nurse to manage our large team of highly motivated and enthusiastic 
nurses and ensure smooth, safe daily operation of the unit. There are a wide range of development and innovation opportunities 
available for the right candidate.

Band 7 Neonatal Unit Coordinator/Nurse Practitioner

£36,552 to £46,374 p.a. inclusive HCAS

Permanent – Full Time (37.5) Ref: 289-WS-005225

This exciting new post combines extended clinical practice with operational management responsibilities. You will have the 
opportunity to provide excellent nursing practice, beyond traditional professional boundaries, with the authority to ensure 
excellence, in all aspects of our babies care.

This is an ideal post for enthusiastic, experienced clinical neonatal nurses who would like to extend their practice but do not want 
to follow the advanced nurse practitioner route. For the right candidate we are willing to fully support you undertaking the nurse 
practitioner academic pathway.

Neonatal Specialist Nurse – Band 6

£30,634 to £40,406 p.a. inclusive HCAS

Permanent – Full Time (37.5) Ref: 289-WS-005086

Are you a qualifi ed neonatal nurse ready to join our highly skilled team? 

We are looking for enthusiastic, qualifi ed neonatal nurses ready for the clinical challenges of a busy neonatal medical and surgical 
unit. You will have excellent teaching, teamwork, organisational and communication skills. Career opportunities including rotation 
to the Community Team or the education team and possible support to undertake nurse practitioner training if appropriate.

For further information and to apply online, please visit www.jobs.nhs.uk or www.chelwest.nhs.uk



Welcome to our vision of neonatal nursing; we have state-of-
the-art equipment and spacious, comfortable surroundings, 
plus a supportive team environment that’s dedicated to 
reaching the highest standards of clinical care. This is quite 
simply neonatal nursing at its best.

With close links to Great Ormond Street Hospital, our neonatal 
service is recognised as an international centre of excellence. 
It will be down to you to continue and maintain this tradition. 
Joining our friendly, multidisciplinary team, you’ll provide 
cutting-edge care at our busy level three neonatal unit.

In return, we’ll invest heavily in your development. As well as 
benefiting from the latest UCLH research, you’ll also have the 
opportunity to rotate to Great Ormond Street Neonatal Unit.

We also have strong links with City and South Bank Universities and 
can offer an accelerated career pathway for suitable candidates.

If you’d like to find out more please come along, meet us and 
visit the Unit.

For further information about the roles, please contact 
Alree Marsh, Matron on 020 3447 6248 or via email 
alree.marsh@uclh.nhs.uk

For a full job description and to apply, please refer to 
www.jobs.nhs.uk Ref No: 309-OPS1606-JJ.

Neonatal Staff Nurse – Band 6
Ref No: 309-OPS1606-JJ

21st Annual International Neonatal
Conference and Ventilatory Workshop

Middlesbrough, UK
Thursday 6 to Saturday 8 June 2013

Durham University, Queenʼs Campus, Stockton on Tees, Teesside, UK

Pre-conference “Advanced Ventilatory Workshop” Thursday 6 June 2013

Annual International Neonatal Conference – Friday 7 – Saturday 8 June 2013

Topics include: Advances in Neonatology: Triumphs and Tragedies • 2012: The Year in Review • Neonatal Respiratory
Care: Current Concepts and Challenges • Neonatal Nutritional Practices: Newer Concepts and Strategies • Necrotising
Enterocolitis: Is it Preventable? • Neonatal Neurology and Brain Protection: Can We Do More? • Neonatal Renal Failure

and Congenital Renal Anomalies • Retinopathy of Prematurity: State of the Art • Early Fluid Management in Preterm
Infants: Weighing the Evidence • Neonatal Haemodynamics and Cardiac Assessment • Controversies, Conundrums and

Pearls of Wisdom in Neonatal Medicine 

Registration and fees: Advanced Ventilatory Workshop & Annual Neonatal Conference £480 (3 days).
Annual Neonatal Conference £360 – 2 days, £180 1 day. Advanced Ventilatory Workshop £220 (1 day).

South Tees Hospitals
NHS Foundation Trust

For an application form, please contact
Conferences and Courses Department, Academic Division, The James Cook University Hospital,

Marton Road, Middlesbrough, TS4 3BW
Telephone 01642 282534, Fax 01642 282535, Email nicky.robinson@stees.nhs.uk

Or apply online: www.neonatalconference.co.uk



www.masimo.co.uk
+44(0) 1256 479988
© 2013 Masimo Corporation. All rights reserved.

Trust Masimo SET® pulse oximetry to protect even your tiniest patients, with clinically proven 

Measure-through Motion and Low Perfusion™ technology. Our technology virtually eliminates 

false alarms without missing true clinical events.1

Helping clinicians:

>  Detect critical congenital heart disease (CCHD)

>  Reduce the incidence of retinopathy of prematurity (ROP) in very low birth weight neonates2

>  Enable more timely and efficient newborn resuscitation3

Keep Your Most

Vulnerable Patients Safe

1 Shah N. et al. J Clin Anesth. 2012 Aug;24(5):385-91. 2 Castillo A et al. Pediatric Academic Societies Annual Meeting. 2007. 3 Baquero H et al. Acta Paediatrica. 2011.

For professional use. See instructions for use for full prescribing information, including indications, contraindications, warnings, precautions and adverse events.
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