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1. Abbreviations

COO Chief Operating Officer

EBS Emergency Bed Service

ICB Integrated Care Board

ICS Integrated Care System

LAS London Ambulance Service

LFPSE Learn From Patient Safety Events

LMNS Local Maternity and Neonatal Systems

LNU Local Neonatal Unit

MDT Multi-Disciplinary Team

NICU Neonatal Intensive Care Unit

NNU Neonatal Unit

ODN Operational Delivery Network

OPEL Operational Pressures Escalation Level

OPELMF The Operational Pressures Escalation Levels Maternity
Framework

PSIRF Patient Safety Incident Response Framework

PSIRP Patient Safety Incident Response Plan

SBAR Situation, Background, Assessment, Recommendation
(Handover)

SCC System Control Centre

SCU Special Care Unit

SEIPS System Engineering Initiative for Patient Safety

SITREP Situation Report
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2. Purpose

This guidance sets out a standardised London-wide approach for In Utero Transfers (IUTs)
of babies at <27 weeks gestation (<28 for multiples) or with an EFW <800g.These transfers
ensure delivery in a unit with appropriate neonatal care, reducing the risks associated with

postnatal (ex-utero) transfers.
IUTs are required when:
« Delivery is expected at <27 weeks (<28 for multiples) or EFW <800g.
« The local unit lacks the necessary neonatal care level or capacity.
Why it matters:
o Ex-utero transfers are linked to higher neonatal morbidity and mortality.
o Early, planned IUT improves outcomes.
This guidance aims to:
o Set Pan-London standards for IUT awareness and participation.
e Support local clinical guidelines for timely, safe transfers.
« Clarify documentation and escalation processes.
o Promote effective communication (e.g. SBAR handovers).
« Enable safe discharge if undelivered.
e Encourage regular audit and learning.

Refer to appendices for neonatal care levels (Appendix 2 and Appendix 3) and London NNU

designations (Appendix 4).

This In-Utero Transfer (IUT) guideline is aligned with the principles set out in the National
Maternity Escalation Policy and Operational Pressures Escalation Levels Maternity
Framework (OPELMF) (currently still in draft format). The OPELMF provides a national,
standardised approach for assessing and responding to operational pressures in maternity

services and is intended to ensure safe and coordinated care across all levels of escalation.

See Appendix 1 for a summary of the OPELMF definitions.
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3. Arranging an in-utero transfer

3.1 When is an in-utero transfer indicated?

Where possible, a pregnant woman or person suspected to be in preterm labour should
undergo appropriate predictive testing before a decision to transfer is made, in line with
current clinical guidance and available assessment methods. If the risk of delivery within the
subsequent week is low (for example, a transvaginal cervical length >2.5 cm), clinicians may
determine that transfer is not required, taking into account the overall clinical presentation
and the distance to the nearest tertiary neonatal unit (see Appendix 5 for a map of available

units).

3.2 Patients Not Suitable for In-Utero Transfer

The following patients are generally not appropriate for IUT:

o Gestation <22 weeks: As per BAPM (2019), resuscitation is not recommended before

22+0 weeks. Transfer from 22+0 weeks should only occur after counselling and
agreement to pursue active care. If survival focused care is not chosen, comfort care
at the local unit is appropriate. In cases of multiple IUT requests, priority should be
given to those 223+0 weeks. Emergency Bed Service (EBS) will inform units when

this applies.

« Lethal fetal conditions: Where no active neonatal intervention is planned, even if

liveborn. Discuss with fetal medicine where needed.

« Established labour: Regular contractions with progressive cervical dilatation 24 cm
[NICE, 2007; amended 2023, section 1.8].

« Maternal condition: Conditions requiring urgent intervention during transfer (e.g.
significant antepartum haemorrhage with suspected fetal or maternal compromise,
uncontrolled hypertension, imminent delivery).

« Known maternal or fetal compromise: requiring immediate delivery, including

abnormal fetal monitoring (Cardiotocography, CTG).

These criteria are aligned with BAPM’s 2025 guidance on In-utero Transfer.
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3.3 Process for Requesting IUT

Before contacting EBS, the referring hospital must:

o Consult senior staff: The IUT must be authorised by the on-call Obstetric Consultant,

following discussion with the on-call Neonatal Consultant.

o Counsel the patient: A senior Obstetric or Neonatal team member (Senior Resident or
Consultant) should discuss the IUT with the pregnant woman or person, addressing
concerns, explaining the clinical need, lack of local neonatal capabilities for ongoing
intensive care, and potential outcomes. Consent must be obtained and documented.
Explain the possibility of neonatal repatriation after intensive care. It is important to

acknowledge the potential emotional and psychological impact of IUT and approach

this conversation with sensitivity. For further guidance, please refer to Appendix 8: A

Psychologically Informed Approach to In Utero Transfer.

o Complete documentation: Ensure the IUT request proforma (Appendix 6) is fully

completed before contacting EBS.

3.4 IUT Requests Within Multi-Site Trusts

Where a tertiary hospital site exists within a multi-site Trust then IUT requests can be
managed internally without the involvement of EBS. Consideration must be given however to
ensuring a robust process is in place for managing these transfers. Where capacity is such
that the transfer cannot be managed internally within an appropriate timeframe then an IUT

request should be submitted via EBS.

