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DEFINITIONS

Early neonatal deathDeath of a live-born baby occurring less than 7 days from the
time of birth.

Late neonatal death Death of a live-born baby occurring after the 7th day and
before 28 completed days from the time of birth.

Stillbirth rate: Number of stillbirths per 1000 live-births and stillbirths.

Perinatal mortality rate: Number of stillbirths and early neonatal deaths per 1000
live-births and stillbirths.

Neonatal mortality rate:Number of neonatal deaths per 1000 live-births.

Data for this report was extracted from SEND.

For enquiries please contact: Ghada.Ramadan@medway.nhs.uk

Special thanks to Martin Webb, Perinatal Network Data Manager for his ongoing
support during the compilation of this report.
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INTRODUCTION

The Department of Neonatology is based on the Oliver Fisher Neonatal Unit at
Medway Hospital NHS Foundation Trust. The unit is the lead tertiary referral centre
for the Kent and Medway Neonatal Network with full supporting staff. It provides
tertiary neonatal intensive care for babies born in West Kent in addition to high
dependency, special care and transitional care services. The unit is a recognised
cooling centre for infants with hypoxic ischaemic encephalopathy. The combined
total number of deliveries in 2009 and 2010 was 9719 at Medway Hospital maternity
department.

This is the 9™ annual report of the Oliver Fisher Neonatal Unit. This report covers all
activities undertaken from January 2009 until December 2010. In the last two years
we continued to build on previous strengths and have seen an exponential increase
in the number of babies admitted to the unit. This sustainable increase in our activity
levels (annual combined admissions of 1679 babies) mirrored the increase in total
number of cots from 24 to 32 in 2009. We currently operate 12 full intensive care
and high dependency care cots, 12 special care cots and 8 transitional care beds.
There are plans underway for further expansion of the dzy” Act @aacity to a total
of 36 cots. The composite survival to discharge for infants born at less than 28 weeks
has increased by 8% in 2010.

We have fully developed consultant-led teams who specialise in neonatal
developmental care, bereavement counselling and infection control. We have a
dedicated neonatal community out-reach service. Speech and language therapy are
currently off-site and infants requiring these services are referred for consultations.
There is work under way for further enhancement of the above services within the
department in the future.

There is a strong educational programme which provides teaching at various levels
including PLEAT days. There are weekly multi-professional team meetings which
involves the neonatologists, paediatric surgeons, paediatric pharmacists and
microbiologists where medical and social conditions of infants admitted are
scrutinised. Educational activities continue to develop in the department with
weekly in-house multi-disciplinary simulation training led by the neonatal
O2yadzZ Gl yWethdve eStabltezt clbse tnks with London Medical schools
and students undertake regular SSM projects within the department. Our active
research programme recruits infants to national and international trials regularly.

The unit has administrative responsibility for the transport team for Kent, which is
part of the Kent, Surrey and Sussex Neonatal Transport Service. Last year, the service
has expanded from 12 hour coverage to being available 24 hours, 7 days a week.
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Cumulative Annual Admissions

OFNU Admissions* 2062010 Total Annual Admissions

2001 414

2002 417

2003 346

2004 329

2005 366

2006 415

2007 369

2008 679

2009 837

2010 842

*Figures include re-admissions
Activity
OFNU Admissions 2008 2009 2010

Total live births 4733 4752 4845
Total admissions* 679 837 842
Total in-born admissions n (%) | 557 (82) | 718 (85.7) | 734  (87.3)
Total ex-utero admissionsh n (%) | 96 (14) | 82 (10) 71 (8.4)
Total re-admissions n (%) | 26 4) | 37 (4.3) | 37 4.3)
Percentage of live births admitted to 12% 15% 15%
OFNU

* including re-admissions
Uincluding admissions from home

Multiple Births

Pleurality 2008 2009 2010
Twins n (%) 88 (13) 97 (11.6) 107 (12.7)
Triplets n (%) 12 (1.7) 0 7(0.8)




Admissions andsurvival by Gestation 2009

Gestation* Total Total Survival to
admissions**  deaths Discharge (%)
23 5 3 2 1 60 40
24 5 3 3 60 40
25 4 100
26 12 1 1 8 92
27 12 100
28 15 100
29 20 100
30 10 100
31 26 100
32 24 100
33 42 100
34 61 100
35 92 100
36 68 100
37 64 1 1 1 99
38 101 100
39 70 100
40 93 1 1 1 99
41 68 100
42 11 100
Total 801 9 2 1 3 1 99

*Completed weeks
** Excluding re-admissions
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Admissions andsurvival by Gestation 2010

Gestation* Total Total <7d| 7-28d >28d Mortality Survival to
admissions**  deaths (%) Discharge (%)
23 4 2 2 50 50
24 4 100
25 8 100
26 12 2 2 16 84
27 11 2 1 1 18 82
28 11 100
29 13 100
30 12 100
31 31 100
32 27 100
33 40 100
34 70 1 1 1 99
35 74 1 1 1 99
36 100 1 1 1 99
37 61 100
38 94 3 2 1 3 97
39 72 100
40 83 1 1 1 99
41 65 100
42 14 100
Total 806 13 9 3 1 1 99

*Completed weeks
** Excluding re-admissions
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Admissions andsurvival by Birth Weigh2009

Birth weight Total Total <7d 7-28 d >28 d Mortality Survival to
(gm) admissions* deaths (%)

<500 ¢ 1 1 1 100 0

500-749 23 5 1 1 3 21.7 78.3
750-999 23 1 1 4 96

1000-1249 18 100
1250-1499 38 100
1500-1749 42 100
1750-1999 47 100
2000-2499 141 100
2500-2999 140 100
3000-3499 158 2 2 1.2 98.8
>3499 206 100
Total 837 9 4 2 3 1.1 98.9

