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1 Executive Summary

This document outlines best practice guidance for the delivery of care by Allied Health
Professionals, Psychological Professionals, and Pharmacists (AHPPPs) within neonatal
units (NNUs) in London. This best practice guide is promoting equitable and high-quality
holistic care for infants and families by integrating AHPPPs into the multidisciplinary teams
(MDTs) working within these units.

Key Points:

e Vision and Purpose: The vision is to provide equitable, excellent, evidence-based
neonatal care across London, focusing on collaborative work among AHPPPs and other
MDT members. The document reflects a consensus on care standards from various
professionals; including dietitians, occupational therapists, pharmacists,
physiotherapists, speech & language therapists, and psychological professionals, all
working in NNUSs.

e Scope and Population: This document applies to the 27 NNUs within the London
Neonatal Operational Delivery Network (ODN), focusing on inpatient care while also
acknowledging the need for outpatient services. However, it excludes outreach and
outpatient follow-up after discharge.

e Service Provision: The document advocates for an embedded model of AHPPP services
within neonatal units, as opposed to a referral-based model. This integration allows
AHPPPs to participate actively in ward rounds, team meetings, and immediate
responses to incidents, ensuring cohesive and continuous care for infants and families.

» Staffing and Training: AHPPP teams are encouraged to meet national staffing
recommendations to ensure safe and effective care. Where these recommendations are
not met, units must identify priorities and manage risks collaboratively. Training in
trauma-informed approaches are desirable, considering the diverse and often vulnerable
population served by London’s NNUs.

e Multidisciplinary Collaboration: Effective MDT working is emphasised as crucial for
delivering holistic care. The document highlights the importance of open communication,
shared learning opportunities, and collaborative service development within the neonatal
teams. AHPPPs are expected to contribute significantly to clinical governance, risk
assessment, and the development of clinical guidelines.
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o Early Intervention and Discharge Planning: AHPPPs play a vital role in early
intervention, helping to mitigate long-term complications for medically vulnerable infants.
Their involvement in discharge planning is also critical to ensuring smooth transitions for
infants and families, whether they are going home or being transferred to other care
settings.

e Professional Infrastructure: The document introduces a "hub and spoke" model for
AHPPP services within Local Maternity and Neonatal Systems (LMNS) to promote
consistency and support across systems. Adequate line management, supervision, and
continuous professional development are identified as essential requirements for
AHPPPs.

e Challenges and Recommendations: The document acknowledges challenges such as
funding constraints and the need for extended services beyond standard working hours.
It calls for innovative solutions to ensure comprehensive care coverage, including better
integration of AHPPPs within MDTs and more effective use of resources.

In conclusion, the document provides a comprehensive framework for integrating AHPPPs
into neonatal care, emphasising the importance of multidisciplinary collaboration, early
intervention, and continuous professional development to support neonatal staff and improve
outcomes for infants and their families across London.
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2 Introduction

2.1 The purpose of this document

Our vision in London is that every baby and family have access to equitable, excellent,
evidence-based holistic neonatal care and staff are trained and well supported in their roles.
To do this, families need to be able to access the care given by Allied Health professionals,
Psychological professionals and Pharmacists by the multi-disciplinary team working together
collaboratively with families.

This document represents an expert consensus on best practice from dietitians,
occupational therapists, pharmacists, physiotherapists, speech & language therapists and
psychological professionals working in neonatal units (NNUs). This document is a guide,
designed to be delivered by Allied Health, Psychological Professionals and Pharmacists
(AHPPPs) in a team that meets national staffing recommendations (1). Where this is not the
case local discussions should identify priority areas and ensure systematic recording of
unmet need. This can be supported by the unit multidisciplinary teams (MDT) and Lead
Network AHPPPs. In most cases, for newly established services, the principles in this
document will take time to establish and embed, developing specific areas in parallel but
ideally not all at once.

2.2 Scope of the document

In writing this document key stakeholders from every sector of London were consulted at
face to face stakeholder engagement events, and attendees represented almost all of the
NNUs across the capital. This engagement was multidisciplinary, including medics, nurses,
unit-based allied health professionals and Operational Delivery Network (ODN) staff.

2.3 Population served

e This document covers the AHPPP staff groups working in neonatal care or with
neonatal babies, families and staff.

e The document covers the 27 NNUs covered by the London Neonatal ODN (see
figure 1)

e The service outlined in this specification is an inpatient-focused provision, available
to families while an infant is admitted on the NNU. Additional reference has been
made about outpatient provision

© London Neonatal Operational Delivery Network H



Figure 1: NNUs in the London Network
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2.4 Service exclusions or acceptance criteria

» Agreement should be made with the senior clinical team whether the service extends
to a transitional care (TC). If the service does extend to transitional care, the required
staffing should reflect the full cot capacity including cots on neonatal care and
transitional care. TC is included in the neonatal AHPPP staffing recommendations,
service configuration and delivery is highly variable therefore consideration around
staffing should be profession and unit specific, and recognise the need in TC as well
as in the neonatal cots.

e This specification does not include provision of outreach or outpatient follow up for
families after an infant’s discharge, however we recognise that there is a need for
guidance in these areas. Where these services are needed, additional workforce
capacity would be required, alongside additional governance considerations. This
document will be updated as and when national guidance is updated and created.

2.5 The London context

There is a recognition that London is an area of high complexity, with significant areas of
deprivation and a diverse population. London is home to around 8.9 million people and has
15 times the population density of the rest of England. London has one of the highest
poverty rates in the country (2) and is more diverse than England as a whole. Infant mortality
rates do vary hugely across the London boroughs and in nine boroughs they are higher than
England overall (3). London hosts a huge population of internationally trained healthcare
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staff and the workforce in London is as diverse as the population (4). Therefore, both
families using neonatal services and staff working in the service bring a range of
backgrounds, experiences of inequality and a richness of culture to the neonatal work.

This data underlines the need to ensure we are providing high quality care to our infants,
families and staff. To do this, care needs to extend beyond simply preventing mortality and
into reducing morbidity, both in infancy and across the lifespan. Allied health professionals,
pharmacists and Psychological professionals play a key role within the multidisciplinary team
working alongside families and staff to reduce health inequalities from birth.

Traumatic events are more frequently experienced by people in low socio-economic groups
and those from black and minority ethnic populations (5,6). Given the complexity of the
London population, coming across someone who has experienced trauma or adverse
childhood experiences (ACES) is not just possible, it is inevitable and will be a daily
occurrence. Therefore, to have an understanding of, and will to address health inequalities
and support families better, it is beneficial for all AHPPPs (and the wider team) to be trained
in trauma informed approaches and to consider how to improve service accessibility and
equality of access.

2.6 London units and the neonatal landscape

Given the size and diversity of the capital, unsurprisingly London the largest network in
England, with the highest birth rate, and also has the largest proportion of live births from
non-white ethnicities (50.4%) in comparison to the other nine networks (table 1). London is
also the only region to have relatively large numbers of mothers from every part of the world,
as illustrated in figure 2.

Table 1: Live births by region and ethnicity (7)

q All live Mixed / T

595,300 75,094 29,5633 42,155 13,817 160.6k/27% 421,984 12,717

25,114 1,224 477 829 487 3.0k/12% 22,054 43
78,088 9,515 2,640 4,091 1,866 18.1k/23.2% 55,859 4,117
56,342 7,420 1,730 2,639 1,302 13.1k/23.2% 41,642 1,609
47,826 4,652 1,552 3,129 551 9.9k/20.7% 36,785 1,157
63,814 11,984 3,743 4,715 1,401 21.8k/34.2% 41,058 913
66,958 5,687 2,172 4,710 888 13.5k/20.1% 51,902 1,599

110,700 24,426 13,476 12,502 5,367 55.8k/50.4% 53,142 1,787

94,232 8,466 2,794 6,822 1,345 19.4k/20.6% 74,302 503

52,226 1,720 949 2,718 610 6.0k/11.5% 45,240 989
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Figure 2: Number of live births in each region by mother’s place of birth, 2022 (8)
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2.7 National Documents

This document needs to be read in conjunction with the national documents which lay out in
more detail the argument for the involvement of AHPPPs into neonatal care, the impact of
them and a rationale for the required staffing. The list of key documents can be found in
appendix 2.

3 Understanding AHPPP care

The neonatal AHPPP service is embedded within the neonatal MDT and works
collaboratively with other members of the MDT to provide quality, safe, and effective care
and in doing so, delivers key recommendations of national reviews on neonatal care.

For the AHPPP teams to be safe and effective in their care they should aim to meet the
national staffing recommendations which are published by their professional body. In cases
where staffing recommendations are not met the AHPPPs will have to work alongside the
unit to identify priorities and mitigate risks.

A ‘good’ neonatal team — has family integrated care at its core and parents are seen as
equal partners in the care team (9). All team members voices and views are welcomed and
respected and shared decision making supports better outcomes for infants and families. As
the neonatal AHPPP workforce is growing, it takes time for the neonatal team to adapt and
patience for culture to change. The following can help embed AHPPPs as core members of
the team and build an inclusive, successful and collaborative neonatal team:
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e Open communication and opportunities for joint reflection within the team. Including
regular meetings between AHPPPs and clinical leads and matrons.

e AHPPPs representation at unit meetings at all levels including senior leadership.

e AHPPPs embedded in the neonatal education programmes.

e Shared MDT learning opportunities are recommended following Ockenden report:
Staff who work together must train together.

e MDT contributions to clinical case discussion/care planning enables a holistic
approach to care

e Collaborative approach to ward rounds/developmental care round including parents
and AHPPPs

e A proactive and collaborative approach to service development and quality
improvement is encouraged e.g. guidelines, QI projects, research with emphasis on
co-production between neonatal MDT and parents

« Neonatal systems should meet the needs of all professional groups e.g.
documentation templates, data collection

o Establish and engage parent advisory groups to support co-production of neonatal
resources.

e Families and staff should have access to psychological services to support well-
being.

3.1 How AHPPPs work together and work with the wider MDT

At the centre of our work is the infant and their family. Holding them in mind when we plan,
develop and enhance provision is vital to ensure the best outcomes, both during their
neonatal stay, and for the rest of their lives. Thoughtful pathway design that considers the
journey of infants and their families from acute to community care will not only improve
individual health outcomes but also reduce long-term costs to community services.
Establishing Early Intervention pathways that begin in the NNU ensures parents can access
the appropriate AHPPPs at the right times in their journey. Achieving this requires sufficient
funding and service that embraces this perspective.

Although AHPPPs have specific expertise in their field within the neonatal setting, there are
also many transdisciplinary skills (figure 3) that are vital for a consistent approach for infants
and families.
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Figure 3: AHPPP Venn diagram of transdisciplinary skills
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As per the neonatal critical care review implementation plan in 2019, AHPPPs are central to
implementation of developmentally supportive care principles and enhancing experiences for
families. However, it is only through effective MDT working that this can be implemented
over a 24 hour period. Although AHPPPs hold specialist and expert skills, collaborative and
transdisciplinary working with the MDT will aim to improve long term outcomes for infants
and families. MDT working offers an opportunity to not only bridge the workforce gap but to
improve quality by drawing on a broader range of skills and competencies (10). Joint training
and project opportunities allow multi-disciplinary and transdisciplinary working and learning
and developing together as one team.

3.2 AHPPPs role in risk and safety

Specialist neonatal intervention delivered by AHPPPs during the critical phase of the
neonatal stay is a vital aspect of comprehensive care for both the infant and their family. In
units lacking this specialised support, there is an increased risk of extended hospital stays,
increased malnutrition, delayed transition to oral feeding and increased severity of
comorbidities. As well as direct clinical care, when integrated within the neonatal team,
AHPPPs play a pivotal role in contributing to clinical governance, to improve patient safety
and clinical effectiveness. This may include risk assessment, clinical audit and the
development of clinical guidelines that ensure safe and equitable practice.

AHPPPs have undertaken specialist training in developmental areas where preterm infants
often face challenges. Neonatal AHPPPs have received additional education to further
specialise within neonatal care, enabling them to share the latest evidence-based practices
with the wider neonatal team and apply these practices directly at the cot-side. Integrating
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medical, developmental and psychosocial support provides infants and families with a more
holistic care package to meet the baby and family’s needs.

In the most vulnerable babies such as those born extremely preterm and or with complex
medical conditions, advances in medical interventions have significantly improved their
survival rates. However, beyond the NNU, the risk of long-term developmental challenges
and adverse health outcomes in this population is well documented. There is substantial
evidence highlighting the ongoing care needs of these infants, who are at risk for cognitive,
behavioural, emotional, speech, language, and sensory impairments across the lifespan.
Their parents and families are also at higher risk of psychological sequalae following a
neonatal admission and need to be considered in service planning.

As we move towards a different way of planning and commissioning services within
Integrated Care System models, there is a heightened awareness of the need for a more
collaborative and cohesive approach. Health care providers must consider patient care and
outcomes across whole pathways of care from the acute phase on the NNU to the
community services once the baby and family return home. Every family and baby is
different. Opportunities for AHPPPs to support and provide care will need to be
individualised and at the right time for that family, and always in collaboration with the family
and MDT.
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4 Service delivery

4.1 Allied Health, Psychological Professionals and Pharmacists

Figure 4: The three levels of embedded AHPPP care
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AHPPPs should be an integral part of the neonatal team, working alongside their nursing
and medical colleagues and with families in order to care for admitted babies. An embedded
service is different to an ‘access to’ or referral-basis service where the AHPPP is contacted
when the unit wish to refer a baby. An embedded or unit-based clinician sits on the unit,
attends team meetings including MDTs, ward rounds and baby-specific meetings such as
discharge planning. They respond to incidents on the unit, such as a psychological
professional providing a debrief after a distressing incident. They are available to talk with
staff about families and consult around clinical or other issues and can provide teaching and
training for unit staff. Embedded MDTs who communicate well can then avoid giving mixed
messages to families.

There remains a need for extended services across the AHPPP team, ensuring provision for
babies, families and staff beyond the standard nine-to-five office hours. It is not currently
achievable to provide a seven day or extended hour service, and staffing recommendations
do not currently account for this. When creating sustainable services, skill mix and cover
across the week should be considered.
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4.2 AHPPPs in early intervention

AHPPPs play a pivotal role in early intervention on NNUs, providing comprehensive,
specialised care to infants, particularly those who are premature, have congenital conditions,
or are otherwise medically vulnerable. Their multidisciplinary approach ensures that these
infants receive holistic care that addresses a wide range of health needs, facilitating better
long-term outcomes.

