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I recently attended a perinatal medicine 
conference – the British Association of 

Perinatal Medicine (BAPM) Spring 
Conference in Birmingham, UK. As a 
clinical psychologist working in neonatal 
care, I found the programme’s wide-
ranging focus extremely engaging. Within 
the space of 10 minutes, I heard 
discussions ranging from the use of 
artificial intelligence-controlled ventilation 
strategies to the devastating impact of 
perinatal trauma on parent-infant 
relationships. For me, these prompted 
reflections on a dilemma at the core of 
neonatal care:  

How can clinicians practise such 
advanced, complex, hi-tech medicine in the 
same moment as being attuned to the 
significant emotional and relational needs 
of the babies and families they care for?  

In this article I explore this dilemma and 
identify some ideas that might be useful in 
navigating this intersection between 
technological and relational practice. 

The dilemma 
Technological innovation has been at the 
heart of the field of neonatology in well-
resourced countries since its emergence  
in the 19th century. The delivery room 
and neonatal unit continue to become 
more hi-tech environments filled with 
equipment and procedures that require 
extensive training and technical expertise 
(FIGURE 1).1 Increasingly, technologies such 
as newborn pulse oximetry screening are 
becoming standard practice in neonatal 
care and there are emerging technologies 
that aim to use algorithm-based  
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neonatal clinicians with a dilemma 
between technological and relational 
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machine-learning to improve the accuracy 
and responsiveness of a range of 
diagnostic, monitoring and treatment 
methods in the care of preterm and sick 
babies.2 To engage with this technology, 
critical care clinicians must deploy a range 
of complex cognitive skills underpinned 
by their executive functioning.3 

Neonatal clinicians are required to learn 
and use advanced technologies while, at 
the same time, others in the field are 
advocating for the development of new 
and contrasting ways of working: family-
integrated care (FiCare) and trauma-
informed care (TiC). These models 
promote emotional attunement and a 
connection between clinicians and families 
through relationally responsive and sen-
sitive practice. By means of collaborative 
involvement of families and integrating 
psychosocial support into standard care, 
initiatives such as FiCare and TiC aim to 
improve babies’ outcomes by empowering 
and enabling parents to buffer the toxic 
stress of preterm birth and hospital 
admission.4 These ways of working require 
neonatal clinicians to prioritise a 
completely different skill set:  
■ emotional intelligence5 
■ empathy6  
■ affective coregulation.4  
Van Manen wrote of the neonatal context, 
that: “The health care provider… is not 
just a technician, but rather a careful, 
caring professional. As technology becomes 
more pervasive and perhaps more 
transparent, it is crucial for practitioners  
to gain a renewed understanding of how 
parents experience being with their 
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children in the medical lifeworld.”7  
Listening to the presentations at the 

BAPM conference, I felt acutely aware of 
the challenge facing practitioners who are 
required to engage with both of these ways 
of being: both technologically and 
relationally competent. 

Although the cognitive, executive skills 
and emotional, social skills underpinning 
these two modes of practice rely on 
distinct abilities underpinned by separate 
brain networks and structures,8,9 they are 
by no means mutually exclusive or 
incompatible. Evidence suggests, however, 
that these processes can interfere with each 
other. The very process of switching 
between tasks increases cognitive load for 
medical staff,10 and is especially disruptive 
when switching between tasks with and 
without an emotional component.11 There 
is competition for a clinician’s psycho-
logical resources between technological 
and relational practice. 

Evidence from research into parental 
experience of neonatal care further 
illustrates the challenges of reconciling 
one’s relational presence with the 
technologised environment of the neonatal 
intensive care unit (NICU). With parents’ 
attunement to their baby’s cues so crucial 
for sensitive caregiving, parents report that 
the technological environment alienates 
them from their baby and their own 
parenting role.12 Van Manen writes about 
how technology as familiar as cardio-
respiratory monitors can ‘mediate’ parents’ 
experience of and relationship with their 
baby, creating disconnection.7 ‘Mediate’ is 
used here in its phenomenological rather 
than its statistical sense: a baby becomes 
experienced through the monitors, rather 
than directly as a whole person. It seems 
reasonable to assume that a similar process 
of disconnection through technology-
mediated relationships might occur for 
clinicians also. 