*including 36 episodes of re-admissions

Admissions andsurvival by Birth Weight 2010

Birth weight Total Total <7d 7-28d >28 d Mortality Survival to
(gm) admissions* deaths (%) Discharge (%)

<500 0 0

500-749 16 4 3 0 1 25 75

750-999 28 1 1 0 0 3.5 96.5
1000-1249 28 1 0 1 0 3.5 96.5
1250-1499 24 100
1500-1749 40 100
1750-1999 57 100
2000-2499 151 2 2 0 0 1 99

2500-2999 147 1 0 1 0 0.6 99.4
3000-3499 160 3 2 1 0 1 99

>3499 191 1 1 0 0 0.5 99.5
Total 842 13 9 3 1 1 99

*including 36 episodes of re-admissions

Cot Occupancy

Cot occupancy 2008 \ 2009 2010

Cots Days | % occupancy| Days | % occupancy| Days | % occupancy
IC 1959 66 1565 53 1858 64

HD 976 127 1521 134 1182 81

IC& HD(total) 2935 96 3086 93 3040 72

SC 4770 72 5706 76 4050 92

TC N/K N/K N/K N/K 1983 68
Total 7705 73 8792 75 9073 77
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Discharges & Transfetsut

Discharge 2009 23 24 25\ 26 27\ 28 29 30 31 32 33—36 37-42 Total

Discharge home 256
Dischageto ward 0 1 O 0 O 0 O 0 1 O 60 139 201
Dischargdo local care

Transfersout 2009

Transfer to cardiac care

Transfer to specialist carg 0 2 O 0 1 0 2 0 O O O 6 11

Transfer to surgical care | 3 1 0 2 0 2 2 1 1 0 4 1 17
Total discharges: 831

Discharges2010 23 24 25 26 27 28 29 30 31 32 3336 3742 Total

Discharge home 0 0 3 5 6 5 7 |10 | 21 | 21 200 253 531
Dischargdo ward 0 0 0 0 0 0 O 0 O 1 83 111 195
Dischargdo local care

Transfes-out 2010

' Transfertocardiaccare | 1 | 0 | o [ 1] o lofJoflo]ola12] 12 | o | 4 |

Transfer to specialist carg O 2 O 3 1 0 0 0 0 0 2 3 11
Transfer to surgical care | 0 1 1 1 0 1 0 0 6 0 5 9 24
Total discharges: 838
Transfersin 2009 | 2010

In-Utero |

Babies delivered and admitted 12 16

Transfers out N/K N/K

Refused in-utero referrals N/K N/K

ExUtero (excluding readmissions & ho

Pembury 2 9

Maidstone 6 13

Darent Valley 20 14

Other network hospitals 12 3

Outside network 11 11

Refused transfers in N/K N/K
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Gestation

Booked

Delivered

Causes of Death 2009

BW

(gms)

Gender

©)

Age PM

Diagnosis

Preterm infants (deaths related to sepsis)

26+2

MMH

MMH

860

15

-Refractory hypotension with endo-toxic
shock

-Gram negative sepsis with NEC

-Recurrent pulmonary haemorrhage

-Acute renal failure

23+6

Reading

MMH

675

10

-Culture negative sepsis
-Refractory hypotension
-Maternal chorioamnionitis

24+2

I adA

MMH

620

105

Preterm infants (deaths related to NEC)

-Ventricular arrhythmias
-Hyperkalaemia, Gl Haemorrhage
-Sepsis

-TPN related liver disease

Preterm infants (e@aths related torespiratory causep

24+2 MMH MMH 525 M 59 | N |-NEC
-Acute renal failure
-Sepsis

24+4 MMH MMH 670 M 60 | N |-NEC

-left porencephalic cyst and bilateral
ventriculomegaly

Preterm infants (deaths related tmeurologicalcauses)

37

MMH

MMH

3190

F

2

23+5 MMH MMH 680 M 2 Y | -Bilateral IV haemorrhages & HPI
-Ante-partum Haemorrhage & cervical
prolapse
40+1 MMH MMH 3510 F 1 N | -HIE

Term infants (deaths related tsepsi3

Y

-Intractable hypotension
-Intra-partum haemorrhage

-Early onset neonatal sepsis
-Prolonged rupture of placental membranes
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Causes of Death 201

Gestation  Booked Delivered BW  Gender Age PM

(gms) ©)

Diagnosis

Preterm infants (deaths related to sepsis)

27+6 MMH MMH 680 F 51 -Septic shock syndrome
-Hyperkalaemia, hypotension & acidosis
-Staphylococcal scalded skin syndrome
-Intrauterine growth restriction
Preterm infants (deaths related toespiratory causep
26+5 MMH MMH 975 M 195 -Pulmonary haemorrhage
hrs -Hypotension
-Preterm prelabour rupture of
membranes
27 MMH MMH 1100 F 8 -Bilateral pneumothoraces
-PIE
-Pulmonary haemorrhage
Preterm infants (deaths related to other causes)
23+1 MMH MMH 510 F 1 -Extreme prematurity
-Pulmonary insufficiency
23+4 MMH MMH 745 M 1 -Intractable hypoxaemia and bradycardia
-Maternal chorioamniotis
26+4 WCH MMH 745 F 20 -Growth restricted donor
hrs -Twin to twin transfusion syndrome
-Refractory hypotension & lactic acidosis
-Laser ablation
34+5 NMH NMH 2370 M 4 -Prolonged fetal bradycardia
-Hypoxic ischaemic encephalopathy
35 Pembury Pembury 2420 F 13 -Fetomaternal haemorrhage
hrs -Hypovolaemic and cardiogenic shock
Term infants (deaths related toeurological causes
38 Maidstone | Maidstone | 3410 M 5 -Severe hypoxic ishaemic encephalopathy
-Meconium aspiration syndrome
-PPHN
38+5 MMH MMH 3260 F 5 -Severe hypoxic ischaemic encephalopathy
-Placental abruption
40+1 MMH MMH 4700 M 12 -Hypoxic ischaemic encephalopathy
hrs -Macrosomia
-Prolonged rupture of membranes
Term infants (deaths related tsepsig
36 MMH MMH 2520 M 8 -Septic shock with refractory hypotension
-Enterococcal septicaemia
38+2 MMH MMH 3260 M 9 Group B Streptococcal meningitis & sepsis
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Delively Suite Deaths 2009

