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	Ein cyf / Our ref: 285/23/FOI 


	Dyddiad / Date: 1st November 2023



Further to your request for information dated 22nd August 2023, I am pleased to provide the following response. 
Your request and our response:
I would like to request the following information:
1. Emails mentioning to the Neonatal Unit at the Countess of Chester Hospital between 2013 and 2017.
Please see document embedded below. Please note that any information that is 

personal has been redacted under Section 40 – Personal Information of the Freedom 

of Information Act.

[image: image1.emf]Combined  Emails_redacted.pdf


Please note the email search conducted located a copy of RCPCH report and NNU action plan, However, I am unable to provide these to you as I consider that the following 

exemption applies:

Section 30(1) - Investigations and proceedings conducted by public authorities. Information held by a public authority is exempt information if it has, at any time, been held by the authority for the purposes of:

(a) any investigation which the public authority has a duty to conduct with a view to it being ascertained
(i) whether a person should be charged with an offence
Section 30 exemption exists to ensure the effective investigation and prosecution of offences and the protection of confidential sources. It recognises the need to prevent disclosures that would prejudice either a particular investigation or set of proceedings, or the investigatory and prosecution processes generally, including any prejudice to future investigations and proceedings.

As Section 30 is class based exemptions the Health Board must apply the Public Interest Test (PIT) and therefore outline the factors for disclosure and non-disclosure which are detailed below.

Factors in disclosure:

· Disclosure of the report supports the general public interest in the transparency, accountability and general understanding of the delivery of public services.

· There is great public interest in allowing scrutiny of how the Health Board is managed.
Factors in non-disclosure:

· Countess of Chester have instructed the Health Board not to share the report widely internally or externally in order to preserve the investigation.
· Investigations are currently ongoing and the Health Board require a safe space in which to operate, and premature disclosures could create intense media pressure which could present problems for the judicial processes. Any disclosures prior to the conclusion of a potential court case could interfere with an individual’s right to a fair trial, and could also frustrate a judge’s ability to manage the judicial process.

· Confidence will be increased by allowing scrutiny of the performance and this may involve examining the decisions taken in particular cases. The level of scrutiny that is appropriate will depend on many factors including the harm that any disclosure could have on the effective investigation and prosecution of offences. Any of these potential consequences would impact on the interests which section 30 serves to protect.

Having considered the public interest both for and against disclosure of the information you have requested, I have concluded that the overall public interest lies in maintaining the exemptions outlined above, and therefore not disclosing the information requested.
This response therefore acts as a refusal notice under section 17 of the FOIA.
2. Emails mentioning XXX between 2013 and 2023.
The Health Board is relying on Section 40(5)(b)(i) and can neither confirm or 

deny that it holds the information requested, as to do so would breach the Data Protection Act 2018 Principles.  

Under the Freedom of Information Act (FOIA) you have a right to request any recorded information held by a public authority.  However, under this Act some information may not be given to you because it is exempt, for example because it constitutes as personal data about somebody else. Therefore, BCUHB can neither confirm nor deny that it holds any information you have requested as the duty in s1(1)(a) of the Freedom of Information Act 2000 does not apply, the reasoning for this is if the information were held, it would be exempt from disclosure under section 40(5)(b)(i) of the Freedom of Information Act as it relates to personal information.
Therefore in accordance with the Freedom of Information Act 2000, this letter acts as a Refusal Notice under section 17 of the Act.
This exemption is absolute and therefore there is no requirement to apply the public interest test.

Please note that this should not be taken as conclusive evidence that any information that would meet your request exists or does not exist.










We welcome correspondence through the medium of Welsh
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Neonatal adverse incidences reportable to BCUHB

INCIDENT

REPORTABLE TO :

Neonatal death

BCUHB
Welsh Government if unexpected

Failure of resuscitation equipment BCUHB
MRHA
Appropriate treatment not given in line with BCUHB

local and/or national guidelines

Misplaced umbilical arterial or venous lines
leading to extravasation

NEVER EVENT
BCUHB

Misplaced naso or oro gastric tube resulting
in harm

NEVER EVENT
BCUHB

Unexpected or unwanted outcome of clinical
intervention
e Severe extravasation
e Nasal trauma
e Cold burns from therapeutic cooling
e Bleeding from arterial/venous
catheters

BCUHB

Wrong route administration of medication

NEVER EVENT
BCUHB

Mis-selection of a strong potassium
containing solution

NEVER EVENT
BCUHB

Over dose of insulin

NEVER EVENT
BCUHB

Transfusion of ABO incompatible blood
components

NEVER EVENT
BCUHB






Missed/delayed blood spot screening e BCUHB

Missed/delayed retinopathy screening e BCUHB
Infection leading to isolation e BCUHB
e MRSA or gram negative infections
e ESBL
Infection Outbreak e BCUHB
Severe brain injury within first 7 days of life e BCUHB

e Grade 111 HIE
e Requiring therapeutic cooling
e Decreased central tone and

comatose and had seizures of any
kind

Intraventricular haemorrhage/ e BCUHB
periventricular leukomalacia

Birth injury e BCUHB

Necrotising enterocolitis e BCUHB

https://improvement.nhs.uk/uploads/documents/never-evnts-pol-framwrk.pdf

http://www.nrls.npsa.nhs.uk/EasySiteWeb/getresource.axd?AssetID=60227&type=full&serv

icetype=Attachment

https://www.npeu.ox.ac.uk/mbrrace-uk/reports

BAPM & BLISS draft document. Neonatal Service Quality Indicators Standards relating to
Structures and Processes supporting Quality and Patient Safety in Neonatal Services, June
2017

Wales Neonatal Network, Process for capture and review of Neonatal Deaths and Serious
Incidences April 2014

CR Sept 2017






=7 North West Neonatal
Operational Delivery Network

Working together to provide the highest standard of care for babies and families

Save the date for the

12th North West Neonatal Study Day

Manchester Conference Centre

About the Meeting

The programme is aimed at all neonatal and paediatric
medical and nursing staff to gain an update on current
research and topical subjects, via lectures from eminent
invited speakers, practical application and discussion through
small group seminars.

Aim

To update on current research and advances in the field of
neonatology by means of lectures from eminent invited
speakers, and practical applications / discussion through

smaller group seminars.

We will send invitations, including event times and
activities, in due course.

Delegate fees:
Doctor: £90
All other Healthcare Professionals: £40





North West Neonatal
Operational Delivery Network

Working together to provide the highest standard of care for babies and families

12" North West Neonatal Study Day

Booking Form

Please note that places are limited.
Places are only guaranteed once confirmation is received.

Name

Organisation

Role

Address

Telephone

Email Address

Special Dietary
Requirements

Please return the completed booking form to:

North West Neonatal Operational Delivery Network
Alder Hey Children’s NHS Foundation Trust

Eaton Road

Liverpool

L12 2AP

Email - NWNODN@alderhey.nhs.uk

Cheques should be made payable to — Alder Hey Children’s
Hospital






Date:
Venue:

Time:

NHS

Children and Young People

Paediatric Primary Secondary Care Sub Group Sub-group Meeting

26 September 2017

Alder Hey Children’s Hospital - Small Lecture Theatre, Eaton Road, Liverpool L12 2AP

14.00 — 16.00hrs

Meeting Notes

1

Welcome and Introduction

_ hair of the Paediatric Primary Secondary Care Sub-group and ||l Project
Support Officer opened the meeting; all members gave brief individual introductions.

a) Apologies






b) Programme Team / Clinical Advisory Group

c) Setting the scene Primary Secondary Care (PSC)

Provider unit presentations of PSC & Organisational Survey

The providers consist of Alder Hey Children’s Hospital NHS FT, Countess of Chester Hospital
NHS FT, Mid Cheshire Hospitals NHS FT, Southport and Ormskirk Hospital NHS FT, St Helens
and Knowsley Teaching Hospitals NHS FT, Warrington and Halton Hospitals NHS FT and Wirral
University Teaching Hospital NHS FT.

A presentation representing the survey responses from each of the Providers was shown to the
group, The group discussed the following areas:

o Paediatric Rapid Access Clinic (PRAC) - patients are seen within a week or a maximum
of 2 weeks, following the initial consultation one follow up appointment is available if further
follow ups are required the patient is transferred to the general system.

o GP Hotline — In 2016 a trial clinic was held in GP practice, there has been no further
development on future clinics partly due to Primary Care Paediatrician’s (PCP) availability.

o Medical Defense Union (MDU) and Medical Protection Society (MPS) — Trainee and

&

primary secondary
care survey results fi






NHS

GP Registrars have reported issues with indemnity cover if they were see patients outside
of their registered environments, other models of indemnity including corporate indemnity
were discussed, the group agreed to work together on a resolution.

o Nurse Specialist work — it was noted that Public Health England (PHE) are
commissioning Health Visitors (HV) and the views of PHE would be of value to this matter.
The group went on to discuss weaning and difficult feeding and the lack of support within
the community, expectations of mothers may be too high therefore Best Practice will be
sought and shared.

o Rapid Access — this service is available Monday — Friday seeing 10 patients per week (2
per day) the service has made an impact in lowering admissions.

o Consultant Hotline — This service has been trialed at the Countess of Chester Hospital by
holding 2 clinics per week in 4 GP practices, General Practitioners (GP) sat in with the
Consultant, it was reported that the clinics ran well with 20% of patients being referred to
secondary care. The service has been paused as GPs presence was done as additional
work other commitments made attendance low.

o Email Service — this advice only service has been operational for 5 years, emails are
checked daily by the on-call Consultant and responses are made between 24 and 48
hours. GPs in Wirral, from a user perspective, are very positive supported the service.
Hospital at Home and funding was also encompassed in the conversation.

Advanced Paediatric Nurse Practitioner (APNP) Programme

The 2 year Programme encompasses both paediatric and neonatal, the group discussed the new
model for advanced practice education. Currently there are 18 Advanced Practitioners (APs) in
paediatrics it is envisaged that this will increase to 50 over the next 2 years which is the duration of
the programme. A suggestion of an AP specific group was made.

— Advanced Nurse Practitioner & Clinical Programme Director gave a presentation
on the APNP programme

pr
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NHS

Group work — Designing Community Hubs

Following the presentation the group agreed to build on what is working locally. Staffing of hubs,
and workforce issues, funding and sites, were discussed. Models of care currently used were
described as follows:

o Southport and Ormskirk Hospital NHS FT — GP advice line: to avoid admissions nurses in
the patient’s home can access telephone advice from a GP it was not clear who has the
clinical responsibility for the service; unfortunately nursing staff have reduced from 7 to 4.

o St Helens and Knowsley Teaching Hospitals NHS FT — The child unit offers advice or
admission after 20.00hrs. As part of the APNP programme talks with Urgent Care are
taking place.

o Warrington and Halton Hospitals NHS FT — A dedicated phone line for consultant advice is
available.

Further discussion on GP time in Accident and Emergency (A&E), GPs not been paediatric,
specific, peer review of out patient referrals, funding and mandated model.

Any Other Business
Nil

Meeting closed 16.20 hrs.

Next Meeting:

Date: Wednesday 13 December 2017

Time: 14.00 — 16.00hrs

Venue: Alder Hey Children’s Hospital
Small Lecture Theatre

(East Prescot Road car park L14 5AB)






Attendees:

Name Job title Organisation

Advanced Paediatric Nursing Practitioner Arrowe Park NHS FT

IMP Administrative Support NHS Halton CCG

Advanced Paramedic North West Ambulance Service






Project Support Officer

NHS Halton CCG

Consultant Paediatrician with Epilepsy Interest

Southport & Ormskirk NHS Trust

Consultant Paediatrician

St. Helens and Knowsley NHS Trust

Advanced Paediatric Nursing Practitioner

Arrowe Park NHS FT

Chair of the Paediatric Primary Secondary Care Sub Group Sub-group
Consultant Paediatrician, Clinical Service Lead — Paediatric

Arrowe Park NHS FT

Directorate Manager

Southport and Ormskirk Hospital NHS Trust

Consultant in Paediatrics and Diabetes, Clinical Director for Acute Care
Services

Alder Hey Children’s NHS FT

Consultant Paediatrician/Lead Clinician for Children’s Services

Countess of Chester Hospital NHS Trust

Paediatric Directorate Manager

St. Helens and Knowsley NHS Trust

Clinical Lead for Children and Maternity

NHS South Sefton/Southport and Formby
CCG

Community Engagement Officer

NHS Halton CCG

Clinical Director Women & Children’s Health

Warrington and Halton Hospitals NHS FT

Commissioner

Warrington CCG

Lead Nurse Children’s Services

Countess of Chester Hospital NHS Trust

Lead GP

Wirral Community NHS Trust

Medical Director Urgent Care 24

Urgent Care 24

Nurse Consultant Paed Ed

Warrington and Halton Hospitals NHS FT

Digital Learning Manager

Advanced Nurse Practitioner
Clinical Programme Director

Kids Halton Matters

Strategic Clinical Networks Children and Young People Lead

Strategic Clinical Networks






Apologies:

Name

Job title

Organisation

Divisional Manager

Southport and Ormskirk NHS FT

Programme Director

NHS Halton CCG

Paediatric Cardiac Network Manager

Alder Hey Children’s NHS FT

Consultant in General Practice

Alder Hey Children’s NHS FT

Paediatric Business Manager

Countess of Chester Hospital NHS Trust

Deputy Director of Nursing

Alder Hey Children’s NHS FT

Network Director

North West Neonatal ODN

Clinical Director, Consultant Paediatrician

St. Helens and Knowsley NHS Trust

Programme Support Officer

NHS Halton CCG

Lead Commissioner Maternity, Children and Families

NHS Warrington CCG

Head of Primary Care

NHS England

North West Children’s Major Trauma & North West Paediatric Critical Care
Network Manager
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Acting on behalf of Local Health Boards in Wales in the Planning and Securing of
Specialised Services
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Forward

The All Wales Neonatal Standards are designed to ensure high
quality neonatal care is available for the people of Wales. The first
edition published in 2008 was part of a series of standards for
specialised services for children and young people in Wales. These
standards were updated in 2013.