The impact 
One might wonder what relevance this 
dilemma has for the real world. This 
thought did occur to me, as I reflected on 
my experiences with my own clinical 
colleagues, many of whom are extremely 
skilled in both the technical and relational 
aspects of their work. However, this 
dialectic in neonatal practice does impact 
with real-life consequences. The switching 
between these modes described previously 
increases cognitive load, which has been 
shown to impair attuned communication.13 

ways that can compete for the foreground 
of clinicians’ practice. Such competition 
might have harmful implications for 
babies, families and staff. It is important to 
acknowledge that the system is being 
required to continually improve in both 
aspects of practice in the interest of 
reducing mortality and improving short- 
and long-term outcomes for babies and 
families.18 In the following sections, I will 
explore the value in different approaches to 
responding to this dilemma. 

Specialising and separating roles 

Anecdotally, one attempt to ‘resolve’ the 
dilemma between technological and 
relational practice is to assign these 
different roles separately to different 
members of the clinical team. This is an 
attempted solution I have witnessed in 
many healthcare contexts far beyond 
neonatal care. In fact, individual 
differences might well mean that some 
clinicians may feel better suited for 
compassionate, empathic communication 
while others may feel more adept at the 
technical, systematic aspects of the work. 
However, such artificial boundaries are not 
realistic or workable in practice. In order 
to fully appreciate and comprehend 
families’ and colleagues’ experience in my 
work I must grasp some of the technical 
aspects of the context. Similarly, psycho-
logical skills must be shared across the 

In conditions of high cognitive load, 
clinicians make poorer decisions and 
provide care that is more likely to be 
influenced by implicit stereotypes, which 
risks amplifying disparities in care and 
perpetuating health inequalities.14  

Furthermore, this dilemma may result in 
stress and burnout for clinical staff. For 
example, Tawfik et al,15 reported that 
clinician burnout was more prevalent in 
NICUs that deployed technology such as 
digital health records. Mills and Cortezzo16 
cite advances in neonatal medical 
technology as a significant source of moral 
distress for clinicians, as the ability to 
intervene earlier and more intensively 
brings competing values of ‘doing 
everything possible’ and ‘reducing 
suffering’ into greater conflict. Indeed, 
interviews with neonatal staff have revealed 
that clinicians are: “Reluctant to describe 
the NICU infant experience as traumatic. 
Hesitations relate to clinicians’ personal 
concerns that they may be seen as agents  
of trauma.”17 

In other words, finding ways to reconcile 
these competing modes of practice is 
important for protecting babies, families 
and professionals.  

Navigating the dilemma 
To summarise the dilemma: neonatal care 
is simultaneously becoming increasingly 
technologised and increasingly relational in 

FIGURE 1  The hi-tech environment of the NICU presents clinicians with a dilemma between 
technological and relational practice.



whole team in order for families to feel 
safe and cared for, and for a service to take 
a truly trauma-informed approach. So, 
delegation of these modes of practice is 
not a workable solution. 

Driving improvements 

Another common response to the dilemma 
is to try and get better at both skill sets. 
Practice in both modes might well help 
clinicians embed the required skills to the 
point that they become more automatic 
and less controlled (and therefore less 
effortful). Staff-focused training and 
education can improve a clinician’s skills in 
empathic communication,19 and guidelines 
have been written for the most effective 
means of delivering this education.20 

In the realm of technical proficiency, 
there is a significant move towards 
‘optimising performance and reducing 
errors’ particularly through optimising 
human factors.1 Much of this ‘human 
factors optimising’, however, comes down 
to reducing human error (eg through 
decision support tools; reducing cognitive 
load), rather than valuing and harnessing 
our uniquely human relational qualities, 
which further alienates clinicians from 
their relational practice. 

Sitting with the dilemma 

Simply fractioning off or getting better at 
each element of the technological/ 
relational dialectic will not imminently 
resolve the conflict. My view is that, before 
we can reconcile these modes, we must first 
accept that both must co-exist, that this 
will lead to some tension, and that the task 
at hand is about finding signposts, way-
markers and a compass to help us navigate 
between these domains in the landscape of 
neonatal practice. 