Gestation Booked Delivered] BW  Gender PM Diagnosis
(gms)
23+3 MMH MMH - M N | Extreme prematurity
27+2 MMH MMH 960 F N | -Extreme prematurity
-Presumed sepsis
29+5 MMH MMH 1290 F N | -Placental abruption
-Maternal PIH
34 DVH MMH 1250 M N | Anencephaly and myelocele

Delivery Suite Deaths 2010

Gestation  Booked | Delivered| BW  Gender PM Diagnosis
I ~(@gms)
26+2 Sidcup MMH - F N | Extreme IUGR
23+1 MMH MMH 460 F N | -Extreme prematurity
-Twin pregnancy
23+5 MMH MMH 610 M N | Extreme prematurity

Three year roling mortality

Total admissions* Deaths Survival

2008 | 2009 | 2010 | Total | 2008 | 2009 | 2010 | Total %
Inborn 556 | 716 | 733 | 2005 | 14 9 10 33 98 %
Outborn 96 80 50 226 10 0 3 13 94 %
<26 weeks 39 22 19 80 12 6 2 20 75 %
<28 weeks 67 49 49 165 15 7 6 28 83 %
<31 weeks 123 | 96 86 305 17 7 6 30 90 %
3142 weeks | 556 | 741 | 756 | 2053 8 2 7 17 99 %
<500 g 1 1 0 2 1 1 0 2 0
<7509 32 24 16 72 12 6 4 22 70 %
<1000g 67 47 44 158 16 7 5 28 83 %
<1500g 128 | 103 | 96 327 17 7 6 30 91 %
>1500g 551 | 734 | 746 | 2031 7 2 7 16 99 %

*Excluding re-admissions and home admissions
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Perinatal Statistics

Perinatal $atistics | 2009 2010

Total deliveries 4812 4907

Total live births 4752 4845

Total still births 22 26

Early neonatal deaths* 8 12

Late neonatal deaths 5 4

Still birth rate 4.6 5.3

Perinatal mortality rate 6.2 7.8

Neonatal mortality rate 2.7 3.3
*including deaths in delivery suite

Summary of Clinical Activity

Respiratory Support (days) 2008 2009 2010
Ventilation via endotracheal tube 1017 744 867
CPAP & Vapotherm 1341 1578 2153
Oxygen therapy 702 1411 2084
Surfactant (doses/babies) 32/29 52/51 112/83
Nitric Oxide (days/babies) 11/8 7/6 15/4

Respiratory Diagnosis

Number of babies

2009

2010

Respiratory Distress Syndrome 213 193
Transient Tachypnoea 29 20
Meconium Aspiration 12 18
Persistent Pulmonary Hypertension 8 7
Congenital pneumonia 9 3
Cystic Fibrosis 0 1
Pulmonary Hypoplasia 2 0
Acquired Pneumonia 1 0
Pneumothorax 15 24
Pulmonary Haemorrhage 5 10

Chronic Lung Disease

Oxygen dependent at 36 weeks corrected gestation

2008 2009\ 2010

8

14

7

Oxygen dependent at discharge home

4

5

6




Management of PDA - 2009 2010

Infants diagnosed with PDA 16 12

PDA requiring medical treatment MH W 9*

PDA ligated 1 1

U MM AYTFEFYyda NBIdZANBR LYR2YSGKEF OAY)

*9 infants required lbuprofen, 5 infants had prophylactic Indomethacin.

Necrotising Enteroclitis 2009 2010
NEC 16 11
Perforated NEC 6 3
NEC requiring surgical treatment 6 5
Other perforations (non-NEC) 0 1

Neonatal Surgical Cases

Number of babies

2009

2010 |
Gastroschisis 2 2
Hirschsprungs disease 0 3
Meconium ileus 0 1
Anorectal malformation 3 2
Duodenal atresia/stenosis 2 3
Exomphalous 1 0
Intestinal malrotation 0 1
Pyloric stenosis 1 0
Hypoxic Ischaemic EncephalopatH 2009 2010
HIE grade 1 2 4
HIE grade 2 5 14
HIE grade 3 3 5
Hypothermia Therapy 4 13
Inborn 2 3
Outborn 2 8
Home birth 0 2
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Infection

Positive Blood Gltures

2009 2010
Beta Haemolytic Streptococcus Group B 1 1
Streptococcus (not GBS) 0 2
Coagulase-negative Staphylococcus 4 8
Staphylococcus Aureus 4 2
Staphylococcus Capitis 7 7
Staphylococcus Epidermidis 6 7
Staphylococcus (other species) 1 6
Serratia species 0 1
Enterococcus 2 1
Micrococcus species 0 1
Escherichia Coli 2 3
Klebsiella species 0 1
Delftia acidovorans 0 1
Bacillus species 0 1
MSSA 0 0
MRSA 0 0
Listeria 0 0
Enterobacter species 0 0
Pseudomonas aeruginosa 0 0
Candida 0 0
Total 27 43
MRSA screening positive 4 2

19



SCREENIN&SURVEILLANCE POLICIES

Cranial Ultrasound Scanning

This investigation is offered routinely to:

All babies < 32 weeks

All babies requing ventilation

All babies with neurological concerns

All babies undergoing total body hypothermia for neonatal encephalopathy

PwnhPE

Cranial Ultrasound Diagnoses Number of babies
IVH Grade 3 2 5
IVH with parenchymal involvement 3 4
Post haemorrhagic hydrocephalus requiring surgery 1 2
Periventricular ischaemic injury with cyst formation 3 1

Retinopathy of Prematurity
ROP screen is offered to all infants <31+6 weeks or BW <1500 gm

First eye check differs according to gestational age and isdardance with Royal
College of Ophthalmologist 2008 guidance.