In this third edition, we aim to build on the previous standards
using the latest evidence and best practice guidelines. Many of the
new standards are influenced by neonatal developments across the
UK, using recommendations from prestigious authorities such as the
British Association of Perinatal Medicine (BAPM), Neonatal Audit
Programme (NNAP), Royal College of Paediatric and Child Health
(RCPCH), Bliss or based upon standards in England and Scotland.

The standards incorporate the increasingly important role of the
Neonatal Network and Units, working together to share learning,
maintain expert skills and continually improve services.

Each Health Board is responsible for planning and delivering care in
line with these standards. The Neonatal Network has the
responsibility for monitoring compliance with the Standards and
supporting the units to improve.
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Introduction

The All Wales Neonatal Standards outline the requirements for
delivery of high quality, person centred, safe and effective care.
They are designed to provide a framework for units to assess
quality service provision at local level and also to benchmark across
other units in Wales.

The Standards are intended to be applied at unit level, however it is
recognised that on occasions, units may need to look to
neighbouring units for support.

The Neonatal Network, through its advisory and monitoring
responsibility, will undertake assessments of each neonatal unit
using a variety of means:

e Self assessment at unit level

e Evaluation of national audit data

e Peer review (when resourced and established)

Within Wales there are three different types of unit, as follows:

Special Care Units (SCU) These provide special care for their own
local population. Depending on arrangements, they may provide
some high dependency care.

Local Neonatal Units (LNU) these units provide special care and
some high dependency care with a locally agreed small volume of
initial intensive care. Babies who require complex or longer term
intensive care will be transferred to a Neonatal Intensive Care Unit.

Neonatal Intensive Care Units (NICU) these are larger units
that provide the whole range of medical and sometimes surgical
neonatal care for their local population, along with additional care
for babies and their families referred from the Health Community in
which they are based. NICUs are specialist centres of expertise and
experience for the sickest infants. NICUs will work closely with the
LNUs, SCUs paediatric and obstetric services.

The role of transitional care is increasingly recognised as important
to provide high quality and safe care whilst keeping mothers and
babies together and reducing unintended harm caused by
unnecessary separation.

The Standards are based on the premise that the babies and
families we care for should be at the heart of everything we do. The
Quality Improvement Guide: Improving Quality Together (2014)
identifies that patient centred care can lead to improved quality,
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reduced waste, better experiences and better use of resources. The
All Wales Neonatal Standards follow the six domains of quality
healthcare as follows:

Patient Centred

Safety

Effective

Timely

Efficient

Equitable

PATIENT CENTRED CARE

Equitable
B Person

Centred
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Domain 1: Patient Centeredness and care of baby and
I 7-11

family

Rationale: The baby and the family will receive family centred,
high quality care as close to home as possible, with ease of access
to specialist centres when this care is required. Family centred care
is an approach which places parents at the centre of their baby’s
care and is hugely beneficial to babies and parents. It can lower a
baby’s stress levels, promote better health, shorten hospital stays
and reduce hospital readmissions. It helps parents to bond with
their baby and improves confidence as a parent. It helps families
whose baby is in a neonatal unit cope with the stress, anxiety and
altered parenting roles that accompany the baby’s condition. It puts
the physical, psychological and social needs of the baby and family
at the heart of all care given.

The care pathway will be seamless across the various professions
who are involved in the care. Excellent communication between
groups of professionals who care for the baby and parents is
essential. Parents will be supported to be fully involved in caring for
their baby, and fully informed on their baby’s condition so they can
make appropriate, informed decisions about their ongoing care.

Domain 1a — Communication and seamless care Responsible
organisation

Parent information leaflets will be available at all LHBs
antenatal facilities regarding post natal and neonatal
service provision.

Neonatal medical staff will discuss options and care LHBs
pathways with parents who are expecting a baby
requiring neonatal care. These discussions are to be
documented in the mother’s notes.

Where time allows prior to birth, parents will be LHBs
offered an opportunity to visit the neonatal unit to
which their baby is likely to be admitted.?

All parents will be fully inducted on entry to the LHBs
Neonatal Unit, so they can orient themselves with
routines and are aware of the different equipment,
monitoring and alarms within the unit.?

Written information will be provided to parents upon LHBs
their baby’s admission in languages and formats
appropriate to their needs. This will cover as a
minimum:
e Admission to hospital, including travel, parking

and information on local amenities
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e Transfer service and repatriation

e Discharge service and arrangements for going
home

e National and local support groups available

e Who to contact in the hospital with queries or for
advice

e Where to go for further information and support,
including sources of financial support and useful
websites!?

e How to access financial support (regardless of
length of stay)!?

e Services to which a baby is being transferred,

including a named contact and telephone number

Condition/diagnosis

Treatment options available

Likely outcomes/benefits of treatment

Possible complications/risks

Circumstances requiring consent.

Parents will be offered access to appropriate
communication/ translation and advocacy services to
support them, while their babies are receiving
neonatal care, in their participation in ward round
discussions, clinical care decision making, palliative
care planning and end of life care if required.*®

Domain 1b — Duty of candour

All staff will be reminded of duty of candour during
the staff induction programme for each unit/health
board.*

Domain 1c - Parents’ participation in decision
making and the care of their baby®>”!!

Every effort will be made to keep the mother and her
baby/babies in the same hospital. >

Parents will be offered the opportunity to be present
when care and other medical interventions are
delivered if clinically appropriate.®”’

Every baby will be treated as an individual with

dignity and respect:

e Clinical interventions will be managed to minimise
stress, avoid pain and conserve energy

e Noise and light levels will be managed to minimise
stress

e Appropriate clothing is used at all times, taking
into account parents’ choice

e Privacy will be respected and promoted as

All Wales Neonatal Standards — 3rd Edition
Approved: Neonatal Network Steering Group 19" September 2017

-9-

LHBs

Responsible
organisation

LHBs

Responsible
organisation
LHBs

LHBs

LHBs





appropriate to the baby’s condition.?>®

Every parent will have unrestricted access to their
baby, unless there are safeguarding restrictions
imposed.?>:8:36

Parents will be encouraged to be present on, and be
an active part of, every ward round.

Parents who are unable to visit their baby will be able
to access an electronic means of maintaining
audiovisual contact with the baby, in line with Health
Board Information Governance Policies.

Every unit will have free WIFI available to parents to
enable access to digital information.

Parents will be offered opportunities to discuss their
baby’s diagnosis and care with a senior clinician
within 24 hrs of admission, or following a significant
change in condition.?>:83°

Parents will be actively encouraged, and provided
with the necessary teaching and supervision to
participate in all aspects of the daily care of their
babies.

Up to date, documented care plans will be used to
direct care and are formulated in discussion with,
and input from, parents where appropriate.*®

Whenever possible transfers of babies should be
planned in collaboration with the parents.

Staff will provide assistance to parents in making
travel and accommodation arrangements.

Parents will be given information on how to contact
national and local support groups and where to get
further information, including advice on financial
support and useful websites.

If required, palliative care planning and end of life
decisions will be made in partnership with parents
and professionals, in a suitable environment. All
available, clinically appropriate options will be
explored.?8:1534

Parent will be offered the opportunity to feedback
their experiences of the service during their stay via
Parent Satisfaction Surveys, parent stories or follow
up phone calls.81%>!

Domain 1d - Professional support

It is vital that timely access to psychological support
is available to prevent any impact on a parent’s
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mental health, which in turn can have an impact on
the whole of the family.”-813:>3

Each unit will ensure there are enough psychologists,
counsellors and other mental health workers
available so that parents, siblings and staff have
access to psychological support.s®>3
In addition access to the following support services is
also required:
e Social worker
Spiritual advisor
Bereavement counsellor
Breast feeding support staff
Occupational Therapist (providing psycho-social
intervention)
e Multi-ethnic health advocates and
translators.?*>

Domain 1le - Facilities for parents

All future designs for new Neonatal Units will comply
with the Welsh Health Building Note 09-03: Neonatal
units (2016) and with the Disability and Equality act
(2010).

Transitional care** will be recognised as part of the
full spectrum of neonatal care. Units will plan to
develop transitional care facilities in order to reduce
the need to separate (near term and term) babies
from their mothers.

Dedicated facilities will be available for parents and
families of babies receiving neonatal care. As a
minimum there is:

e One room per intensive care cot located within 10
- 15 minutes’ walking distance of the unit in a
NICU

e At least two rooms for ‘rooming in’ prior to
discharge will be available within or adjacent to
the Unit (with gas and air supply points to be
available). All rooms should be free of charge and
with bathroom facilities

e Arrangements for secure and readily accessible
storage of parents’ personal items

e Non-secure storage for baby’s personal items
(e.g. baby clothes) at the cot-side

e A parents sitting room

e Access to hot drinks and food outside normal
hours

All Wales Neonatal Standards — 3rd Edition
Approved: Neonatal Network Steering Group 19" September 2017

’

-11 -

LHBs

Responsible
organisation

LHBs

LHBs

LHBs





A toilet and washing area

A changing area for other young children

A play area for siblings of babies receiving care

Access to a telephone and internet connection

within the hospital

e A room set aside and furnished appropriately for
counselling where dignity, privacy and respect is
maintained

e Where car parking is not free, parents will be

informed of the cost and any local arrangements

for reimbursement.>”:8:911

Local and special care units will ensure that there are
parent rooms available to accommodate any parent
who wishes to stay close to their baby.>?

Parents will have access to Family Friendly outpatient
facilities including:

e An appropriate area to feed baby

e Changing area

e Access for prams

e Consulting room large enough for baby,

parents and siblings

e Play area

e Appropriate toys available.>”’
Units will actively participate with the Bliss Baby
Charter audit tool to assess the quality of family-
centred care they provide and identify areas for
improvement.’

Domain 1f — Breast feeding

All units will have an Enteral Feeding Guideline;
either the All Wales Enteral Feeding Guideline for
Preterm Infants or local feeding policy.

Health Boards and neonatal units will be able to
evidence that they are actively working towards
improving breast feeding rates. Breast feeding
promotes health benefits for the mother and baby
throughout their lives.

Maternity and neonatal services will encourage

breastfeeding and the expression of milk through the

provision of information and dedicated support,

including:

e All units will have a breast feeding policy in place
that promotes skin to skin, bonding, breast
feeding or expressing
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e All units will have a medical and nursing lead, with LHBs
dedicated time, who works to improve breast
feeding rates and educate staff and parents

e Support to initiate breastfeeding as soon as
possible after birth

e When necessary, support to start expressing
within 1 hour if mother’s condition allows or if not,
as soon as possible after that, to maximise the
benefit of colostrum and optimise milk production

e There will be enough breast pumps and associated
equipment for every mother who requires them

e Mothers will be shown how to make the best use
of techniques such as double pumping and skin to
skin

e Mothers will be requested to keep a record of
volumes expressed so that problems with
expression may be identified and addressed early

e Availability of a comfortable, dedicated and
discreet area for feeding or expressing. This could
be at the cot-side

e Mothers will be actively encouraged and supported
to breast feed throughout the stay by neonatal
staff (medical and nursing) and breast feeding
supporters/advisors. All staff involved in this
aspect of care will receive training on the benefits
of breastfeeding on the health of both the mother
and baby throughout their life spans

e Supporting breastfeeding as part of the discharge
process

e Promotion of safe and hygienic handling, labelling,
storage and administration of breast milk in line
with national and local guidelines

o féccess to donor breast milk, as clinically indicated

e Parents will be given information on donor milk
(admission packs/notice board) and there will be a
process for consent. 84’

Written information on breast feeding is to be
provided at key stages. Where possible this should
be in different languages. This includes:

e Pregnancy

Antenatal consultation with the neonatal team
Initiation and maintenance to around 34 weeks
Transitioning to feeding at the breast

Maintenance of breast feeding at home
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Units and postnatal wards should display

information showing their own breast feeding
rates, 5:7:17,19-26

Parents will have access to information and support
on alternative feeding practices e.g. bottle feeding.
Both mothers and fathers will be supported and
shown how to make feeds and sterilise bottles and
teats.’

Standard 1g - Developmental care

Effective developmental care results in less stress for

babies, shorter hospital stays and better long terms

outcomes. Parents feel more involved in the care of

their babies and relationships between hospital staff

and parents are strengthened.>>’

e A multi-disciplinary developmental care group is
established on each unit

e There will be unit guidelines for delivery of
developmental care, supported by education and
training of staff

e Each unit will have a guideline and scoring system
to aid recognition and treatment of pain in the
neonate

e Parents will be encouraged and supported to

participate in their baby’s care at the earliest

opportunity, including:

e Regular skin-to-skin

e Providing comforting touch and comfort
holding, particularly during painful procedures

e Feeding

e Day-to-day care, such as nappy changing

e Handling and positioning of their baby.

Parents will be educated in family centred

developmental care (in admission packs,

information in the unit and discussion with staff)

Domain 1h -Equipment on neonatal units

Appropriate, safe equipment will be available on all
neonatal units. 12

Resources will be available to purchase and maintain
equipment for the level of neonatal care being
delivered.

Joint working arrangements will be in place with the
local Medical Technical Department responsible for
equipment safety and maintenance.
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The blood gas analyser will be maintained in line with
point of care testing protocols and infection
prevention and control (IPC) standards.

24-hour laboratory services will be available which
are orientated to neonatal needs.!

Each Neonatal Unit will have access to the following
equipment:

e Resuscitaire and difficult airway box

e Blood gas analysis with facilities for measuring
lactate and Haemoglobin

Syringe/infusion pumps

Phototherapy units

Transillumination by cold light

Portable x-ray machine

Ultrasound scanner to be available 24/7

Internal hospital transport equipment (including
mechanical ventilation)

Cerebral function monitor

Non-invasive blood pressure measurement
Instant photographs

Szpecialist equipment to support discharge home.

4

Each intensive care cot (including stabilisation cot)

will be equipped with the following equipment:

e Ventilator

e Incubator

e CPAP and or high flow machine

e (Cardio- respiratory monitor with facilities to
measure ECG, respiration, temp x2, Saturation
X2, invasive and non invasive blood pressure

e A pressure limited resuscitation device with air
oxygen blender e.g. a neopuff

e Data point

e A breast milk pump

e A suitable light source for clinical procedures e.g.
insertion of lines. 12

Neonatal intensive care units will have facilities to
provide:

e Inhaled Nitric Oxide

e Whole body cooling

e High Frequency Oscillation.