The collaborative approach of AHPPPs ensures comprehensive care for neonates. Regular
MDT meetings and discussions allow for coordinated care plans that address all aspects of
an infant's health and development. This team-based approach ensures that interventions
are timely, appropriate, and adapted to the changing needs of the baby.

Early intervention by AHPPPs can significantly improve the short- and long-term outcomes
for neonates. By addressing potential issues proactively, they help in mitigating
comorbidities, preventing complications, and supporting infants achieve their full
developmental potential as they join their home and wider society. This can result in multiple
savings on resources, time, healthcare, as well as societal and emotional burdens on the
family later on in life.

4.3 AHPPPs involvement in transfer and discharge

AHPPPs should be involved in the discharge planning process from as early as possible.
AHPPP contributions at discharge planning meetings with the wider MDT team are key to
facilitating smooth transitions for infants and families. When ready, infants will either be
discharged home, repatriated back to local NNUs or transferred to other settings such as
acute paediatric wards or a hospice.

Discharge information and community pathways/contacts should be provided to families in
advance of discharge home to support transition and manage parental expectations.
Community referrals should be made as appropriate, with consent from parents and families.

In situations where an infant is transferred back to their local hospital through a repatriation
process, and where an equivalent allied health or psychological service is available in the
receiving hospital, the service should undertake a comprehensive handover of the clinical
work and discharge to the care of the receiving team (verbal and/or written) (11).

Copies of documentation such as therapy programmes, goals, care plans, feeding plans
should be transferred with infant.

4.4 Professional infrastructure

AHPPPs will require support to fulfil their role. This includes line management which
supports them to develop and use job planning tools (12).

Clinical supervision is a legal requirement for all registered AHPPPs as outlined in the HCPC
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standards of proficiency, conduct, performance and ethics (13). The supervisor needs to be
someone with specific neonatal experience and expertise. If clinical supervision is not
available within trust, services should be supported to find this externally.

A “hub and spoke” model of provision within a Local Maternity and Neonatal System
(LMNS), including a more senior practitioner working within the LMNS footprint to promote
consistency of provision across the area is currently in place for psychological professionals
within London. The network has five sectors, and this is helpful for organisation and
governance. Hub posts should map onto this existing sector organisation. Some elements of
this model have been adopted by other AHPPP services and full integration could be
considered when service provision increases.

4.5 Training and development

In order to ensure development of skills and best practice and to support retention,
continuing professional development should be available, with the AHPPP having access to
both internal training and external, profession specific and generic neonatal courses. ODN
leads can provide support in identifying relevant courses. There should be funding allocated
to training to ensure that the development opportunities meet the training requirements of
the post holder. AHPPPs working in the neonatal service should be accessing professional
development in line with requirements and guidelines of their professional body e.g. the
Health and Care Professions Council Standards for Continued Professional Development
(14).

4.6 Supporting the AHPPPs as part of the wider Neonatal team

It is the responsibility of managers, supervisors and the entire team to support the wellbeing
of the team members. This includes being clear about hours, breaks, boundaries around any
working from home and time off in lieu. Managers and teams should strive to welcome all
views and perspectives in meetings, with the view to developing psychological safety, which
helps manage risk and improve team functioning, positively impacting on patient care and on
staff. More evidence on best practice in NHS teams can be found online (15).

Attending to team members’ wellbeing results in better retention and reduced sickness as
well as increased capacity for compassion with families and ultimately, better care. This
should therefore be a priority for all neonatal teams. All team members could be asked to
complete a wellness action plan and share with their line manager or supervisor (16). These
are helpful tools to promote proactive conversations about how individuals work best and
what can support them effectively. Further advice and guidance is available online (17).

In addition to the support provided by unit teams, therapy and psychological teams, and the
trust, the London Neonatal ODN will also provide support to all AHPPPs working neonatally
across London. This includes CPD, peer supervision, regular meetings and ad hoc support.
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(see appendix 3). This also supports AHPPPs to connect up with colleagues across London
to ensure that there is consistency of provision and practice between units, to see examples
of best practice and to develop services. AHPPPs should have allowance to attend regional
meetings, peer supervision and training built into their job plans.

4.7 Universal/shared skills across professions

Allied Health Professionals and Psychological professionals are involved in various aspects
of neonatal care, including direct patient care through individualised care plans. Embedded
neonatal AHPPPs provide universal, targeted, and specialised care, requiring dedicated time
for their neonatal service and continuing professional development to become experts in the
field. They play a leading role in promoting and facilitating universal aspects of neonatal care
such as FICare and developmental care and work collaboratively to contribute to MDT
education and clinical governance. However, funding constraints often result in unfunded or
unprotected activities, leading to staff being pulled to other clinical areas, potentially
impacting patient care and staff satisfaction (18,19).

Family Integrated Care / BFI / Bliss
e Involvement in parent and staff education (group and individual).
e Assist in embedding FiCare through all parent / staff contacts and the development and
delivery of parent group education sessions, including provision of suitable supportive family
resources.

Developmental Care
¢ Involvement in education/promotion across unit.
e Lead and support unit initiatives/projects.
e Provide individualised advice for infants e.g. via developmental ward round.
e Provide advice on adaptation of neonatal environment and care strategies.
o Equipment recommendations to support safety, comfort and regulation.

Psychologically (and trauma) informed care
e General awareness of the way experiences (before and outside the unit as well as within)
influence current and future experiences and interactions.
o Ability to respond in the moment to families in distress (however this manifests) and seek
further support/signpost as necessary.
e« Committing to the values of empowerment, control, transparency and accountability in all
practice with families and staff.

Education
o Parent/ caregivers / families
e Staff — neonatal MDT, but also wider paediatric and community staff where appropriate
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Collaborative working
e AHPPP representation at: MDT meetings, holistic care, discharge planning meetings,
guideline development, unit meetings

e Communications
e Channels of communication to be kept up to date, with clear contact directory and role
definitions

Quality Improvement / Research
e AHPPPs involvement in unit QIPs and research and service evaluations.

Addressing health inequalities
e Active efforts to engage and support families and staff who may have experiences of
marginalisation, racism or discrimination
e Concerned, ongoing work to make services genuinely accessible and relevant to all

Family resources
Professional management
e Ability to self-regulate even in situations of high expressed emotion
e Awareness of the limits of competence and the ways in which to signpost parents or staff
onwards to more appropriate provision or resources as required

Targeted — Pathways of care for targeted groups
e Attendance at medical ward rounds
e Attend and/or lead on MDT/Developmental ward round
e Support with repatriation to other units

e Support discharge planning process and procedures to promote a seamless transition from
the NNU to home

e Training/education to support neonatal outreach team and/or HVs in caring for babies in
community

e Accessing appropriate neonatal courses and mandatory training e.g., Neonatal life support,
Infant feeding

o  Workforce planning to support recruitment and retention of AHP services

e MDT meeting attendance / discharge planning for complex infants
e Any direct patient activity during admission or after discharge
e Support infants on palliative pathway

4.8 Co-production

Co-production is a way of working that involves people with ‘lived experience’ in service
design, development and evaluation. On the NNU, co-production involves seeking and
integrating feedback from parents following their neonatal journey as well as ensuring
parents are involved in service design and development. Due to the nature of a neonatal
admission, which is often traumatic and the caregiver responsibilities that follow a neonatal
admission the timing of parental involvement must be carefully considered. Co-production
works well within the FiCare model as it ensures family viewpoints are integrated into service
development and improvement.
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4.9 Estates

In order to provide the service, AHPPPs will need access to appropriate clinical space to
provide therapeutic assessment and intervention. For some AHPPPs this requires a
bookable private room consistent with the specifications of the ‘Parents’ quiet room/Interview
room’ in Health Building Note 09-03 (20). On larger units, where staffing establishment for
the psychological service is more than 1.0wte, there is likely to be a need for more than one
such room.

When developing AHPPP services, estates and facilities also has an impact on staff culture,
wellbeing and staff retention. AHPPPs who need to work flexibility and are not always at the
cotside. There is also a requirement for sufficient office space for the AHPPP services to use
including desk space, secure storage for confidential materials and general storage for
resources.

Providers should therefore work towards developing the optimal estate to support the
AHPPP team, alongside work to optimally support families through the provision of family
spaces, rooms and cotside access to enable truly family integrated care.

4.10 Retention and succession planning

Neonatal teams, therapy teams and psychological teams should all give thought to the
retention, support and succession planning of the AHPPPs working in their NNUs. This may
require coordinated work between the departments. Having development posts and
opportunities to work with more senior colleagues allows juniors to develop the required
skills to step into higher posts when they become available. This also includes having band 6
rotations, doctoral trainees (e.g. DClinPsych) and student healthcare professionals (HCPs).
AHPPPs should be encouraged to take on and supervise trainees and students as part of
their role, as they bring additional resource and a potential workforce.

4.11 Dietetics

Embedded neonatal dietitians play a crucial role in ensuring optimal nutrition and improving
outcomes for infants in NNUs. The NHS National Quality Board emphasises the importance
of having access to competent neonatal or paediatric dietitians, with specialised neonatal
dietitians available when needed (21).

Evidence supports the role of embedded neonatal dietitians in improving nutritional status of
infants (22—26). Nutritional status in turn is linked to clinical outcomes, such as increased
survival rates, mitigating the effects of critical illness, and enhancing neurodevelopmental
outcomes (27—-29). They contribute to optimising nutrition during the critical neonatal period,
which is vital for both short-term recovery and long-term health. Moreover, they help
standardise nutritional practices, such as the implementation of standardised parenteral
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nutrition and feeding practices, which improves nutrient provision, reduces errors, and saves
time (30-34).

In addition to clinical benefits, embedded neonatal dietitians enhance the experiences of
infants and families (24). They support efforts to reduce unnecessary separation of mothers
and babies, promoting early discharge through interventions like short-term nasogastric tube
feeding at home or use of human milk fortifier in the community (35). By facilitating early
discharge and promoting family-integrated care principles, dietitians contribute to improving
growth and breastfeeding rates post-discharge.

Financially, embedded neonatal dietitians can lead to cost savings by reducing length of stay
through improved nutritional status and facilitating early discharge (35-37). They play a
crucial role in managing parenteral nutrition and are essential members of the neonatal
nutrition multidisciplinary team. Their expertise helps reduce the need for parenteral
nutrition, further contributing to cost savings (38).

More information on the evolving role of neonatal dietitians can be found in the literature
(39).

Clinical
e General presence on unit to support early conversations and relationship building with families.
e Support/contribute to BFI / FiCare / Bliss accreditation of the unit and promote the use of breast milk
as first feed choice for all infants.
e Support with nutrition-related safeguarding issues.

Leadership & Management
e Lead on development of local nutrition-based policies.
e To be alocal resource for neonatal dietetic enquiries both from secondary and primary care including
signposting to written and web-based resources.

Education
o Staff & parent training and education on growth and nutrition-related topics.

Audit & Research
e Support with embedding nutritional / multi-professional network clinical guidelines and initiatives.
e Support/lead on nutrition-related quality improvement, audit and research projects for the unit.

“Targeted” — Pathways of care for targeted groups

Clinical
o Expert dietetic input for targeted groups to include:
Extremely preterm and those requiring parenteral nutrition
Supporting transition from parenteral to enteral nutrition
Support for infant feeding (including breastfeeding and expressing mothers)
Support transition from enteral to oral feeding.
Supporting appropriate use of breast milk fortifier and preterm formulas.
Support families with growth and feeding issues who are under the Neonatal Outreach team.

O O O O O O
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Leadership & Management

¢ Produce/collaborate and support dissemination and implementation relevant unit guidance on:
o Parenteral nutrition.
o Enteral feeding, including use of donor human milk, human milk fortifier (HMF), formula &

specialist feeds and micronutrient supplementation.

o HMF use in the community.
o Outreach/follow-up pathways for infants requiring ongoing early infant feeding support.

e Ensure the dietetic service is maintained with funding and job plan.

Education
¢ Facilitate training and clinical supervision of undergraduate and postgraduate student dietitians and
other HCPs.

Audit & Research
e Collaboratively support or lead on nutrition related research/audits at unit level.
¢ Involvement/representation in multidisciplinary unit/network workstreams e.g. London Neonatal
Nutrition Group.

Clinical
¢ Provide individualised specialist dietetic assessment, intervention & follow up for preterm infants with
complex needs (see Dietetic referral & triaging criteria), such as:
o Malnutrition
Necrotising enterocolitis and other surgical concerns
Feed intolerance and reflux
Congenital conditions and syndromes
Neurological injury/impairment
And any other infants identified by the MDT
This requires timely review in close collaboration with neonatal multidisciplinary team and close
monitoring and adaptation of the agreed plan.
o Palliative care.
e Individual assessments and follow up of those who require dietetic input, particular those infants who
fail to progress / fall outside the network guidelines.

O O O O O

Leadership & Management
e Support and lead as part of unit nutrition team.
¢ Be able to identify when to escalate concerns.

Education
e Teaching for parents and other care givers on feeding plans and regimens.
o Delivering other individualised education.

Audit & Research
¢ Regular audit/evaluation of unit dietetic services.

NB: Where recommended staffing levels are not met, it is not possible to provide all of the support
listed above and activities must be prioritised based on service needs.
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4.12 Occupational Therapy

One of the distinctive characteristics of occupational therapy education is that it incorporates
both physical and mental healthcare models, resulting in a holistic approach. This is
particularly relevant because preterm infants are at risk of developing emotional and
behavioural problems later in life (40). Preterm infants are at risk of, and often present with,
sensory processing problems, which is a specialised area of practice for occupational
therapy (41). Early sensory and motor exposures lay the building blocks for development
and lifelong adaptation as well as for successful parent—child interaction. Occupational
therapists can provide a specialist role in educating parents on promoting developmentally
appropriate sensory stimulation and experiences for their babies (42).

Occupational Therapists work as part of the MDT on the unit implementing key unit
approaches such as early intervention, developmental care and family integrated care. As
OTs are trained in sensory development and infant neuro-behaviour they are well placed to
support nursing staff and parents with adaptation of care strategies and creating a healing
environment to reduce infant pain and stress and promote development.

OT work closely with other AHPPPs to provide holistic care to infants and families. This may
involve joint assessment/intervention e.g. feeding assessment with Speech and Language
Therapy, collaborative goal setting and shared therapy programmes. We work in partnership
with parents to identify sensitive and supportive activities (parent and infant occupations)
and build confidence, set achievable goals and encourage participation. OTs work closely
with clinical psychology services to provide psychosocial-based support and intervention for
parents going through a traumatic period of their parenting journey (43).