Retinopathy of Prematurity 2009 2010
Number of babies fulfilled the criteria on admission 117 113
Number of babies having retinal examination 73 85
Number of babies not examined due to death 7 4*
Number of babies not examined due to transfer prior to first check 37 24
Number of babies with ROP grade 2 4 6
Number of babies with ROP grades 3-4 3 1
Number of babies with ROP grade treated with Laser 0 0

*2 infants died after initial screening

20



Neonatal Hearing Screen

Universal screening (AABR and AOAE) is offered to all babies admitted for >48 hours
YR xop ©6SS{a o6/ D!o

Hearing screen 2009 2010

Total number of babies screened 206 279
Normal hearing screens 126 186
(clear response, no follow-up required)

Number of babies with severe hearing loss 1 2
Babies not screened 10 11
Died 6 8
Screening contraindicated (too poorly) 0 3
Parents refused screen 3 0
Lost contact 1 0

AABR and AOAE No clear response No clear response

Unilateral Bilateral
2009 25 8
2010 17 8
BAPM Dataset Number of babies

PDA ligated 1 1
NEC requiring surgical intervention 6 5
Chest drain for pulmonary air leak 5 12
Surgery for post haemorrhagic Hydrocephalus 1 2
ROP treated with Laser 0 0
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EDUCATIOKRNND TRAINING

Nursing Educational Activities

The neonatal department offers a wide range of educational activities tailored to
nursing staff. In 2010 these activities were undertaken in the department and
included induction for 11 new staff members in both intensive care and special care.
In addition, five neonatal nursing student induction days for both pre-registration
midwifery and child nursing students took place. All nurses undergo yearly
competency assessment and equipment training is a continuing process. The unit
conducted 5 development days for experienced nurses and 4 staff nurses
successfully completed the intensive care of the newborn course. The unit
developed 2 new staff development courses composed of modules each lasting for 5
days in addition to 2 IV study days per year. 2010 saw 7 senior nurses passing the
Newborn Life Support Providers course (NLS). The bereavement team delivered two
multidisciplinary training events last year with external invited speakers. The
expectation is to extend these study days to encompass the Kent neonatal network.
The developmental care team delivered one training day in 2010. Nurses are
encouraged to further their studies; currently one nurse is studying for a master
degree in inter-professional health and social care. Nurses are regularly completing
the mentoring skills course. Senior nursing staff regularly collaborates with the
medical team in delivering the highly regarded multi-professional neonatal transport
course twice per year. Furthermore, band 7 burses and ANNP contribute to the
delivery of the clinical perinatal network forum held in the unit every 4 months.
Neonatal simulation was started in the latter part of 2010 with major contributions
from the nursing staff to the simulation faculty. It is projected that a Deanery wide
training for simulation will be delivered at Medway neonatal unit in the future.

Undergraduate Education

We have close academic links with several of the medical schools in London.
Students undertake Special Study Module projects regularly in the department
which is fully supported and delivered by the neonatal consultant team. In the last
two years seven students completed a six week attachment in the OFNU and
achieved the evidence based health care and neonatology module. They have
produced written assignments and presented these to the neonatal team where
they have received formal feedback.
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Postgraduate Education

Our educational ethos:

1. Create an optimal learning environment, promote learning-in-job and
develop creative methods of learning.

2. Provide high quality educational supervision, balancing challenge, support
and vision for individual trainees.

3. Optimise trainee engagement in education related processes and to be
responsive to internal and external validation of education & training.

There is a strong educational programme which is well organised and delivered. This
includes weekly multidisciplinary meetings and educational afternoons. There is a
diverse range of educational meetings including perinatal mortality, morbidity,
governance, research and audit meetings. These take place according to pre-planned
time table and are well attended by different members of the healthcare team. The
newly introduced joint meetings with feto-maternal medicine team where cases
with suspected antenatal diagnosis of various conditions are discussed and a clear
plan after delivery of these infants are devised have streamlined the processes of
care for these infants. Trainees are encouraged to present cases in these meetings
regularly. Foundation and speciality traineesQinduction days are delivered by the
multidisciplinary neonatal team 5 times per year. Perinatal network forums are held
in the department three times per annum and are highly regarded. Speakers
including professors in the speciality are regularly invited to contribute to these
meetings.

The Trainers

Educational supervisor®r Uma Sothinathan (neonatal sub-speciality tutor)
Dr Helen McElroy, Dr Santosh Pattnayak, Dr Ghada Ramadan

Clinical supervisordll educational supervisors, Dr Aung Soe and Dr Bov Jani

Prior to September 2010, the responsibility of delivering educational supervision to
all trainees rested with Drs Jani and Sothinathan. When Dr Jani relinquished his
responsibilities to take on the role of the Training Programme Director for KSS
Deanery, provision for educational supervision and delivery of neonatal simulation
programme was remapped, with dedicated t ! (nHocated to 3 additional
educational supervisors. It is expected that educational supervisors will all have
completed QESP 1 and QESP 2 training by 30™ June 2011.
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TheTrainees

Level 1 rota Level 23 rota
(previously SHO/HO) (previously registrar )
Deanery | Trust Foundation | Deanery | Trust Others
School
*F2 | **F1 ANNP Assoc.
Specialist
Sept 2009- 5 1 1 1 6 1 1 1
Mar 2010
Mar 2010- 5.6 1 1 1 5 1 1 1
Sept 2010
Sept 2010- 6 0 1 1 4.6 1 0.6 1
Mar 2011

*changes over every 4 month

**changes over every month

Developmentswithin delivery of educatiorand training

1. Introduction of weekly in-situ neonatal simulation programme with
formation of dedicated simulation faculty.
2. Expansion in the number of educational supervisors.