Domain 1i —Research Consent

Clinical research activity on neonatal units is
extremely important in order to advance knowledge
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and improve care. Counselling and Randomisation
will be undertaken only by clinicians who have
completed the course and use the principles of ‘Good
Clinical Practice’ guidelines.*®

All efforts will be made to include families and their
baby in appropriate clinical research activity:

Families and carers are informed about all
research that their baby is eligible to participate in
by using appropriate leaflets, inserts in maternity
notes and inserts in Unit induction packs

When a baby becomes eligible for a research
study during their admission parents and carers
are informed of this, and provided with regular,
appropriate updates

Each Unit supports families and carers during the
research process by providing regular updates
after a baby has been recruited to a study
Families and carers are informed that they can
withdraw from research trials at any time without
compromising the care of their baby.
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Domain 2: Safe Care

Rationale: Assurance regarding quality and safety of care will be
supported by a robust clinical governance framework. Each unit will
monitor and act upon data and information gathered from quality
outcome measures, clinical outcomes and other methodologies and

demonstrates a culture of continuous improvement.

Care will be

where possible, evidence based and provided in line with approved
patient pathways by appropriately skilled staff, treating babies in
units with appropriate facilities. Staff should undertake regular audit
of practice and receive the required training and updating of their

skills.

Domain 2a - Designation of units and
appropriate activity

Neonatal care will be commissioned to meet the
local and national population needs of Wales based
on up to date and accurate data. 1:*°°

Each neonatal unit in Wales will be designated
according to the BAPM criteria (Intensive Care unit,
Local neonatal unit or Special care unit) for
intensity, facilities and workforce.!%>®

It is recognised that there will be a Sub Regional
Neonatal Intensive Care Centre in North Wales.

A baby thought likely to require specialist care or
intensive care after birth, (including babies with
prenatally diagnosed conditions) should, wherever
possible, be delivered in a unit with the associated
specialist service or intensive care service, to avoid
unnecessary postnatal transfer.:2:2°

Each unit will manage babies in line with the agreed
service specifications.

Domain 2b - Midwifery led care

Midwifery led units (MLUs) including free standing
should have in place the following clear clinical
governance arrangements to ensure safe pathways
for neonatal care.”®
e A program of regular neonatal training for
midwifery staff which includes resuscitation,
newborn examination, and common neonatal
problems
e Clear pathways for both emergency neonatal
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care and common neonatal problems e.g.
jaundice, hypothermia, respiratory distress

e Audit and data collection

e (Case reviews which involve neonatal clinicians
of any adverse outcomes, incidents or near
misses

e Records of all of the above which can be
reviewed.

Domain 2c — Working relationships between
neonatal units

Each special care or local neonatal unit will be

aligned to a NICU. Agreement on frequency and

nature of ward rounds will be determined and

documented in the unit’s service specification. This

will encourage:

e Ward rounds from NICU consultants at LNUs and
SCUs

e Regular participation on NICU ward rounds of all
consultants from non NICUs who contribute to
their neonatal unit on call rota in order that their
knowledge is current and to maintain their skills.

For each NICU / SURNICC there will be at least 2
consultant led ward rounds per day. For each local
neonatal unit or special care unit in Wales there will
be at least one consultant ward round per day.

Each unit will have in place robust procedures for
clinical handover for both medical and nursing staff
to maintain patient safety in line with Health Board
policy.

Across the network there will be agreed pathways of
care for repatriation of babies.

There will be a process in place whereby a
consultant working on a special care unit or LNU will
access advice from their associated NICU 24/7.

All units outside of a NICU / SURNNIC will be

required to have 24/7 Consultant to Consultant

discussion on babies who fit the following criteria:

e Newborn <1500g

e Newborn <32/40 or 34/40 for multiple pregnancy

e Any ventilated baby

e Non-invasive ventilation (CPAP / High Flow)
requiring FiO2 > 0.4, or rising FiO2 requirement

e A baby with a pneumothorax requiring
intervention
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e Any baby with an abnormality diagnosed in the
antenatal period and a plan to deliver in a tertiary
centre

Seizures

Abdominal distension and feed intolerance
Suspected NEC

Refractory or unanticipated symptomatic
hypoglycaemia

Persistent metabolic acidosis

e Any baby requiring therapeutic cooling

e Any other baby who is causing concern.

All units providing care for babies outside of their
agreed gestational age for delivery will exception
report to the Neonatal Network.

Domain 2d- Resuscitation

The Standards for neonatal resuscitation are set out
in the Neonatal Life Support Manual (4™ Ed 2016)
which is issued under the auspices of the
Resuscitation Council (UK) and reflect current
opinion published by the International Liaison
Committee on Resuscitation (ILCOR).

Personnel

Each unit will ensure that all doctors and nurses
caring for critically ill neonates receive Newborn Life
Support (NLS) training and maintain NLS
certification.?’

Health Boards and Welsh Ambulance Services Trust
will ensure that staff attending deliveries in
midwifery led units and home births, including
paramedics, are suitably trained in Newborn
resuscitation and stabilisation and maintain their
certification.?

All obstetric delivery units involved in the care of
babies will have associated neonatal staffing
arrangements for the prompt, safe and effective
resuscitation and stabilisation of babies. Ongoing
stabilisation may be necessary until retrieval to a
unit able to provide ongoing care at the appropriate
level.

Equipment
Resuscitation equipment will comply with the latest

Resuscitation Council Guidelines and be available in
any area where neonates receive care, including
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Midwifery led Units.?”%®
Clinical Management

Every Neonatal Unit will have an agreed protocol for LHBs
the resuscitation and/or management of the
extremely preterm infant.

3,4

When delivery of a baby at <32 weeks gestational LHBs
age is anticipated, a consultant or career
grade/training grade doctor or ANNP with middle
grade equivalent neonatal training and experience

will also be present.!:?

If the decision after resuscitation is that the baby LHBs
should remain with the mother, a clear management

plan will be documented including the frequency of
required observations and specified time for review.

Domain 2e - Infection prevention and control Responsible
(IPC) organisation

All neonatal units will have a detailed written LHBs
guideline regarding infection prevention and control
(IPC) practices, based on their own Health Board
and Public Health Wales IPC policies. The guideline
will be updated in line with best practice.***® Staff
will need to be familiar with the guidelines and
follow the recommendations.

There will include details of:

e Standard infection control precautions

Prevention of infection

Admission screening

Hand Hygiene

Enhanced precautions

Control of the environment

Cleaning schedule

Management of blood and body fluid spillages
Safe disposable of waste

Safe disposable/cleaning of linen and laundry
Sink and water policy

Management of care equipment

Avoidance of contamination and decontamination
Isolation Precautions

Personal Protective Equipment (PPE)

Management of outbreaks or suspected outbreaks
including liaison with the network.

All staff will receive IPC training during their LHBs
induction programs with mandatory annual updates.
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Infection prevention control practices are audited in
line with local policy, with feedback provided to staff
and service users.

Domain 2f - Fire Safety

All units will have a written policy on fire prevention
and actions to be taken if a fire should develop on
the unit. An area for continuation of care, if
evacuation is necessary, will be identified.

All staff will have undertaken Fire Safety as part of
their induction and maintain updates.

All staff will be aware of the policy and there will be
regular fire drills and scenarios acting out evacuation
plans.

Domain 2g - Safe guarding

All units will have systems, policies and procedures
in place to support their staff in safeguarding babies
effectively. These will reflect local (Health Board,
Regional safeguarding Children Board) professional

(RCN, GMC) and national guidance (AWCPP 2008).
32,33,39-42

Each wunit will identify a lead professional for
safeguarding to provide other staff with support and
advice on safeguarding issues, updates on
safeguarding developments and information on
training.

All neonatal staff will undertake training on
safeguarding appropriate to their role and in line
with Health Board policy. Neonatologists and
neonatal nurses are expected to be at Level 3
training. 3%33:39,40,41

All staff will take action if a baby is identified as
being at risk in line with the safeguarding policy.

Where safeguarding concerns are identified, staff
will ensure that details of interactions with the
parents are comprehensively documented in the
baby’s records.

Information will be shared appropriately amongst
multi professional agencies and there will be active
engagement with the primary care team of GP,
midwife, Health visitor and social care worker where
appropriate.

Each unit will have agreed pathways of care in place
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for the management of a baby where the parent has
a known history of substance misuse or other
safeguarding concerns have been identified.

Domain 2h - Case reviews

Each unit will have in place a protocol for post
mortem consent supported by appropriate staff
training. The findings at post mortem must be
shared at a later date with the parents.

Each Health Board will undertake a detailed case
review following the death of every baby using a
specified tool, by a consultant least involved in the
case. There will also be a detailed review of every
baby who requires cooling. >°

Each unit will have in place a process whereby the
outcome of this review is presented at a unit
meeting. In addition an external peer review
clinician will be invited to participate in the case
presentation to give independent advice. Lessons
learnt should be fed back to all relevant staff at unit
level.>®

The neonatal network will set up network mortality
review meetings at which individual deaths can be
reviewed and a more detailed review undertaken
when necessary. If a more detailed review is
required this should be done by a multidisciplinary
team involving midwifery, obstetrics, neonatal
medical and neonatal nursing colleagues with
appropriate input from any other involved
specialists®®. All units must participate in this
process, so that when a baby is born in one unit and
transferred to another, the care can be discussed
openly across the baby’s pathway.

Lessons learned will be shared with all units in
Wales.

Domain 2i - Incident reporting

All units will have in place effective mechanisms for
reporting and investigation to Welsh Assembly
Government (WAG) serious untoward incidents
(based on the “never events” list). ©°

There will be at unit level effective mechanisms for
reporting and investigating untoward incidents with
any identified lessons communicated effectively to
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staff. Lessons learnt will be shared at network level.
If a baby is involved parents need to be fully
informed and involved.

If a member of staff is involved in, or withesses an
untoward incident, whether as a staff member or as
the transport team, they will report this to their line
manager, in accordance with the Health Board
reporting and investigation process. The parents will
also be informed.

If a transport team member is involved in an
untoward incident, they will report the incident and
discuss with their line manager. They will also
inform the consultant who is caring for the baby,
and parents will be informed. If this is not possible
at the time (because of the nature of the transport
service) arrangements will be made to meet the
parents at a later time or delegate the responsibility
to the receiving consultant. This will be
documented.

The neonatal network will be informed if a baby
requiring NICU care is unable to be transferred due
to capacity reasons. An incident report will also be
generated.
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Domain 3: Effective Care

Rationale: A high quality service with an effective governance
structure will demonstrate the use of quality indicators to monitor
and improve outcomes and will produce an annual report evidencing
the planning and delivery of continuous improvement in the service.
This will be supported by active engagement with staff at all levels

Domain 3a - Leadership and Management Responsible
organisation

The Neonatal Network will have in place clinical Network
leadership with time dedicated to the role.'?

All neonatal units will have a leadership team which LHBs
consists of a medical lead, a nurse lead and a
Directorate manager.

The neonatal unit medical lead will have 2 sessions LHBs
per week in their job plan devoted to the
management role. This is in addition to the sessions

in their job plan devoted to clinical care and
continual professional development (CPD).

All units will have an office/ward manager who can LHBs
work clinically when required.?

All units will have a nursing co-ordinator/team LHBs
leader on every shift; who can work clinically when
required.’

The Neonatal unit providing surgical services will LHBs
have a nurse with neonatal surgical experience who

has clinical leadership responsibility for nursing care

of babies needing surgery.’

Domain 3b - Data reporting and benchmarking

e All units will participate in data collection LHBs
through the following agreed systems

Badgernet

Vermont Oxford Network

MBRRACE

National Neonatal Audit Project NNAP

CARIS.36’57’59

In order to maintain data quality, completeness and
troubleshooting, all units will be allocated senior
staff responsible for each of the data bases.

All units will review themselves against the current LHBs
BAPM Neonatal Service Quality Indicators and
publish information about their current status and

All Wales Neonatal Standards — 3rd Edition
Approved: Neonatal Network Steering Group 19" September 2017

-24 -





future plans in their Annual Report. 72

Units will have training and monitoring plans to
ensure accurate data entry in both a local and
national context.

All units will generate an Annual Report including
key performance indicators and benchmarking.

The Neonatal Network will generate an All Wales
Annual Report.

All units will provide effective staff feedback on
outcomes, including published reports and any
remedial steps required.

Domain 3c - Evidence based guidelines

Units will use evidence based guidelines such as
those published by the Clinical Guideline Group
(CGQG).

Domain 3d - Cooling

Infants fulfilling criteria for therapeutic hypothermia
(TH) will be looked after in @ NICU or SURNICC in
line with the All Wales Cooling Guideline. >>°

If born in @ LNU or a SCBU, contact will be made
with the Cymru inter Hospital Acute Neonatal
Transfer Service (CHANTS) team and NICU in line
with the All Wales Cooling Guideline.

All  surviving infants undergoing therapeutic
hypothermia will have an MRI brain scan between
postnatal days 5 to 14.

Domain 3e- The newborn Examination

The newborn examination will only be undertaken by
clinicians who have been trained in the technique
and who maintain their practice®®. Clinicians will
perform at least 30 examinations per year to
maintain their skills. Refresher training will be
provided with an experienced neonatal clinician and
this training will include at least three satisfactory
supervised newborn examinations. The newborn
examination includes:

e Cardiovascular system examination (including

assessment of oxygen saturation)

e Eye examination

e Hip examination

e In male infants examination for the presence of
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testes in the scrotal sac
e Examination of the soft palate using a tongue
depressor and torch.

Pathways will be put in place to ensure prompt
referral and treatment when abnormalities are
detected *°. These pathways include:
e Hip USS scan should by 6 weeks:

o if there is a family history (first degree
relative) of hip problems requiring
treatment with a splint, harness or
operation in infancy

o if there was a  history of breech
presentation at or after 36 weeks gestation.
In the case of multiple births, if any of the
babies is breech after 36 weeks gestation,
all babies should receive an USS

e If the clinical examination of the hips is
abnormal, USS scan will be done within 2 weeks

e If a cataract is suspected on examination of the
eyes, the baby will be seen by a specialist
ophthalmologist within two weeks of age

e For babies with bilateral undescended testes the
baby will be seen by a consultant neonatologist
+/- specialist endocrinologist within 24 hours
after birth to rule out life threatening endocrine
disease.