3.5 Operational Pressure Escalation Levels Maternity Framework (OPELMF)

The escalation levels referenced in this guideline are drawn from the National Maternity

Escalation Policy and Operational Pressures Escalation Levels Maternity Framework

(OPELMF), which sets out four levels of operational pressure in maternity services (see
Appendix 1):

e« OPELMF One (Green) — Business as usual: The maternity service is functioning

within its capacity. No additional support is required.

e OPELMF Two (Amber) — Emerging pressure: The service is showing signs of strain

and must implement internal mitigations. ICBs and System Control Centres (SCCs)
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should be alerted (in hours only), but no external operational support is expected at

this stage.

e OPELMF Three (Red) — Major pressure: The maternity service is experiencing major
pressures which are compromising patient flow and safety. Further urgent actions are
now required to source system level support (ICB System Control Centre) to mitigate

further escalation.

o OPELMF Four (Black) Highest level of escalation: Declaration of OPELMF Four is
only made when all actions and tactical options at OPELMF three have been
exhausted, including ICS support for mutual aid with no recognised de-escalation in

pressure or clinical risk.

It is essential that all appropriate actions under OPELMF One and Two, as outlined in the
national framework, have been undertaken and fully exhausted before initiating the IUT
escalation procedures for OPELMF Three (Red) and OPELMF Four (Black).

OPELMF One and Two are Trust led, and while OPELMF Three and Four involve both Trust
and ICB coordination, escalation actions remain Trust owned. The SCC is informed to
support system level coordination, but the trigger for escalation should activate the site’s

internal escalation policy and mitigation efforts to de-escalate where possible
Updated Sector Configuration for IUT Pathway — London Region

For the purposes of this IUT escalation pathway, the London ICBs have been reconfigured
into three operational sectors to streamline transfer coordination and escalation. This
configuration is aligned with the Neonatal Operational Delivery Network (ODN) sectors to

ensure consistency between maternity and neonatal transfer processes:

o North Central & East London (NCEL) = North Central London (NCL) and North East
London (NEL)

o South London = South West London (SWL) and South East London (SEL)
o North West London (NWL) = remains a standalone sector

This IUT guideline covers the specific step-by-step clinical and operational response to a
time-critical IUT request and the subsequent escalation at OPEL Three and OPEL Four

when no accepting unit is found within the sector.
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Clinicians and operational leads should ensure that:

o They are familiar with their Trust’s internal operational escalations policies/ OPELMF

One and Two actions.

o They refer to the national OPELMF document for full definitions, triggers, and

escalation responsibilities across all four levels.

o They understand that IUT escalation to OPEL Three or Four must only occur when

system pressures cannot be resolved at local (Trust) or system (ICB) level.

A visual flowchart and detailed narrative guidance for both OPEL Three (Red) and OPEL

Four (Black) escalation processes are provided in the following sections.

3.6 Referral to Tertiary Neonatal Unit

Escalation Context: Individual units may be operating under escalation (e.g. OPEL Level 3)
and decline an IUT request on that basis. Sector level escalation is triggered only when all
tertiary units within the sector have declined or deferred the request and no suitable transfer
option is available.

1. Initiating the IUT Request

The requesting hospital’s Obstetric team contacts EBS to begin the IUT request
process (EBS telephone number 020 3162 7542).

« EBS contacts the appropriate tertiary hospital within the sector, following established
referral pathways where these exist, and provides a clinical handover to the NNU

Nurse Coordinator.

Time and date of this initial contact must be logged by both parties.
2. Neonatal Unit (NNU) Review

e The NNU Nurse Coordinator reviews the request with the on-call Consultant
Neonatologist and provides a response to EBS within 30 minutes of initial contact,

unless exceptional clinical circumstances apply.

o |f a decision cannot be made within this timeframe, the NNU must issue a deferred

response, including:

o The rationale for delay
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o The name of the responsible Consultant

o A revised timeframe for final review (recommended: no more than an additional

30 minutes)

« All decisions to decline must be made by, or in discussion with, the Consultant

Neonatologist.

o If accepted: NNU hands the IUT request to the Delivery Suite Midwife

Coordinator.

o If declined: NNU informs EBS and provides the Consultant’s contact details.

The Midwife Coordinator is informed for situational awareness.

o If deferred: EBS relays the deferred response to the referring team, who may

escalate if clinical urgency requires.

Note: Any unit declining an IUT request must be operating at OPEL Level 3 (Red) or

above, and this status should be clearly communicated to EBS as part of the

response
3. Delivery Suite Review

o The Midwife Coordinator discusses the request with the Consultant Obstetrician and
Senior Midwife (e.g. Labour Ward Matron) and follows the same response
expectations as the NNU: a decision should be made within 30 minutes, or a deferred

response issued with rationale, responsible Consultant, and revised timeframe.

« All decisions to decline must be made in discussion with both roles.

« Where clinically appropriate (e.g. extreme prematurity), Consultant to Consultant
contact may be arranged before acceptance.

o If accepted: Midwife Coordinator informs NNU, who confirms final acceptance
to EBS.

o If declined: Midwife Coordinator informs NNU, who then informs EBS with

Consultant Obstetrician contact details.

o If deferred: Follow the same deferred response process as under NNU Review:
communicate rationale, responsible Consultant, and agreed timeframe for final

decision.
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e Note: Any unit declining an IUT request must be operating at OPEL Level 3 (Red) or
above, and this status should be clearly communicated to EBS as part of the

response

3.7 |IUT Escalation Process OPEL Three — Red

For use when major maternity pressures compromise safety and system level support is
urgently required.