Occupational Therapy also has a key role in the delivery of neuro-developmental follow up
and early intervention services to support the development of infant occupations around self-
care, learning and play (1). Occupational Therapy have detailed evidence-based practice
guidelines with recommendations related to clinical practice on the NNU and in early
intervention (42). For an outline of scope of OT intervention at different levels (NICU, HDU,
SCBU) see RCOT Occupational Staffing on NNUs (43).

Family Integrated Care
¢ Involvement in parent and staff education on sensory development and neurobehavioral
regulation
e Advocating for parenting role and infant occupations

Developmental Care
e Lead and support unit initiatives/projects (positive touch, pain management, adapting the
healing environment)

e Provide appropriate developmental advice for all infants e.g. via developmental ward round or
parent information leaflets

e Provide advice on adaptation of neonatal environment and care strategies

¢ Equipment recommendations to support safety, comfort and regulation
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Staff Education
o Complete staff education of infant sensory development and the impact on the neonatal
environment, positive touch experiences, sleep protection, reducing pain and stress,
understanding infant behaviour

Quality Improvement / Research
e Support unit projects on adapting neonatal environment, pain management and
developmental care.

Parental education resources/advice on:
¢ Understanding baby behaviour and parental confidence
e Sensory environment
o Ways to support sensory, cognitive and motor development on NNU
o Parental education and advice re: risks
¢ Anticipatory guidance to support development for all infants at risk
o Discharge support — including safe sleep

“Targeted” — Pathways of care for targeted groups

Neurodevelopmental / Neurological
e Screening and assessment for infants at high risk. Individual hospital pathways may specify
criteria such as infants:
o Born <32/40 or <1.5kg
Born with HIE
Born with congenital cardiac conditions
With a long hospital stay
Requiring long term ventilation (LTV)
With a genetic condition that may impact on neurodevelopment
e Utilize specialist tools such as newborn behavioural observations (NBO), Prechtl assessment
of general movements, Hammersmith neonatal neurology examination to complete holistic
assessment and build understanding of infant's strengths and challenges
e Occupation based assessment and adaptations
e Early intervention
e Equipment advice/provision
e Signposting and parental support

O O O O O

Neurodevelopmental / Neurological

e Specialist assessment for infants identified as having neurological difficulties (such as HIE,
IVH grade 4, stroke, atypical tone)

e Occupation based assessment and adaptation of care e.g. wrapped baths, side lying nappy
changes.

o Early intervention — optimizing sensory environment, social interaction, motor and regulation,
etc.

e Education and support for MDT management

Palliative care
e Support infants on palliative pathway based on parent preferences
e Support comfort and positive family experiences
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Musculoskeletal / Orthopaedic
e Assessment and early management advice for infants with congenital musculoskeletal,
neurological or orthopaedic conditions affecting upper limb and impacting on functional use of
arm/hand
e |dentification for referrals to specialist services

Parents with additional needs
¢ Individualised support for families who have additional needs to engage in parent and infant
occupations. These could be physical needs e.g. wheelchair user, sensory impairment or
social/mental health needs e.g. ASD, anxiety
e |dentification for referral to other specialist services

NB: Where recommended staffing levels are not met, it is not possible to provide all of the support
listed above and activities must be prioritised based on service needs.

4.13 Physiotherapy

Neonatal physiotherapists are specialists in assessing and supporting neuromusculoskeletal
development, movement, muscle tone, positioning and postural control for all infants at risk
on the NNU. Physiotherapists work closely with families to support the parent-infant dyad
and empower caregivers to recognise and respond to infant cues, leading to improved infant
and family outcomes.

Research shows that early intervention is essential within the first two years of a child’s life,
to optimise the infant’s later function and abilities (44) Physiotherapists have specialist skills
to identify any early signs of subtle neurodevelopmental difficulties, and they are trained to
use specialist assessment tools, to ensure access to early intervention and support (45).

Physiotherapists can help to devise postural control strategies and influence effective motor
patterns through afferent feedback and active learning (46). There are a variety of suggested
benefits to ensuring optimal positioning and postural support for preterm infants, such as
improving hip posture (47), preventing cranial moulding (48) and reducing stress (49,50). It is
essential for physiotherapists to be a source of expertise in relation to infant positioning on
NNUs and be able to engage in activities such as teaching and audit in order to support
effective practice.

Neonatal physiotherapists also have expert clinical knowledge in respiratory and orthopaedic
care. Respiratory physiotherapy within the neonatal setting is a highly specialised area of
respiratory care, requiring expert knowledge of foetal and preterm development, advanced
clinical reasoning, and expert positioning and handling skills to manage vulnerable infants
(51). Respiratory physiotherapy within the neonatal setting has a limited evidence base and
some physiotherapy techniques have been associated with neurological sequelae (52),
therefore knowledge of risks is essential and a risk versus benefit approach is always
considered. Experienced neonatal physiotherapists have skills to accurately identify infants
at risk of respiratory compromise, provide individualised airway clearance advice, and
consider additional respiratory physiotherapy interventions, to optimise respiratory function
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and support neurodevelopment.

The Association of Paediatric Chartered Physiotherapists (APCP) have developed a
“Guidance for Good Practice” (51) which provides guidance and competencies for all
neonatal physiotherapists. The lead London ODN physiotherapists have also developed a
“Standards of Care” document from the APCP Guidance to demonstrate physiotherapy
service provision on individual units (Appendix 4).

Family Integrated Care
o Empowering parents to provide early intervention and support their baby’s sensorimotor
development
e Educating parents on how to handle, position and interact with their baby to promote bonding
and development

Developmental Care (including safe sleep)

¢ Involvement in education/promotion across unit particularly around optimal positioning and
strategies to minimise stress, to support the infant’s physiological stability and neuromotor
development

e Providing individualised advice for all infants, which may include leading/participating in
developmental care ward rounds

e Advice and education on equipment for supportive positioning and comfort

e Advice and education on the importance of a supportive environment for neuroprotection and
optimal development

Education
¢ Individualised advice and education to parents / caregivers on how to optimise their infant’s
development
e Generalised advice and education to parents / caregivers on the importance of supporting
development for infants at risk, such as through group sessions
o Staff education regarding developmental care strategies, recognising neurodevelopmental
difficulties, optimising neurodevelopmental outcomes, and optimising airway clearance

Quality Improvement / Research
¢ Involvement or leading on physiotherapy related projects for neonatal care
e Contribution to guidelines, SOPs, etc. related to physiotherapy interventions such as airway
clearance, positioning, early intervention

Neurodevelopmental
e Access to assessment and early intervention for any infant at risk of neurodevelopmental

difficulties on the NNU
e Contribution to discharge planning, providing safe sleep advice and provision of advice to
optimise development

Respiratory
e Provision of standardised interventions which are important for all intubated infants to optimise
ventilation, reduce the risk of infection, and facilitate airway clearance

e Education and training for MDT on “optimising airway clearance”
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“Targeted” — Pathways of care for targeted groups

Neurodevelopmental / Neurological
e Assessment for infants at high risk. Individual hospital pathways may vary depending on

capacity, but will likely specify criteria such as infants:
o Born <32/40/<30/40 or <1.5kg/1.0kg

Born with HIE

Born with congenital cardiac conditions

With a long hospital stay

With a genetic condition that may impact on neurodevelopment

e Use of specialist assessment tools such as Prechtl, LAPI, HNNE, NBO

¢ Provision of an individualised early intervention programme to optimise neurodevelopment

e Signposting and support for parents

e Discharge planning, including safe sleep advice and consideration of onward referral for

community physiotherapy if appropriate

@)
@)
@)
@)

Respiratory
e Targeted interventions for infants with clinical changes, such as a change in ventilator
parameters, secretions on auscultation/palpation, radiological changes, deteriorating blood
gases or signs of chest infection
¢ Interventions may include: positioning advice, best practice suction technique, advice on
ventilation/humidification/mucolytics

Neurodevelopmental / Neurological

e Specialist assessment for infants identified as having neurological difficulties (such as HIE,
IVH grade 4, stroke, atypical tone)

¢ Individualised early intervention programme, including advice regarding tone management,
positioning, etc.

e Education and support for MDT management

¢ Discharge planning, including onward referral for community physiotherapy support following
discharge

Palliative care
e Support infants on palliative pathway, optimising positioning for comfort and positive
experiences with families

Respiratory
o If the infant has deteriorated despite targeted interventions, further assessment and specialist
intervention by a neonatal trained physiotherapist may be appropriate. The physiotherapist
would perform a detailed assessment and determine intervention based on a risk versus
benefit discussion with the MDT.
e Education and training for MDT on individualised airway clearance interventions

Musculoskeletal / Orthopaedic
e Assessment and early management advice for infants with congenital musculoskeletal or
orthopaedic conditions such as OBPP, CTEV, scoliosis, DDH, etc.
e |dentification for referral to specialist services

NB: Where recommended staffing levels are not met, it is not possible to provide all of the support listed
above and activities must be prioritised based on service needs.

© London Neonatal Operational Delivery Network E




4.14 Speech and Language Therapy

Neonatal Speech and Language Therapists (SLTs) are specialists in feeding, swallowing,
and early language and communication development in preterm and complex infants (BAPM
service standards, RCSLT staffing recommendations). SLTs play a crucial role not only in
managing immediate feeding and communication challenges on the neonatal unit, but also in
addressing potential long-term issues by providing individualised, neuroprotective care.
Infants on the NNU are at risk of developing both short-term feeding problems and speech,
language, and communication difficulties that may persist after discharge and beyond
(53,54). By working closely with the neonatal team, SLTs provide early intervention to
support both immediate needs and long-term outcomes for these vulnerable infants.

As part of the multi-disciplinary team, the neonatal SLT is skilled in assessment and
management of pre-feeding skills, positive oral experiences, breast and bottle feeding and
swallowing skills. The SLT has specialist skills in neuro-protective, developmentally
supportive feeding interventions to support safe and positive feeding experiences (e.g. cue-
based feeding approaches (58)) and supports the team by sharing current evidence-based
practice to support translation into clinical practice at the cotside.

The Speech and Language Therapist is also an expert in the management of complex
neonatal neurological, surgical, and respiratory conditions that impact feeding and
communication outcomes in this cohort. As an integral member of the MDT, they contribute
not only to feeding and communication management, but also to the education and support
of both parents and neonatal team members in addressing the needs of these more complex
infants (59,60).

An increasing number of neonatal SLTs are dual qualified as International Board Certified
Lactation Consultant (IBCLC). This additional qualification further enhances the skills of the
neonatal SLT when supporting more breastfed babies with complex feeding needs, under
their care. This knowledge further enables the clinician to champion the principles of the
Baby Friendly Initiative as part of the MDT.

A small cohort of infants may require additional instrumental assessment such as
Videofluoroscopy Swallow Study (VFSS) and Fibreoptic Endoscopic Evaluation of
Swallowing (FEES), the neonatal SLT is trained to identify infants needing access to further
specialist assessments and liaise with clinics in their setting or within their sector to support
this.

On the unit, SLTs provide support for early foundation skills in language and communication
development. They facilitate parent-interaction to establish and sustain a language rich
environment with both families and team members (61). Through the practice of empowering
parents to recognise their integral role in their infant’s speech, language and communication
development, the neonatal SLT is able to reinforce the key principles of FiCare, BFI and
Developmental Care.
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Family Integrated Care

e Supporting parents to be partners in care by enabling them to recognise their role in their baby’s
speech, language and communication development through parent groups, patient information
leaflets and information boards.

e Empowering parents to support their baby's feeding development by guiding them in
understanding their baby and laying the foundation for a strong feeding relationship via parent
webinars, unit Padlets and general information sharing.

e Contribution to parent information sharing sessions, as part of the unit FiCare curriculum.
Topics may include: Transition from tube to breast and bottle, and early language development.

Developmental Care

e Developing language rich environments through information sharing with families and team
members.

e Provision of education to promote developmentally supportive feeding approaches e.g. Pre
feeding/developmental feeding skills, Cue Based Feeding, for neonatal team members.

e Contribution to unit teaching to promote positive taste and smell experiences e.g. Supportive
tube feeding, Sensitive mouthcare, Non-nutritive Sucking

e Appropriate equipment to promote early language development e.g. book library, Book Start
packs, posters and resources for the unit.

Baby Friendly Initiative

e Assisting in education and information sharing to promote early buccal colostrum practice
alongside Infant Feeding Lead/s and as part of MDT

e Contributing to Baby Friendly Initiative unit education strategy as part of the MDT e.g. teaching
on NNU study days

e As part of the MDT, supporting Infant Feeding Lead to carry out nursing/parent audits skills
reviews to support Baby Friendly accreditation as part of the MDT (where units have = 60%
funded time)

¢ Advocating for equipment to improve feeding experiences for Mothers as part of the MDT

e Development of unit/parent information resources as part of the unit FiCare curriculum (early
communication, transition from tube to breast etc.)

Education

e Indirectly via attendance on parent led-ward rounds or collaborative working
o Development of unit/parent information leaflets and resources

e Cot side teaching

Quality Improvement / Research

e Carrying out multi-disciplinary audits of supportive feeding strategies (use of pacing, positioning,
knowledge of teat flow).

¢ Quality improvement projects regarding supportive feeding practices (e.g. Positioning),language
environment, parental support etc.

“Targeted” — Pathways of care for targeted groups

Early intervention and surveillance of babies at risk of poor feeding and communication
outcomes such as babies who were:

e Born under 30 weeks gestation

e Received surgical intervention

e Long term NBM due to complex gastro surgical/ NEC

© London Neonatal Operational Delivery Network




TOF/OA post-surgery

Neonatal Abstinence Syndrome

End of life pathway/palliative care

Families who are vulnerable, have safeguarding concerns, or have speech, communication,
and language needs (SCLN) may require prioritisation.