Domain 3f - Screening pathways

There will be agreed screening pathways for
e ROP screening of high risk infants
e Hearing screening ©°
e Newborn blood spot. ©°
Protocols will be in place for management of
e Those infants requiring BCG
e Those infants requiring hepatitis b vaccination
e Infants born to mothers with HIV infection.

Domain 3g — Vaccinations

Babies will receive their childhood immunisations
according to the latest JCVI Green Book
recommendations.

Palivizumab to be offered to a select group of
neonates as recommended in the latest JCVI Green
Book and in line with local policy.

Vaccinations to be given by a clinician trained to
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immunise.
Immunisation administrators to undertake a yearly
update in line with local policy.

Domain 3h- Neuro-developmental follow up Responsible
organisation

All Health Boards should ensure that they take LHBs
responsibility for their babies’ neurodevelopmental
follow-up pathways. As a minimum, babies in the
following categories will receive an appropriate
neurodevelopmental assessment at 2 years of age
with data entry into Badgernet:

e Less than 32 weeks (corrected)

e Less than 15009

e All babies who received therapeutic

hypothermia.%':%’
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Domain 4: Equity

Rationale: The service will be of a uniform high standard wherever
the patient lives within Wales. Every effort will be made to secure
timely access to the most appropriate care. Units will have sufficient
capacity to ensure that where appropriate, all babies receive the care
they need as close to home as possible, depending on the condition
of the baby.°

Domain 4a - Access and capacity Responsible
organisation

Neonatal care is commissioned to meet the local and WHSSC
national population need based on an adequate
assessment of need undertaken at least once every

year. 1,2,5,57

Agreed out of network activity e.g. cardiac surgery, WHSSC
ECMO, specialist surgery and agreed cross border

flow will be maintained in line with agreed
commissioning.

Average cot occupancy will not exceed 70% for WHSSC
critical care and 80% for special care.3

There will be sufficient surgical capacity in the WHSSC

neonatal surgical centre to accommodate those

babies who require access for surgical care.

Domain 4b - System of network review Responsible
organisation

The All Wales Neonatal Network will have in place a Network

clinical lead who has sessions dedicated to the role

and enable support to be provided equally to North

and South Wales as required. 12

Within the Network leadership arrangements will be Network

in place for:

e Workforce

e Education and Training

e Quality & Safety

e Guideline development

e Audit

e Family Centred Care/Developmental Care

e Transport.

Domain 4c¢ - Staffing Responsible

organisation
Medical workforce
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Neonatal intensive care units

At Tier 3, all consultants will be full time neonatal
specialists. There will be a neonatal consultant 24/7
on-call rota, separate from general paediatric cover
with a minimum of 7 Staff. All consultants will have
CCT in Paediatrics, Neonatal Medicine or equivalent
training.

Neonatal consultant staff will be available on site in
all NICUs for at least 12 hours a day and for units
undertaking more than 4000 intensive care days per
annum consideration will be given to 24 hour
consultant presence. '°

NICUs undertaking more than 2500 Intensive care
(IC) days per annum will provide at least two
consultant led teams during normal hours.®

At Tier 2 there will be a separate neonatal rota

24/7 with a minimum of 8 staff, made up from the

following:

e Paediatric ST4-8

e Specialty doctors

e Other non training grade doctors

e ANNPs (with appropriate additional skills and
training)

e Resident neonatal consultants.

NICUs undertaking more than 2500 Intensive care

(IC) days per annum will augment their tier 2

medical cover by providing a second trained doctor

or suitably trained ANNP or resident consultant.®

At Tier 1 there will be a separate neonatal rota
with a minimum of 8 staff, made up from the
following:

e Paediatrics ST1-3

e ENNPs

e ANNPs

e Specialty doctors.

Units with more than 7000 deliveries will augment
their tier 1 medical support by providing extended
nurse practice or a second junior doctor/ ANNP. 1°
Neonatal surgical services - University
Hospital of Wales

Neonatal surgery is performed by specialist
paediatric and neonatal surgeons, or surgeons with
a specialist interest and complimented by specialist
paediatric and neonatal anaesthetic support. 3>
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A specialist paediatric surgeon is on call 24/7 for the
neonatal surgical service and to provide advice to
referring centres. 3°

The surgical service requires 24/7 paediatric
radiology support either locally delivered or within a
network. In the absence of a 24/7 service the local
provider will ensure that efficient and clear
processes are in place to mitigate any risks and to
Offer the best possible care to the baby. *°

Local Neonatal Units %3

At Tier 3 the LNU has a minimum of 7 consultants
on the on-call rota. There should be one consultant
who has a designated leadership role in neonatology
and is responsible for the direction and management
of the Unit, with a minimum of 2 sessions identified
in the job plan for this role. This is in addition to the
recommended sessions for CPD and clinical work.

There will be 24-hour 7 day availability of a
paediatric/ neonatal consultant who can
demonstrate expertise in neonatal care (based on
training, experience, CPD and ongoing appraisal).>
Tier 2 the LNU may have a shared rota with
paediatrics, with

minimum staff needed to meet British Association of
Perinatal Medicine (BAPM) and Wales Deanery
requirements.* Staff will have the training and
experience to resuscitate and stabilise babies
unexpectedly requiring short term Intensive care.
Staffing will be made up from the following:

e Paediatric ST3-8

Specialty doctors

Other non training grade doctors

ANNPs

Resident paediatric/neonatal consultants.?

Where LNUs regularly provide intensive care and/or have a very busy
paediatric service and/or have a neonatal and paediatric services that are a
significant distance apart the above staffing should be enhanced. Such
enhanced measures would include separate Tier 2 rotas 0900 until 2400 each
day or, depending on an assessment of patient safety, throughout the 24
hours.

At Tier 1 the LNU will have a separate neonatal rota
with the minimum staff needed to meet BAPM and
Wales Deanery requirements who do not cover
general paediatrics in addition at any time of day or
night, made up from the following:

e ANNP’s
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o tier 1 trainees
e non training grade doctors
e specialty doctors.

Special Care Units 12

At Tier 3 there will be a minimum of 7 consultants
on the on-call rota with a minimum of one
consultant with a designated lead interest in
neonatology and responsible for the direction and
management of the unit.

At Tier 2 there will be a shared rota with paediatrics
with the minimum staff needed to meet BAPM and
Wales Deanery requirements.

At Tier 1 the rotas will be EWTD compliant with the
minimum staff needed to meet BAPM and Wales
Deanery requirements who may cover paediatrics in
addition, made up from the following:

Paediatric ST1-2

GPST1 or FY2

Specialty doctors

ANNPs

e Non training grade doctors.

In some settings Tier 1 and 2 may be able to merge
where appropriate skilled nursing support exists.

Nursing Workforce 3%31

A nursing ratio of 1:1 is provided for babies
requiring Neonatal Intensive care. The named nurse
is Qualified in Speciality (QIS) and will have no other
managerial responsibilities during the clinical shift.
The nurse may be involved in the support of a less
experienced nurse working alongside in caring for
the same baby.>

A nursing ratio of 1:2 is provided for babies
requiring High Dependency care. The named nurse
is Qualified in Speciality (QIS). More stable and less
dependent babies may be cared for by registered
nurse not QIS, but who are under the direct
supervision and responsibility of a neonatal nurse.?
A nursing ratio of 1:4 is provided for babies
requiring Special Care. Registered nurses and non-
registered clinical staff will be under the direct
supervision and responsibility of a neonatal nurse
QIs.?

NICUs will have a minimum of 80% and local and
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special care units a minimum of 70% of the
workforce establishment holding a current Nursing
and Midwifery Council (NMC) registration.>

The unit can provide evidence that the nursing
establishment is correct for the number of
commissioned cots and are calculated to include an
uplift of 27% to accommodate expected leave. 2 ®3

Staffing records will evidence that units have a
minimum of two registered nurses on duty at all
times, of which at least one is Qualified in Speciality
(QIS).”

Identified nurses, acting as Champions for the
quality of practice within each unit will have
dedicated time to support’:

e Transport

Bereavement support and palliative care
Discharge Planning

Health, safety & risk management

Infection control

Equipment.

All units will have a dedicated supernumerary
neonatal outreach team additional to the nursing
staff providing direct acute care. The size of the
team will depend on local criteria and geographical
area.

Support staff

All units will ensure that adequate clerical and
support staff are in post.

Allied Health Professionals

All Neonatal units will have appropriately funded

e Dietetic care provided by a highly specialist
paediatric dietician with specialist knowledge,
training and experience of complex neonatal and
surgical dietetics

e Physiotherapy care provided by highly specialist
physiotherapists with knowledge, training and
experience to provide neurological and
neurodevelopmental assessment and intervention

e Occupational therapy provided by highly

specialist Occupational therapists with
knowledge, training and experience to provide
neurodevelopmental, behavioural and
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psychosocial assessment, intervention and
anticipatory guidance to the infant and their
family/care giver, to support the development of
parenting co- occupations and baby occupations

e Speech & Language Therapy (SLT) care by a
highly specialist SLT with knowledge, training and
experience of the feeding and developmental care
needs of complex neonates. 34>

Additional staffing will be needed to support follow

up care including assessment, intervention and

anticipatory guidance in the community.

All NICUs & LNUs will provide:

e A minimum of 0.05 - 0.1 WTE highly specialist
paediatric dietician, Physio, Occupational and
Speech and Language Therapist per intensive
care cots

e A minimum of 0.025-0.05 WTE highly specialist
paediatric dietician, Physio, Occupational and
Speech and Language Therapist for high
dependency cots

e A minimum of 0.025-0.05 WTE highly specialist
paediatric dietician, Physio, Occupational and
Speech and Language Therapist WTE for special
care cots. 346869

For highly specialist paediatric dieticians providing
advice to neighbouring LNUs and SCUs additional
capacity will be required in the job plans to provide
this advice and support to the Network.

All neonatal units will have appropriate access to
paediatric/neonatal pharmacists with the appropriate
skills, knowledge and experience in neonatal
intensive care.

Domain 4d - Training of Staff
Medical Staff

Medical staff are expected to possess skills and
knowledge appropriate to their role.

Each unit will have a training plan in place that fulfils
the requirements of the Educational Contract for
Wales Deanery post graduate trainees or other
training grade posts.

Neonatal consultants working at tier two or tier
three are identified neonatal specialists. Their skills,
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knowledge and clinical CPD must be assessed at
annual appraisal. Any deficiencies need to be
rectified as soon as possible with agreement from
their clinical lead or appraiser.

General paediatricians and others such as associate
specialists, specialty doctors or other non-training
grades who provide cover to neonatal units also
need to maintain appropriate skills and knowledge.
In general terms, the time spent in neonatal CPD
should be proportional to their neonatal work.

The neonatal element of the CPD would be assessed
at annual appraisal with remedial action taken
promptly in agreement with the clinical lead, or
appraiser if concerns were apparent.

Those working on LNU’s or SCU’s are encouraged to
spend time on a NICU either as a secondment or as
fixed sessions in order to further develop their skills
and learning.

Each unit will have a training plan in place that fulfils
the requirements of the Educational Contract for
Wales Deanery post graduate trainees or other
training posts.

All staff should possess the appropriate skills
required to resuscitate and stabilise sick infants
pending arrival of the transport team

Registered and non registered nursing staff

Each unit to have a continual professional
development nurse/team (minimum 1 WTE) with
protected time dedicated to providing teaching and
education at the cot-side.

All nurses involved in direct clinical care will have
undertaken a newborn life support course,
appropriate to their role, as recommended by the
Resuscitation Council UK.?’

Registered staff will achieve the competencies
identified within the All Wales Education Pathway for
Neonatal Nurses within recognised timescale.

All staff will be supported to participate in continuing
professional development of relevance to their role
on the unit or in the community.>3*

All staff will be formally reviewed on an annual basis
through appraisal and e-KSF or other appropriate
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performance management process.>3*

Robust training records will be maintained for all
levels of staff within the neonatal unit.>>*

Nurse post registration neonatal education is readily
available based on the Matching knowledge and
skills for Qualified in Speciality (QIS) Neonatal
Nurses competency framework.°

A minimum of 70% of the registered nursing
workforce establishment hold an accredited post
registration qualification in specialised neonatal care
Qualified in Speciality (QIS).”

Non registered clinical staff (including nursery
nurses) will complete the child specific Credit
Qualification Framework Wales (CQFW) level 3
training within 1-5 years of appointment.3*3°

This group of non-registered clinical staff must have
their roles clearly defined within hospitals, and be
included appropriately in established numbers. *

For nurses QIS working in roles with enhanced
practice skills (ENNP), a defined level of competency
for the theoretical and practical assessment of new
skills needs to be agreed with local higher education
institutions (HEI). 3

Clear tiers of responsibility and accountability will be
put in place for staff working in Advanced Neonatal
Nurse Practitioners (ANNPs) roles based on the 4
pillars of Advanced Practice.*

Allied Health Professionals

All Therapists involved in neonatal care will be

suitably trained and experienced and as a minimum:

e Dietitians/specialist neonatal Dietitian - will have
completed the British Dietetic Association
Paediatric masters module two/five or equivalent
levels of knowledge and skills and achieved
competencies

e Speech & Language Therapists — will demonstrate
competences at least to level C with support from
a SLT working at level D

e Pharmacists - will have successfully completed
the Centre of Postgraduate Pharmacy Education
paediatric learning pack or have equivalent levels
of skills and knowledge.

e Occupational therapists - will have competency
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and postgraduate training in neuro
developmental, behavioural and psychosocial
assessment, intervention and  anticipatory
guidance to the infant and their family/care giver,
to support the development of parenting co-
occupations and baby occupations

e Physiotherapists - will demonstrate competencies
in line with the requirements of the Association
of Paediatric Chartered Physiotherapists neonatal
competence framework. °8:%°

Therapists involved in neonatal care will have access
to post graduate training appropriate to their service
and should be supported to participate in continual
professional development specific to their role.

Therapists involved in neonatal care will have their
performance reviewed annually according to their
Health Board requirements for appraisal based
within their professional department and in line with
the requirements of their professional bodies.