If a site declines or a deferred response exceeds the agreed timeframe, EBS proceeds to

contact the next tertiary hospital in the sector
e This repeats until:
o A site accepts the transfer, or
o All sites have either declined or deferred beyond acceptable timeframes.
1. Multidisciplinary Conference Call

« If all units decline or are unable to accept within the agreed timeframe, EBS arranges

a conference call including:
o Requesting hospital team and the first approached tertiary team
o Senior Obstetric Consultant(s)
o Senior Midwife
o EBS representative
e Purpose:
o Review clinical urgency and risk
o Share each sites rationale for decline or delay
o Agree whether to escalate to OPEL Four (cross-sector escalation)
2. Pause in Clinical Need

« If the clinical urgency resolves or the requesting team advises the transfer is no longer

required, the IUT process is formally paused.

« EBS will resume coordination once re-contacted by the requesting hospital.
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3.  Final Communication and Consultant Handover
e Once acceptance is confirmed:
o EBS informs the requesting hospital.

o Consultant Obstetricians from both sites must conduct a direct SBAR

handover.

« The accepting site’s senior Obstetric and Neonatal team should review the case

within 12 hours of arrival to confirm ongoing care plans.
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3.8 |IUT Escalation Process OPEL Four — Black

For use when all tertiary sites within the sector have declined and the IUT remains clinically

urgent.

1. Triggering OPEL Four

If the IUT remains clinically urgent and no tertiary hospital within the sector can
accept, EBS informs the requesting hospital site that escalation to OPEL Four is now

required.

« The Consultant Obstetrician at the requesting site escalates the situation to their

Silver and Gold Command.

e The Chief Operating Officer (COO) of Gold Command escalates to the ICS System

Control Centre (SCC) and requests a conference call.

2. ICS-Led System Coordination

The ICS SCC facilitates a conference call with:

o Key personnel from the requesting hospital

o All tertiary hospitals in the sector

o EBS

o Senior clinical leaders (exact roles may differ in/out of hours; see Appendix 7).

3.  Multidisciplinary SITREP and Decision

o The Consultant Obstetrician from the requesting unit provides a SITREP (situation

report) summarising:
o The IUT request history
o Attempts made under OPEL Three
o The clinical urgency and rationale for continued escalation.

« Consultants from both requesting and tertiary sites undertake a detailed clinical

handover.
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4. System-Level Decision Point

Can the IUT now be accepted within the sector?
o IfYES:

o A mutually agreed plan is made to accept the transfer (e.g. after a short delay

for staffing/acuity shift).
o EBS coordinates the transfer.
e« IfNO:

o The ICS SCC facilitates operational coordination and escalation, based on
clinical input from the requesting and receiving teams, who are responsible for

assessing the urgency and appropriateness of transfer.

= If no longer clinically urgent, the IUT request is paused. EBS resumes

coordination when the situation changes.

= If still clinically urgent, the ICS SCC will coordinate contact with tertiary

hospitals outside the current sector, working in collaboration with EBS.

= When tertiary hospitals outside the sector are contacted, this is
managed as a distinct cross-sector coordination process led by the ICS
SCC and supported by EBS.

= The ICS SCC facilitates contact with external tertiary units, but
relies on the requesting and receiving clinical teams to advise on

appropriate neonatal pathways and referral sequencing.

= If more than one tertiary site outside the sector is contacted and
declines or defers, the ICS SCC will decide whether a cross-
sector multidisciplinary conference call is required, and which

tertiary units should participate.

= While the principles of OPEL Three still apply (e.g. Consultant
involvement, timely response, rationale for refusal), operational
responsibility for coordination at this level lies with the ICS SCC
and EBS jointly.
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5. Communication and Handover
« Once a tertiary site is identified and accepts:
o EBS informs the requesting hospital.
o A Consultant-to-Consultant SBAR handover must occur prior to transfer.

« The accepting sites senior Neonatal and Obstetric teams must occur within 12 hours

of arrival to confirm ongoing plans.
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IUT Escalation Process OPEL Four — Black Flowchart

IUT Pathway — Updated Sector Configuration

For this pathway, the London ICB areas are now grouped into
three sectors.

North Central & East London (NCEL) = North Central London (NCL) +
North East London (NEL)

South London = South West London (SWL) + South East London (SEL)
North West London (NWL) = remains a standalone sector

1. Please note: This replaces the previous model where each area was
treated separately.
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3.9 Acceptance of Transfer

Once a transfer offer is confirmed, EBS will notify the referring hospital and record the time
and date of the call for audit purposes. The referring team must then contact the Obstetric
Consultant at the receiving unit (or, if out of hours, the most senior doctor on site) to provide
a full clinical handover. This should include a comprehensive SBAR handover and any

relevant safeguarding information.

3.10 Ambulance Transfer

All ambulance transfers arranged via EBS must also be booked through EBS and not directly

with LAS control. The following steps outline the process:
Booking the journey:

e Once the destination is confirmed, the referring unit must call EBS and provide a

named contact at the receiving hospital.