Trainee engagemenin education related processes

1. Trainee forum (twice/year) facilitated by Registrar of Medical Education (Ms
Lynne Russell) to encourage open discussions and suggestions for
improvement in provision for trainees. This is fed-back to the Local Faculty
Group by trainee representatives.

2. Designated trainee representatives to participate in local faculty group
meetings (thrice/year) and deanery meetings.

3. Support to trainee representatives to develop leadership skills.

4. Anonymous trainee feedback (as one of the sources of internal validation of
education and training) on their experience within the department
(twice/year): the response is compiled and fed-back at the Consultant
Meeting for review of trainees needs.
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External valichtion of education and training

.  PMETB survey 2010

Areas of notable practicenduction programme, educational supervision,
handovers and access to educational resources/internet facilities.

Other areasof good practice providing good feedback, multidisciplinary
learning opportunities, having a EWTD compliant rota with appropriate level
of work intensity to develop skills and achieve curriculum requirement.

Areas for further improvementclinical supervision by appropriate staff,
structured teaching for senior trainees and access to study leave.

Areas of concermone for 2010.
Action plan

1. Improve engagement of clinical supervisors and educational supervisors on
WBA, and timely completion of assessment forms on-line.

2. Encourage trainee participation in planning delivery of structured teaching
for senior trainees and raise trainee awareness of the various in-the-job
learning opportunities. Active encouragement towards attending regional
RSM and PLEAT study days.

3. Steps taken to explain that 8days/ 6months and 10days/6months have been
built into the SHO rota and Registar rota respectively.

4, ¢KS &adz2NpSe FXy 3ASR®@ WKBR RSLI NIYSYyd F2NJ
(practical experience and tasks being redistributed to other health
professionals) and undermining score (trainees must not be subjected to, or
subject others to, behaviour that undermines their professional confidence
or self-esteem). We responded by redesigning the rota and introducing
trainee forums to enable early identification of difficulties so that these can
be addressed early. The result of PMETB survey 2010 revealed both
these scores to be comparable to national average, confirming that steps
taken have been effective.

[I.  Local Educational Provider (LEP) report 2010

Areas of notable practicewell established local faculty group, good
educational ethos, simulation and leadership initiatives are progressing well,

excellent consultant supervision and good integrated consultant body
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Areas needing attentian
1. Accessibility to study leave

Action plans: difficulties explored and built-in pattern of study leave
explained to trainee representatives, in the presence of Medical Education
Registrar. Encouraged trainees to work in partnership with one another to
maximise the use of these days and to discuss any future difficulties in
obtaining study leave with Education Lead.

2. Acting-up: Potential ST3 candidates should be competency assessed locally
and should be referred to HoS/TPD for formal discussions with the
opportunity to discuss confidentially with the trainee prior to the trainee
acting-up.

Action pans:agreed with the above, all of the above had been followed
except referral to HoS/TPD. Trainee was supported well during the period of
transition and he has made good progress within his new role.

Future direction

1. Neonatal simulation faculty development, to be able to provide high quality
training opportunities to doctors, nurses and midwives, with effective
debriefing skills.

2. Enhance cooperation with KSS School of Leadership, incorporating clinical
leadership frameworkintoWP. | Q& (2 NI} AaS GNIAYySS

Post Graduat&ducational Report Compiled by Uma Sothinathan
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KENT NEONATAL TRANSPESIERRVICE (NTS)

Annual report for 2009 (01 Jan 31% Dec)

Kent NTS is part of London/KSS Neonatal Transport Service, which is co-ordinated
through Emergency Bed Service (EBS). Kent NTS is led by Dr Aung Soe and Dr Santosh
Pattnayak. Louise Proffitt is the Clinical Nurse Lead and Alison Nichols is the team
leader. All Neonatal Consultants contribute to the transport rota, and the team is
comprised of 7 Registrars and an ANNP of OFNU, 7 nurses and 4 drivers,

Historically, all three teams of KSS NTS were functioning in the day time and all night
emergency transfers were performed by London NTS. Since 5™ Oct 2009 KSS NTS
offered 24 hours service with two teams operating from 08:00 to 20:00 hours and
the third team covering the night transfers (20:00-08:00) for the region on a
rotational basis. Kent NTS works very closely with Sussex and Surrey NTS. All the
three services cross cover the geographical area.

Activity for 2009

All transport data are collected as per the guidance of British Association of Perinatal
Medicine (BAPM) Minimum Dataset for Neonatal Transport. Unplanned transfers
(BAPM ) are not anticipated- referring unit unable to provide the level of care and
transfer for cot crisis. Planned transfers (BAPM Il) are anticipated- infants for elective
surgery including PDA ligation, repatriations and out-patient appointments.

Total transfers undertaken in 2009 390
BAPM | transfer 143
BAPM Il transfer 232
Incomplete transfers (Aborted/ diverted) 15

Type of respiratory support

Ventilated 92
CPAP support 34
Nasal cannula oxygen 39
Self- ventilating in air 210

Type of CVS support
Inotropes during transfer 20
Prostaglandins during transfer 1

Team composition

Full team available in days (%) 328 (90%)
Nurse only available 22(6%)
Doctor only available 14(3.8%)
No driver 1(0.2%)
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Adverse incidents during transfer

Total adverse incidents reported were 11, majority of these were related to
equipment failure (5/11), ambulance problems (2/11) and communication problems
(2/11). The various strategies undertaken for risk reduction were:

1 Kent Neonatal Transport Courses every 6 months with change-over of new
registrars

1 Weekly transport reviews and monthly transport governance reviews

1 Neonatal consultant supervision and support at all times

1 Checking of core competencies of doctors and nurses

Major advances in Kent NTS

1 Introduction of night transfer shifts since October 2009
1 Guidelines for passive cooling during transfer of babies with perinatal hypoxic
ischaemic encephalopathy

Future directions

1 Procurement of new transport trolley and a transport incubator

1 Increasing compatibility of transport trolleys to all SECAMB frontline vehicles

1 Installation if inhaled Nitric Oxide (iNO) for management of PPHN during
transport

Kent Neonatal Transport Service (NTS)

Annual eport for 2010 (' Jan-31%' Deg
Team composition

All Neonatal Consultants contribute to the Transport rota (1:6). The Neonatal unit on call
Consultant provides the cover for Kent NTS. On a day to day basis the team comprises of a
Consultant, a dedicated Registrar, a Neonatal Transport nurse and an ambulance crew.