Domain 4e - Cross site working

Local arrangements will be in place to ensure staff
working across sites and Health Boards have the
appropriate contractual arrangements.

Contractual arrangements need to be in place to
support the rotation of nursing staff between NICUs
and LNUs/SCUs in order to maintain their Qualified
in Speciality (QIS) intensive care skills and
competencies.
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Domain 5: Timeliness

Rationale: Neonates will be cared for in the right place, at the
right time and by the right people with the right skills. A high
quality neonatal service will demonstrate timely provision of clinical
care, minimise delays in emergency transfer and access to care;
effective deployment of teams for planned transfers; a sustainable
transport infrastructure to support the service and timely

communication with obstetric staff.

Domain 5a - Preterm labour

A preterm labour pathway will be in place to

support:

e A single course of antenatal steroids when the
baby is expected to deliver between 23 weeks
and 37 weeks gestation®’

e Mothers who deliver babies < 30 weeks gestation
will where time allows be given Magnesium
sulphate for neuro protection of their infant in the
24 hours prior to the delivery.>®

Domain 5b - Transport

24 hours neonatal transport services are planned
and commissioned on an All Wales basis.>>%>3

There is a robust clinical governance framework
including an ongoing risk assessment and reporting
of clinical incidents and near misses with feedback of
any lessons learned to all members of the team.

All units referring or receiving neonates have 24
hours access to timely and appropriately staffed and
equipped neonatal transport services 365 days a
year. 5,52,53

The Network is responsible for monitoring neonatal
transfers in line with UK Neonatal Transport Group.
The transport service will contribute data to the
National minimum data set and produce an annual
report. To enable this, transport teams will enter
every transport episode into the Badgernet system
within 3 weeks of the transfer event.

Staff working within the transport teams are in
addition to those of the clinical inpatient
team.1'2'5'52'53
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The neonatal transport team will have facilities for
conference calls to enable a 3 way discussion
between referring unit, transport team and receiving
unit to optimise the care of the baby and initiate a
timely transfer.

A dedicated vehicle specifically designed to support
the transfer of babies between units will be
available. The specification and suitability of this
vehicle will be reviewed annually.:?>>2:>3

Each Neonatal Unit will keep a detailed log of all
neonatal transfers including unmet requests with the
reasons. This information will be included as part of
Unit and Network Annual Reports.

Neonatal units will ensure parents are involved in

the possible transfer of their baby, including:

e Involving them in discussion on transfers

e Giving them comprehensive information on
transfers

e Encouraging them to visit a new unit in advance
of the transfer where possible

e Making sure parent know who to talk to at the
new unit, for example, the nurse in charge

e Supporting the family to make alternative travel
arrangements for the family if they are unable to
travel with their baby.

Parents will be offered the opportunity, where
appropriate, to travel in the ambulance with their
baby if this has been agreed with the transport
team.

Arrangements will be in place between maternity
and neonatal Units for the timely transfer of the
mother (in-utero transfer) when a high-risk situation
is anticipated in line with the All Wales In-Utero
Transfer Guideline and of the mother post delivery
as soon as her condition allows.

Each Maternity Unit will keep a detailed log of all in-
utero transfers of mothers whose babies are likely to
need neonatal care, and all those where requests
are refused with reasons.!:

The transport service may request the assistance of

Emergency Medical Retrieval and Transfer Service

(EMRTS) to enable safe and timely transport in the

following situations:

e Responding to a time critical referral where
arrival by road transport will not provide a timely
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response

e Long distance transfers of a baby where a road
travel is anticipated to be in excess of 2.5 hrs
(baby journey).

Babies born at home or at an MLU who require
transfer to hospital will be transferred ’° safely with
appropriate monitoring (including saturations and
temperature), observations recorded, airway
control, ventilation or oxygen administration as
required, and safely secured on a trolley in the
supine position with appropriate arrangements to
keep the baby’s temperature at 37-C.

Domain 5c - Discharge Planning

The discharge planning process will be commenced
at the point of admission to facilitate safe and
effective discharge.!%® This will include:

e Parents will be involved in the multi-disciplinary
discharge planning from the point of admission.
Health and social care plans will be continually
reviewed

e A named member of staff will be responsible for
co-ordinating a multi-agency discharge process.

e High risk neonates and those with complex on-
going needs will have a multi-disciplinary
Discharge Planning Meeting

e Parents will have access to rooming-in so they
can stay with their baby and develop confidence
in day-to day care prior to discharge

e Families will have appropriate education,
information and training (e.g. home oxygen,
naso gastric tube feeding) prior to discharge

e Families will have resuscitation training
(including information on Sudden Infant Death
Syndrome (SIDs) offered before discharge home

e Parents will have the opportunity to meet the
neonatal outreach team prior to discharge if they
are to be involved in their baby’s future care

e Parents will be given copies of correspondence
such as antenatal care plans and baby’s
discharge summary on or before the day of
discharge. This may be accompanied by an
explanation from a clinician.

All units will have a local neonatal outreach team?!™

who co-ordinate the multi-agency care of the

neonate post discharge.
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e As a minimum all *high risk’ neonates (<32wks,
<1.5kg, HIE) will be followed up by the neonatal
outreach team.

e Where there is a need for continuing care or
palliative care, the responsibility for meeting
those additional needs will rest with a workforce
skilled in delivering neonatal care in the
community*®1>

e Bereavement support will be offered to families
whose baby has passed away in the neonatal
unit1'2'15

e Plans will include support and monitoring for
vulnerable families to safeguard and promote the
welfare of the baby>°%?

e For those babies who need long term community
care and support, the neonatal team will
arrange appropriate and timely transfer of care
to children’s services

e Where there is no requirement for neonatal
outreach, the responsibility for ongoing health
monitoring will be transferred to the primary
care team.

The baby and family will have their ongoing needs at
home co-ordinated and met by health professionals
appropriately skilled in delivering neonatal care and
support in the community

Neonatal follow-up will be provided as close to the

family home as possible.

e Local follow-up  will be arranged and
communicated to parents prior to discharge

e High risk neonates will have a 6 month and 2
year corrected neurological and developmental
assessment.

The will be a process in place whereby a baby
discharged from a neonatal unit or postnatal ward
and readmitted to hospital within 72 hours will be
reviewed in order to determine whether the
discharge was appropriate.
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Domain 6: Efficiency

Rationale: The services will provide value for money. Staff will be
appropriately trained and skilled to undertake the tasks required
in an efficient manner to reduce any wastage. The network will
aim to achieve units working together efficiently to avoid any
unnecessary duplication of services and using most efficient
practices.

Domain 6a - Reducing term admissions Responsible
organisation

Where a baby > 37 weeks gestation (excluding LHBs
those admitted because of congenital surgical
problems) is admitted to the neonatal unit, a case
review will be conducted involving obstetricians and
neonatologists of the whole care pathway including

the antenatal management to see if the admission

could have been prevented.

Postnatal wards and transitional care units will have LHBs
arrangements in place for regular clinical
observations. This will include the use of a trigger

tool to identify an appropriate review by a clinician

when there are concerns (BAPM or similar). *®

There should be pathways in place for the
management of babies with the following
conditions:

Jaundice

Risk of hypoglycaemia
Respiratory concerns
Postnatal wards and transitional care units will have LHBs
a guideline in place to identify babies of high risk of
neonatal hypoglycaemia and will have means of
accurate measurement of blood glucose levels which

is essential for diagnosis and management of
neonatal hypoglycaemia. The ward based blood

gas analyser should be considered the reference
standard for measuring blood glucose based on
accuracy and speed of result availability. *

Domain 6b - Avoidance of unwanted variation Responsible
in practice organisation

The network and neonatal units will work together LHBs
to reduce unwanted variation in practice in order to Network
ensure prudent and effective care through the
development of pathways of care.

71,45

All Wales Neonatal Standards — 3rd Edition
Approved: Neonatal Network Steering Group 19" September 2017

-41 -





Domain 6c - Length of stay Responsible
organisation

Length of stay at various gestations will be LHBs
benchmarked against those of similar units and Network
information will be reported to units and health

boards by the Network.
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Minutes

Summary of Discussion Action Lead

1 Welcome and Apologies for Absence

Warrington and Alder Hey were not represented.

2 Minutes of the Meeting on
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The minutes were recorded as a true record.

3 Review of Action Log

]

CM NN NSG Action
Log 13th July 2017 v:

4 Declaration of any Other Business

e TPN Alert
e Ventilation Repair at APH

5 Palliative Care Presentation

-gave a presentation on the work carried out by the NWN Palliative Care Group.

The NWN Palliative Care Group won first place for the oral abstract presentation at the recent
Reason Conference. The prize money of £1,000 will be invested into educational resources
relating to the PC project for the units within the NWNODN. The PC Group was congratulated
for its successful work.

All of the Palliative Care documents will be shared on the new NWNODN website which will be
launched at the end of summer.

6 Parent Update
Bliss Update

Il provided an update:

e Bliss Baby Charter — Feedback is in progress to those units who
took part.

e Baby charter conference will take in place in March in the NW. The
date and venue will follow in due course.

e Parents present on ward rounds — The group discussed the
challenges around this, it was confirmed that social or confidential
information is not discussed in front of parents. The majority of the
group confirmed that they are encouraging parents to be present.

e Any nominations for parent volunteers should be passed to i}

e FINE training — Will take place in Manchester on the 12th/13th
March in Manchester. See Bliss website

e Family Integrated Care Study Day - 25th September 2017,
Birmingham. See Bliss website.

Parent Advisory Group (PAG)

The group welcomed Becky who has recently joined the CM PAG. A
meeting with both parent reps has been scheduled for 14/8/17 where a
plan will be made to move forward.

7 2017/2018 Activity Capacity Demand Annual Report

NS gave a summary of the report to the group:

e Total births and admissions across the locality network remain
relatively stable.

e In contrast to previous years, overall IC activity is 11% lower in
2016/17 compared with 2015/16, mainly because of a reduction in
intensive care in LNUs. Although there was a significant overall
reduction in the amount of IC activity undertaken outside of a
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network NICU, rates for C&M remain higher than the other two
localities. The underlying explanation lies in different care practices
with a greater use of umbilical catheters in C&M LNUs.

e Admission of term babies remains slightly higher in C&M
compared with the other localities. The variation between units in
total admission and term admission rates noted in previous reports
remains the same. Term admissions varied from 4.3 to 11.3%
across the locality with a persistent increase in recent years at
Warrington and Ormskirk Hospitals.

e Transitional care activity is still inconsistently and incompletely
recorded in BadgerNet. Despite the availability of TC, there has
been a steady increase in term admission rates and SC+NC
activity in babies admitted to the neonatal unit at Warrington
Hospital.

e Only 8 out of 69 (12%) babies < 27 weeks’ gestation were born
outside a delivery unit supported by a NICU compared with 14% in
2015/16.

e Activity in both NICUs met BAPM workload thresholds for
respiratory support days (> 2000 p.a.) and the total number of
VLBW admissions at Arrowe Park Hospital just exceeded the
standard (> 100 admissions p.a.) for the first time. There was
increased IC activity at Arrowe Park Hospital, possibly as a result
of the change in admission criteria at Countess of Chester Hospital
and a decrease in IC activity at Leighton Hospital.

e Respiratory support activity at LWH has increased steadily (38%
over three years) despite stable numbers of VLBW admissions.

e Overall surgical activity at Alder Hey Hospital remains broadly
stable although there appears to be a steady decline in ‘IC activity’
(for which mechanical ventilation is used as a proxy measure) in
surgical babies on PICU.

e Occupancy and cot requirement data remains similar to previous
reports in that there is an overall excess of declared cots against
actual activity. In 2016/17 there was a surplus of 13 cots
(compared with 18 the previous year): approximately 3 IC cots, 6
HD cots and 4 SC cots. Overall occupancy across C&M was lower
than the other two localities with 68% occupancy in IC/HDU and
75% in SC.

e The large nursing deficit against BAPM recommendations
continues: the overall deficit of 90 nurses across the network has
decreased from 129 in 2015/16 but remains greater proportionately
in C&M than other NWNODN localities with a deficit of 21% versus
16% and 17% in GM and L&SC, respectively. The apparent
improvement in nursing workforce most probably reflects a
combination of an increase in nursing establishment as well as a
reduction in neonatal care activity.

Points raised:

e There is no apparent trend in birth rates in CM

e Separation of mothers and babies — work is ongoing to investigate
into this data

e HRG codes are being looked at by the CRG, shadows have
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commenced for the new codes, this is being analysed — updates
will follow when available.

e 83% of IC is being carried out in NICUs which is an improvement
when compared to previous years.

e Discussion is required on the threshold for repatriation on
TPN/CPAP. Discussions took place on the length of time a UVC is
being kept in, could be short time and figures could be impacted —
agreed that there is a possible variation of practice through the
network and that this requires further investigation.

e Respiratory Support — Despite steady admission rates support Variation of
days are increasing, this same upward trend is present in GM. It practise to be
was agreed that this could be due to the fact that babies are in the explored
right place but would need to be confirmed. further.

e Surgical Data at AHCH — Data is not perfect however AHCH is
now live on the badger net system which will improve future data.

e Unit Occupancy — Data needs adjusted as per the cot changes in
CoC/LWH, narrative required.

Recommendations from the report:
1. Term admissions:
a) Define best practice with respect to preventing separation of

mothers and babies, in line with local policies and national
recommendations.

b) Starting with the units with the highest admission rates, conduct a
review of term admissions against these standards to identify
areas where changes in practice would be expected to allow
mother and baby to be cared for together.

c) Agree a target aim of reducing term admissions in all units (e.g. to
below the current network median level of 5.7% of all term live-
births).

2. IC activity in LNUs:

a) Review evidence base for UVC use and develop network guideline
with the aim of agreeing best practice and increased
standardisation of current practice.

C. Cot requirements and occupancy:

a) Use data to inform transformation programmes in C&M.

b) Agree strategic plan with providers and commissioners to
decrease capacity in units with low occupancy and an excess of
cots in relation to activity.