« EBS will confirm acceptance with the receiving unit and book the journey with LAS

control.

o Transfers are booked in line with the National Framework for Inter-Facility Transfers,

with most IUTs expected to receive a Category 3 response (target: within 120 minutes

in 90% of cases).
Escort provision:

e Escort provision should be assessed and arranged by senior maternity staff at the

referring hospital.

o While decisions may be made on a case-by-case basis, the referring unit holds

responsibility for ensuring that an appropriate clinical escort accompanies the transfer.

e The escort must be equipped with any necessary uterotonics and maternity
emergency equipment, especially where the risk of delivery during transfer cannot be

excluded.
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e LAS cannot guarantee a paramedic crew will be available for transfer, so escort
needs must be planned accordingly to ensure the safety of the pregnant woman or

person.

Communication and documentation:

« EBS remains the point of contact for any journey-related issues (e.g. delays or

cancellations).

« Both referring and receiving units must place photocopies of completed IUT

proformas in the patient’s clinical notes.

« Hard copies should be retained in the referring hospital’s records.

Arrival confirmation:

« EBS will confirm when the patient arrives at the receiving hospital.

« If transfer does not occur (e.g. due to maternal decline or clinical change), EBS will

document the reason.

3.11 Communication between obstetric teams

Timely communication between senior Obstetricians ensures a clear SBAR handover and
coordinated care for extremely preterm babies. A review within 12 hours of arrival at the

tertiary centre should confirm the ongoing management plan.

3.12 Transfer back to local units

If delivery has not occurred and the pregnancy progresses beyond 27 weeks (28 weeks for
multiples), the patient should be transferred back to their booked local hospital as soon as
practical to maintain capacity in Level 3 neonatal units. If the patient remains undelivered
and is discharged, a discharge summary must be completed and a handover given to the on-
call Consultant at the referring hospital, outlining the admission course and follow up
arrangements. Where appropriate, obstetric care may continue under the tertiary centre until
27 weeks gestation (28 for multiples), due to the ongoing risk of preterm birth and the need

for continuity of specialist input.
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4. Audit and Oversight

4.1 Data Capture and Audit of the IUT Pathway

Accurate and consistent data collection is essential to support accountability, learning, and

continuous improvement in the IUT pathway. The 2022 Ockenden Report highlighted the

need for ongoing audit of all deliveries <27 weeks (or <28 weeks for multiples) outside labour
wards with co-located NICUs, and mandated reporting of cases where neonatal care falls

outside agreed pathways.

Deliveries that meet criteria for IUT but occur in a local unit, such as singleton births <27
weeks, multiples <28 weeks, or birthweight <800g, must be reported as a patient safety
incident by the hospital where delivery occurs. This includes cases where birth occurs
outside the referring sector following an IUT attempt. These cases should be reviewed at
ICB and regional level to identify contributory factors and drive improvement. This excludes
cases where transfer was clinically inappropriate (e.g. lethal fetal abnormality or maternal

instability).

Effective audit relies on high-quality data. EBS staff must fully complete the IUT proformas
(Appendix 6), and neonatal records must be entered on BadgerNet.

Trust responsibilities:
e Update or create local IUT guidelines/SOPs in line with this Pan-London guidance.
e Ensure IUT proformas are completed and stored securely for audit.
e Establish internal processes for documenting IUT activity.

e Engage with the ICB Quality Team to share progress, participate in case reviews, and

support quality improvement initiatives

5. Learn from Patient Safety Events (LFPSE) and Patient Safety

Incident Response Framework (PSIRF)

The Learn from Patient Safety Events (LFPSE) service is a national NHS system for the

recording and analysis of patient safety events that occur in healthcare using LFPSE-

compliant local risk management systems. Organisations follow the Patient Safety Incident
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Response Framework (PSIRF) to identify learning from patient safety events. Within PSIRF

SEIPS (systems engineering initiative for patient safety) is endorsed and all learning

responses must follow a system-based approach. PSIRF does not change the expectation to

record patient safety events.

Recorded patient safety events provide vital information to inform the development of Patient
Safety Incident Response Plans (PSIRP) and to help support the identification of new
learning opportunities. The PSIRP enables organisations to proactively identify and allocate
resource to explore safety events and issues that represent the greatest challenges and
opportunities to improve patient safety, and to invest resource in delivering improvement
where there is sufficient insight about the system changes that are needed. Under PSIRF
organisations have the flexibility to decide which type of learning response method to apply
to obtain relevant insight to inform improvement and whether a learning response is
required, which will be documented in the organisation’s PSIRP. The only exception to this is
patient safety events which meet a national and regulatory response requirement (see

section 5.1).

5.1 National and regulatory response requirements

PSIRF does not affect response expectations set out in national policy and
regulation. These are described within PSIRF as national response requirements and must
be included within an organisation’s PSIRP. Within maternity there are several types of

patient safety events that require a specific response as follows:

Figure 1: National requirements for patient safety incident response in
maternity

|
[ Incident where a national requirement exists to respond

Child death Intrapartum : : Potential severe )
(including any stillbirth; Early Maternal death brain iniur
neonatal death) ; neonatal death ! ! — y.

