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E D I T O R I A L

During the last 20 years both neonatal and
paediatric intensive care services within the

UK have embarked on a process of centralisation,
currently focusing on gestational thresholds,
cardiac and neurosurgical services. Fundamental
to centralisation is the formation of regional
clinical networks, including the designation of
‘lead centres’ and provision of a transport/
retrieval service for stabilisation and transfer of
patients between the district general hospitals and
the lead centres. In neonatal networks the
transport service usually has a wider remit and is
responsible for all network transfers including
long-distance repatriations.

In England, Wales and Northern Ireland the
majority of intensive care transfers are carried out
by specialist teams by road with small numbers of
air transfers performed by a few teams. The
logistical challenges of organising an air transfer
(rotary or fixed wing) are considerable. Provision
of aircraft is dependent on commercial, Search
and Rescue (SAR), Helicopter Emergency Medical
Service (HEMS) or Ministry of Defence (MOD)
aircraft availability. For the most part, teams
transferring critically ill children over larger
distances are committed to very long road
journeys, sometimes in excess of ten hours for a
round trip, because of the lack of air transport
provision1. This is in stark contrast to Scotland
which has a nationally funded air ambulance
wing within the Scottish Ambulance Service2 and
centrally funded transport teams which have
recently become harmonised into a single service
for Scotland to support its remote and rural
communities. Increasingly this aeromedical
resource has been called upon to support the rest
of the UK, particularly northern England, when
air transport is required but cannot be provided.

A robust case can now be made to establish a
coordinated national UK air transport service for
critically ill infants and children requiring
intensive care and has been championed by
groups within the Paediatric Intensive Care
Society (PICS) and the neonatal Transport
Interest Group (TIG). In parallel to the work that
these groups have undertaken there has been
support for the concept from the charitable
sector. This editorial aims to summarise the
progress made so far towards this goal, describe
the key evidence underpinning the proposed
development and discuss the next steps.

Aeromedical transport has a military history
with the first recorded activity in 1915 when
Serbian patients were carried in an unmodified
French fighter plane and the first helicopter used

in 1945 by US Army Airforce in Burma. However
it is only since the conflicts in Korea and Vietnam
that the use of aircraft to transport civilian
patients has proliferated. This is despite
controversies over efficacy, costs and safety3,4. 

Much of the evidence on safety relates to
‘primary’ HEMS operations with common
causative factors including flying at night and in
poor weather using only visual flight rules and the
effect of the ‘rescuer ethic’ that drives risk taking.
We must be cognisant of these risks and set the
highest standards for aircraft, aircrew and landing
provision as well as developing systems for
recording and publishing data on safety5.

The American Academy of Pediatrics has
published guidelines for the air and ground
transport of neonatal and paediatric patients6 in
which it proposes that individual transport
services should have the ability to provide or
arrange transport by ground ambulance,
helicopter and/or fixed wing aircraft. The choice
of specific mode of transport should be based on
a number of factors including patient clinical
condition, immediately available level of medical
care delivery, number of transport staff required,
distance to the referring institution, traffic and
weather conditions and other transport logistical
considerations. While speed may be a clinical
priority, patient and team safety are of
paramount importance. 

In 2007, the Children’s Acute Transport Service
(CATS) put forward a proposal to develop an air
transport service for children in the UK, delivered
from London and building on their extensive
aeromedical experience and activity7. Although
this proposal did not progress through to
funding, it ignited enthusiasm to investigate
current service provision in the UK and develop
proposals for a national air transport service
for children with equitable access throughout
the UK. 

Around the same time there was increasing
activity in the charitable sector. The Air
Ambulance Association (AAA) is an umbrella
organisation for the HEMS operations in the UK
(24 operators, 36 aircraft) and in 2008 stated that
‘whilst the use of an air ambulance can bring
clinical benefits to patients that require transfer,
transfers are predominately secondary missions
that take the aircraft away from its primary role as
a HEMS aircraft’8. In this relative vacuum a
number of new charities have developed. The
Children’s Air Ambulance (TCAA), Lucy Air
Ambulance for Children (Lucy) and Newborn
and Paediatric Emergency Transport Service
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(NETSUK) all have a stated aim of
delivering an aeromedical service
dedicated to children, although as yet no
intensive care transfers have been
completed. 

A different model has been adopted by
the AirMed air ambulance company based
in Oxford who offer a national and
international perinatal service on a
commercial basis, led by Dr Charlotte
Bennett from John Radcliffe Hospital and
utilising specialist NHS staff. Similar
relationships exist between commercial
companies, such as CEGA Air Ambulance,
with established paediatric retrieval teams.