Points raised:

e Term admissions —the group discussed those babies that are well
but have additional needs - it was raised that there is no money is
care for these babies in the community.

e Cots — ID raised a question around C&M transfers out of locality.
[l advised that patient flows are looked at by CEG, overall there
are few babies being sent out of network. Other ODNs have not
progressed as well with producing data and therefore we are not
able to request this data from them,

o [l advised that group that commissioners are working on
standardising tariffs and conversations will take place with
providers, the NWNODN will fully support these conversations.

The full NWNODN report will be shared prior to the September board
meeting. The report will be presented to the board for endorsement.
Il thanks all units for their contributions to the data.
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North West Neonatal Overview and Planning Group

8
Work Programme 2017/18 & C&M Work Programme
The work programme will be presented to the board in September. The
spot light will be on CM this year due to the high level of transformation
occurring.
Medical & ANNP Workforce Survey
No change since last meeting.
ROP Update
A NW ROP meeting will be held in later in the year — date to be shared
once confirmed., The original ROP proposal submitted to NHSE is now
out dated, a new proposal is in progress and will be submitted back to
NHSE, feedback will be given when available.
Cardiac Pathway
Near completion.
Network Procurement
This piece of work is being led by | ]Il work is underway on
securing a better deal for monitors and consumables.
FiCare
The working group is looking at establishing a parent passport.
Breastfeeding
The working group is looking at breast feeding best practice, linking in
with maternity colleagues.
Community CQUINN
Both NICUs are completing the CQUINN, national data has not been
released as yet. Discussions took place around the issues and funding.
Neonatal Transformation Programmes

8.1

¢ National Neonatal Transformation Programme
Interim report has been submitted to the maternity transformation
board, Work streams have been set out, data gathering is progressing.
CM snapshot has been carried out, starting with NICUs, this is
expected to be large piece of work.

I vilshare | IR

e Peer Review, quality indicators. electronically

Available on the QSIS portal, ] will share electronically.

9 C&M Women & Children’s Partnership Update

Medical Workforce Review

Being carried out in conjunction with the paediatric network
There are 18 nurses qualifying as AANNaps in September.

New Models of Care/ Options Appraisal Framework and Governance

The CM clinical summit planned for September has been cancelled; a
new date will be confirmed. KMPG facilitated the long list of options;
work/conversations are underway to get to the short list.

10 Cheshire and Merseyside:
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Neonatal Surgical Project

A task and finish group has been established, meetings are planned
during with the project due to conclude in Oct 17.

11 Clinical Reference Group Update
Updates given throughout the meeting.

[l stated that it was important for parent rep |l to understand the
terms being used, ] also explained the role of the CRG to ||l

12 Data

The below documents have been delayed until the end of July.

e Quarterly Report
e Draft Dashboard
e NNAP

13 Transport Update
Written update was shared with the agenda.

e Pathways are due to be unified.

o [l have introduced conference calling and it is progressing well, it
is hoped to apply the same in [Jl}

e The new number for the Cot B has been circulated; the group was
reminded to ring and not fax.

e Despite the turbulence with the transition parent satisfaction has
been excellent.

14 Each Baby Counts

Discussions took place around appropriateness of the wording in the
below paragraph, ]l to address and report back to the group.

If therapeutic hypothermia is being considered, continuous
monitoring of core temperature must be undertaken. Early efforts to
passively cool the baby should also be considered (turn off the
heater, take off the hat).

15 Education Update

No represented for today’s meeting, there have been no changes since
the last NSG meeting to report.
Any Other Business

16

Ventilation Repair at APH

Due to repairs the intensive care room will be closed for 3 days next
week, this may impact LWH who are currently amber/red — discussed
possible capacity in Lancashire.

TPN Alert

The group were reminded to respond to the alert.

For information

17 CEG Reports:
Reports were shared with the agenda for review and feedback

welcome.
18 MBRRACE 2015 NWNODN JM
Units should ensure that they have sight of their Trust's report. The Team to
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ODN will request action plans once the reports are digested. generate
proforma for
NNU’s
responses to
MBRRACE
19 BAPM — A Framework for Transitional Care
Shared for information, consultation closes 21st July

Next Meeting

16t November 2017 10am-12.30pm Alder Hey Children’s Hospital

Location: Small Lecture Theatre, Alder Hey Children’s Hospital I
Meeting Date: 13/7117 m 10am-12.30pm Completed: _

Meeting Title: Cheshire & Merseyside Neonatal Network Steering Group






Sent: 19 May 2017 13:44
To:

Subject: The Countess of Chester Neonatal Unit Update
Follow Up Flag: Follow up
Flag Status: Completed

Good afternoon,

You will be aware that there has been some recent media coverage around the police investigation into deaths on the neonatal unit at Countess of Chester Hospital. We are contacting all neonatal providers across the NWNODN to clarify the potential

implications for patient pathways in order to continue to support COCH in delivering the highest quality care possible to babies and their families within the network. The likely impact of the media coverage on families is currently uncertain, although
the situation will almost inevitably present a considerable challenge to all those working on the neonatal unit at COCH and beyond.

Potential scenarios include an increase in maternal and/or neonatal transfers from COCH to nearby neonatal units (including those in North Wales) and challenges in repatriation of babies in the opposite direction. We will need to work hard to lessen
the anxiety many parents will understandably feel and this will demand sensitive conversations between clinical teams and families. As a network we will also need to be flexible, especially in relation to repatriation of babies from our NICUs, with
transfer to an alternative local neonatal unit as close to Chester as possible in certain circumstances. This is essential to maintain network intensive care capacity and we will need your support and co-operation in order to achieve this.

We are asking all units to be aware of the difficulties that might arise as a result of the current situation at Chester and to support the ODN in managing the network's neonatal cot capacity as effectively as possible.
Could to please ensure this is shared with appropriate colleagues within your neonatal unit.

On behalf of the NWNODN

North West Neonatal Operational Delivery Network

“Working together to provide the highest standard of care for babies and families”

“@NWNeonatalODN

uhttps://www.facebook.com/NWNeonataIODN?ref=bookmarks

www.neonatalnetwork.co.uk











Sent: 07 April 2017 10:24

Subject:

Attachments: RCPCH Invited Review Nov 16 Final (for dissemination) 08 02 17 1 30pm.pdf, CoCH External neonatal review (Draft Action Plan Mar 2017).pdf
Importance: High

Please print for me
Thanks

From : |
Sent 06 April 2017 12:58

Subject: Countess of Chester Hospital NHS Trust - review of Neonatal Unit
Importance: High

Dear N

Apologies for not copying you in initially on the outcome of the above external review. Please see attached report and draft action plan. Could you please forward these documents onto the relevant professionals involved in the child death review
process in Wales. Could you please also advise if you feel any actions would be required to be added to this action plan relating to your current processes

If you have any queries, please do not hesitate to contact me

Regards, | IR






From: I

Sent: 20 December 2017 15:15
Subject: FW: Network Steering Group Agenda
Attachments: CM NSG AGENDA 21st December 2017 V4.docx; NW neonatal event.docx

| don’t know if anything is of use, but for your information. There seems to be a study day arranged for the 22" Jan in Manchester, but | haven’t heard anything more about this.

From: |

Sent: 18 December 2017 11:58

_

Subject: Network Steering Group Agenda

Good Afternoon,
Please find attached agenda together with inserted documents. Please note because of content size of the email | have inserted links for the larger documents.

Kind regards

ﬂhttps://www.facebook.com/NWNeonataIODN

" @NWNeonatalODN

[n]

www.neonatalnetwork.co.uk

Disclaimer: This e-mail may contain confidential and/or proprietary information some or all of which may be legally privileged. If any addressing or transmission error has misdirected this e-mail to you, please do not read the content and notify the author by replying to this e- mail with confirmation that received items will be destroyed immediately. If you are not
the intended recipient you must not use, disclose, distribute, copy, print, or rely on this e-mail.

The information contained in this email may be subject to public disclosure under the Freedom of Information Act 2000. Unless the information is legally exempt from disclosure, the confidentiality of this email AND YOUR REPLY cannot be guaranteed.

Where this email is received outside of the UK / EU : As a registered Data Controller Alder Hey Children’s NH Foundation Trust is required to comply with the principles of the Data Protection Act 1998 (Data Protection Directive 95/46/EC) including, identifiable data / information is not transferred outside the European Economic Area without adequate protection. As
an intended recipient you are expected to ensure the security of the data within and comply with your countries data protection laws or the above directive.





Sent: 18 December 2017 10:09
Subject: FW: BCUHB 17-18 Cross border contract: Neonatal reporting document, neonatal adverse incidents document, All Wales neonatal standards
Attachments: BCU External Incident Reporting Document.doc; Neonatal adverse incidences reportable to BCUHB final.docx; All Wales Neonatal Standards 3rd Edition .pdf

Good Morning,

Hope you’re well and don’t mind me emailing?
| apologise for the speedy chase — do you have any update for me please in regards to my earlier neonatal email.

Many thanks

From: I
Sent: 24 November 2017 15:47

‘
Q

Subject: BCUHB 17-18 Cross border contract: Neonatal reporting document, neonatal adverse incidents document, All Wales neonatal standards
Importance: High

Good afternoon,
BCUHB 17-18 Cross border contract: Neonatal reporting document, neonatal adverse incidents document, All Wales neonatal standards

Can you please find attached a copy of the BCUHB external incident reporting document? Can we please request that each time a neonatal adverse incident occurs can this document please be completed and submitted to the email address
BCU.NeonatalReporting@Wales.nhs.uk? (Please password protect the document)

Please see reportable incidents list contained in — “Neonatal adverse incidences reportable to BCUHB” document.
Can all neonatal deaths also be reported to BCUHB within a 72 hour timeframe?

Could you please also read and inform me if you envisage any issues with the All Wales Neonatal Standards 3™ Edition please?

Thanks for all of your support — | really appreciate it.






Elusen Gofrestredig Rhif 1138976 « Registered Charity No. 1138976
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Sent: 12 December 2017 14:37
Subject: 26.09.2017 Primary Secondary Care sub Group Meeting Notes
Attachments: 26.09.2017 Primary Secondary Care sub Group Meeting Notes.docx

Interesting to see what our neighbours across the border are looking at.






Sent: 24 November 2017 15:47
To:

Subject: BCUHB 17-18 Cross border contract: Neonatal reporting document, neonatal adverse incidents document, All Wales neonatal standards

Attachments: BCU External Incident Reporting Document.doc; Neonatal adverse incidences reportable to BCUHB final.docx; All Wales Neonatal Standards 3rd Edition .pdf
Good afternoon,

BCUHB 17-18 Cross border contract: Neonatal reporting document, neonatal adverse incidents document, All Wales neonatal standards

Can you please find attached a copy of the BCUHB external incident reporting document? Can we please request that each time a neonatal adverse incident occurs can this document please be completed and submitted to the email address
BCU.NeonatalReporting@Wales.nhs.uk? (Please password protect the document)

Please see reportable incidents list contained in — “Neonatal adverse incidences reportable to BCUHB” document.

Can all neonatal deaths also be reported to BCUHB within a 72 hour timeframe?

Could you please also read and inform me if you envisage any issues with the All Wales Neonatal Standards 3™ Edition please?
Thanks for all of your support — | really appreciate it.

Many thanks

Elusen Gofrestredig Rhif 1138976 « Registered Charity No. 1138976
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Sent: 19 October 2017 13:36

To:

Subject: FW: Emailing: CM NN NSG Final Minutes 13th July 2017
Attachments: CM NN NSG Final Minutes 13th July 2017.docx

you a flavour as to what is been discussed across the river (not very different to what we have on our agenda).

From:
Sent: 18 October 2017 14:36
To:

Subject: Emailing: CM NN NSG Final Minutes 13th July 2017
Please find attached minutes from the Cheshire and Merseyside Network Steering Group Meeting on 13th July 2017.

Kind regards

https://www.facebook.com/NWNeonatal ODN

@NWNeonatalODN

www.neonatalnetwork.co.uk

Disclaimer: This e-mail may contain confidential and/or proprietary information some or all of which may be legally privileged. If any addressing or transmission error has misdirected this e-mail to you, please do

not read the content and notify the author by replying to this e- mail with confirmation that received items will be destroyed immediately. If you are not the intended recipient you must not use, disclose, distribute,

copy, print, or rely on this e-mail. The information contained in this email may be subject to public disclosure under the Freedom of Information Act 2000. Unless the information is legally exempt from disclosure,
6





the confidentiality of this email AND YOUR REPLY cannot be guaranteed. Where this email is received outside of the UK/ EU : As a registered Data Controller Alder Hey Children’s NH Foundation Trust is
required to comply with the principles of the Data Protection Act 1998 (Data Protection Directive 95/46/EC) including, identifiable data / information is not transferred outside the European Economic Area without
adequate protection. As an intended recipient you are expected to ensure the security of the data within and comply with your countries data protection laws or the above directive.





Sent: 10 October 2017 08:32

To:

Subject: FW: Update Countess Neonatal Police Investigation
Sensitivity: Confidential

Follow Up Flag: Follow up

Flag Status: Completed

For the Countess Investigation file please

From: [

Sent: 09 October 2017 18:27

To:

Subject: FW: Update Countess Neonatal Police Investigation
Importance: High

Sensitivity: Confidential

FYI
? not on Cc list
Best wishes

From:
Sent: 09 October 2017 12:30
To

Subject: Update Countess Neonatal Police Investigation
Importance: High
Sensitivity: Confidential

Dear all,

| just wanted you to be aware that the Countess neonatal police investigation is now progressing to its next stage. By this, | mean that the Police will be inviting a significant number of staff to be interviewed. This will obviously put the spotlight again
back on the unit (with potential media interest) and | just wanted you to be made aware of this. Significant staff support is in place whilst staff go through this process, recognising the need to keep the neonatal unit operating safely. There will not be
any proactive media comms from the Police.

If you have any queries, please do not hesitate to contact me.










Sent: 14 July 2017 15:23

To |
Subject: FW: Countess Neonatal Update

Follow Up Flag: Follow up

Flag Status: Completed

For investigation file

From I
14 July 2017 11:31

Sent:
To: _

Subject: RE: Countess Neonatal Update

Deari

As a follow up to my previous posting are you able to support the request below.