All maternity patient safety events that meet the criteria for an organisation’s PSIRP or

require a national and regulatory response requirement are referred to as Patient Safety

Investigation Incidents (PSlls) and must be recorded on local risk management systems.
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As outlined in the Perinatal Quality Oversight Model (PQOM), all maternity PSlls must be
shared with Trust Boards and the ICB. In line with PQOM, findings and any subsequent

learning identified from incident reviews should be discussed and shared widely for
monitoring and assurance. As a minimum, this should include sharing of learning and
themes of similar incidents with the Trust Board, ICB Quality Team, internal Trust directorate
and care unit governance teams, maternity safety champions, non-executive director (NED),

and the regional Perinatal Quality and Safety Surveillance Group (PQSSG)

5.2 Response requirements for patient safety events not captured by national
requirements or PSIRP

For patient safety events not captured within national and regulatory response requirements
or the organisation’s PSIRP, consideration of the event should include the potential to inform
system learning and improvement. The Director/Head of Midwifery is responsible for
overseeing that all patient safety events are considered to determine an appropriate learning
response. This includes, but is not limited to, the transfer of maternity care due to an IUT,
critical incident or major incident as defined within the NHS Emergency Preparedness
Resilience and Response Framework. An PSIRF Incident Response Decision Making

Flowchart can be found here FutureNHS Collaboration Platform. The local ambulance

service and any other key stakeholders should be consulted during the patient safety event
review to capture any learning around the notification, management, and transfer of patients

during the time of the diversion.
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Appendix 1: Operational Pressure Escalation Levels Maternity Framework (OPELMF) Definitions

OPEL

Description

OPELMF Two

At OPELMF One the
maternity service
capacity is such that the
organisation can maintain
patient flow and meet
anticipated demands
within available
resources.

Additional support is not
required outside of the
service. No interaction
with the local ambulance
service is needed.

This level of the OPEL
Maternity Framework is
trust owned and led.

At OPELMF Two the
maternity service is starting
to show signs of pressure.
The maternity service will be
required to take internal
focused actions to mitigate
the need for further
escalation. The maternity
service will undertake
enhanced co-ordination with
the trust operations team
and take appropriate and
timely actions to reduce the
level of pressure in their
organisation.

Additional support is not
required outside of the
organisation. No interaction
with local ambulance service
needed business as usual.
Integrated Care Boards
(ICBs) System Coordination
Centres (SCC) should be
alerted to rising pressure as
per local and ICB escalation
policies (in-hours only).

This level of the OPEL
Maternity Framework is trust
owned and led.

At OPELMF Three the
maternity service is
experiencing major pressures
compromising patient flow and
safety. Trust operational
support is having limited
impact, and organisational
pressure continues to increase.
Further urgent actions are now
required to source system level
support to mitigate further
escalation.

Agreements for mutual aid
support with local partners (in
and out of region) to be
sourced directly through ICB
SCCs/CNOs (in hours only)
and ICB On Call (out of hours).
The SCC/ICB On Call will
facilitate and coordinate
support offers received
alongside the trust operations
and clinical teams.

Interaction with local
ambulance service required if
formal divert of ambulances
required between
sites/organisations.

This level of the OPEL
Maternity Framework is ICB
owned and led.

OPELMF Four

OPELMF Four is the highest level of escalation,
outside of a declared EPRR incident. The declaration
of OPELMF Four is only be made when all actions
and tactical options at OPELMF Three have been
exhausted, including local Integrated Care System
(ICS) support for mutual aid, with no recognised de-
escalation in pressure or clinical risk.

This level of escalation would typically see pressure
within the maternity service continue to rise leaving
organisations having difficulty in delivering
comprehensive care, driving the potential for patient
safety to be compromised.

As with all other levels within the OPEL Maternity
Framework, OPELMF Level Four is ICB owned and
led. Escalation to NHS England Region should only
be made where all avenues to resolve the pressures
leading to OPELMF Level Four have been exhausted
at a local (Provider and ICB) level.

Escalation to NHS England Region will be made by
the ICB On Call to the NHSE First On Call out of
normal working hours (weekends, bank holidays and
Monday to Friday 18:00hrs — 08:00hrs).

Where a region has extreme pressure (50% or more
LMNSs/ICBs working at OPELMF Four) or where a
major incident is declared, the region should work
with neighbouring regions to secure mutual aid.
When further aid is not available, or two or more
regions are at extreme pressure, escalation to NHS
England National should be made to initiate all
regional maternity teams coming together with
support as required by the national maternity team.

Version 3.0 16 September 2024
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Appendix 2: Classification of Neonatal Care Based on Clinical Needs

Based on the Neonatal Clinical Care Service Specification

Intensive Care

Specialised care for the smallest and most seriously ill babies
who require constant care and often mechanical ventilation to
keep them alive. Babies with severe respiratory disease and

those who also requiresurgery will need this level of care.

High
Dependency

Care

Care provided to babies who need continuous monitoring.
For babies needing non-invasive breathing support,
including receiving continuous positive airway pressure
(CPAP). Babies receiving parenteral nutrition (intravenous

feeding) also need this level of care.

Special Care

The least intensive level of neonatal care and the most common.
For babieswho need continuous monitoring of their breathing or
heart rate, additionaloxygen, tube feeding, phototherapy (to treat

neonatal jaundice) and convalescence from other care.