In my experience, it is most helpful to 
start by taking the time to notice in which 
mode you are currently operating: to slow 
down and reflectively attend to what you 
are currently doing. After all, how can you 
navigate towards something if you are not 
aware of where you currently are? Vittner21 
described a range of reflective practices 
that can help us find coherence in new 
approaches to neonatal care, including 
guided dialogue, role-playing, journaling, 
and guided imagery. Structured reflective 
spaces, such as psychological pre- and 
debriefs are being used increasingly 
frequently in neonatal care22 as a means of 
supporting staff to manage the impact of 
their work.23 In a fascinating episode of the 

Being Better, Together podcast, Dr Hena 
Syed-Sabir, Clinical Psychologist at 
Paediatric Intensive Care at Birmingham 
Children’s Hospital, speaks about the value 
of psychological debrief in critical care.  

Another practice that may assist clinicians 
in attending to their current mode, in 
readiness for potential transitions to other 
modes, is that of mindfulness. Mindfulness 
describes the practice of focusing one’s 
attention on present-moment experience, 
with a non-judgemental attitude: it is a 
way of attuning to one’s own emotional 
world. When enhanced through training 
and practice, mindfulness skills can reduce 
stress and burnout in healthcare staff.24 

Despite the likely benefits of mindfulness 
practice in this context, I often encounter 
reluctance to engage with it. A common 
barrier I have noticed is the perceived  
time and effort required to cultivate a 
sufficiently frequent and focused mind-
fulness practice. One solution to this is the 
use of brief, momentary methods of 
‘checking in’ and ‘rebooting’ using mindful 
awareness of one’s self. An example is the 
‘internal weather report’. This exercise 
invites you to turn your attention inwards, 
to notice any sensations and feelings that 
you find within, and then to bring to mind 
weather imagery that symbolises how you 
feel in that moment. I have written else-
where about how helpful this practice can 
be in navigating the transition between 
different modes of practice.25 For example, 
I encourage colleagues (and myself) to use 
the internal weather report at the start and 
end of shifts to aid in the transition from  
a work mode to an off-duty mode. 
Becoming aware of your internal weather 
can help you attend to what mode you are 
functioning in and what might need to 
change to allow you to shift into a 
different way of working. You can access a 
guided recording of this exercise that I 
made by scanning the QR code above. 
Although the recording focuses on navi-
gating shift transitions, it could equally be 

applied to the shifts between other modes 
of practice, for instance the technological 
and the relational. 

All of these approaches to managing the 
dilemma between technological and 
relational practice, from empathy-focused 
communication training and reflective 
debriefs to mindfulness exercises, can be 
facilitated by a clinical psychologist. In 
addition to providing direct clinical input 
to families in neonatal care, clinical 
psychologists can work with the wider 
team to support them to navigate the 
various challenges they encounter in  
their work. 

Final thoughts 
The wide-ranging focus of the BAPM 
conference programme was an explicit, 
deliberate attempt to educate and train the 
multidisciplinary neonatal team together, 
in a joined up way, as advocated for in the 
recent Ockenden review. The more this 
multidisciplinary approach is embedded in 
neonatal care, the more technological and 
relational practices will be integrated into a 
shared way of working. Both are crucial for 
improving the outcomes of babies and 
families. In this article I have shared some 
reflections on the consequences of this 
integration, and some ways to help staff to 
navigate the expanding territory of 
neonatal care, but more research is needed 
to understand clinicians’ experiences of 
this dilemma and the best ways to support 
them in their work. 
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30 SEPTEMBER 22 

Parent Engagement in Review 
and the Perinatal Mortality 
Review Tool  
A webinar for healthcare professionals 
responsible for carrying out a review of 
care following the death of a baby. The 
session will cover the key principles, path-
way and resources to support parent 
engagement in the hospital review of  
their care. 