Delivered via:

o Cot side parental education on early feeding experiences, feeding readiness and supporting
early language and interaction development.

e Targeted wards for at risk populations e.g. respiratory, gastroenterology or surgical ward rounds

e Developmental care ward rounds for ITU populations

¢ Raising awareness of positive feeding strategies and practices for this population

e Screening and surveillance of feeding, state and language milestones due to risk factors

Specialist pre-feeding, feeding, swallowing and communication assessment and management in

infants identified to have:

o Neurological injury/infection (including HIE Grade 2/3, IVH Grade 3/4).

o Complex airway aetiologies (including tracheostomy, airway malacias and vocal fold palsy)

e Known syndromes/chromosomal abnormalities likely to impact feeding

e Chronic Lung disease /respiratory disease with prolonged respiratory support (e.g. Long term
CPAP).

e Complex cardiac conditions (not relating to prematurity e.g. PDA)

e TOF/Oesophageal Atresia

Priority indicators for feeding assessment:

e Babies now 35/36 weeks showing limited wakefulness or readiness to begin breast/bottle
feeding

o Babies identified as not feeding well by parents/carers, nursing or medical team

¢ Any baby with a history of coughing/desaturations/bradycardia associated with feeding

e Any baby with chest changes who has commenced oral feeding and where there are concerns
re: possible aspiration

Delivered via:
e 1:1 assessment and clinical management: problem identified/expected
¢ Individualised coaching for parents or nursing colleagues to recognise and respond to
baby’s feeding cues or in using identified supportive feeding interventions

NB: Where recommended staffing levels are not met, it is not possible to provide all of the support
listed above and activities must be prioritised based on service needs.

4.15 Psychological professionals

This section sets out a recommendation for provision of psychological professionals within
London NNUs. Psychological professionals can be practitioner psychologists (HCPC
registered Clinical and Counselling psychologists) and Child and Adolescent
Psychotherapists (Registered with the ACP). Other accredited psychotherapists and
counsellors may also be working on NNUs. It is very important that units have appropriately
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trained and accredited psychological professionals and it is recommended that these are
practitioner psychologists or ACP registered child and adolescent psychotherapists. This is
because these are doctoral trained staff with training in the evidence base for psychological
input at multiple levels. It can be difficult to understand the various training, titles and
registration/accreditation which different psychological professionals hold. For units looking
to recruit, it is recommended that this is always done with the support of a lead psychological
professional, either within the trust or with the ODN lead psychologist.

Psychological professionals play a vital role in supporting families and staff in the complex
and distressing experiences they encounter whilst on NNUs and in helping universal
interventions such as infant feeding, FiCare and zero separation to be successful. Their
practice focuses on relationships and looking at support for all layers of the system. All
recent enquiries have highlighted a compassion gap (62—64) and the need to address this
(65) and they all highlight the need for psychological professionals providing support for
families and for staff in order to support compassion and positive culture.

The work of neonatal psychological professionals is supported by four core principles (66):

e That every family who has had an experience of neonatal care should be considered
vulnerable to emotional distress and trauma, regardless of the length or nature of their
neonatal stay.

e That the provision of emotional support for neonatal families should always be guided
by those with lived experience of a neonatal journey.

e That staff caring for neonates and their families need to have their emotional support
needs met, in order to be able to provide that care to others.

e That a family’s neonatal experience does not end with their discharge from the unit,
this is simply a transition to the next stage of a lifelong journey. Therefore, emotional
support needs to be universal and accessible to all neonatal families, at whatever point
they identify as requiring it.

The identified “patient” is the infant, and to deliver this
care the psychological service works at all levels of the
system (see Figure 5) to promote optimal psychological
outcomes for all. This involves working with families
Staff and staff, delivering teaching and supervision providing
specialist intervention as well as general support aimed
at unit culture and developing psychologically informed

Team &
environment

Family care. Some of the work of a psychological professional
is for the whole unit rather than individual families
Infant (e.g., group provision, staff support and developing a
psychologically informed environment, linking across to
. ] mental health services including maternal mental
Figure 5:

Psychological services working at all health and perinatal mental health teams) although of
levels of the neonatal system note, any interventions at unit, team and staff level

would positively impact babies and their families.
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Neonatal psychological professionals undertake evidence-based psychological interventions
focused on parent-infant relationships (including infant observation and dyadic work),
parental adjustment and mental health (including talking therapies for individuals, couples
and families), parent-staff relationships (including systemic and dialogical therapies), staff
mental health (including collective reflective practices such as debrief, and individual
assessment, formulation, signposting and talking therapies where appropriate). The service
also provides teaching, training, consultation, supervision, audit, psychologically informed
service development work and leadership in the team. This ensures all staff and families on
the NNU are supported to provide the best possible environment for all infants, optimising
short, medium, and long-term outcomes.

The BAPM Service and Quality Standards (1) state: “There is robust economic argument for
resourcing psychological care in NNUs in addition to moral and ethical arguments for
supporting families going through a neonatal admission. Supporting parents’ mental health
as well as the emotional development of infants and assisting clinical teams to deliver safe
and effective care has ongoing cost savings to services and positively impacts both long-
term parental health and infant/child outcomes. Clinical psychologist input can also help to
reduce rates of sickness absence and improve staff retention across NNUs.”
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Families (Infant, Parent-infant or Parent/Carer)

Universal programme for screening or
“Collaborative Recognition of Psychosocial
Needs” (this should only be undertaken routinely
in a psychological service with sufficient capacity
to meet the consequent demand for support).
Collaborative team working involving participation
in MDT ward rounds, MDT meetings, to contribute
psychological perspective to multidisciplinary
neonatal care.

Collaboration with MDT to deliver family
integrated, psychologically informed,
neuroprotective and developmental care.
Production and dissemination of
psychoeducational resources for parents/carers
with a focus on wellbeing, mental health (parents
and infants) grief and bereavement and on
compassion and self-care.

Facilitation of parent/carer education alongside
other members of MDT.

Facilitation of peer support groups.

Facilitation of clear signposting for families to
other psychosocial support.

Staff (Individual or Team)

Promoting recognition of distress in all its forms
through informal and formal discussions.
Facilitation of reflective spaces for staff (e.g. group
or individual supervision, reflective practice,

Schwartz rounds, collective compassion practices).

Production and dissemination of
psychoeducational resources for staff (focused on
psychological needs of both staff and infants &
families).

Provision of teaching and training in psychological
aspects of neonatal care (e.g. communication
skills, cultural competence, compassionate care,
trauma informed care, parent-infant mental health,
moral distress) alongside other members of MDT.
Proactively work to address health inequalities
through both individual approach and work with
staff teams in training, reflective practice, meetings
and other settings

System (unit environment, organisational culture)

Advocacy for, participation in and support of
coproduction of services.

Use of feedback processes such as service
evaluation and quality improvement to ensure
provision of a quality, inclusive and sustainable
psychological service.

Conducting audit and engaging with service user
feedback to assess and develop psychological
aspects of FiCare, BFI, Bliss charter,
Neuroprotective care and the unit environment
(e.g. ward rounds).

Developing opportunities for trainee psychologist
or psychotherapist placement or research activity
to support resilience of the service.

To engage with, and where appropriate conduct,
psychological research in the neonatal setting.
Adopt a consistent approach of psychological
model between support for staff and families to
facilitate psychologically informed environment.
To offer a psychological perspective to the
development and review of staff- and family-
facing policies and procedures within the team.
To develop psychologically informed
environments through the attention to the
environment, staff training and development and
embedding of psychological care into policies and
procedures
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“Targeted” — Pathways of care for targeted groups

Families (Infant, Parent-infant or Parent/Carer)

¢ Facilitation of formulation-led care planning for
infants and families through psychosocial or
formulation meetings.

e Supporting parents and staff to connect with
infants’ experiences and needs through brief
parent-infant interventions (e.g. NBO).

e  Symptom/risk monitoring for families.

e Single session/brief support focused on distress
reduction, developing coping skills, adjustment to
diagnosis, decision making, adjustment to
transition (e.g. repatriation).

e  Support for families during end-of-life care and,
where appropriate (e.g. when already involved),
following bereavement alongside bereavement
team.

e Informing family care plans based on individual
therapeutic work.

e Co-ordinating with external agencies to create
packages of effective support.

Staff (Individual or Team)

e Single-session/brief individual wellbeing support to

staff for work-related psychological needs.

e Collective responses following specific episodes

(e.g. debrief-to-manage; collective trauma
responses such as Tree of Life workshops).

e Consultation to staff about their work with families

with complex psychological needs.

e Training needs analysis of psychological aspects

of team’s care.

e Enhanced training for staff (e.g. trauma informed

champions) in psychological practice.

e  Support for staff working with extreme pre-term

babies and those babies and families requiring
palliative care or following bereavement.

System (unit environment, organisational culture)

Consultation, supervision and training for staff in
management positions about compassionate
leadership when difficulties arise.

Developing programmes of work which include
co-produced training around culture, team
working and psychological safety where teams
request more support or needs are identified
Supervision of research (masters/doctoral level)
which explores the lived experience of families or
staff on the NNU, and which can be useful to
positively develop care

Developing unit guidance on all aspects of
biopsychosocial care and collaborating on
guidance related to team structure and functioning
and addressing challenges.

Support with unit guidance on all aspects of
outreach and follow up, including the development
of psychologically informed and trauma-informed
clinics and outreach services.
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Families (Infant, Parent-infant or Parent/Carer)

e Formulation led psychotherapeutic assessment
and intervention for families with complex, clinical,
or chronic experiences of psychological difficulty
(including complex bereavement):

e Parent-infant interventions (e.g. video interactive
guidance, parent-infant psychotherapy, Watch
Wait Wonder)

¢ Individual talking therapies (e.g. acceptance and
commitment therapy, compassion focused
therapy, cognitive behaviour therapy, narrative
exposure therapy, EMDR)

o Couple and family therapy to support family
functioning

e Risk assessment and management for adults
presenting with significant risk of harm to self or
other.

e Working within the MDT when there are
safeguarding concerns due to parental mental
health concerns or issues around capacity,
consent or relationship complexity.

Staff (Individual or Team)

System (unit environment, organisational culture)

Dialogical or systemic intervention to support repair e
of staff-family relationships following significant
ruptures.

Short package of therapeutic sessions for staff
members in specific situations (such as pregnant
member of staff, staff returning after baby loss,
returning to work after sickness, work-based
anxiety).

For longer-term work, referrals to appropriate
services (GP, IAPT, staff support service)
Collaborating with management, to provide
assessment and signposting for staff experiencing
significant psychological difficulty for whom
alternative staff wellbeing support is not accessible.
Clinical Supervision of trainee psychologists and
psychotherapists in line with professional bodies
requirements

Specialist organisational development
interventions in situations of significant systems-
based challenge.

NB: Where recommended staffing levels are not met, it is not possible to provide all of the support listed above and activities must be prioritised based on

service needs.
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4.16 Pharmacists

Pharmacists are key members of the neonatal multidisciplinary team (MDT). All neonatal
units should have access to a pharmacist, whose job plan contains identified, protected
capacity for providing advice and support (67). A pharmacist’s in-depth understanding and
interpretation of altered and rapidly shifting physiological, pharmacokinetic and
pharmacodynamic processes in neonates and critically unwell patients is essential to safe
and effective medicines use (68). Pharmacists are experts in managing neonatal medication
risks, particularly in relation to the use of off-label and unlicensed drugs.

As well as reviewing prescriptions for individual patients to ensure appropriateness, efficacy
and safety, pharmacists also provide support and advice on a unit-wide strategic basis.

(69)

Clinical
e Supporting the safe and effective use of neonatal parenteral nutrition

e Provision of advice on medication initiation, monitoring and review in multidisciplinary ward
rounds
- Routine pharmacist participation in MDT meetings and ward rounds should be standard
practice to optimise medication management and support real-time decisions
o Ensuring safe and effective supply of medicines on the ward and at discharge
e Advising on therapeutic drug monitoring and monitoring for adverse effects

Education
e Provision of training and support to the neonatal MDT on prescribing and administration of
medicines

e Educating parents and family members on how to use medicines

Governance
e Ensuring the development of safe and effective guidelines for medicines use; particularly

important in the neonatal population due to a high degree of unlicensed and off-label
medicines use (70)

e Assessing suitability of individual medicines for use within the neonatal population

o Developing systems to prevent medication errors and responding to such events when they
do occur

o Ensuring that electronic systems such as electronic prescribing and medicines administration
systems (EPMA) and intravenous drug pump libraries are safe and effective in use

Reducing harm from medication use is the key aim of the WHO Global Patient Safety
Challenge Medication Without Harm (71). Availability of specialist neonatal pharmacists has
been shown to reduce harm from medication and improve patient outcomes (69).

In addition to a reduction in medication errors, evidence from adult critical care demonstrates
that inclusion of pharmacists within the core MDT improves outcomes: reducing mortality,
lowering length of stay, preventing adverse drug events, identifying drug-drug interactions
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and reducing costs (72—79). Routine pharmacist attendance at the multidisciplinary ward
round is essential to realising these benefits (80).

Pharmacy staffing recommendations for neonatal units have been published by the Neonatal
and Paediatric Pharmacy group (NPPG) (81).

When resourced to the staffing levels stated in the recommendations, the following support
can be provided:

Pharmacist Support
Clinical

e Advice on high cost, high risk or restricted medications
e Advice and co-ordination of parenteral nutrition
e Prescribing (where the pharmacist is a qualified independent prescriber)
- Creation and development of standardised prescribing protocols for complex therapies, to
improve safety e.g. parenteral nutrition

Education

e Education and training of members of the neonatal MDT and the wider pharmacy department
¢ Ongoing training and competency assessments for new neonatal pharmacists, to address
complexity of neonatal care

Governance

o Development and maintenance of medication-related guidelines

e Review of all clinical guidelines mentioning use of medication

e Contingency planning for drug shortages

¢ Introducing new medicinal products and associated formulary requests

e Cost saving measures

e Review of medication errors, and implement interventions to reduce medication errors

¢ Governance and methods of managing medication-related errors, including attendance at
relevant Governance meetings

e Day to day support for transport teams

e Support for advancing technologies designed to support safer prescribing and administration,
including the maintenance of Smart Pump drug libraries and ensuring that electronic
prescribing systems are suitable for use within neonatal units

Research

e Quality improvement and audit
e.g. reduction in medication errors, improved parenteral nutrition outcomes
— to measure pharmacy impact

o Pharmacists should be aware of the neonatal unit research strategy and have the opportunity
to develop skills to promote, support, and deliver research

Where recommended staffing levels are not met, it is not possible to provide all of the
support listed above: the priority is direct patient-facing clinical activity.
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4.17 Governance

Robust pathways need to be in place to support clinical governance to provide assurance of
patient safety and quality of care across the organisation. These should be developed by
service leads and local leads for clinical governance with support from the network as
appropriate.

The responsibility for governance sits with the employing trust and it is their responsibility to
ensure suitable governance protocols are in place to support the AHPPP workforce. This will
include line management, professional supervision, robust complaints and competency
procedures. Trusts and NNUs should also work to develop and maintain a culture where
psychological safety, particularly around the reporting and acting on risks and concerns is
prioritised, with opportunities to learn and develop from errors and a duty of candour as
standard.