Transitional

Care

Babies who have special care needs but are able to be
managed alongside the mother, who is the main carer; the
mother is supported by neonatal staffalongside the midwifery
team. In some services, transitional care occurs in the post-
natal ward and, in others, in a discreet area or transitional care

unit with staffing from both neonatal and midwifery teams.
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Appendix 3: Levels of neonatal care

(Credit: London Neonatal Operational Delivery Network)

Neonatal services commensurate with national guidelines and
Level 1 professional standards where births are anticipated after 31+6
Special weeks gestational age provided the anticipated birth weight is
Care Unit above 1,000g. This threshold may be higher for multiple births,
(SCU) depending on agreed ODN pathways, which will be dependent on

staffing and capacity

In addition to all the services provided by Special Care Baby Units
Level 2 (SCUs), Local Neonatal Units will provide:
Local Neonatal services commensurate with national guidelines and
Neonatal professional standards where; births are anticipated after 26+6
Unit weeks gestational age providing the anticipated birth weight is
(LNU) above 800g. This threshold may be higher for multiple births,

depending on agreed ODN pathways, which will be dependent on

staffing and capacity

In addition to services provided by SCUs and LNUs, Neonatal
Level 3 Surgical Intensive Care Units and Neonatal Intensive Care Units
Neonatal (NICUSs) will provide:
Intensive
Care Neonatal surgical and intensive care services commensurate with
(NICU) national guidelines and professional standards where births are

anticipated from 22+0 weeks gestation (BAPM, 2019).

Intensive care for all babies born within the network according to

ODN approved care pathways including those less 27+0 weeks

gestation, or with a birth weight <800g and any baby requiring

complex or prolonged intensive care. ODNs and the Trust

responsible for these units should monitor adherence to these care

pathways.

In addition to services provided by SCUs and LNUs, Neonatal
Neonatal Surgical Intensive Care Units will provide: Neonatal surgical and
Surgical intensive care services commensurate with national guidelines and
Intensive professional standards where births are anticipated from 22+0
Care Unit weeks gestation (BAPM, 2019).
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Appendix 4: Designation of London neonatal units

Level 3: Neonatal intensive care units (NICUs)

Chelsea and
Westminster

Chelsea and
Westminster
Hospitals NHS
Foundation Trust

NICU 020 3315 7883
Labour ward 020
3315 7855

North West London
ICB

North West London
Sector

Queen Charlotte’s

and Chelsea Hospital

Imperial College
Healthcare NHS
Trust

NICU 020 3313 3174
Labour ward 020
33134240

North West London
ICB

North West London
Sector

Homerton Hospital

Homerton
University
HospitalNHS
Foundation Trust

NICU 020 8510 7364
/7361 /7906
Labourward 020
8510 7351

[ 7352

North East London
ICB

North Central and
East London
Sector

The Royal London
Hospital

Barts Health
NHS Trust

NICU 020 3594 0524

/ 0511 Labour ward020
3594 2367

/2369

North East London
ICB

North Central and
East London Sector

University College
Hospital

University College
London Hospitals
NHS Foundation
Trust

NICU 020 3447 6233
Labour ward 020
7447 6203 /6204

North Central London
ICB

North Central and
East London Sector

King's College King’s College NICU 020 3299 3553 South East London
Hospital Hospital NHS Labour ward 020 ICB
Foundation 3299 4700 South London
Trust Sector
Evelina London Guy’s and St NICU 020 7188 4045 South East London
Children’s Hospital Thomas’ NHS Labour ward 020 ICB

Foundation Trust

7188 2233 /2973

South London Sector

St George’s Hospital

St George’s
University Hospitals
NHS Foundation
Trust

NICU 020 8725 1936
Labour ward 020
8725 1921

South West London
ICB
South London Sector
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Level 2: Local neonatal units (LNUs)

Hillingdon Hospital The Hillingdon LNU 01895 279 447 North West London
Hospitals NHS /109 Labour ward ICB
Foundation Trust 01895 279 441 North West London
Sector
Northwick ParkHospital | London North West | LNU 020 8869 2900 North West London
Healthcare NHS /2902 Labour ward020 | ICB
Trust 8869 2890 North West London
Sector

St Mary’s Hospital

Imperial College
Healthcare NHS
Trust

LNU 020 3312 6294
Labour ward 020 3312
1722

North West London
ICB

North West London
Sector

Newham Hospital

Barts Health NHS
Trust

LNU 020 7363 8700

/ 8138 Labour ward020
7363 8737/

8738

North East London
ICB

North Central and
East London Sector

Queen’s Hospital

Barking, Havering
and Redbridge
University Hospitals
NHS Trust

LNU 01708 435 115
Labour ward 01708
435 371

North East London
ICB

North Central and
East London Sector

Whipps Cross Hospital

Barts Health NHS
Trust

LNU 020 8535 6513
Labour ward 020 8535
6573

North East London
ICB

North Central and
East London Sector

Barnet Hospital

Royal Free
LondonNHS
Foundation Trust

LNU 020 8216 5160
/ 5161 Labour ward
020 8216 5180

North Central London
ICB

North Central and
East London Sector
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North Middlesex
Hospital