In 2009 PICS established a working
group ‘PICS Aeromedical Working Group’
with membership drawn from the PICS-
Acute Transport Group (PICS-ATG). The
remit of the group was to:
■ examine and put forward the case for

establishing a national coordinated
aeromedical transport service for
children, with equitable access for all

■ produce standards for delivery of such 
a service

■ propose models of delivery.
The interim report addressing the first

issue reported to PICS Council in 201110.
The results of the modelling suggested 
that between 495 and 649 (9% and 12%)
of the total 2008 transport episodes should
have been considered for air transport.
This is consistent with current
international figures (10-15%)1. Although
stating that road ambulances would
remain the dominant vehicle in paediatric
intensive care transport, the report
demonstrated a case for establishing a
national coordinated aeromedical
transport service for critically ill or injured
children who require inter-hospital
transport to a PICU delivering on a
significant unmet need identified by

internationally accepted criteria. 
In response to the report, PICS

coordinated a national meeting and
invited representatives from TIG, AAA, the
charitable sector and NHS commissioning
to review progress, discuss the next steps
and agree a coordinated way forward. A
follow up meeting demonstrated the
difficulty in reaching consensus over this
broad base of interests, however there was
commitment to refresh the data collection,
create a database of existing resources, use
existing referral pathways more efficiently
and open up funding streams from the
charitable sector to ‘get things done’. It is
conceivable that partnership between
regional transport services, charities and
aircraft providers will provide regional
solutions which can then be harmonised
into a coordinated national service.

We are at a cross roads. It is clear that
there is an unmet need in the UK for high
quality, coordinated, benchmarked
aeromedical transport for neonates and
children requiring secondary transfer. The
proposed re-configuration of specialist
services (cardiac, neurosurgery) is likely to
increase this demand to ensure that
intensive care retrieval teams are able to
provide a safe, efficient high quality service
in the future. Much has been achieved
over the last few years but if we are to take
the next steps to a truly national,
sustainable and equitable service we need
to pull together and bridge the gap.
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Following a move from its city centre
location to purpose-built hospital

premises on the city outskirts, the doors to
the new Norfolk and Norwich neonatal unit
opened in  November 2001. 

An American company designed and
built the new hospital and senior neonatal
staff were involved in the planning of the
unit from within the consultation team. 

Under the Government’s Managed
Clinical Network Strategy, Norfolk and
Norwich neonatal unit has become one of
the region’s two level 3 units and a regional
referral centre for neonatal surgery. It is
intended that 95% of all babies born in the
region needing special care will be looked
after by one of the eight units making up
the NSC neonatal network.

Although the unit was built with the same
capacity of 22 cots as the old one, it is much
more spacious, resulting in a better working
environment for staff and cutting the risk of
infection. Facilities for families and staff are

much improved, with five family rooms 
and a brightly painted siblings play room.
New arrivals are placed in one of two
isolation rooms and staff are proud that
there have been no episodes of MRSA in 
the unit since its opening.

Asked if there were any areas in which the
design of the unit fell short, staff admitted
that a seminar room would have been very
useful, especially as courses are run in the
unit, with an enhanced practice course due
to start in September this year. Designers
also needed convincing that each cot really
needed 24 plug sockets and initial plans to
situate the nurseries in the centre of unit,
with utility rooms taking the cherished
window spots, were soon altered after
persuasion from unit staff. 

Space was made in the NICU for a PACS
(picture archive and communication
systems) workstation, a filmless method of

sharing clinical images across a network 
and still quite unusual in neonatal units
across the UK. 

Now, the strategic health authority has
identified a need to expand and so
alterations are under way to enlarge the
nurseries to cope with 28 cots. 

This expansion means that the unit will
finally get its seminar room, staff changing
rooms and a much larger, brighter, low
dependency nursery ready to accept an
increased capacity of up to 17 babies.
Finances have also been made available 
to employ two more ANNPs and more 
staff nurses. 

The low dependency nursery is entirely
nurse-led and staff believe this is an unusual
and highly effective approach, so much so
that they have entered the Health Enterprise
East, Innovation Competition 2005. There
is a strong ethos on the unit that parents
should have the facilities and the support 
to be as hands-on in the care of their infants
as possible.  