Kind Regards

Sent: 06 Jul

2017 14:42

To:'

Subject: FW: Countess Neonatal Update
Importance: High

Dear N
As an introduction I'm | Head of Midwifery and Women'’s Directorate in BCUHB, and I've been asked by ||l our Executive Nurse Director, to contact you to see if we could secure copies of the maternity notes for the mothers
from Wales you listed in a recent correspondent in relation the ongoing neonatal review. The requested information will inform our local governance / safeguarding assurance framework.

Could you please confirm if this request is acceptable to you and whom | should contact to support the release of the information.

Kind Regards

- 10
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Bwrdd lechyd PrifysgolBetsi Cadwaladr yw enw gweithredol Bwrdd lechyd Lleol Prifysgol Betsi Cadwaladr

Betsi Cadwaladr University Health Board is the operational name of Betsi Cadwaladr University Local Health Board

Sent: 18 May 2017 10:43

Subject: Countess Neonatal Update

Countess of Chester Hospital m

NHS5 Foundation Trust

Thursday 18 May 2017

Information for regulators and stakeholders regarding neonatal services at The Countess of Chester Hospital

This briefing is to provide you with advance information regarding an updated position on our ongoing review of neonatal services and the involvement of Cheshire Police at our request. At 10.30am today (Thursday) the
information outlined below will be published by each respective organisation.

While we anticipate media interest due to this now being a police led investigation, we will be limited in what we can say and comment on further publically.
e Media enquiries about the investigation will be handled by Cheshire Police press desk on 01606 365 942.

e Media enquiries specific to the impact of this on operational hospital services and patient care will be handled by The Countess of Chester on 01244 362 116 or by emailing countess.feedback@nhs.net

Updated position on neonatal services and its ongoing review

The Countess of Chester Hospital has requested the input of Cheshire Police into its ongoing review of neonatal services.

In February this year we published the findings from an independent, clinical review into neonatal services at the Countess carried out by the Royal College of Paediatrics and Child Health. This report pointed to 24
recommendations for improvement which are now underway. It included a further detailed case note review by an independent neonatologist that has been unable to answer all of the questions regarding the cause of death for a
number of babies.

The Trust and its doctors have continuing concerns about the unexplained deaths and are very keen to understand that everything possible has been done to help determine what has happened in our neonatal unit between June
2015 and June 2016.

As a hospital we have taken the clinical review as far as we can. We have now asked for the input of Cheshire Police to seek assurances that enable us to rule out unnatural causes of death.

Countess of Chester Hospital Medical Director lan Harvey said: “We are deeply sorry for the further distress and heartache this will cause. Throughout this we have never lost sight of the families left bereaved by the loss of their
baby, and they will continue to be our main concern.

11





At every point where the hospital has been able to share information with families and the public, we have done so. Approaching the police is not something we have undertaken lightly. This is to ensure we have been completely
thorough in understanding what has happened here and to get the answers we and the families so desperately want.”
Specially trained officers from Cheshire Police have been in contact with those families directly affected, and we will continue to provide our support where it is appropriate.

Our focus at this time is on supporting our staff, and those patients receiving care at the hospital.
Additional information about neonatal services and what this means

e  Up until the point a baby is born it is looked after under the care of a maternity and obstetrics team. If a baby is poorly when it is born and needs to go to a neonatal unit, their care will transfer to doctors and nurses on a neonatal team. A
neonatal unit specialises in the care of babies born early with low weight or a medical condition that requires specialised treatment. The Countess is now equivalent to a Level 1 Special Care Baby Unit. To understand the different levels of care

visit www.bliss.org.uk/different-levels-of-care

e The Countess neonatal unit will remain open to women over 32 weeks in their pregnancy. We are confident the unit is safe to continue in its current form.

e  We will be working with staff to ensure that expectant Mums and those individuals currently on the unit are provided with the necessary assurances to allow us to continue to care for them here at The Countess.

e Any Mums-to-be who have any queries about their pregnancy and what this means for them, can request an antenatal appointment via their community midwife.
Information from Cheshire Police regarding their investigation

In May 2017, The Countess of Chester Hospital Foundation Trust contacted Cheshire Constabulary regarding neonatal services at the hospital. This was in relation to a greater number of baby deaths and collapses than expected
during the period June 2015 and June 2016.

The hospital also made the Constabulary aware of a number of independent reviews that they had commissioned into these deaths.

As a result, Cheshire Constabulary has launched an investigation, which will focus on the deaths of eight babies that occurred between that period where medical practitioners have expressed concern.

In addition the investigation will also conduct a review of a further seven baby deaths and six non-fatal collapses during the same period.

“We recognise that this investigation will have a significant impact on all of the families involved, staff and patients at the hospital and the public. Parents of the babies are being updated on the investigation and will be
supported throughout the process by specially trained officers. We are committed to carrying out the investigation as quickly as possible.

The investigation is in its very early stages. We are unable to provide any further details at this time.”

Additional information:

e Please note that the term ‘collapse’ relates to: A medical collapse is when the patient's breathing and/or heart rate suddenly deteriorates to the point where they are at risk of dying unless doctors or other health

professionals take action.

e Of the 15 baby deaths, 13 of these were at the Countess of Chester Hospital. The other 2 babies collapsed at the Countess of Chester Hospital and were transferred to other hospitals where they subsequently died.
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From: I

14 July 2017 11:31

Subject: RE: Countess Neonatal Update

Dear I

As a follow up to my previous posting are you able to support the request below.

Kind Regards

Sent: 06 July 2017 14:42
0:

Subject: FW: Countess Neonatal Update
Importance: High

Dear L
As an introduction ||| | | | I <2c of Midwifery and Women'’s Directorate in BCUHB, and I've been asked by |l our Executive Nurse Director, to contact you to see if we could secure copies of the maternity notes for the mothers
from Wales you listed in a recent correspondent in relation the ongoing neonatal review. The requested information will inform our local governance / safeguarding assurance framework.

Could you please confirm if this request is acceptable to you and whom | should contact to support the release of the information.

Kind Regards

Helpwch arbed papur - Oes angen i chi brintio'r e-bost yma? Help save paper - do you need to print this e-mail?

Bwrdd lechyd PrifysgolBetsi Cadwaladr yw enw gweithredol Bwrdd lechyd Lleol Prifysgol Betsi Cadwaladr

Betsi Cadwaladr University Health Board is the operational name of Betsi Cadwaladr University Local Health Board





lint: 18 May 2017 10:43

Su

Countess of Chester Hospital m

NHS Foundation Trust

Thursday 18 May 2017

Information for regulators and stakeholders regarding neonatal services at The Countess of Chester Hospital

This briefing is to provide you with advance information regarding an updated position on our ongoing review of neonatal services and the involvement of Cheshire Police at our request. At 10.30am today (Thursday) the
information outlined below will be published by each respective organisation.

While we anticipate media interest due to this now being a police led investigation, we will be limited in what we can say and comment on further publically.
e Media enquiries about the investigation will be handled by Cheshire Police press desk on 01606 365 942.

e Media enquiries specific to the impact of this on operational hospital services and patient care will be handled by The Countess of Chester on 01244 362 116 or by emailing countess.feedback@nhs.net

Updated position on neonatal services and its ongoing review

The Countess of Chester Hospital has requested the input of Cheshire Police into its ongoing review of neonatal services.

In February this year we published the findings from an independent, clinical review into neonatal services at the Countess carried out by the Royal College of Paediatrics and Child Health. This report pointed to 24
recommendations for improvement which are now underway. It included a further detailed case note review by an independent neonatologist that has been unable to answer all of the questions regarding the cause of death for a
number of babies.

The Trust and its doctors have continuing concerns about the unexplained deaths and are very keen to understand that everything possible has been done to help determine what has happened in our neonatal unit between June
2015 and June 2016.

As a hospital we have taken the clinical review as far as we can. We have now asked for the input of Cheshire Police to seek assurances that enable us to rule out unnatural causes of death.

Countess of Chester Hospital Medical Director lan Harvey said: “We are deeply sorry for the further distress and heartache this will cause. Throughout this we have never lost sight of the families left bereaved by the loss of their
baby, and they will continue to be our main concern.

At every point where the hospital has been able to share information with families and the public, we have done so. Approaching the police is not something we have undertaken lightly. This is to ensure we have been completely
thorough in understanding what has happened here and to get the answers we and the families so desperately want.”

Specially trained officers from Cheshire Police have been in contact with those families directly affected, and we will continue to provide our support where it is appropriate.

Our focus at this time is on supporting our staff, and those patients receiving care at the hospital.

Additional information about neonatal services and what this means
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e  Up until the point a baby is born it is looked after under the care of a maternity and obstetrics team. If a baby is poorly when it is born and needs to go to a neonatal unit, their care will transfer to doctors and nurses on a neonatal team. A
neonatal unit specialises in the care of babies born early with low weight or a medical condition that requires specialised treatment. The Countess is now equivalent to a Level 1 Special Care Baby Unit. To understand the different levels of care

visit www.bliss.org.uk/different-levels-of-care

e The Countess neonatal unit will remain open to women over 32 weeks in their pregnancy. We are confident the unit is safe to continue in its current form.

e  We will be working with staff to ensure that expectant Mums and those individuals currently on the unit are provided with the necessary assurances to allow us to continue to care for them here at The Countess.

e Any Mums-to-be who have any queries about their pregnancy and what this means for them, can request an antenatal appointment via their community midwife.
Information from Cheshire Police regarding their investigation

In May 2017, The Countess of Chester Hospital Foundation Trust contacted Cheshire Constabulary regarding neonatal services at the hospital. This was in relation to a greater number of baby deaths and collapses than expected

during the period June 2015 and June 2016.
The hospital also made the Constabulary aware of a number of independent reviews that they had commissioned into these deaths.
As a result, Cheshire Constabulary has launched an investigation, which will focus on the deaths of eight babies that occurred between that period where medical practitioners have expressed concern.

In addition the investigation will also conduct a review of a further seven baby deaths and six non-fatal collapses during the same period.
“We recognise that this investigation will have a significant impact on all of the families involved, staff and patients at the hospital and the public. Parents of the babies are being updated on the investigation and will be

supported throughout the process by specially trained officers. We are committed to carrying out the investigation as quickly as possible.
The investigation is in its very early stages. We are unable to provide any further details at this time.”

Additional information:

e Please note that the term ‘collapse’ relates to: A medical collapse is when the patient's breathing and/or heart rate suddenly deteriorates to the point where they are at risk of dying unless doctors or other health

professionals take action.

e Of the 15 baby deaths, 13 of these were at the Countess of Chester Hospital. The other 2 babies collapsed at the Countess of Chester Hospital and were transferred to other hospitals where they subsequently died.
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Sent: 06 July 2017 10:07

To: )
Subject: RE: Countess Neonatal Update

Hi

Has this been passed to [l

—
0
Q
>
=
(7]

Helpwch arbed papur — oes angen i chi argraffu'r e-bost hwn?
Help save paper - do you need to print this e-mail?

Bwrdd lechyd Prifysgol Betsi Cadwaladr yw enw gweithredol Bwrdd lechyd Lleol Prifysgol Betsi Cadwaladr.

Betsi Cadwaladr University Health Board is the operational name of Betsi Cadwaladr University Local Health Board.

From: [
Sent: 06 July 2017 09:59
To
Subject: FW: Countess Neonatal Update
Importance: High

Sent: 06 July 2017 09:43

To:
Subject: FW: Countess Neonatal Update
Importance: High

Hi I
This is the one | had i sent me some e-mails as well so I'll have a look at those.

Thanks
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From |

Sent: 18 May 2017 10:43

To: |

Subject: Countess Neonatal Update

Countess of Chester Hospital m

NHS Foundation Trust

Thursday 18 May 2017

Information for regulators and stakeholders regarding neonatal services at The Countess of Chester Hospital

This briefing is to provide you with advance information regarding an updated position on our ongoing review of neonatal services and the involvement of Cheshire Police at our request. At 10.30am today (Thursday) the
information outlined below will be published by each respective organisation.

While we anticipate media interest due to this now being a police led investigation, we will be limited in what we can say and comment on further publically.
e Media enquiries about the investigation will be handled by Cheshire Police press desk on 01606 365 942.

e Media enquiries specific to the impact of this on operational hospital services and patient care will be handled by The Countess of Chester on 01244 362 116 or by emailing countess.feedback@nhs.net

Updated position on neonatal services and its ongoing review

The Countess of Chester Hospital has requested the input of Cheshire Police into its ongoing review of neonatal services.

In February this year we published the findings from an independent, clinical review into neonatal services at the Countess carried out by the Royal College of Paediatrics and Child Health. This report pointed to 24
recommendations for improvement which are now underway. It included a further detailed case note review by an independent neonatologist that has been unable to answer all of the questions regarding the cause of death for a
number of babies.

The Trust and its doctors have continuing concerns about the unexplained deaths and are very keen to understand that everything possible has been done to help determine what has happened in our neonatal unit between June
2015 and June 2016.

As a hospital we have taken the clinical review as far as we can. We have now asked for the input of Cheshire Police to seek assurances that enable us to rule out unnatural causes of death.

Countess of Chester Hospital Medical Director lan Harvey said: “We are deeply sorry for the further distress and heartache this will cause. Throughout this we have never lost sight of the families left bereaved by the loss of their
baby, and they will continue to be our main concern.

At every point where the hospital has been able to share information with families and the public, we have done so. Approaching the police is not something we have undertaken lightly. This is to ensure we have been completely
thorough in understanding what has happened here and to get the answers we and the families so desperately want.”

Specially trained officers from Cheshire Police have been in contact with those families directly affected, and we will continue to provide our support where it is appropriate.

Our focus at this time is on supporting our staff, and those patients receiving care at the hospital.
Additional information about neonatal services and what this means

e  Up until the point a baby is born it is looked after under the care of a maternity and obstetrics team. If a baby is poorly when it is born and needs to go to a neonatal unit, their care will transfer to doctors and nurses on a neonatal team. A
neonatal unit specialises in the care of babies born early with low weight or a medical condition that requires specialised treatment. The Countess is now equivalent to a Level 1 Special Care Baby Unit. To understand the different levels of care
visit www.bliss.org.uk/different-levels-of-care
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e The Countess neonatal unit will remain open to women over 32 weeks in their pregnancy. We are confident the unit is safe to continue in its current form.

e  We will be working with staff to ensure that expectant Mums and those individuals currently on the unit are provided with the necessary assurances to allow us to continue to care for them here at The Countess.

e Any Mums-to-be who have any queries about their pregnancy and what this means for them, can request an antenatal appointment via their community midwife.