The Operational Delivery Network does not hold the risks which sit at trust level. However,
the ODN may be able to provide support to AHPPPs in a number of ways (see appendix 3).

4.18 Measures of access, activity and impact

It is recognised that measuring the impact of neonatal AHPPPs is difficult. In the neonatal
population improvement in outcomes is often not measurable until later in life. However,
improvements in quality of care delivered and family experience can and should be
measured.

Core metrics reflecting access to, and activity and impact of AHPPPs and services have
been developed for each profession by the Neonatal AHPPP Leads to support
benchmarking and consistency in care delivery across the Neonatal Networks.

4.19 Data

A combination of quantitative and qualitative methods should be used to assess AHPPP
contributions to infant, family and staff outcomes, multidisciplinary working, and overall care
quality. Regional and local data provide detailed insights into specific services, yet national
data collection is essential to comprehend overarching trends and variations in care.
Therefore, contribution and sharing of data at each level, in accordance with data
governance protocols, is crucial. Consideration should be given to the following aspects:

Defining key performance indicators or key deliverables

These will vary for each hospital/NNU depending on service delivery and unit priorities, but
may include:
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¢ Clinical outcomes (such as length of stay, breast feeding rates, readmission rates)
e Long term outcomes for infants and families

¢ Rates of referral for onward AHPPP support following discharge

e Parent and family satisfaction, participation, wellbeing/mental health or confidence

o Staff uptake and feedback on teaching, support, reflective practice etc.
Collection and analysis of data

e Core metrics will vary for each profession. Profession-specific measures should link
with key deliverables and demonstrate impact on service and outcomes

o Where possible, data should be collected pre and post changes with AHPPP
services (such as uplift in staffing, or change in model of care)

¢ A combination of qualitative and quantitative methods should be used, across all
universal aspects of neonatal care not just clinical (such as teachings/education and
feedback)

e Where risks are identified due to AHPPP staffing or services, these should be
detailed on local risk registers and through incident reporting

Continuous improvement
¢ Research and evidence-based practice is one of the four pillars of practice for

AHPPPs. This may be in the form of quality/service improvement or more formal
research projects depending on capacity and experience

¢ All neonatal AHPPPs should be leading and participating in multidisciplinary quality
improvement projects across the NNU to enhance patient care

4.20 Performance

In relation to service performance, AHPPPs remain accountable to their line managers and
clinical leads. Where formalised upskilling or clinical supervision is required, Trusts have a
duty to meet the needs of their staff. Responsibility lies with the Trust to ensure business
continuity during leave/absence, particularly with lone-practitioners.

When raising concerns around performance, local escalation pathways should be used in
the first instance. Further information on raising concerns can be found online (82,83) and
AHPPPs can also request external support from their respective professional bodies.
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5 Equality impact assessment

Achieving equality of health outcomes requires identification of barriers and biases, and
targeted action to overcome specific inequalities, discrimination and marginalisation
experienced by certain groups and individuals. Diversity is essential to providing
compassionate care to patients as well as staff.

In 2023, the NHSE produced the first equality, diversity and inclusion improvement plan
which:

e Sets out why equality, diversity and inclusion is a key foundation for creating a caring,
efficient, productive and safe NHS

¢ Explains the actions required to make the changes that NHS staff and patients expect
and deserve, and who is accountable and responsible for their delivery

e Describes how NHS England will support implementation

¢ Provides a framework for integrated care boards to produce their own local plans.

This document’s aim is to support the consistent and equitable delivery of AHPPP services
across London within the context of local staff and community needs. We encourage
collaboration with different service level users and providers in order to support the creation
of this document. Initial engagement with key stakeholders across London included sector
and clinical leads, neonatal nursing managers, therapy managers, and clinical staff. There
will also be consultation with the London Neonatal Parent Advisory Group in order to enable
the parent/ service user voice to be recognised.
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Appendix 1: Workforce planning to develop
AHP/Psych provision on neonatal units

Why bother?

Workforce plans are a tool. They help us to build a robust case for change. They enable us
to do the first stages of the work required to develop our workforce.

Across London, the provision of Allied health professionals (AHPs) and psychological
professionals within NNUs is poor. There is no unit which reaches staffing standards for
each member of the team.

This document is a guide to writing a workforce plan. This plan can then be used to make
the case for change.

There are five steps to making a plan. It is worth going through them in turn as you may find
otherwise that you have missed steps which later turn out to be important.

1. Define the plan

2. Consider demand and professional recommendations

3. Map the service change

4. Create an aspirational plan

5. Implement, monitor and refresh

Each of these steps is described below.

Define the plan

! y of a ‘ What is is the purpose of the plan you are writing? Be clear
nd miles about why you are doing this and the goal you are trying to
. achieve.

What is the scope of the plan? Does your plan cover just
one hospital or a group of units? Define the time period over
which you want your workforce plan to come to fruition.

Who owns the plan and who will you collaborate with to
write it? Think about groups like unit staff, therapies teams,
community teams, families, and the ODN team. This is a tricky step as more engagement
means more time commitment and more work. But the more engagement and collaboration,
the more likely your plan will be a success. Try to consult with as many key stakeholders as
possible, as this will start conversations and open up opportunities. But be thoughtful in your
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planning — bring everyone together rather than trying to have multiple conversations or give
people the chance to input in writing or through a survey. When you collaborate and consult,
you bring people with you on the journey.

6.1 Consider demand and professional recommendations

What activity is currently happening? Look at where you are using AHPs and Psychological
professionals at the moment, and where you could use them if you have the workforce.
Remember lack of referrals or under-use of a non-embedded professional doesn't indicate
lack of need. An embedded model of care, with AHP/Psych professionals working directly on
the unit (rather than just providing a referral only or in-reach service) is the best model to
provide good care to babies, families and staff.

Look at the published professional specifications.
- Dietetics: https://www.bda.uk.com/specialist-groups-and-branches/paediatric-
specialist-group/paediatric-sub-groups-home/neonatal-dietitians-sub-group/neonatal-
dietetic-workforce-recommendations.html

- Occupational therapy: Occupational Therapists | British Association of Perinatal
Medicine (bapm.org)

- Physiotherapy: https://www.bapm.org/pages/200-physiotherapists

- Psychological professionals: https://www.bapm.org/pages/204-psychologists

- Speech and Language therapy: https://www.rcslt.org/speech-and-language-
therapy/clinical-information/neonatal-care/

You can also look at the BAPM standards which has all the recommendations in one place:
https://hubble-live-
assets.s3.amazonaws.com/bapm/file asset/file/1494/BAPM Service Quality Standards FINAL.pdf

Look at page 30 for AHPs and page 34 for psychology.

Think about what the professional specifications and the local therapists recommend and
look at what is happening in other units of a similar size and acuity. How much care are they
able to give for the provision that they have? What is included and what is missing?

Calculate what WTE you should have for each therapist based on your cot numbers. The
ODN team have these calculations so can also help with this step.

6.2 Map the service change

Building on the work you did defining the plan, what are the goals and benefits of change?
Make these explicit. This will support business cases. What are the drivers for this

(E.g. NCCR, Long term plan, trust policies, MMBRACE data etc.) Again, this supports your
ability to make a robust case for change.
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Be honest about the constraints and issues which may make achieving the plan challenging.
Think about the trust and unit financial position, efficiency savings you are being asked to
make, lack of data, difficulty linking existing data with outcomes.

Describe the options you have considered when building the plan. Then describe the most
effective and desired model. Stakeholders are important here as they will have a view on
what will work best in practice. Make it clear how this option will link with other initiatives
(Bliss, BFI, FiCare, Developmental care etc.) for mutual benefit.

6.3 Create an aspirational plan

Describe where you will be at the end of the plan. For example, “in five years’ time we will
have a full MDT all working at least 50% of staffing standards”. Be positive and aspirational.
Then break down the plan into manageable steps i.e. What do you want to achieve in year 1,
What you will achieve in two, three, five years etc.

In your plan, describe how these professionals will work. Think about what team they will sit
under, the model of care they will provide, supervision and governance structures, cross
cover for leave etc. Include a plan for succession, CPD of the whole team, including the new
AHP/Psych team and how you will enhance MDT working.

Describe the actions you will need to take. The ODN team can support you in thinking about
this. Plan to write business cases, consider alternative sources of funding, reconfigure
spending.

In business cases you could include Datix (incident reporting), entries in risk registered,
parent feedback and activity data, so plan to gather these pieces of information to support
you implementing your workforce plan.

Implement, monitor and refresh

That’s your plan written. Now the challenge is to start
acting. Work with acute, community services, and the ODN

1f the plan to achieve your goals.
doesn't work As you go, evaluate progress against key milestones and
chan ge the predicted outcomes. Are you achieving what you set out to? If
not, why not? How can you adapt what you’ve written to the
plan , not the new situations you find the unit it. Don’t lose hope when things
go al. don’t go to plan — see it as an opportunity to collect more

evidence to build into your plan as you go about effecting
change. Adapt and develop your plan as you go, to respond to the current climate and needs. Use
your stakeholders to support you in continuing towards your plan.
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Workforce Plan Template

Workforce plan for (name of unit(s):

Date plan started:
1. Define the plan

What is the purpose of your plan?

Key information:

Which units/hospitals does your plan cover?

What time period does this workforce plan cover? (aim for 3-5 years)

Which professions are you including? (circle/tick)
Dietetics

Physiotherapy

Occupational Therapy

Speech & Language therapy

Psychological professionals

Pharmacy

Who is writing this plan?

Remember the ODN team are happy to support you in the development of this plan.
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/Who are the stakeholders? (Put in names if you know them) \

Parent/family reps:

Therapies teams (including practitioners working on units and managers):
Community teams

Unit staff:

ODN team

Others:

How will you seek the views of these stakeholders?

Why do you feel it is important to engage stakeholders in the development of this plan?

N /
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2. Consider demand and professional recommendations

g e ™

How many declared cots do you have? What level of provision do other similar
units in your sector/region have?

What is the breakdown of cots?:

NICU
LNU What are your biggest gaps?

SCBU

Transitional care

-

Calculate the amount of provision you require from the following professionals:

J

J
\
Dietetics

Occupational therapy
Physiotherapy

Psychology

Speech and Language therapy

Pharmacy

You can find these recommendations all in one place here https://hubble-live-
assets.s3.amazonaws.com/bapm/file asset/file/1494/BAPM Service Quality Standards FINAL.p
df

Look at p 30 for AHPs and P34 for psychology.

- /

What provision do you already have? What is your gap in provision? (how much
(write WTE and banding) more do you need to reach staffing
standards?)
Dietetics

Dieteti
ietetics Occupational therapy

Occupational therapy Physiotherapy

Physiotherapy Psychology

Psychology Speech and Language therapy

Speech and Language therapy Pharmacy

Ph
armacy Ask the ODN team if you need some help

working out your staffing gap.

o AN J
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3. Map the service change

What are the drivers for change (what makes you want to do the work to increase your Ph
and psychology workforce?)

Consider the NCCR, the LTP, the MMBRACE and other mortality data, Bliss charter, FiCare
wcies, BAPM standards, trust policies and local priorities) J

/V\lhat would be the benefits of improving provision for the babies and families? \

What would be the benefits of improving provision for the MDT?

For each profession?

Dietetics

Occupational therapy
Physiotherapy

Psychology

Speech and Language therapy

Pharmacy
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4 R

What are the challenges, constraints and issues in your unit(s) that make increasing provision
more challenging?

/V\lhat is the alternative to developing the AHP/Psychology workforce? \

What is the risk of ‘doing nothing’? Can you develop the unit in other ways without increasing
the workforce?

\_ _/

What do your stakeholders want you to do? (in particular what are the priorities of unit teams
and parents and carers?)

o )
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4. Create an aspirational plan

~

For example: In five years’ time we will have a full staffed workforce for OT, Physio, SLT,
Dietetics and Psychology.

State your objective:

Be specific — make it specific, measurable and timed, and based on the evidence (the staffing
standards and BAPM standards)

\_ )

This is the section where you can be specific both about the WTE and banding you are
aiming form, and planning for success by thinking more in depth about each of these roles.
Use the therapies team to help you think about this.

Who will manage this person? Who will supervise their work and provide profession specific
clinical governance. Who will provide cross cover for leave? Have you thought about
succession planning?

How will this person support the whole team (as well as providing direct care to babies and
families?). Think about FiCare, Bliss, Dev care, CPD for the staff team, staff support etc.

If you don’t know the answers to these questions, please flag this to follow up in section 5.

(w

~

hat is your objective for Dietetics?

AN

o
(w

hat is your objective for Psychology?
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/VVhat is your objective for Occupational therapy? \

=\
AN

What is your objective for Physiotherapy?

("
AN

What is your objective for Speech and language therapy?

NS
AN

What is your objective for Pharmacy?

© London Neonatal Operational Delivery Network




5. Action planning:

In this section include:

e Datix (incident reporting) you need to enter

o Entries in the risk register

e Parent feedback you plan to gather

e Activity data or referral rates you want to collect

o Business cases you need to write

e Meetings with ODN team you plan to have

e Meetings with trust staff (e.g. business managers or finance teams) you plan to arrange

e you could bring forward any areas that you have noted above where you need more
information to plan new roles or develop existing provision

4 N

What do you need to do?
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6. Implement, monitor and refresh

Actions we need to take in the next week:

AN

/Actions we need to take in the next month:

N
-

Actions we need to take in the next three months:

AN

. /

How will you keep this plan alive and progressing?
When will you next meet to review your progress on this plan?

/Notes on implementation and review \
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Evidence base for embedded AHP & Psychological Professionals

Generic

“Developing a model of service delivery in which mental and physical healthcare are
integrated into the work of maternity and health visiting services generates nearly half a
billion pounds of net benefit over a ten-year period” (Bauer, Tinelli & Knapp, 2022).

“Standardised assessment tools show high predictive value for risk for cerebral palsy,
leading to improved access to El (Novak et al, 2017; Morgan et al, 2019).

Early intervention: good-quality evidence for involvement of parents in task-specific
intervention programmes to improve motor and cognitive outcomes in children with CP
(Morgan et al, 2021).

It is estimated that a modest increase in breastfeeding rates could save over £17million
annually due to the reduction in four infant illnesses (diarrhoeal disease, respiratory
infection, otitis media and necrotising enterocolitis (Rengrew et al, 2012).

