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Improving the Stabilisation
of Preterm Babies
AIM: Premature babies have unique vulnerabilities after delivery and require help to stabilise and transition to extra-uterine life. The quality of care during this period is extremely important and can have a signiﬁcant long
term impact. Our Aim is to improve the quality of care provided prior to admission to the neonatal unit with particular reference to thermoregulation, non-invasive respiratory support and deferred cord clamping.
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with immediate cord clamping to allow early transfer to the neonatal team for resuscitation,
stabilisation, and to keep them warm. However there is now evidence that deferring cord clamping
to allow enhanced placental transfusion, enhances the stability of premature infants and reduces
complications later. Premature babies have also been routinely intubated and ventilated in the past
based on their gestation and irrespective of their clinical condition. Again there is evidence that most
infants born in good condition can be managed with non-invasive respiratory support, avoiding the
complications of mechanical ventilation. This project aims to realign current delivery room practice
with new recommendations, and in light of new evidence from the literature.
Premature babies require assistance to maintain a normal temperature after delivery, and babies
admitted to the neonatal unit either too hot or too cold have worse long term outcomes. The
Southampton Neonatal team are proud of their current high standard of Neonatal Unit admission
temperatures, therefore it is of paramount importance that we ensure changing existing delivery
room practice does not negatively impact on this.

APPROACH: We had many change ideas which could be implemented in different
ways. We selected several to focus on initially and will move on to others as the project progresses.
Some change ideas were tested easily (e.g. changing the metal forceps used to clamp the cord to
the plastic cord clamp at C-section in a premature delivery) and others were much more difﬁcult and
encountered more resistance (implementing deferred cord clamping for all babies required a
complete re-write of an existing guideline which is time consuming and met with some local
resistance). We used the technique of in-situ simulation to practice new delivery room protocols, to
troubleshoot the use of different equipment, and to embed theory into action, using PDSA cycles to
move from simple to more complex scenarios prior to implementation on actual deliveries. This was
backed up further by using mannequins to demonstrate the non-invasive respiratory support set-up
on a display on the neonatal unit for education and as a visual reminder of the change. We also set
up a learning board in the staff room in order to have a space to feed back learning and share ideas,
not just from the QI activities but also from Risk, Governance, Education and other activities as well.
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BACKGROUND: Premature babies have been traditionally managed after birth
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Signiﬁcant intervention in this area was delayed by the need to get a new
clinical guideline agreed. We wanted to reverse many of the
contraindications to DCC in the existing guideline and there was no
guideline for premature babies at all. Therefore DCC was occurring in an adhoc manner in premature babies depending on individual preference.
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We did manage a quick “Test of Change” - swapping the metal forceps for
a plastic cord clamp at Caesarian Section in preterm babies. This makes it
easier to get the baby into the plastic bag, the plastic cord clamp is warmer
initially and does not heat up excessively under the radiant heater. This
also leaves the surgical equipment with the surgeon! The time delay when
performing DCC meant that there was time to locate and apply the plastic
clamp (which is more tricky) and the process worked well. We are now
spreading the word and encouraging this simple change in all preterm
Caesarian Sections.
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DO: We ran 2 sessions in the simulation suite to allow the
team to focus on the clinical aspects without distraction.
STUDY: We collected written feedback from all the
participants (which included doctors, nurses and nursing
students). We found this simulation helped identify issues with
mask CPAP technique and maintaining seal, and it reinforced
decision making in line with the protocol, embedding the idea
that you do not have to intubate immediately. Signposting of
the relevant ﬂowchart and working through the different
scenarios in debrief was also invaluable.
ACT: We then moved on to more complex scenarios - to
address environmental factors and identify practical issues
with the process.
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PLAN: We developed a new scenario to simulate the transport of
preterm babies on Primary CPAP - focusing on equipment set up and
familiarisation of the process.

D

DO: We ran this using the actual transport incubator and simulating insitu in the delivery suite in order to assess environmental factors and
challenges.

S

A

STUDY: We predicted that simulation should reduce anxiety surrounding
the change to practice by increasing conﬁdence with the technique and
helping familiarise them with the equipment needed. Feedback was
positive that this was achieved. An aim was also to emphasise the need
for continuous PEEP and to avoid breaks in respiratory support when
transferring from system to system (resucitaire to transport incubator to
ventilator CPAP) and this was also a prominent learning point in the
feedback we collected.
ACT: We decided to put up a display to re-inforce and remind staff of the
parts of equipment set up that the simulation proved to be tricky - how
the tubing connects together and what adaptors are needed etc.

Although there is an excellent culture of safety and transparency on the neonatal unit and existing processes work
well (weekly risk reviews, continuous data collection/ analysis, and clinical governance activities), there was no
standardised way to feed back these processes to staff. Some activities relied on presence at a meeting, e-mails and
newsletters, verbal feedback during handover times, posters or the use of an existing “One Minute Wonder” board. In
order to promote a culture of learning and to pull together many different projects, we created an interactive learning
wall. This is positioned in the staff room which is a shared space between all neonatal unit staff - nurses, doctors,
support staff and administration teams. Anyone can add to the wall or comment, or add their own projects. We
experimented with different ideas to see what worked, in order to come up with the following Learning Board System.
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PLAN: We started by writing simulating preterm deliveries
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the assessment of babies, following the ﬂowchart and
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