Neonatal nurses: Alison Nichols (Band 7), and the following Band 6 nurses- Louise Garland,
Janice Hogben, Jo Maxwell, Sarah Jones, Morena Armfield, Michelle Wright, Sue Hasselham
(Flexi bank) contributed to the rota.

Middle Grade cover was provided by Dr J Paul, Jane Hodgkinson (ANNP), Dr P Venkatagiri, Dr
A Rajath, Dr S Pandita, Dr V Sheward, Dr | Hodgson, Dr A Mukherjee, Dr M Alam, Dr N
Mahmood, Dr R Singh, Dr R Kannipiran, Dr PK Kulathoor, Dr F Brooke, Dr S Bhakthavalsala,
Dr R Taylor, Dr C Patankar, and Dr O Aworinde.
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The dedicated Neonatal Ambulance crew were Roger Renwick, Anne Holt, Peggy
Underdown and David. A few frontline SECAMB crew had also contributed to the
rota to cover the leave and illness of the regular team.

Table 1.Team activity in 2010

Planned Unplanned | Incomplete | Grand Total
Count 185 160 17 362

All unplanned (emergency or BAPM Type |) transfers included unanticipated
transfers, where referring unit was unable to provide the level of care for the baby
and also transfers for cot crisis.

All planned (elective or BAPM Type 1l) transfers included repatriation to the local
unit, appointments for EEG, ECHO, ROP check,OPD appointments and elective
surgeries like duct ligation and hernia repair.

Incomplete transfers - where transfer team mobilised but did not complete the
transfer either due to change in clinical condition of the baby or got diverted to
another emergency from an elective transfer.

Type of respiratory support provided during transfer

Majority (61%) of the babies in unplanned transfer group were ventilated. (Table 2).
The blood gas of the ventilated babies at the receiving unit, which reflects the qualty
of transfer, is shown in Table 3. None of the babies required inhaled Nitric oxide
during this period.

Table 2. Type of respiratory support

Ambient NC=nasal SV=self-

Oxygen IPPV / IMV cannula NCPAP=nasal | ventiating | Grand Total
Planned 10 9 24 19 119 181
Unplanned 3 95 3 15 41 157
Grand Total 13 104 27 34 160 338

Table 3. Blood gas values

ph co2
Median 7.30 5.78
1st Quartile 7.20 4.45
3rd Quartile 7.38 7.06
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Type of cardiovascular supportuding transfer
19 babies required either inotropes or Prostin, one baby required both (Table 4).

Table 4. Type of cardiovascular support

Inotropic Support Prostin Support Inotropic AND Prostin Support

18 2 1

Passive cooling during transfer

Therapeutic hypothermia has been increasingly accepted as a standard care for
babies following perinatal hypoxia. The number of centres providing this care across
London and KSS has also increased during this period. This transfer is considered
time critical because of the narrow therapeutic window of 6 hours following birth.
Passive cooling was offered to 17 babies during this period with a median rectal
temperature of 33.9°C at the receiving unit (Table 5). 12 babies had a rectal
temperature between 33° to 35°C on arrival.

Table 5. Rectal temperature of babies undergoing passiveliog at the receiving
hospital

Number of Babies Transferred 17

Receiving Temp Median 33.90
Receiving Temp 1st Quartile 33.20
Receiving Temp 3rd Quartile 36.43

Surgical Tansfers

Surgical transfers constituted a bulk of the neonatal transfers. Total 55 transfers
were carried out during this period. The three important indications for surgical
transfer were for obtaining surgical opinion (n=11), bowel obstruction (n=10), and
necrotising enterocolitis (n=8). This group also included transfers for 5 elective
hernia repairs, 3 for ENT and 3 for neurosurgical interventions.

15 surgical transfers from Medway were carried out by Kent NTS and 11 of these
babies were transferred to Kings College, 2 to GOSH (one for tracheostomy), 1 each
to St Thomas (choanal atresia) and Lewisham Hospital.
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Quiality of KentNeonatal Transfers

1. For unplanned transfers, the dispatch time (call from EBS to the mobilisation
of team) should be less than 60 minutes and the response time (call from EBS
to arrival at the referring unit) should be less than 120 minutes.

Table 6. Dispatch and response time of Kent NTS

Dispatch Time Response Time

Median 30 95

1st Quartile 20 60.5
3rd Quartile 43.75 125
n 158 158

% within standard 83.54% 74.05%

2. Temperature of the baby at the completion of transfer in the receiving
hospital should be more than or equal to 36.5C.

Table 7. Babies withmor low temperature recordings

Missing data

Temperature <36.5C

Temperature <36.0C

21

33

20

Includes aborted
transfers (n=17)

Includes therapeutic
hypothermia (n=17)

Includes therapeutic
hypothermia (n=15)

3. At completion of transfer in ventilated babies, blood gases should be in an
acceptable level, pH between 7.25- 7.35 and pCO2 between 5-7 kpa. The
median and inter quartile range of blood gases for ventilated babies (n=104)
is shown in Table 3.