North Middlesex
University Hospital
NHS Trust

LNU 020 8887 2643
/ 2966 Labour ward020
8887 2500

North Central London
ICB

North Central and
East London Sector

Whittington Hospital

Whittington Health
NHS Trust

LNU 020 7288 5530 /
3852 Labour Ward 020
7288 5502

North Central London
ICB

North Central and
East London Sector

Lewisham Hospital

Lewisham and
Greenwich NHS
Trust

LNU 020 333 3140/
3139 Labour ward
020 8333 3026

South East London
ICB
South London Sector

Queen Elizabeth
Hospital

Lewisham and
Greenwich NHS
Trust

LNU 020 8836 4530 /
4394 Labour ward 020
8836 4522

South East London
ICB
South London Sector

Princess Rovyal
University Hospital

King’s College
Hospital NHS
Foundation Trust

LNU 01689 864 956
/ 957 Labour ward
01689 864 811

South East London
ICB
South London Sector

Croydon University
Hospital

Croydon Health
Services NHS

LNU 020 8401 3191
Labour ward 020

South West London
ICB

Trust 8401 3179/ 3180 South London Sector

Kingston LNU 020 8546 2421 South West London
Kingston Hospital HospitalNHS / 2420 Labour ward ICB

Foundation 020 8934 3117/ South London

Trust 3118 /2422 Sector

St Helier Hospital

Epsom & St Helier
University Hospitals
NHS Trust

LNU 020 8296 2885
Labour ward 020 9296
2479

South West London
ICB
South London Sector
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Level 1: Special care units (SCUs)

West Middlesex
Hospital

Chelsea and
Westminster
Hospitals NHS
Foundation Trust

SCU 020 8321 5944
/ 5945 Labour ward
020 8321 5946 /
5947

North West London
ICB

North West London
Sector

Royal Free Hospital

Royal Free London
NHS Foundation
Trust

SBU 020 7830 2733
Labour ward 020
7830 2721

North Central London
ICB

North Central and
East London Sector

Epsom Hospital

Epsom and St Helier
University Hospitals

SBU 01372 735 279
Labour ward 01372

South West London
ICB

NHS Trust

735 208

South London
Sector

Acute hospitals in London with no obstetric unit or neonatal service

Central Middlesex Hospital

London North West Healthcare
NHS Trust

Charing Cross Hospital

Imperial College Healthcare NHS
Trust

Chase Farm Hospital

Royal Free London NHS
Foundation Trust

Antenatal service only

Ealing Hospital

London North West Healthcare
NHS Trust

Antenatal service only

Guy’s Hospital

Guy’s and St Thomas’ NHS
Foundation Trust

King George’s Hospital

Barking, Havering and Redbridge
University Hospitals NHS Trust

Antenatal service only

St Bartholomew’s Hospital

Barts Health NHS Trust
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Appendix 5: Location of neonatal units across London

Credit: London Neonatal Operational Delivery Network
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Appendix 6: In utero transfer record proformas

Requesting Hospital IUT Request Proforma

Patient Details

Name

NHS Number

Date of Birth

Gestation

Number of Fetuses

Was predictive testing performed?

Yes If yes, please insert result below

No If no, please state reason:

Threatened preterm labour
predictive test used and result

Have steroids been administered

Yes / No

Magnesium Sulphate:

Yes / No

Ruptured membranes:

Cervical dilation

Yes / No Yes / No If yes how many cm:
Name of Maternity Service Making
Request:
Date of Initial Call to EBS:
Time of Initial Call to EBS:
Details of Consultant Obstetrician NAME:
authorising transfer:
MOBILE:
BLEEP:
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Indication for IUT:

Name of App (if used):

Bed required in:

Labour Ward / Antenatal Ward

Further Comments:
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Tertiary Hospital IUT Request Proforma

Patient Details

Name NHS Number

Date of Birth: Gestation:

Number of Fetuses

Indication for IUT:

Bed required in: Labour ward / antenatal ward
Was predictive testing performed? | Yes If yes, please insert result below
No If no, please state reason:

Threatened preterm labour
predictive test used and result

Have steroids been administered Magnesium Sulphate:

Yes / No Yes / No

Ruptured membranes: Cervical dilation

Yes / No Yes / No If yes how many cm:

Name of Maternity Service Making

Request:

Date of Initial Call to EBS: Time of Initial Call to EBS:

Date of final reply to EBS Time of final reply to EBS

Response within one hour: Yes / No

IUT accepted by Neonatal Yes / No / Deferred (Follow up due by:
department:

If deferred record Consultants Name and Rationale




Details of Consultant Neonatologist | NAME:
authorising transfer:
BLEEP:
MOBILE:
IUT accepted by Obstetric Yes / No
department:
Details of Consultant Obstetrician NAME:
authorising transfer:
BLEEP:
MOBILE:
Details of Senior Midwife authorising | NAME:
decision:
BLEEP:
MOBILE:
Offer of IUT Made? Yes / No
Reason for rejection (select all that | Staffing

apply, names of refusing senior
clinicians to be documented)

Cot or Bed Capacity

Complexity of existing cases.