Occupational Therapy

Evidence base to support occupational therapy on the neonatal unit as outlined in RCOT
Practice Guidelines:

Occupation Based assessment
Developmentally supportive care
Pain Management (reduction of stress)
Skin to skin

Touch

Postural support

Infant feeding

Parent engagement

Parent support

Identifying developmental concerns
Early Intervention

Psychological Professionals

Evidence base to support Psychology for infants, parents and families

o Neonate graduates and their families experience higher rates of mental health
problems which need support (Grunberg et al, 2019; Malouf et al, 2021, Feeley et al,
2021, Lefkowitz, Bext & Evans, 2010))

e Maternal suicide is the leading cause of preventable death in the 2 years after having
a baby (MBRRACE-UK, Nov 2021).

e There is a good evidence base in the NICE guidance for therapeutic approaches
(Cognitive behavioural therapy (CBT), Eye movement, desensitisation and
reprocessing (EMDR), Compassion focused therapy (CFT), Acceptance and
commitment therapy (ACT) and Narrative exposure therapy (NET) (NHSE/I, 2019;
Adams, Harvey & Sweeting, 2022a; NICE, 2017)
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e Babies and families receiving psychological support are happier and healthier (NIHR,
2022)

e There are long term clinical and financial benefits to early psychological intervention
(Lean et al, 2018; Lakatos et al, 2019; NICE, 2019; Bauer et al, 2014)

Evidence base to support Psychology for staff and teams

o 25% of staff sickness is due to mental health difficulties and 40% of staff in paediatric
critical care settings experience one or more of PTSD, moral injury and burnout
(D’Urso et al, 2018; NHS Digital, 2022)

o Staff stress impacts on retention, sickness, staffing ratios and patient safety
(Salvagioni et al, 2017; Eriksoon, Starrin & Janson, 2008)

e Psychological input can reduce stress related sickness and result in clinical and
financial savings (McGarry et al, 2013; Braithwaite, 2008)

¢ When staff are well supported litigation rates are lower and working environments
and culture are improved (Barbosa, 2013; Chandraharan & Arulkumaran, 2006;
Ockenden, 2022)

Physiotherapy
Evidence based to support physiotherapy intervention on the neonatal unit taken from
Guidance for Good Practice for Physiotherapists Working in Neonatal Care (APCP, 2020):

o Developmentally supportive positioning and handling reduces stress

e There is an evidence base for using positioning aids and the benefit of input on head
shapes

o Kangaroo care optimises neurodevelopmental outcomes
Strong evidence for predicative ability of neonatal assessment tools

e Posture, tone, movement patterns can be noted using detailed neurological
assessments resulting in early intervention (El).

e EIl programmes can address flexed, midline postures reducing extensor bias

e Evidence for MDT approaches

e Evidence for empowerment, education and follow up

Speech & Language Therapy

e Early identification: Infants at high risk of feeding difficulties Jadcherla, Am. J. Clin.
Nutr.2016, Hawdon et al, Developmental Medicine & Child Neurology.2000

e Early Identification: Infants at risk of speech, language and communication difficulties
(Rabie et al, J Perinatol. 2015, Vohr, Semin Fetal Neonatal Med. 2014)

¢ Increased risk of speech, language and communication difficulties: Sentenac M,
Johnson S, Charkaluk ML, Séppanen AV, Aden U, Cuttini M, Maier R, Mannamaa M,
Zeitlin J; the EPICE group. Maternal education and language development at 2 years
corrected age in children born very preterm: results from a European population-
based cohort study. J Epidemiol Community Health. 2020 Apr;74(4):346-353. doi:
10.1136/jech-2019-213564. Epub 2020 Jan 29. PMID: 31996408.
Ene, Daniela, et al. "Associations of socioeconomic deprivation and preterm birth
with speech, language, and communication concerns among children aged 27 to 30
months." JAMA network open 2.9 (2019): e1911027-e1911027.
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e Optimise long term feeding and speech, language and communication outcomes:
Pineda et al Murphy et al, Infant, 2021, Harding et al, Journal of Neonatal Nursing,
2019, Evans et al, Infant Behaviour and Development, 2014)

¢ Increased breastfeeding rates at discharge: O’Brien, Lancet Child Adolesc Health.
2018, Mitha et al, Matern Child Nutr. 2019

¢ Reduced length of stay: Harding et al, Journal of Neonatal Nursing 2022, Jackson et
al ,Acta Paediatr.2016), Banjeree et al, Archives of Disease in Childhood - Fetal and
Neonatal Edition. 2019)

Dietetics
e Embedded dietetic provision on is associated with improved nutritional status (Olsen
et al, J Am Diet Assoc 2005; Sneve et al, Nutr Clin Prac 2008).
¢ Increased survival (National Audit Office 2008).

e Attenuating the effects of critical illness (Ehrenkranz et al, Pediatr Res 2011).

¢ Improved neurodevelopmental outcomes (Ehrenkranz et al, Pediatrics 2006; Isaacs
et al, J Pediatr 2009).

e Parenteral nutrition (NCEPOD 2010; Garg et al, JPEN 2017).

e Standardised nutritional practices (Wiedmeier et al, Am J Perinatol 2007; McCallie et
al, J Pernatol 2011; Patole et al, Arch Dis Child Fetal Neonatal Ed 2005).

e Keeping mum and baby together — early discharge (Marino et al, Arch Dis Child
2018).

¢ Reduced length of stay (Carvalho-Salemi et al, J Acad Nutr Diet 2017; Jeong et al,
BMC Pediatr 2016).
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Appendix 2: List of key national documents

e The British Association of Perinatal Medicine Service and Quality Standards for
Provision of Neonatal Care in the UK November 2022

e NHS-E Neonatal critical care service specification (March 2024)

e Final Report of the Ockenden review

e Neonatology GIRFT National Report

e Neonatology GIRFT supplementary workforce report
(Note - you will need to sign up to Futures NHS platform to access the GIRFT reports if you
do not already have an account)

e |Implementing the Recommendations of the Neonatal Critical Care Transformation
Review

e Three Year Delivery Plan for Maternity and Neonatal Services

o Dietitian Staffing on Neonatal Units - BDA

o Knowledge and Skills Framework for Dietitians Working within Neonatal Services -
BDA

e Neonatal SLT Staffing Levels 2023 - RCSLT

e Occupational therapy staffing on neonatal units - RCOT

e Occupational therapy in neonatal services and early intervention - RCOT

e Physiotherapy Neonatal Staffing Recommendations - APCP

e Guidance for Good Practice for Physiotherapists Working in Neonatal Care - APCP

e Psychology Staffing on the Neonatal Unit
¢ Pharmacy Staffing Standards for Neonatal Services - NPPG
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https://www.bda.uk.com/asset/A05126FB-F304-4AB4-B5D6479A33EA04D3/
https://www.bda.uk.com/asset/A05126FB-F304-4AB4-B5D6479A33EA04D3/
https://www.rcslt.org/wp-content/uploads/2023/03/Neonatal-staffing-levels-2023.pdf
https://www.rcot.co.uk/node/7505
https://www.rcot.co.uk/practice-resources/rcot-publications/downloads/neonatal-services
https://apcp.csp.org.uk/content/neonatal-staffing-recommendations
https://apcp.csp.org.uk/news/2020-11-04-new-publication-guidance-good-practice-physiotherapists-working-neonatal-care
https://hubble-live-assets.s3.amazonaws.com/bapm/redactor2_assets/files/1241/Psychology_Staffing_on_the_Neonatal_Unit.pdf
https://nppg.org.uk/wp-content/uploads/2022/10/NPPG-Neonatal-Staffing-Standards-V2.pdf

Appendix 3: What the ODN offers to support

AHPPPs

Growing the
workforce

Clinical support

Education &
Training

Clinical Governance

Individual meetings
to establish
benchmarking and

gaps

Support with
business cases and
AHPPP workforce
development plans

Support with
recruitment
processes and
inductions

Facilitation of
regular virtual peer
support groups

Face to face peer
support days

Ad-hoc 1:1 meetings
for informal support
as required

Facilitation of clinical
supervision
agreements as
required

Identification of
training needs for
AHPPPs and
provision of
education/study
days as required

Signposting to
relevant courses
and study days

Support for clinical
AHPPPs to deliver
content on MDT
network wide study
days

Working groups for
sector or network
wide guidance

Sharing of relevant
resources

Support with
development of
resources/guidelines
and quality
improvement
projects as required
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Appendix 4: Neonatal Physiotherapy
Standards of Care Measure

Neonatal Physiotherapy Standards of Care Measure

Neonatal Unit:
Level:
Head of Service:

Matron:

Overall summary

Developmental care

FiCare

Follow up

Research / service improvement

Teaching / training

MDT working

Physiotherapy service

Current provision:

e WTE including banding

e Funding stream

e Deemed adequate, understaffed, significantly
understaffed

Recommended staffing levels:

e Current business cases / plans

Neurodevelopmental input:

e Preterm infant assessment (<30/40 as per NICE
guidelines)
e High risk term infants
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e Specialist neurological / neurodevelopmental
assessments (Prechtl GMA, LAPI, HNNE,
TIMP)

Other risk factors

Developmental input

Early intervention service

SOP / service specification

Respiratory input:

Preterm infants

Term infants

Out of hours

Provided by?

Teaching / training for competencies
Service specification

Orthopaedic/MSK input:

e Specialist assessment by PT on neonatal unit
¢ Inpatient treatment / management
e SOP / service specification

Follow up service:

Follow up in line with NICE guidelines
PT present for clinic appointments
Access to PT on request only

SOP / service specification

Developmental care:

PT inputs to developmental care standards
MDT teaching / training

Parent/Family teaching / training

SOP / service specification / guidelines

FiCare:

PT inputs to FICare standards

MDT teaching / training

Parent / Family teaching / training
SOP / service specification / guidelines
Brazelton/ FINE?

MDT working:

PT attends MDT meetings

PT attends neonatal training / teaching
PT leads teaching / training for MDT
PT leads teaching / training for families

Projects/Service improvement:

e PTinvolved in service improvement projects
e PT involved in formal research projects
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Resources

Developmental Opportunities:

e Educational courses available
e Supported with applications for development
e Career pathways

Scoring

Sector Score | Description

Staffing No current service and no desire for business case

Provision No current service but want and provisional ideas for business
case

Ad hoc in reach for particular high need caseload

More regular service but staffing significantly low (<50%)
Consistent service but staffing below recommendations (50-90%)
Fully staffed to current staffing recommendations (>90%)

No current service

Screening for specific caseload only without formal assessment
tool

As above, but also able to provide some limited intervention
Assessment/intervention pathway for some infants at risk
Targeted/specialist assessments for infants and some El provided
Targeted/specialist assessments and El service for all infants at
risk

aArrwWON-0

Neurodevel
opment

aArrwWON-0

No current service

Occasional ad-hoc service staffed by paeds/non-neonatal team
Ad hoc service staffed by paeds or neonatal with some specialist
training

Partial service offered, with MDT training for optimising
management

5 day service by specialist neonatal resp, with consideration for
OOH

Full 7 day service, specialist neonatal resp skills, SOP/pathways

Respiratory

aAbhwN-0O

No current service

Occasional ad-hoc service staffed by paeds/non-neonatal team
Ah-hoc service staffed by paeds or neonatal with some specialist
training

Ad-hoc service staffed by specialist neonatal/ortho team

5 or 7 day service with SOP for OOH management

5 or 7 day service with SOP and specialist clinics in-house

Orthopaedic
/ MSK

aArrwWON-0

No current service

Occasional PT involvement when required

Access to PT or irregular input to follow up

PT in follow up, no standardised assessments used

PT in follow up using standardised assessments. Not meeting
NICE standards

PT embedded in follow up, adhering to NICE standards as
minimum

Neurodev
follow up

A WON-0

[@)]
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Dev Care 0 No current service
1 Consideration of DC given when assessing/treating infant
2 Ad-hoc DC input
3 Regular DC input, but no involvement in teaching/education
4 Regular DC input and some teaching/education on unit and parents
5 DC principles underpinned in audit and continued education to
MDT and parents
FiCare 0 No current service
1 Some consideration of FIC given when assessing/treating infant
2 Parents involved with therapy and therapists knowledge of FIC
3 Involvement in FIC principles on unit, but no teaching/education
4 Regular FIC input and some teaching/education on unit and
5 parents
FIC principles underpinned in audit and continued education to
MDT and parents
MDT 0 No current service
Working 1 MDT know how to refer to physio
2 Regular referrals made; physio considered during MDT/ward
3 rounds
4 Physio present on unit and some involvement in MDT, occ
5 teachings
Embedded into team, some regular meetings and education
Embedded into MDT, frequent meetings and teachings/education
Projects/ 0 No current service
Service 1 Occasional input to QI projects on the unit or PT neonatal focused
Developme | 2 Involvement in a few QI projects on the unit
nt 3 Leading with QI projects specific to neonatal unit
4 Regular involvement and leading of PT QI projects and/or research
5 Regular involvement & leading of MDT QI projects and research
Resources/ |0 No current service
Developme | 1 No neonatal specific resources, use of paeds/generic ones only
nt 2 Some resources but no training opportunities
opportunitie | 3 Some resources, and some training opportunities (i.e. B6 rotational
S 4 post)
SOP/pathways available, some career progression (different
5 banding in team)
SOP/pathways available, good opportunities for career progression
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Appendix 5:
AHPPP provision in Transitional care

Transitional care is organised differently in different hospitals and trusts, and in some places
it is within or under maternity services and in other places is staffed by or run by neonates.
Whatever the organisation of transitional care within the trust, the following 6 guides outline
the role of allied health professionals, psychological professionals and pharmacy with
transitional care babies and their families and staff.
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Dietitians

#NatNeoR

National Neonatal Network Dietitians in England

Dietitians working in Neonatal Transitional Care

Introduction

The 2017 BAPM Framework for neonatal transitional care (NTC) defines NTC as: “care
additional to normal infant care, provided in a postnatal clinical environment by the mother or
an alternative resident carer, supported by appropriately trained healthcare professionals”.

Dietitians play a crucial role in NTC by optimising nutrition to support the growth,
development, and health of vulnerable infants as they transition from intensive care to a
lower dependency setting or discharge. Their expertise in clinical nutrition is essential for
managing the complex needs of these infants, who may have been born prematurely, with
low birth weight, or with clinical conditions affecting oral feeding and growth.

Dietitians also collaborate with a multi-disciplinary team (MDT) to address feeding
challenges, such as managing tolerance issues, fortifying breast milk, and appropriate use of
infant formulas, thus minimising the risk of malnutrition and growth faltering. Their
involvement can prevent hospital re-admissions due to nutrition-related complications (e.g.
suboptimal growth, poor feeding), supporting a smoother transition to family care and
potentially reducing healthcare costs.