4. Team availability: Full team was available in 327 shifts (89.6%). Nurse only
team (Transport Registrar not available) was operational in 24 shifts (6.6%),
doctor only team (Transport nurse not available) was operational in 12 shifts
(3.3%). Ambulance or crew was not available in 2 shifts (0.5%).
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Transfers out of KSS region

Kent transport team was involved in 34 transfers where neither the referring nor the
receiving units were from KSS region. 30 of those transfers were unplanned and 13
of these transfers were carried out during the night shifts.

Review of Night transfers

The number of night transfers on an average was 4.7/week and ranging between 1
to 9 per week. The increased night activity was obvious in comparison to the
previous year since it was launched in Oct 2009 (13 transfers in 4 weeks). The other
notable difference was the elective transfers, there was no elective transfer at night
in 2009 but 14 in 2010. This was following the introduction of new strategy to
fascilitate the local elective transfers during the night time. The details of the night
transfer is given below (Table 8).

Table 8. Nightransfers performed by Kent NTS

Week Week No. Planned No. Unplanned
Starting ending Transfers Transfers TOTAL
Jan-04 Jan-10 0 2 2
Jan-25 Jan-31 0 2 2
Feb-08 Feb-14 1 7 8
Mar-01 Mar-07 0 3 3
Mar-22 Mar-28 0 9 9
Apr-26 May-02 0 4 4
May-17 May-23 2 3 5
Jun-07 Jun-13 0 3 3
Jun-21 Jun-27 1 2 3
Jul-12 Jul-18 2 4 6
Aug-02 Aug-08 1 6 7
Aug-16 Aug-22 1 4 5
Sep-27 Oct-03 3 5 8
Oct-06 Oct-12 1 = 5
Nowv-01 Now-07 3 6 7
Nowv-22 Now-28 0 5 5
Dec-13 Dec-19 0 0 0
Dec-27 Jan-02 1 2 3
TOTAL 14 71 85
Average 0.8 3.9 4.7
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Kent Neonatal Transport Governance Framewor

All the new Registrars undergo a two day training program before performing any
transfers. Their core competencies are checked against the BAPM recommendaions.
These courses are coducted twice a year with the starting of the new Registrars. The
trainees also get adequate Consulatnt supervision and support.

Audit: All aborted transfers from January to July 2010 were reviewed to find out the
incidence, causes and eventual outcomes in these incomplete transfers. This was
presented as a poster in the Annual Transport Interset Group Meeting.® Kent NTS
also helped for the development of concensus guideline for initiation of passive
cooling in neonatal encephalopathy.*

All adverse incidents are reported in the Risk register and reviewed by the laed
Nurse and Consultant. These epsodes are also discussed in the monthly
departmental governance meetings. The guidance from the NPSA Risk Tool is
adhered to. The following table (Table 9) describes the incidences reported during
2010. 5 of these episodes were related to ambulance and 2 episodes were due to
equipment failure. Adverse incidents and complaints were also notified to Vanessa
Attrell, Network Manager SEC Specialised Commisioning Group, who also reviews all
parent satisfaction surveys.

Neonatal Transprt Guidelines of London and KSS NTS is currently under review for an
update and will be availble in near future. All Kent NTS staff also get opportunity to
attend appropriate courses, conferences and to enhance their professional
development. The transport activity is closely audited and a database is maintained
both locally and at a regional level by Data Manager, Martin Webb.

Table 9. Detad of reported incidents

Date Consequence Likelihood Risk category Description
09.01.10 Insignificant  Possible _ Vehicle accident
09.01.10 Minor Possible Vehicle accident
09.01.10 Moderate Possible Vehicle accident
26.06.10 Insignificant  Possible _ Arterial transducer

26.07.10 Minor Possible Suction malfunction

02.09.10 Minor Unlikely Ambulance battery

08.11.10 Insignificant  Possible Ambulance suspense
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Low Moderate High Extreme

Developments in Kent NTS

Introduction of new transport incubator (Globetrotter TS 1500) with new trolley
Use of Neorestraint for the babies

Use of new CPAP circuit

Inhaled Nitric oxide system

Use of passive cooling during transfer in babies with HIE

Future directions

Use of Easiloc system in the trolley with appropraite tracking devise to make the
fitings compatible with frontline vehicles

Training of frontline ambulance crew to familiarise them with the NTS egipments
and ambulance

References
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CLINICAL AUDIT

The neonatal department is committed to high quality audit projects which aim to
enhance the processes of care for newborn infants. The unit runs an active and well
developed audit programme. In 2009, five audit topics were completed and clear
recommendations for implementation of change have been put in place.

Local ¢inical audits

Care pathway for infants born for Hepatitis B positive mothers.
Pre labour rupture of membranes at term.

Use of Propofol for elective intubations.

Neonatal surgical referrals.

Neonatal transport.

abrwbdE

National audits

1. National Neonatal Audit Programme.

In 2010, the number of clinical audits completed and improvements instigated were
eight, the topics included:

Local clinical audits

Admission temperature for babies born less than 28 weeks gestation.
Prescribing habits in intensive care.

Prevention of hypoglycaemia in high risk babies.

Pre labour rupture of membranes for term and preterm delivery.
Neonatal abstinence syndrome.

Screening for developmental dysplasia of the hip.

Indomethacin prophylaxis for patent ductus arteriosus.

Outcome of aborted and diverted neonatal transfers done by Kent NTS.

N~ wWNE

National audits

1. National Neonatal Audit Programme.
2. National comparative audit for the use of red cells in neonates and children.

We have taken part regularly in national clinical audits and continued to contribute

data to the National Neonatal Audit Programme (NNAP) where the clinical care of

infants is benchmarked against nationally agreed standards. This is stemming from

our belief that the drive to service improvements is only good when we can compare

our performances nationally. In the latest NNAP publication 2009, we were in the

top five performers in areas relating to administration of antenatal steroids for

SEGNBYS LINBYIGdzNAGE YR AyFlLyidiQa NBOSALIN
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neonatal unit. We have seen sustainable improvements in the range of 4-8% in all
other clinical areas within the same project. Furthermore, we have taken part in the
national comparative audit of the use of red cells in neonates and children. This also
proved that we compare favourably to agreed national standards with some
recommendations for improvements. These two national audits have formed part
and supplemented the Medway NHS Foundation Trust quality accounts.