Regular forums held for parents by the
unit managers and Paediatric Matron prove
very useful. With the help of outreach
nurses, early discharge is routine with
parents feeling supported enough to take
babies home while still tube feeding or
needing oxygen.

Having had the opportunity to participate
in the design of their neonatal unit from
scratch it would seem that staff are pleased
with their roomy new work environment.

A new beginning in Norwich

ANNP Julie Mullett in the bright and airy NICU.

FAR RIGHT: Staff nurse
Elizabeth Harman in
the busy low
dependency unit.

RIGHT: The siblings’
playroom is bright and
attractive.

BELOW: Parents Maria
Taylor and Dave Hurley caring for one of  their
premature twins, born at 30 weeks’ gestation.
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The neonatal unit moved to its purpose-
built premises in Preston, Lancashire, in

September 2004. Staff worked in close
consultation with the architects, offering
advice to achieve the design they required
in their new unit. The level three unit now
provides five intensive care cots and 16 high
dependency and special care cots.

An innovative role within the unit is that
of the neonatal nursery assistant, a post
developed using the skills of three staff
members who were originally employed as
nursery nurses but had been downgraded
to healthcare assistants as a result of a local
decision. After a review which highlighted
that the skills of such staff were not being
utilised, the neonatal nursery assistant role
was introduced.

Neonatal nursery
assistants, who hold NVQ
level 3 – care of neonates,
work independently and act
as a named nurse in the
special care area with their
own caseload of patients.
They are accountable to the
trust and are supervised by
the shift leader in the same
way as registered nurses/
midwives. Neonatal nursery
assistants are competent to
administer oral drugs and
care for infants suffering

from chronic lung disease who are oxygen
dependent and stable. The provision of pre-
discharge parentcraft advice and continuity
in the preparation of babies and their
families for home is an important aspect of
their responsibilities. One of the unit’s
neonatal nursery assistants has been
involved in the implementation and
running of the unit’s Synagis clinic, for
protection of babies at risk of respiratory
syncitial virus.

Once these staff had taken up their new
roles, a rethink was needed to replace them
and so the recruitment of a housekeeper
took place – believed to be the first within
the Trust. There are now three house-
keepers who provide essential support for
the smooth running of the unit through

dynamic infection control and
stock control processes. They also
provide physical and emotional
welfare for staff and parents.
House-keepers need no formal
training to start but are given in-
house training and need to have
the personal qualities enabling
them to provide support for staff
and parents.

The unit’s staff come from a
variety of nursing backgrounds

Capitalising on staff skills
to improve patient care WRITTEN BY

Anne Major and Kate Woods
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with child, adult, midwifery and neonatal
nursery experience. Adult-trained nurses
tend to become interested through
midwifery placements within their training
schedule and those with adult intensive
care training have skills which are highly
transferable. All of these nurses integrate
into the neonatal environment quickly and
the unit finds there is no difference in the
speed at which they learn to become
neonatal nurses, compared with midwifery
or children’s trained nurses.

The results of two nurse-led parent
satisfaction audits have helped neonatal
staff to understand the needs of parents and
that information was used to shape the
environment for parents within the newly-
designed unit.

A resuscitation audit drove the
improvement of training for neonatal
nurses and midwives, while a further nurse-
led audit of documentation has improved
the multidisciplinary documentation for
insertion of peripheral lines, in keeping
with the DH “Winning Ways” document.
At the moment the University of Central
Lancashire is conducting research into
family centred care within the unit as part
of a multi-centred project.

Preston maintains a good record of staff
retention, with a waiting list of candidates
seeking to join the unit. A structured
support programme for pre- and post-
registration students, including Child
Branch, Midwifery and Neonatal Degree
Students, leads to increased satisfaction of
allocation time spent on the unit, which in
turn leads to increased enquiries regarding
employment. 

In addition, a neonatal clinical educator
supports all grades of staff in their practice
with an induction programme, various in-
house study days including administration
of IV drugs and neonatal-specific
mandatory training, and one-to-one
coaching with clinical supervision. The
clinical educator also supports staff in their
practice development, in clinical risk and
child protection.

Neonatal nursery assistant
Dorothy Watters and Alysia at
bathtime.

Helping to keep the unit
spotless: Housekeeper Suzanne
Smith.

From brand new facilities to
cutting-edge equipment and from
excellent practice to inspired 
fund-raising, Focus on a Unit is
the place to let other readers
know what your unit is doing

Whatever the subject, contact kate@infantgrapevine.co.uk or call 01279 714504 to chat about featuring in Infant.
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