Other:

Maternity Unit OPELMF Status at
time of decision:

Green / Amber / Red / Black

37



Appendix 7: Key Personnel at Each Stage

Key Personnel Required on call

Stage

In Hours

Out of Hours

Initial Request

EBS Representative

EBS Representative

OPELMF Four
(Black)

Requesting Unit:

Neonatal/ Paediatric Consultant
on-call

Obstetric Consultants on-call
Delivery Suite Matron

Head of Midwifery

Site Manager

Potential Receiving Unit:
Neonatal Consultant on-call
Obstetric Consultants on-call
Delivery Suite Matron

Head of Midwifery

Site Manager

OPELMF Three Requesting Unit: Requesting Unit:

(Red) Neonatal/Paediatric Consultant Neonatal/ Paediatric Consultant
on-call on-call
Obstetric Consultants on-call Obstetric Consultant on-call
Delivery Suite Matron Site Manager on-call
Site Manager Senior Midwife on-call
Potential Receiving Unit: Potential Receiving Unit:
Neonatal Consultant on-call Neonatal Consultant on-call
Obstetric Consultants on-call Obstetric Consultant on-call
Delivery Suite Matron Site Manager on-call
Site Manager Senior Midwife on-call
Surge Hub Representative Surge Hub Representative

Surge Hub

Escalation EBS Representative EBS Representative

Requesting Unit:

Neonatal/ Paediatric Consultant
on-call

Obstetric Consultants on-call
Site Manager on-call

Senior Midwife on-call

Potential Receiving Unit:
Neonatal Consultant on-call
Obstetric Consultants on-call
Site Manager on-call

Senior Midwife on-call

38



Appendix 8: A Psychologically informed approach to in utero transfer

When a baby may be born very early and potentially very unwell, families can experience
significant distress. Many have faced previous challenges, such as fertility issues, pregnancy
loss, neonatal death, or complications in the current pregnancy. These factors, combined
with fears for the baby's and mother's wellbeing, make IUT an emotionally complex event.

The physical, psychological, social, and financial impact of IUT is well documented’-23. The
emotional effects can shape future pregnancies* and are central to how families perceive the
quality of their care. IUT should be recognised as a critical event for families®8, meeting the
criteria for a traumatic incident under DSM-IV and ICD-11.

Like repatriation, IUT involves moving to a different care team, hospital, and location, often
without family control or choice. However, IUT carries heightened urgency, risk to life, and
uncertainty, making it especially prone to cause trauma.

A psychologically informed approach to care:

To mitigate the risk of increased vulnerability for families around in IUT, a psychologically
informed approach should be considered by maternity and neonatal staff”- & ® which takes
into account multiple factors including

e How the family are presenting in the hospital, including how they express themselves,
their ability to process information and their general wellbeing

e The support and resources they have available to them
e The potential traumatic nature of the admission,
e The impending delivery and birth of their child as well as the transfer itself.

The approach to IUT should aim to resist traumatisation and re-traumatisation at all stages.
Using the repatriation guidance® may help clinicians supporting families before, during and
after an IUT.

Communication with families

The following principles will help to deliver a psychologically informed approach to
communication with families:

« Conversations with families about the necessity for IUT should occur at an early stage
and should be approached in an open and honest way by the care team. Ideally, this
should be included in antenatal discussions, especially where the risk of preterm
labour exists.
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« Families should be supported (through provision of clear and jargon-free information
in a variety of formats) to understand IUT, including using interpreters where
appropriate

« Information should be provided in a format appropriate to any communication needs,
including in families’ first language, in easy read or with visual aids.

Making sense of reluctance or refusal

There are many possible reasons that families may be reluctant for an IUT. There may be
practical considerations that mean the current unit is where they would prefer to be cared for
and to deliver. This might include historic trauma or problematic experiences of care in
another hospital which may make IUT feel threatening for parents; or traumatic experiences
previously (including previous baby loss) might make it harder for a family to feel that IUT is
a safe plan. Families may also be unable to process the seriousness of the situation or may
be too distressed to make a decision. Feelings of anger and resentment are often expressed
by families, likely related to experiences of loss of choice, control, continuity and support’.

It can be difficult for clinicians to understand or tolerate these expressions of anger, and at
the same time this understanding is central to ensuring that families receive good quality and
safe care. Therefore, the care team should take time to understand any reluctance or anger
expressed by a parent. This can be especially challenging when there are time pressures
related to imminent delivery. Taking time to listen to the parents’ concerns can be vital as it
builds trust in the care team and can facilitate their ability to make a reasoned decision.

Using the following phrases and techniques may help.
Questions can include:
“‘Help me understand your reluctance.”
o “What is your relationship with that hospital?”
“What would need to be different for this plan to feel ok for you?”
Reflect back feelings that families express:

e “You sound like you are feeling scared about the transfer itself/whether you will be ok
at that hospital/whether it is safe for your baby.”

e “You sound like you feel overwhelmed with the idea of getting to know a new team.”
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Be tentative when reflecting back, acknowledging that a family’s feelings may be complex
and difficult to express. Always, holding in mind that “What matters to you?” can be more
constructive than “What is the matter with you?” More information on this approach can be
found here: https://www.whatmatterstoyou.scot/

Those caring for a family with a pre-term delivery imminently are often under time pressure
as well as multiple systemic pressures, organising and communicating about the IUT itself.
Staff may feel frustrated at the processes or at other units who do not have capacity to
accept the woman or birthing person. Communication between maternity and neonates adds
additional systemic pressures. This can put pressure on clinicians and make compassionate
communication with a family more challenging, especially when they are reluctant or do not
agree with your recommended care plan. Being understanding and being sensitive and
responsive to the challenges for a family is the essence of a thoughtful, compassionate
approach to IUT.

Additional information about trauma informed approaches in neonatal care and the perinatal
period can be found in Sanders and Hall'%, in the BAPM repatriation guidance® and in the
NHSE good practice guide™.
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