Venue: Online webinar 

Cost: Free 

Contact: training@sands.org.uk 
https://training.sands.org.uk/ 
  courses-and-booking/open-access 

3 OCTOBER 22 

FINE Level 1, Part 2: Foundation 
Toolkit for Family Centred 
Developmental Care 
This multidisciplinary course introduces 
the scientific evidence, theory and practical 
implications of infant and family centred 
developmental care (IFCDC). The course  
is for anyone working in a hospital setting 
caring for preterm or newborn infants. 
Note, course participants must complete 
FINE Level 1, Part 1 online training in 
their own time (approximately 3-5 hours) 
prior to attending FINE Level 1, Part 2.  

Venue: Live online workshop 

Cost: £350 + VAT 

Contact: www.finetraininguk.com/fine-courses 

C O N F E R E N C E  P L A N N E R

4-5 OCTOBER 22 

RCM Conference  
The Royal College of Midwives conference 

is an essential forum to share evidence,  

up-date knowledge and network with 

colleagues while hearing about best 

practice from across the UK. The theme of 

this year’s conference is ‘Recover, Reflect, 

Renew’.  

Venue: ICC, Wales 

Contact: info@rcm.org.uk 

www.rcmconference.org.uk 

5 OCTOBER 22 

Cerebra Research Conference  
This one-day conference will look at how 

research and innovation activities are 

achieving real world impact to improve 

outcomes for children with complex needs 

and their families. This conference is aimed 

at parents, carers and professionals 

interested in promoting the health and 

wellbeing of this group of children. 

Venue: Westminster, London 

Cost: £30 

Contact: janem@cerebra.org.uk 

www.eventbrite.co.uk/e/cerebra- 

  annual-research-conference-2022- 

  tickets-352768037697 

5 OCTOBER 22 

BANNFU 
The British Association of Neonatal 
Neurodevelopment Follow Up study day  
includes lectures from experts in a variety 
of disciplines including: Early intervention 
after perinatal stroke, Neurodevelopmental 
assessment at two years, Newborn 
Behavioural Observations, Early language 
acquisition in preterm infants, Setting up a 
neurodevelopment follow-up service, and 
Feeding problems after discharge.   

Venue: A hybrid event: Zoom and UCLH 
Education Centre, Euston, London  

Cost: £50-120 

Contact: http://training.ucheducation 
  centre.org/home/viewcourse/640 

7-11 OCTOBER 22 

Ninth Congress of the European 
Academy of Paediatric Societies 
EAPS 2022 – Shaping the Future of Child 
Health is a major educational and research 
platform for the latest cutting-edge science 
and clinical insights. 

Venue: A hybrid meeting: online and in 
Barcelona, Spain 

Cost: €100-790 

Contact: Tel: +41 22 908 0488 
reg_eaps22@kenes.com 
https://eaps2022.kenes.com 

Visit the Infant online Calendar for more meetings, conferences and study days 

www.infantjournal.co.uk/conferences.html
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7-9 OCTOBER 22 

Neonatal and Paediatric 
Pharmacists Group Conference  
The NPPG conference features educational 
content, plenary sessions, roundtables, 
specialist breakouts and masterclasses, 
short papers and poster sessions.     

Venue: The Old Swan Hotel, Harrogate 

Cost: £60-550 

Contact: admin@nppg.org.uk 
http://nppg.org.uk/wp-content/ 
  uploads/2022/08/NPPG-2022- 
  programme.pdf 

13 OCTOBER 22 

MBRRACE-UK Perinatal 
Conference 2022 
This one-day virtual conference will 
present the findings of the MBRRACE-UK 
Perinatal Report 2022: National Perinatal 
Mortality Surveillance for Births in 2020 
and National Perinatal Mortality Review 
Tool Fourth Annual Report.  

Venue: Virtual conference 

Cost: From £30 

Contact: conference@npeu.ox.ac.uk 
www.npeu.ox.ac.uk/mbrrace-uk/ 
  bookings/virtual-conference-13th- 
  october-2022 

20-21 OCTOBER 22 

NeoCard-UK 2022 
The 13th Neonatal Cardiology and 
Haemodynamics Conference includes case-
based discussions, hot topics and lectures 
on controversies, ethics, research and 
evidence-based practices given by 
international experts in the field.   