In addition, dietitians support the education, training and implementation of national and
network nutritional guidelines and evidence-based practices, ensuring quality and
consistency of care across neonatal services. By optimising nutritional care in NTC,
dietitians help improve outcomes for infants (particularly for those at risk of poor growth and
development), support the maintenance of parent-infant feeding relationships, and their
families; ultimately enhancing long-term health and quality of life.

Level of competency required

As outlined in the British Dietetic Association (BDA) Neonatal Dietitians Group (NDiG)
Knowledge and Skills Framework for Dietitians Working within Neonatal Services, dietitians
working in NTC should demonstrate the following competencies:

e Experience and understanding in infant nutrition (foundation level in relation to
clinical understanding, nutritional assessment, nutritional requirements, nutritional
management, MDT working, clinical governance, and education)

e Completion of e-learning for health ‘Introduction to AHPs in Neonatal Care’ and
‘Neonatal Dietetics Foundation’ Parts 1 and 2 (including the workbook)

¢ Regular clinical supervision from a paediatric dietitian competent in neonatal dietetics
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https://www.bda.uk.com/specialist-groups-and-branches/paediatric-specialist-group/paediatric-sub-groups-home/neonatal-dietitians-sub-group/neonatal-dietetic-workforce-recommendations/neonatal-workforce-and-knowledge-and-skills.html

e A clear pathway for escalation of concerns, networking with others, and clinical
queries or concerns (either in-house or externally)

Role of the dietitian in NTC

Universal

FiCare
e Baby Friendly Initiative (BFI) — support training, implementation and accreditation
e Support and promote neurodevelopmentally appropriate anthropometric measurements and
Infant Feeding
o Working with parents as partners in care and empowering parents to be primary carers

Quality Improvement

Staff Training & Education

Nutrition screening

Growth monitoring

Appropriate use of infant formulas
Micronutrient supplementation

Infant Feeding support
e Early breast milk
e Expressing support

Targeted

Nutritional interventions & clinical governance relating to:
o Enteral feeding (method/route/frequency/feed type)

¢ Nutritional aspects of transitioning to oral feeding

¢ Human milk fortifier use

e Micronutrient supplementation

e Procurement and appropriate use of specialist infant formulas
Specialised

¢ Infants transitioning from NNU requiring ongoing dietetic input (See London Neonatal ODN
referral & triaging criteria guideline)

e Infants readmitted from the community with excessive weight loss and/or poor suck feeding
requiring complementary tube feeding
Palliative care
Infants being discharged to community children’s services with ongoing dietetic input

Adapted from: London Neonatal ODN - Physiotherapy in Transitional Care (Service Specification)
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Occupational Therapy

Occupational Therapy in Transitional Care

Neonatal Transitional Care services

BAPM produced a framework in 2017 for Neonatal Transitional Care (NTC). Transitional
care supports a model of care where mothers can be the primary caregiver to keep mothers
and babies together, for babies that have additional needs but do not need admission to the
Neonatal Unit (NNU).

NTC is defined in the BAPM framework as “care additional to normal infant care, provided in
a postnatal clinical environment by the mother or an alternative resident carer, supported by
appropriately trained healthcare professionals”. Infants that meet criteria for NTC include:

1. From Birth:
a. Gestational age 34-35+6 weeks who do not meet criteria for intensive or high
dependency care
b. Birth weight >1600g and >2000g who do not meet criteria for intensive or high
dependency care
c. Risk factors for sepsis requiring IV antibiotics but clinically stable
d. Congenital anomaly likely to require tube feeding
e. Atrisk of haemolytic disease requiring immediate phototherapy
2. Additional care needs developing on the postnatal ward or at home:
a. Inability to maintain temperature following an episode of rewarming and
despite skin-to-skin contact and/ or adequate clothing
b. Stable baby who has developed/ or been identified as having risk factors for
sepsis requiring 1V antibiotics
c. Inability to establish full suck feeds; predicted to require 3 hourly NG tube
feeds
d. Significant neonatal abstinence syndrome requiring oral medication or
additional feeding support
e. Haemolytic disease requiring enhanced phototherapy and/ or assessment of
serum bilirubin 4-6 hourly
3. Babies readmitted from the community:
a. Excessive weight loss and/ or poor suck feeding requiring complementary NG
tube feeds
b. Haemolytic disease requiring enhanced phototherapy and/ or assessment of
serum bilirubin 4-6 hourly
4. Babies ‘stepping down’ from the NNU:
a. Corrected gestational age >33 weeks and clinically stable
b. Current weight >1600g and maintaining temperature
c. Monitoring of vital signs required no more frequently that 3 hourly
d. Tolerating 3 hourly NG tube feeds and maintaining blood glucose
e. Stable baby with sepsis requiring ongoing IV antibiotics
f. Continuing phototherapy when serum bilirubin has stabilised following IV
immunoglobin or exchange transfusion
g. Additional needs (e.g. NG feeding, home oxygen) rooming in before
discharge
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h. Palliative care when parent/ carer doing most of the care

Role of the neonatal Occupational Therapist in NTC

NTC service delivery varies across hospitals with regards to location, facilities, criteria and
staffing structure therefore discussions around occupational therapy provision for transitional
care should be individualised to each hospital. Occupational therapy Staffing for NTC is
limited at present and further benchmarking is required (RCOT 2023) However OT staffing
recommendations for Neonatal Units in the United Kingdom (BAPM, 2023) recommend that
0.02 WTE per transitional care cot should be considered dependent on service delivery.

Neonatal occupational therapists have specialist skills to support the neurodevelopment for
high-risk infants who may be transferred to transitional care from the neonatal unit. OT also
have a role with providing education and support for staff and parents around universal
practices such as Family Integrated Care and Developmental Care. Family integrated care is
key within NTC, keeping mothers and babies together, OT can support parents to be
partners in care and empower parents to take the lead in their baby’s occupations in
preparation for home.

Neurodevelopmental / Neurological
Specialised | Infants with neurodevelopmental or neurological concerns that no longer require
high dependency or intensive care management but have additional needs prior to
discharge home. This may include infants with brain injuries (such as HIE, IVH
grades lI/1V, stroke), atypical tone, congenital or genetic diagnoses that may
impact on their development, or significant neonatal abstinence syndrome.
o Specialist assessments to identify any potential early difficulties and form
part of an overall developmental picture of an infant
o Individualised early intervention programme, including advice regarding
tone management and impact on occupations, attention and regulation,
positioning, equipment and adapting the sensory environment etc.
o Education and support for MDT management
o Discharge planning, including onward referral for community
Occupational therapy support following discharge

Neonatal abstinence syndrome
Infants with significant neonatal abstinence syndrome who may need an
individualised approach to support neuro-behaviour/regulation to engage in
occupations such as feeding/sleep.

o Neuro-behavioural assessment

o Relationship building with family/carers to support attunement and

responsive care giving

o Support non-pharmalogical pain/stress management
Individualised intervention programme/care plan
o Working with nursing staff and family to implement advice and plan

o
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Palliative care
Infants on palliative pathway where parents are establishing cares prior to
discharge home.

o Assessment and support for positioning and handling for comfort

o Support with adapting cares/occupations

o Support positive experiences for families e.g. wrapped bathing, massage

Musculoskeletal / Orthopaedic
Infants with congenital musculoskeletal or orthopaedic conditions such as
Obstetric Brachial Plexus Palsy (OBPP), Congenital hand deformities
o Assessment and early advice around occupations e.g. dressing, early play
o Identification for referral to specialist services

Targeted Neurodevelopmental / Neurological

Infants that meet “at risk” criteria for neurodevelopmental or neurological
difficulties, managed on transitional care unit as no longer require high
dependency or intensive care. This may include infants born very preterm
(<32/40), with IUGR, or other comorbidities.

o Standardised assessments and individualised advice to support
neurodevelopment

o Provide support and anticipatory guidance to parents in relation to
development and occupations

o Safe sleep guidance and support for discharge with consideration
of onward referral to community occupational therapy support if
required

Feeding support

Infants and parents who have difficulties with feeding related to state
regulation, positioning, infant/parent attunement

o Work alongside the MDT to consider the sensory environment,
appropriate positioning and strategies to support regulation, suck
feeding and energy conservation

Universal Family Integrated Care

o Supporting with training and education to parents, carers and staff
on family integrated care principles for optimising
neurodevelopmental outcomes
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Developmental Care

o Involvement in promotion of developmental care principles to
optimise neurodevelopment in the late preterm infant

o Advice and education on promoting optimal developmental
environment including neuroprotection for the late preterm infant

o Staff education regarding developmental care strategies,
recognising neurodevelopmental difficulties, optimising
neurodevelopmental outcomes

Neurodevelopment

o Provision of parent information (multimedia) around preparing for home
e.g. safe sleep, equipment advice and anticipatory guidance to optimize
infant outcomes available to all on TC

Quality Improvement/ Benchmarking

o Contribution to quality improvement projects specific to support for
the late preterm infant on transitional care

o Able to gather appropriate data to benchmark Occupational Therapy
services within transitional care
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Speech and Language

Speech and Language Therapy in Neonatal Transitional Care (NTC):
Service Specification

Introduction

Neonatal Transitional Care (NTC) as outlined in the 2017 BAPM framework, “supports a
resident mother to be or to become the primary care provider for a baby with care
requirements in excess of normal newborn care, but which are not sufficient to require
admission to a NNU (1-4). NTC achieves the overarching principle of keeping mother and
baby together and facilitates parenting and attachment and the establishment of infant
feeding, whilst enabling safe and effective management of a baby with additional care
needs.”

Role of the Neonatal Speech and Language Therapist (SLT) in Neonatal
Transitional Care (NTC)

Neonatal SLTs are specialists in speech, language and communication (SLC), feeding and
swallowing through skilled assessment and management. Neonatal SLTs also provide
support and education with parents and neonatal team members.

In an NTC setting, Neonatal SLTs play an integral role in working collaboratively with the
multi-disciplinary team (MDT) to share neonatal evidence-based feeding practice that is

developmentally supportive. This may include facilitating the transition from tube to suck
feeding and enabling parents to achieve their feeding goals, as part of the wider team.

Neonatal best practice models of care for e.g. UNICEF Baby Friendly Initiative (BFI),
Developmental Care (Bliss Baby Charter), and Family Integrated Care (FiCare) underpin the
work of the Neonatal SLT as part of the MDT. The key care principles compliment a
Neonatal SLT’s approach, applying these principles to optimise neuroprotective care and
enhance the feeding relationship and SLC development.

Service Delivery

Around the UK, there is variability in how and if SLT provision is delivered to NTC. This is
dependent on whether services have dedicated funding and ringfenced NTC time e.g. SLT
may be funded by the neonatal unit to deliver a service to NTC, other services may receive
an unfunded ad-hoc service or may have no SLT provision at all.
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NTC has been included in the Neonatal SLT Staffing Recommendations since 2018 as well
as in the updated Neonatal SLT Staffing recommendations (2023) state, “An additional 0.02
WTE per transitional cot would be needed for units where transitional care is included”.

When staffed to sufficient levels, Neonatal SLTs can provide interventions at different levels:
‘Specialist’, ‘Targeted’, and ‘Universal’. Specialist intervention provides direct assessment
and management. Targeted interventions aim to empower parents and upskill team
members, ensuring parents feel confident in feeding their baby both during their time in NTC
and after discharge, as well as Universal services support broader developmental needs e.g.
SLC and enable embedding of quality improvement initiatives. If all three levels are in place
Neonatal SLT can provide comprehensive care to support staff and families with SLC
development and the feeding journey across the continuum of NTC.

The optimum service for babies and families on NTC is when a neonatal team including
Neonatal AHPs, Psychology and Pharmacy work together to provide holistic care and help to
support a smooth transition to home.

Levels of Intervention

Specialist Direct specialist assessment and management for SLC, feeding and swallowing
considers the baby and parents as a family unit. The SLT applies knowledge of
developmentally supportive, neuroprotective and cue-based care to communication
and feeding interactions. Babies and families requiring this support include:

e Babies known to SLT on the neonatal unit requiring ongoing support for

feeding

e Babies showing limited wakefulness or readiness to begin breast/bottle
feeding

e Babies identified as not feeding well by parents/carers, nursing or medical
team

e Any baby with a history of coughing, colour change, gagging
e Any baby with chest changes who has commenced oral feeding and where
there are concerns about potential aspiration

Conditions that may impact SLC and feeding:

o Neurological injury e.g. Hypoxic Ischaemic Encephalopathy (HIE) Grade
2/3)

e Known syndromes/chromosomal abnormalities likely to impact feeding e.g.
Trisomy 21

e Structural differences that impact feeding e.g. cleft lip/palate with additional
dysphagia (There will be variation in how cleft services are managed. Local
pathways should be adhered to)

e Cardiac conditions
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Targeted Targeting babies at risk of SLC and feeding difficulties

e Babies born under 30 weeks with co-existing aetiologies e.g. Chronic Lung
Disease (CLD), Patent Ductus Arteriosus (PDA), Intraventricular
Haemorrhage (IVH)

e Neonatal Abstinence Syndrome (NAS)

e Families who are vulnerable, safeguarding concerns or their own learning
difficulties/SLC needs

Support provided via:

e Parent education via cot side conservations and/or targeted ward rounds
e Screening and surveillance
e Parent communication and guidelines

Universal Family Integrated Care

e Supporting parents by enabling them to recognise their role in their baby’s
feeding and SLC development through parent information sharing groups,
neonatal unit Padlets and information boards

Developmental Care

e Provision of education to promote developmentally supportive feeding
approaches e.g. Pre feeding/developmental feeding skills, cue-based feeding
and developing language rich environments through information sharing with
families and team members

UNICEF Baby Friendly Initiative (BFI)

e Contributing to UNICEF BFI unit education strategy as part of the MDT e.g.
teaching on NTC study days

o Development of unit/parent information resources as part of a UNICEF BFI
education programme

Quality Improvement / Research

e Carrying out MDT audits of supportive SLC and feeding strategies
e Quality improvement projects e.g. SLC development and cue-based feeding

Authors: Maria Furtado & Anna Lukens (Lead Physiotherapists, London Neonatal ODN)
Date: 12/08/2024
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Physiotherapy

Physiotherapy in Transitional Care

Neonatal Transitional Care services

BAPM produced a framework in 2017 for Neonatal Transitional Care (NTC). Transitional
care supports a model of care where mothers can be the primary caregiver to keep mothers
and babies together, for babies that have additional needs but do not need admission to the
Neonatal Unit (NNU).

