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The Neonatal Partnership Board is a forum of the following organisations leading on 
national maternity, neonatal and perinatal programmes.

Bliss
British Association of Perinatal Medicine (BAPM)

Confidential Enquiry into Maternal Deaths (CEMD)
Institute for Health Visiting (IHV)

MBRRACE-UK
Neonatal Clinical Reference Group (CRG)
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National Neonatal Network Directors Forum

National Neonatal Research Database (NNRD)
Neonatal Nurses Association (NNA)

Neonatal and Paediatric Pharmacists Group (NPPG)
NHS England/NHS Improvement

Northern Ireland Neonatal Network
Royal College of Midwives (RCM)

Royal College of Obstetricians and Gynaecologists (RCOG)
Royal College of Paediatrics and Child Health (RCPCH)

Scottish Government
Scottish Neonatal Nurses’ Group (SNNG)

Tommy’s
Welsh Government

The Board is Chaired by Dr Helen Mactier, who recently retired after 20 years as a 
consultant neonatologist at the Princess Royal Maternity in Glasgow. Dr Mactier is an 

Honorary Senior Research Fellow within Medicine at the University of Glasgow and the 
immediate-past President of the British Association of Perinatal Medicine.

This report was published by the Royal College of Paediatrics and Child Health.
Copyright is owned by all the organisations listed above as representatives of the 

UK Neonatal Partnership Board.
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Foreword
As Chair of the Neonatal Partnership Board it is my privilege to present this Report on behalf of 
all the members of the Board. Understanding and implementing the many recommendations 
from recent Reviews of Maternity and Neonatal care is challenging, particularly in the wake of a 
pandemic and with a tired and depleted workforce, but there are some changes which can be 
made relatively easily and without additional resource. Most importantly we must take time to 
acknowledge that neonatal care in the UK can be world class, particularly if we practise within 
multidisciplinary teams full of kindness and respect. Every single member of the perinatal team has 
the power to make a real difference to families.

Helen Mactier

Background 
The Neonatal Partnership Board (NPB) (previously the Neonatal Programme Board) was 
established by the Royal College of Paediatrics and Child Health (RCPCH) as an independent forum 
whose members have current “hands on” experience of perinatal care as well as roles in setting the 
strategic agenda for neonatal care in the UK. 

Having discussed the recent Reviews of Maternity and Neonatal care including Cwm Taf 
Morgannwg, Shrewsbury and Telford and East Kent [1, 2, 3] the NPB offers this guidance to help local 
and network perinatal teams in implementing the recommendations. 

We are aware that much work is presently underway at national level and that many teams have 
already acted on some or all of the recommendations; this guidance is not intended to replace any 
of this work, but rather to add practical guidance for neonatal units (NNUs) and network teams. 
Common themes from the three Reviews are reflected in the recently published NHS England 
“Three year delivery plan for maternity and neonatal services” [4] ; these apply equally across the 
entire UK:

1. 	 Family experience
•	 The importance of compassion and listening to families
•	 Parental partnership in care 
•	 Implementation of neonatal transitional care (NTC) within maternity and neonatal services

2.	 Neonatal workforce
•	 Workforce planning and sustainability
•	 Professionalism/standards of behaviour including oversight and direction of clinicians
•	 Support for trainees 

 
3. 	 Safety and Learning

•	 Multidisciplinary teamworking and training including shared learning
•	 Working together towards common goals 

 
4. 	 Governance, assurance and accountability

•	 Timeliness and transparency of incident investigations including shared learning
•	 Monitoring safe performance with valid outcome measures capable of differentiating signal 

from noise in a timely manner

https://www.england.nhs.uk/publication/three-year-delivery-plan-for-maternity-and-neonatal-services/
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which considers the need for mothers and babies to be cared for together, supports 
collaboration between maternity and neonatal services and allows more flexibility in working 
practices. 

•	 We strongly recommend that development of neonatal outreach services should accompany 
NTC, to further reduce neonatal unit length of stay and facilitate attachment [13].  
 

2. Neonatal workforce
Workforce planning and sustainability:

We are critically short of all professionals, including (but not exclusively) nurses, allied health 
professionals, pharmacists, psychological professionals and doctors within neonatal services. 
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perinatal team and accepted as normal practice.  

Looking after our trainee doctors:

The NPB notes the current high dropout rate of medical trainees and urges the Royal Colleges 
and employers to seek to address trainee doctor concerns, specifically in relation to working 
hours, flexibility of annual leave and protected training time. Improved team culture within 
neonatal services will help to improve trainee retention.

•	 Trainees should be actively involved both in activities to build better teams and in rota 
design.  

3. Safety and learning
Multidisciplinary teamworking and training, including shared learning:

There is a plethora of data to support the benefits of good team culture within all healthcare 
services [16]. The RCPCH Progress curriculum embeds multidisciplinary working throughout 
the syllabus as do many postgraduate teaching programmes but full implementation at ward 
level requires a multidisciplinary team culture within services, headed by local champions. 
This will not be achieved by a simple “box ticking” exercise, (e.g. presence or absence of 
formal handover, evening consultant ward rounds, attendance at teaching sessions) but 
requires full buy-in from all clinicians, regardless of seniority. Good multidisciplinary team 
culture within a NNU may not be recognised as such, but will be reflected in good outcomes, 
lower sickness absence and better retention of staff. Similarly, failure to recognise that a poor 
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Working together towards common goals:

One of the headline issues in the Ockenden Report [2] involved inter-professional conflict 
regarding mode of delivery, but there are many other situations within maternity and neonatal 
care where professionals may hold, or be perceived to hold, differing opinions around best 
practice. While the “goal” of maternity and neonatal care might always be deemed to be a 
healthy mother and baby, professionals must all recognise that the route towards that goal 
should be navigated with care, ensuring that families are given consistent, safe information on 
which to base decisions. 
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data; an appropriately resourced designated data lead in each neonatal unit with ultimate 
responsibility for timely submission of data is essential. Consideration should be given to 
extending the role of digital midwives to neonatal services [21].

•	 There should be close linkage between maternity and neonatal datasets and as new 
electronic patient records are developed it is essential that they are compatible, to avoid 
unnecessary duplication of data entry.  
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