Venue: A hybrid event: online and Midland 
Hotel, Manchester  

Cost: £80-275 

Contact: www.neonatalcardiology.co.uk 

7-8 NOVEMBER 22 

International Conference on 
Midwifery and Neonatal Care 
The goal is to bring together academics 
from midwifery and neonatal care to 
exchange and share their experiences for 
the care of mothers and newborns.    

Venue: Paris, France (hybrid event) 

Cost: From €299 

Contact: www.midwifery.scientex 
  conference.com 

10 NOVEMBER 22 

MBRRACE-UK Saving Lives, 
Improving Mothers’ Care  
This virtual conference will present the 
findings of the ninth MBRRACE-UK 
report, Saving Lives, Improving Mothers’ 
Care.  

Venue: Virtual conference 

Cost: From £40 

Contact: conference@npeu.ox.ac.uk 
www.npeu.ox.ac.uk/mbrrace-uk/ 
  bookings/virtual-conference-10th- 
  november-2022 

10-11 NOVEMBER 22 

Neonatal Palliative and End of 
Life Care Simulation Course 
Hosted by Manchester University NHS 
Foundation Trust, this course has been 
developed for neonatal and paediatric 
consultants, senior paediatric trainees and 
experienced midwifery and neonatal 
nursing staff to allow an immersive 
experience of neonatal palliative and end 
of life care through a mixture of lectures, 
discussions and small group simulations.  

Venue: Whiston Simulation Suite, Whiston 
Hospital 

Contact: leanne.beaumont@mft.nhs.uk 

14-15 NOVEMBER 22 

Second Global Summit on 
Pediatrics and Neonatology 
This conference focuses on how to 
promote excellence in paediatric and 
neonatology research by gathering together 
paediatricians, neonatologists, 
obstetricians, nurses, nutritionists, 
scientists and researchers to discuss child 
health improvement.  

Venue: Rome, Italy, or virtually 

Cost: From $299 

Contact: www.pediatrics-conferences.com 

19-20 NOVEMBER 22  

STAN Course 
Stabilisation and Transfer of the Acutely 
unwell Neonate is a course specially 
developed to teach and embed the 
theoretical understanding and practical 
skills needed for a safe and efficient 
neonatal transfer. 

Venue: Engineers House, Bristol 

Contact: https://neonatalskills.uk 

21-22 NOVEMBER 22 

Fifth International Family 
Integrated Care Conference 
A multidisciplinary event supporting the 
implementation and sustainability of 
family integrated care.   

Venue: Virtual online conference 

Contact: rebecca@cfsevents.co.uk 
https://cfsevents.eventsair.com/ 
  fic2022/registration/Site/Register 

23 NOVEMBER 22 

NESTT 
The Neonatal Emergency Simulated Team 
Training course is a multi-professional 
training course for teams working with 
sick neonates. It aims to improve 
participants’ confidence in dealing with 
neonatal emergencies as part of a team 
using case scenarios based on actual 
transfers from the London Neonatal 
Transfer Service.  

Venue: Royal London Hospital 

Cost: £100 

Contact: www.neonatalskills.uk/#findout-nestt 

23-24 NOVEMBER 22 

UK National Neonatal Transport 
Group Conference 2022 
This conference will give neonatal 
transport professionals an opportunity to 
exchange and share good practice, ideas 
and experiences. Annual statistics on 
transport activity throughout the UK will 
be published.   

Venue: Crowne Plaza Royal Victoria, 
Sheffield 

Cost: £100-140 

Contact: Tel: 01438 751 519 
terrie@cfsevents.co.uk  
https://cfsevents.eventsair.com/ 
  neotransport2022/register/Site/ 
  Register 

28 NOVEMBER-2 DECEMBER 22 

Neonatal Update 2022 
Neonatal Update: The Science of Newborn 
Care includes contributions from a wide 
range of world-leading scientists and 
clinical researchers. 

Venue: A hybrid event: London and online 

Cost: £200-240 

Contact: judy.gowing@imperial.ac.uk  
www.imperial.ac.uk/school-public-   
  health/neonatal-update/neonatal- 
  update-2022
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