NTC is defined in the BAPM framework as “care additional to normal infant care, provided in
a postnatal clinical environment by the mother or an alternative resident carer, supported by
appropriately trained healthcare professionals”. Infants that meet criteria for NTC include:

5. From Birth:

a.

b.

o

Gestational age 34-35+6 weeks who do not meet criteria for intensive or high
dependency care

Birth weight >1600g and >2000g who do not meet criteria for intensive or high
dependency care

Risk factors for sepsis requiring IV antibiotics but clinically stable

Congenital anomaly likely to require tube feeding

At risk of haemolytic disease requiring immediate phototherapy

6. Additional care needs developing on the postnatal ward or at home:

a.

b.

Inability to maintain temperature following an episode of rewarming and
despite skin to skin contact and/ or adequate clothing

Stable baby who has developed/ or been identified as having risk factors for
sepsis requiring 1V antibiotics

Inability to establish full suck feeds; predicted to require 3 hourly NG tube
fees

Significant neonatal abstinence syndrome requiring oral medication or
additional feeding support

Haemolytic disease requiring enhanced phototherapy and/ or assessment of
serum bilirubin 4-6 hourly

7. Babies readmitted from the community:

a.

b.

Excessive weight loss and/ or poor suck feeding requiring complementary NG
tube feeds

Haemolytic disease requiring enhanced phototherapy and/ or assessment of
serum bilirubin 4-6 hourly

8. Babies ‘stepping down’ from the NNU:

a.

Corrected gestational age >33 weeks and clinically stable
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Current weight >1600g and maintaining temperature

Monitoring of vital signs required no more frequently that 3 hourly

Tolerating 3 hourly NG tube feeds and maintaining blood glucose

Stable baby with sepsis requiring ongoing IV antibiotics

Continuing phototherapy when serum bilirubin has stabilised following IV

immunoglobin or exchange transfusion

g. Additional needs (e.g. NG feeding, home oxygen) rooming in before
discharge

h. Palliative care when parent/ carer doing most of the care

~0oo0UT

Role of the neonatal physiotherapist in NTC

NTC service delivery varies across hospitals with regards to location, facilities, criteria and
staffing structure therefore discussions around physiotherapy provision for transitional care
should be individualised to each hospital. Physiotherapy Staffing Recommendations for
Neonatal Units in the United Kingdom (APCP, 2023) recommend up to 0.05 WTE per
transitional care cot should be considered dependent on service delivery.

Neonatal physiotherapists have specialist skills to support the neurodevelopment for high
risk infants who may be admitted to transitional care, as well as provide education and
support around universal practices such as Family Integrated Care and Developmental
Care. Family centred care is integral within NTC, keeping mothers and babies together and
ensuring parents are partners in care (APCP 2023).

Neurodevelopmental / Neurological
Specialised | Infants with neurodevelopmental or neurological concerns that no longer require
high dependency or intensive care management but have additional needs prior to
discharge home. This may include infants with brain injuries (such as HIE, IVH
grades lI/1V, stroke), atypical tone, congenital or genetic diagnoses that may
impact on their development, or significant neonatal abstinence syndrome.
o Specialist assessments to identify any potential early difficulties and form
part of an overall developmental picture of an infant
o Individualised early intervention programme, including advice regarding
tone management, positioning, etc.
o Education and support for MDT management
Discharge planning, including onward referral for community
physiotherapy support following discharge

Palliative care
Infants on palliative pathway where parents are independent with cares prior to
discharge home.

o Assessment and support for positioning and handling for comfort.
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Musculoskeletal / Orthopaedic
Infants with congenital musculoskeletal or orthopaedic conditions such as
Obstetric Brachial Plexus Palsy (OBPP), Congenital Talipes Equinovarus (CTEV),
scoliosis, Developmental Hip Dysplasia (DDH), etc.

o Assessment and early management advice

o Identification for referral to specialist services

Targeted Neurodevelopmental / Neurological

Infants that meet “at risk” criteria for neurodevelopmental or neurological
difficulties, managed on transitional care unit as no longer require high
dependency or intensive care. This may include infants born very preterm
(<32/40), with IUGR, or other comorbidities.

o Standardised assessments and individualised advice to support
neurodevelopment

o Safe sleep guidance and support for discharge with consideration
of onward referral to community physiotherapy support if required

Feeding support

Infants where suck feeding can be challenging due to postural instability,
tone or motor difficulties.

o Work alongside the MDT to provide appropriate positioning and
motor strategies to support suck feeding and energy conservation

Universal Family Integrated Care

o Supporting with training and education to parents, carers and staff
on family integrated care principles for optimising
neurodevelopmental outcomes

Developmental Care (including safe sleep)

o Involvement in promotion of developmental care principles to
optimise neurodevelopment in the late preterm infant

o Advice and education on promoting optimal developmental
environment including neuroprotection for the late preterm infant

o Staff education regarding developmental care strategies,
recognising neurodevelopmental difficulties, optimising
neurodevelopmental outcomes
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Neurodevelopment

o Access to assessment and early intervention for any infant at risk of
neurodevelopmental difficulties on the neonatal unit

o Contribution to information for all users in TC to optimise development
e.g. safe sleep, early developmental input for the late pre-term

Quality Improvement/ Benchmarking

o Contribution to quality improvement projects specific to support for
the late preterm infant on transitional care

o Able to gather appropriate data to benchmark physiotherapy
services within transitional care

BAPM: A Framework for Neonatal Transitional Care; October 2017

APCP: Physiotherapy Staffing Recommendations for Neonatal Units in the United Kingdom;
July 2023

APCP: Guidance for Good Practice for Physiotherapists Working in Neonatal Care; 2020
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Psychology

Psychological support in Neonatal Transitional Care Services

This service specification document aims to provide a brief outline of the contribution
of psychological professionals to the quality of care on NTC.

Neonatal Transitional Care (NTC) services are “additional to normal infant care, provided in
a postnatal clinical environment by the mother or an alternative resident carer, supported by
appropriately trained healthcare professionals” (p4; BAPM, 2017"). In contrast to Neonatal
Units (NNU), mother, birthing person or carer are also admitted patients in NTC.

Role of Psychological professionals in NTC

There is a clear rationale for psychological support at
every level of NTC? (Figure 1). This is due to the high
likelihood of traumatic experiences that might Unit team
negatively impact mental health of families and staff.
Psychologists in NTC can support the entire unit to
further develop their compassionate, psychologically
informed practice. This may help prevent the
negative impacts of traumatic experience. Developing
a unit wide culture of psychologically informed
practice can lead to more resilience in staff which, in
turn, creates a protective factor for staff and family’s
wellbeing. Compassionate care rarely requires
additional resource at the point of delivery but does

Figure 1.

. o o . Levels at which psychological support is
require additional resource in its preparation and needed

scaffolding, psychologists have the required skills
and are best placed to support this.

It is important to note, in contrast to other Allied Health Professionals (AHPs), level of
psychological provision in NTC will not differ across levels of care (NNU, NTC etc). This is
because family (and staff) psychological responses are shaped by individual lived
experience rather than clinical needs of the baby. (see Figure 2). Additionally, NTC may lead
to an increased need for family psychological support due to lower levels of staffing and
potential for increased anxiety in preparation for discharge.

L https://www.bapm.org/resources/24-neonatal-transitional-care-a-framework-for-practice-2017
2 https://acpuk.org.uk/wp-content/uploads/2022/09/Psychology_Staffing_on_the_Neonatal_Unit.pdf
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What follows is an outline of examples of
psychological support in NTC. These include
universal (Table 1), targeted (Table 2) and
specialist (Table 3) support. Some input under
universal support is via the multidisciplinary team
whilst other input involves psychological
professionals’ direct intervention.

Figure 2. Parent voice

“Universal” — Embedded principles of care for all

Families (Infant, Parent-infant or
Parent/Carer)

e  Universal programme for
screening or “Collaborative
Recognition of Psychosocial
Needs” (this should be included in
MDT transitional care plan)

e Collaboration with MDT to deliver
family integrated, psychologically
informed transitional care.

e Production and dissemination of
psychoeducational resources for
parents/carers with a focus on
wellbeing, mental health during
transition home.

e Facilitation of clear signposting
for families to other psychosocial
support particularly in their local
area.

Staff (Individual or Team)

System (unit environment,
organisational culture)

Promoting recognition of distress
in all its forms through informal
and formal discussions.
Facilitation of reflective spaces
for staff (e.g. group or individual
supervision, reflective practice,
Schwartz rounds, collective
compassion practices).
Production and dissemination of
psychoeducational resources for
staff (focused on psychological
needs during transition).
Provision of teaching and
training in psychological aspects
of neonatal care (e.qg.
communication skills, cultural
competence, compassionate
care, trauma informed care,
parent-infant mental health,
moral distress) alongside other
members of MDT. This will
benefit staff supporting families
in NTC.

Proactively work to address
health inequalities through both
individual approach and work
with staff teams in training,
reflective practice, meetings and
other settings

Advocacy for, participation in and
support of coproduction of NTC
services.

Use of feedback processes such as
service evaluation and quality
improvement, audit and research to
ensure provision of a quality, inclusive
and sustainable psychological service
and to develop psychological aspects
of FiCare, BFI, Bliss charter,
Neuroprotective care and the unit
environment (e.g. ward rounds).
Adopt a consistent approach of
psychological model between support
for staff and families to facilitate
psychologically informed NTC
environment.

To offer a psychological perspective
to the development and review of
staff- and family-facing policies and
procedures within the team.

To develop psychologically informed
NTC environments through the
attention to the environment, staff
training and development and
embedding of psychological care into
policies and procedures
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“Targeted” — Pathways of care for targeted groups

Families (Infant, Parent-infant or System (unit environment,

Staff (Individual or Team)

Parent/Carer) organisational culture)

e Facilitation of formulation-led e Single-session/brief individual e Consultation, supervision and training
transition care planning for infants wellbeing support to staff for for staff in management positions
and families through psychosocial work-related psychological about compassionate leadership
or formulation meetings. needs. when difficulties arise.

e  Supporting parents and staff to e  Collective responses following e  Developing programmes of work
connect with infants’ experiences specific episodes (e.g. debrief- which include co-produced training
and needs through brief parent- to-manage; collective trauma around culture, team working and
infant interventions (e.g. NBO, responses). psychological safety where teams
circle of security). e Consultation to staff about their request more support or needs are

e Symptom/risk monitoring for work with transitioning families identified
transitioning families. with complex psychological e Supervision of research for patient

e Single session/brief support needs. benefit
focused on distress reduction, e Training needs analysis of e Developing NTC unit guidance on all
developing coping skills, psychological aspects of team’s aspects of biopsychosocial care and
adjustment to diagnosis, decision care. collaborating on guidance related to
making, adjustment to transition. e  Enhanced training for staff (e.g. team structure and functioning and

e Informing family transition care trauma informed champions) in addressing challenges.
plans based on individual psychological practice. e  Support with NTC unit guidance on all
therapeutic work. aspects of outreach and follow up,

e  Co-ordinating with external including the development of
agencies to create packages of psychologically informed and trauma-
effective transition support. informed clinics and outreach

services.

“Specialised” — Individualised care plans

Families (Infant, Parent-infant or System (unit environment,

Staff (Individual or Team)

Parent/Carer) organisational culture)

e  Working with the MDT when e Dialogical or systemic e Specialist organisational development
there are safeguarding concerns intervention to support repair of interventions in situations of
around transition due to parental staff-family relationships significant systems-based challenge
mental health concerns or issues following significant ruptures in in NTC.
around capacity, consent or NTC.
relationship complexity. e  Short package of therapeutic

e Parent-infant interventions (where sessions for staff members in
length of NTC stay or ongoing specific situations (such as
outreach intervention allow) to pregnant member of staff, staff
support development of returning after baby loss,
attachment relationship returning to work after sickness,

e Individual talking therapies (e.g. work-based anxiety).
acceptance and commitment e For longer-term work, referrals to
therapy, compassion focused appropriate services (GP, NHS
therapy, solution focused Talking Therapies, staff support
therapy) to support with transition service)
related challenges e  Collaborating with management,

e Brief couple and family therapy to to provide assessment and
support family functioning during signposting for staff experiencing
transition significant psychological difficulty

e Risk assessment and for whom alternative staff
management for adults wellbeing support is not
presenting with significant risk of accessible.

harm to self or other, particularly
around transition.
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Pharmacy

Pharmacists and pharmacy technicians working in Neonatal Transitional Care
Services

An interdisciplinary approach is vital when establishing a transitional care service, and it is
important to engage key staff, such as clinical pharmacists and pharmacy technicians, from
the outset.

Most babies in transitional care units are not prescribed many medications, but for those who
are, it is important to start training parents or carers at an early stage. Pharmacists and
pharmacy technicians can aid with the supply of labelled medicines, to assist with training
parents/carers on how to administer them, prior to discharge. They can provide written
information or signpost families to useful sources of information, such as the Giving medicines
to babies — Medicines For Children resources. Pharmacists and pharmacy technicians should
provide appropriately sized enteral syringes, to help show parents/carers how to draw up
correct volumes of oral/enteral medications.

Each transitional care service should aim to have parent/carer administration schemes, which
pharmacists and pharmacy technicians can help facilitate. The objectives of these are to
provide independence, educate and assess competence in administering medicines and
prepare parents/carers for discharge.

When babies are discharged from hospital with medications, it is important that families are
aware of where they can obtain further supplies from. This is particularly important when the
medicine is unlicensed or is a preparation supplied from a Specials manufacturer. Pharmacists
and pharmacy technicians supply this information to families, and where multiple
concentrations of oral liquid medicines are available, they counsel families on which
concentration of liquid has been supplied from the hospital pharmacy and recommend that the
baby remains on this formulation. Where medicines need to be reviewed, they can counsel
the family on who will be responsible for this and how the baby will be monitored. Pharmacists
can inform families of when immunisations are due, and how safe it is for the mother to breast-
feed the infant if they are taking medications.

Pharmacists can also advise on how to manage conditions such as neonatal abstinence
syndrome and can support families and health care professionals with more complex clinical
scenarios, such as babies needing palliative or end-of-life care. Where appropriate,
pharmacists should liaise with community pharmacy colleagues, to ensure a smooth transition
to local services post-discharge.
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https://www.medicinesforchildren.org.uk/news/medicines-information-for-parents-and-carers-taking-babies-home-with-medicines/
https://www.medicinesforchildren.org.uk/news/medicines-information-for-parents-and-carers-taking-babies-home-with-medicines/
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