Developmentsin clinical audit

In the latter part of 2010 and under new leadership we have designed a novel
neonatal audit working streams which addresses the clinical outcome of certain care
pathways and seeks parental views of our services. This particular emphasis on the
clinician-parents interface received a great interest within our department. We have
taken into account that audits should be multidisciplinary and involve areas of
perceived high risk.

Audits initiated in the latter part of 2010 and completed in 2011:

Care of the newborn with suspected sepsis.

Use of blood products in the neonatal setting.

Utilisation of neonatal resuscitation forms.

The use of pasteurised expressed breast milk on OFNU.

HIV neonatal care pathway.

Usage and complications of central venous catheters in the neonatal unit.
Surfactant use in neonatal intensive care.

Transitional care parent satisfaction survey.

N~ wWDE

Future directions

Construct and develop annual neonatal audit plan.

Initiate neonatal sub-directorate audit meetings (2 monthly).

Entry of suitable auditsini KS ¢ NHza 1 Qa Of Ay A Ol f
Enhance involvement of Foundation trainees and allied healthcare
professionals in audit participation (multidisciplinary).

5. Collaboration with HQIP registered multisite clinical audits.

NS s

CLINICAL GOVERNANCE

GUIDELINES & PROTOCOLS

There are medical, nursing and drug protocols in the department which covers wide
clinical areas. There is a rolling programme of guideline review. Guidelines are
readily accessible within the neonatal unit by all clinical staff and these are being
extended to be available on the Trust intranet www.medway.nhs.uk. We share our
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http://www.medway.nhs.uk/

guidelines with other neighbouring hospitals in the network and work collaboratively
with them in their productions.

MORTALITY REVIEWS

There are a monthly departmental mortality reviews where all cases are discussed
and actions plans instituted. Ct 3 Sa | NB NBFSNNBR | YR FdzNIi KSNJ
child death review panel again on a monthly basis.

RESEARCH STUDIES

MI-CP 124rial
Principal InvestigatoiB Jani
Site coordinatarSister Nuala Brady-Murphy

This was a multicentre randomised controlled trial of the RSV prophylaxis with
Motavizumab versus Palivizumab in young children with haemodynamically
significant congenital heart disease. 14 infants were recruited to this trial. The results
of the study were presented at the 3™ Congress of the European Academy of
Paediatrics in Denmark, October 2010.

MI-CP11Grial
Principal InvestigatoB Jani
Site coordinata Sister Helen Archdeacon

This was a multicentre randomised controlled trial of the use of Motavizumab for
Prophylaxis of Respiratory Syncytial Virus in High-Risk Children: A Noninferiority
Trial. We recruited 22 infants to this study. The results of this trial were published in
Paediatrics 2010

MAB NOO7 tial
Principal Investigator® Jani and S Pattnayak
Site coordinatorSister Helen Archdeacon

This phase 2b/3 multicentre randomised double blind placebo controlled trial to
evaluate the safety and efficacy of Pagibaximab Injection in VLBW neonates for the
prevention of staphylococcal sepsis. The study recruited 1550 patients 12 were from
OFNU. Study now completed recruitment and data is being analysed.

Skn conductance measurements in neonatal abstnce yndrome
Principal InvestigatoB Jani
Site coordinatarSister Sharon Blake

This prospective observational study is conducted locally and its aim is to measure
changes in the skin conductance in neonatal abstinence syndrome and to validate
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scoring system. We have started recruiting infants to the study in December 2010

and we aim to include 15 babies over a period of 12 months. At the time of
publication, one infant was recruited to the study.

INOT 27 ttial
Principal Investigatorg Soe
Site coordinatorSister Helen Archdeacon

This trial is the European Union Nitric Oxide (EUNO) Study; is a multicentre RCT which
has completed recruiting and infants will be followed up and have pulmonary
function tests at 7 years. It studied the effects of inhaled Nitric Oxide on the
development of chronic lung disease in preterm infants. We recruited 30 infants to
this trial.

The Preterm Prebiotict8dy
Principal InvestigatoA Soe, U Sothinathan
Site coordinatorSister H Atkinson

A UK Multicentre double blind randomised controlled trial of the effect of a prebiotic
mixture of bifidogenic oligosaccharides on enteral tolerance in preterm infants. We
have started recruiting to this study in 2011.
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FUNDRAISING

The Oliver Fisher Special Care Baby Trust (OFSCBT) is a registered charity and was
established in 1985. Since its inception the Trust has raised over two million pound
which has been used to help support the Oliver Fisher Neonatal Unit at Medway
Hospital.

The raised fund has been used to purchase essential equipments on the unit namely
ventilators, incubators, blood gas machine, ultrasound machine, bilirubinometers,
infusion pumps and new computer based cot side terminals with patients monitoring
system. The Trust occasionally provides travel expenses to help parents, visit their
babies on a daily basis. Also medical books are purchased to support staff
development within the neonatal unit. The trust contributed largely to funding the
Kent Neonatal Transport ambulance and the cost of Transport service office
accommodation. In addition OFSCBT provided funding for the Transitional Care
mother and baby unit and supported the refurbishment of parent bedrooms on the
neonatal unit.

Fundraising events are organised regularly including charity fun days, balloon race in
addition to social and sponsored events. The Trust is accessible via
http://oliverfisher.org. OFSCBT receives regular feedback on our services through its
dedicated on-line forum. The trust publishes a yearly newsletter which keeps
members informed of the various fundraising activities, invitations for social events
and general up-to-date information about the unit.

The Oliver Fisher Trust would like to thank all parents and businesses who continued
to support us with their generous donations.
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