Information from Cheshire Police regarding their investigation

In May 2017, The Countess of Chester Hospital Foundation Trust contacted Cheshire Constabulary regarding neonatal services at the hospital. This was in relation to a greater number of baby deaths and collapses than expected

during the period June 2015 and June 2016.
The hospital also made the Constabulary aware of a number of independent reviews that they had commissioned into these deaths.
As a result, Cheshire Constabulary has launched an investigation, which will focus on the deaths of eight babies that occurred between that period where medical practitioners have expressed concern.

In addition the investigation will also conduct a review of a further seven baby deaths and six non-fatal collapses during the same period.
“We recognise that this investigation will have a significant impact on all of the families involved, staff and patients at the hospital and the public. Parents of the babies are being updated on the investigation and will be

supported throughout the process by specially trained officers. We are committed to carrying out the investigation as quickly as possible.
The investigation is in its very early stages. We are unable to provide any further details at this time.”

Additional information:

e Please note that the term ‘collapse’ relates to: A medical collapse is when the patient's breathing and/or heart rate suddenly deteriorates to the point where they are at risk of dying unless doctors or other health

professionals take action.

e Of the 15 baby deaths, 13 of these were at the Countess of Chester Hospital. The other 2 babies collapsed at the Countess of Chester Hospital and were transferred to other hospitals where they subsequently died.
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Sent: 06 July 2017 09:45

To: |

Subject: FW: Information - Community Midwives and GPs

Attachments: External stakeholder FAQs 18 May.pdf; Final Staff FAQs Revised version 180517.docx

The e-mail trail below is from COCH.

From I

Sent: 25 May 2017 10:47

To: I

Subject: FW: Information - Community Midwives and GPs
Importance: High

&5 Helpwch arbed papur — oes angen i chi argraffu’r neges e-bost yma?
&5 Help Save Paper - Do you need to print this e-mail?

Bwrdd lechyd Prifysgol Betsi Cadwaladr yw enw gweithredol Bwrdd lechyd Lleol Prifysgol Betsi Cadwaladr.
Betsi Cadwaladr University Health Board is the operational name of Betsi Cadwaladr University Local Health Board.

From: [
Sent: 22 May 2017 13:07

Subject: FW: Information - Community Midwives and GPs
Importance: High

Dear IR

hed a formal briefing for relevant staff, Women and their families if approached re CoCh.

_ as been asked to cascade to relevant GPs.
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Thank you

From : |
Sent: 19 May 2017 16:50

: I
;-:bject: RE: Information - Community Midwives and GPs
Importance: High
Good Afternoon [
Please find attached the clinical FAQs for the community midwifery teams (the same information as shared with our midwives) and also the stakeholder FAQs which may be shared with GPs.
If there any particular concerns regarding your women, please contact midwifery unit directly.

- you please share the link below, with || 25 discussed with N

http://www.coch.nhs.uk/corporate-information/news/neonatal-review-and-update.aspx

Please let me know if you need anything else.

Kind regards

From :

Sent: 19 May 2017 14:49
o

Subject: Information - Community Midwives and GPs
Importance: High

Hi I

| know you are looking into the brief for the Community Midwives but she’s mentioned that [JJij was going to send something round to GPs as well so if that could be sent over as well that would be great.
Have a good weekend.

Thanks

Rhybudd Ebost (2010) - Bwrdd lechyd Prifysgol Betsi Cadwaladr
Fe'ch cynghorir i ddarllen rhybydd ebost Bwrdd lechyd Prifysgol Betsi Cadwaladr (a'i argraffu er mwyn cyfeirio ato yn y dyfodol). Gellir dod o hyd iddo yn y lleoliad canlynol
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http://www.wales.nhs.uk/sitesplus/861/tudalen/47230

English
Betsi Cadwaladr University Health Board - Email Notice (2010)
You are advised to read (and print for future reference) the Betsi Cadwaladr University Health Board e-mail notice which can be found at this location

http://www.wales.nhs.uk/sitesplus/861/page/47229

Betsi Cadwaladr University Health Board is the operational name of Betsi Cadwaladr University Local Health Board
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Sent: 06 July 2017 09:43
To: I

Subject: FW: Countess Neonatal Update
Attachments: Regulators and stakeholder brief 18 May.pdf; External stakeholder FAQs 18 May.pdf

Hi
This is the one | had, [ sent me some e-mails as well so I'll have a look at those.

Thanks

From:
Sent: 18 May 2017 10:43
To:
Subject: Countess Neonatal Update

Countess of Chester Hospital m

NH5 Foundation Trust

Thursday 18 May 2017

Information for regulators and stakeholders regarding neonatal services at The Countess of Chester Hospital

This briefing is to provide you with advance information regarding an updated position on our ongoing review of neonatal services and the involvement of Cheshire Police at our request. At 10.30am today (Thursday) the
information outlined below will be published by each respective organisation.

While we anticipate media interest due to this now being a police led investigation, we will be limited in what we can say and comment on further publically.
e Media enquiries about the investigation will be handled by Cheshire Police press desk on 01606 365 942.

e Media enquiries specific to the impact of this on operational hospital services and patient care will be handled by The Countess of Chester on 01244 362 116 or by emailing countess.feedback@nhs.net

Updated position on neonatal services and its ongoing review

The Countess of Chester Hospital has requested the input of Cheshire Police into its ongoing review of neonatal services.

In February this year we published the findings from an independent, clinical review into neonatal services at the Countess carried out by the Royal College of Paediatrics and Child Health. This report pointed to 24
recommendations for improvement which are now underway. It included a further detailed case note review by an independent neonatologist that has been unable to answer all of the questions regarding the cause of death for a
number of babies.
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The Trust and its doctors have continuing concerns about the unexplained deaths and are very keen to understand that everything possible has been done to help determine what has happened in our neonatal unit between June
2015 and June 2016.

As a hospital we have taken the clinical review as far as we can. We have now asked for the input of Cheshire Police to seek assurances that enable us to rule out unnatural causes of death.

Countess of Chester Hospital Medical Director lan Harvey said: “We are deeply sorry for the further distress and heartache this will cause. Throughout this we have never lost sight of the families left bereaved by the loss of their

baby, and they will continue to be our main concern.
At every point where the hospital has been able to share information with families and the public, we have done so. Approaching the police is not something we have undertaken lightly. This is to ensure we have been completely

thorough in understanding what has happened here and to get the answers we and the families so desperately want.”
Specially trained officers from Cheshire Police have been in contact with those families directly affected, and we will continue to provide our support where it is appropriate.

Our focus at this time is on supporting our staff, and those patients receiving care at the hospital.
Additional information about neonatal services and what this means

e  Up until the point a baby is born it is looked after under the care of a maternity and obstetrics team. If a baby is poorly when it is born and needs to go to a neonatal unit, their care will transfer to doctors and nurses on a neonatal team. A
neonatal unit specialises in the care of babies born early with low weight or a medical condition that requires specialised treatment. The Countess is now equivalent to a Level 1 Special Care Baby Unit. To understand the different levels of care
visit www.bliss.org.uk/different-levels-of-care

e The Countess neonatal unit will remain open to women over 32 weeks in their pregnancy. We are confident the unit is safe to continue in its current form.

e  We will be working with staff to ensure that expectant Mums and those individuals currently on the unit are provided with the necessary assurances to allow us to continue to care for them here at The Countess.

e Any Mums-to-be who have any queries about their pregnancy and what this means for them, can request an antenatal appointment via their community midwife.
Information from Cheshire Police regarding their investigation

In May 2017, The Countess of Chester Hospital Foundation Trust contacted Cheshire Constabulary regarding neonatal services at the hospital. This was in relation to a greater number of baby deaths and collapses than expected
during the period June 2015 and June 2016.

The hospital also made the Constabulary aware of a number of independent reviews that they had commissioned into these deaths.

As a result, Cheshire Constabulary has launched an investigation, which will focus on the deaths of eight babies that occurred between that period where medical practitioners have expressed concern.

In addition the investigation will also conduct a review of a further seven baby deaths and six non-fatal collapses during the same period.

“We recognise that this investigation will have a significant impact on all of the families involved, staff and patients at the hospital and the public. Parents of the babies are being updated on the investigation and will be
supported throughout the process by specially trained officers. We are committed to carrying out the investigation as quickly as possible.

The investigation is in its very early stages. We are unable to provide any further details at this time.”

Additional information:

e Please note that the term ‘collapse’ relates to: A medical collapse is when the patient's breathing and/or heart rate suddenly deteriorates to the point where they are at risk of dying unless doctors or other health
professionals take action.

e Of the 15 baby deaths, 13 of these were at the Countess of Chester Hospital. The other 2 babies collapsed at the Countess of Chester Hospital and were transferred to other hospitals where they subsequently died.
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Sent: 08 February 2017 14:27

To: BCUHB Press Desk (BCUHB - Communications)

Subject: FW: Countess of Chester Hospital: Neonatal Review - information and link to report
From:

Sent: 08 February 2017 14:18
To: BCUHB Press Desk
Subject: Countess of Chester Hospital: Neonatal Review - information and link to report

Please see below the updated neonatal review position which is now live on our website — link below.

Countess of Chester Hospital m

HWH5 Foundation Trust

Updated position regarding neonatal services
Wednesday, 8 February

In July last year we took the decision to change admission arrangements for neonatal facilities. The unit stopped providing intensive care. Any women expected to deliver earlier than 32 weeks were transferred to a neighbouring
facility. This step was taken because we wanted to better understand why there had been a greater number of deaths than we would normally expect on our neonatal unit between January 2015 and July 2016.

In addition we requested a review of the unit from The Royal College of Paediatrics and Child Health and the Royal College of Nursing. The Trust received the final copy in December 2016. We asked for this external assessment, it
was not imposed on us or mandated.

In the report, there is no single cause or factor identified to explain the increase we have seen in our mortality numbers. The review makes a total of 24 recommendations across a range of areas including compliance with
standards, staffing, competencies, leadership, team working and culture. We are already working to implement these recommendations.

One of the recommendations included conducting a further thorough independent review of each neonatal death between January 2015 and 2016 to determine any factors which could have changed the outcomes. While this has
now been completed as a matter of priority, it has led to the review taking longer than originally anticipated.

The change to admission arrangements will remain in place until we are certain we have acted on all the recommendations in the review.

Medical Director at The Countess of Chester lan Harvey said: “We’ve acted swiftly to get the 13 individual external case note reviews completed as advised by the Royal College. This has been a detailed exercise, concluded within
the last two weeks. This means that when we speak with parents we can now share full and accurate information, on an individual basis. We are desperately sorry for any distress or upset this review has caused. We know those
families affected have been through so much already.”

Chief Executive Tony Chambers said: “Throughout this we have never lost sight of the families left bereaved by the loss of their baby, and they have always been our primary concern. It must have been devastating for them to
lose their baby, and then face a period of not knowing. We are now able to share everything that we understand about what has happened here and our thoughts are with them.”
28





To see the report visit: http://www.coch.nhs.uk/corporate-information/news/neonatal-review-and-update.aspx

29





Sent: 08 February 2017 14:18
To: BCUHB Press Desk (BCUHB - Communications)
Subject: Countess of Chester Hospital: Neonatal Review - information and link to report

Please see below the updated neonatal review position which is now live on our website — link below.

Countess of Chester Hospital m

NH5 Foundation Trust

Updated position regarding neonatal services
Wednesday, 8 February

In July last year we took the decision to change admission arrangements for neonatal facilities. The unit stopped providing intensive care. Any women expected to deliver earlier than 32 weeks were transferred to a neighbouring
facility. This step was taken because we wanted to better understand why there had been a greater number of deaths than we would normally expect on our neonatal unit between January 2015 and July 2016.

In addition we requested a review of the unit from The Royal College of Paediatrics and Child Health and the Royal College of Nursing. The Trust received the final copy in December 2016. We asked for this external assessment, it
was not imposed on us or mandated.

In the report, there is no single cause or factor identified to explain the increase we have seen in our mortality numbers. The review makes a total of 24 recommendations across a range of areas including compliance with
standards, staffing, competencies, leadership, team working and culture. We are already working to implement these recommendations.

One of the recommendations included conducting a further thorough independent review of each neonatal death between January 2015 and 2016 to determine any factors which could have changed the outcomes. While this has
now been completed as a matter of priority, it has led to the review taking longer than originally anticipated.

The change to admission arrangements will remain in place until we are certain we have acted on all the recommendations in the review.
Medical Director at The Countess of Chester lan Harvey said: “We’ve acted swiftly to get the 13 individual external case note reviews completed as advised by the Royal College. This has been a detailed exercise, concluded within
the last two weeks. This means that when we speak with parents we can now share full and accurate information, on an individual basis. We are desperately sorry for any distress or upset this review has caused. We know those

families affected have been through so much already.”

Chief Executive Tony Chambers said: “Throughout this we have never lost sight of the families left bereaved by the loss of their baby, and they have always been our primary concern. It must have been devastating for them to
lose their baby, and then face a period of not knowing. We are now able to share everything that we understand about what has happened here and our thoughts are with them.”

To see the report visit: http://www.coch.nhs.uk/corporate-information/news/neonatal-review-and-update.aspx
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Sent: 06 February 2017 15:48

To: BCUHB Press Desk (BCUHB - Communications)
Ce: |
Subject: FW: Countess of Chester neontal unit

From:

Sent: 06 February 2017 15:44

|_|
Q

Subject: RE: Countess of Chester neontal unit

Thank you |l that would be really helpful. | have copied |} I into this email who is our comms lead.

Kind regards

Sent: 06 February 2017 14:24
o

—

~

Subject: Countess of Chester neontal unit
Importance: High

Dear Colleague
Over the past few months we have been conducting a review of our neonatal unit. This review will be released publically on Wednesday 8" Feb, 12 MD.

We are currently working through our comms strategy and recognise that there may be some requests for information that are raised with your organisations. We are happy to share with you our current messages through our communications team
and discuss further information as required.

I have cc’d our comms lead, |l who would be happy to liaise direct with your teams.

Many thanks

Regards
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