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Improving care 
for babies  
born early
In this September 2017 issue of 
Perspective we have new insights into 
the experiences of parents whose baby 
is born preterm, before 37 weeks. One 
in 12 babies is born preterm, and may require specialist care, 
which can often involve long stays in hospital. We see some of the 
likely causes and risk factors for preterm birth, and new research 
into improving both care for the baby and the experiences of 
parents, with NCT as a key partner. 

We also share ideas from NCT tutors on how practitioners can 
develop engaging and effective sessions with parents, and 
enhance the working relationship between practitioners  
and assessors. 

NCT is highlighting the importance of the six-week postnatal 
check for seeing which mums need special emotional and mental 
health support (#HiddenHalf). We are also extending reach to 
new parents through supporting mothers who are refugees and 
asylum seekers, and a partnership to develop new digital support. 

Do let us know your feedback and ideas for future articles.

Julie Clayton, Editor, NCT Perspective
Julie.clayton@nct.org.uk   @NCTLibrary

Cover image: The mothering village, by artist Helen Jackson to illustrate the importance of social 
support to mothers and their babies from family, friends and neighbours, providing nurturing, 
community and empathy. Helen’s art and writing are inspired by her role as a mother and woman. 
Find out more www.imperfectlynaturalmama.com

http://www.imperfectlynaturalmama.com
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What’s in a game?
In this article the NCT quality team (Helen Allmark, Janet 
Rimmer, Trina Warman, Lynn Thompson, Linda Doyle and  
Ann Carrington) draw on their experience of reviewing 
complaints and parent online feedback to suggest ways in 
which practitioners can make the most of using activities to 
engage parents in their sessions.

“It didn’t feel as if the session was planned, just a 
series of activities which were thrown together”
(Parent feedback)

Introduction
NCT practitioners are like magpies: we love collecting activities to use in our 
courses and sessions. At study days, we exchange ideas about how to cover 
various topics and discuss and exchange activities. This article explores how 
we use these activities. What makes for an activity that enhances parents’ 
understanding and exploration of a topic as opposed to one that irritates and 
alienates them?
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Think about one of your favourite activities in the light of the  
following questions.

What are you trying to achieve?
“I found the activities were pretty pointless and I don’t know why we did them”

To avoid feedback like this ask yourself what your rationale is for including  
the activity. Or to put it another way, if a parent or assessor questioned why 
you are asking the parents to do an activity, what would you say?

Being explicit about your rationale with the parents will increase their 
engagement and facilitate their learning – tell the parents why you are  
doing something, do it, and then tell them why you have just done it.

How does the activity help you realise your learning outcomes?  
How many, and in what domain/s? You might find it useful to look at  
The Evaluation Cycle.1

NCT guidelines for Aims and Learning outcomes also have a useful section on 
writing and use of learning outcomes.

Hidden agenda/ bias

Does your activity enable parents to explore a topic from several angles and 
can reach their own conclusions?  The use of card sorts, in particular, needs 
to be carefully checked to make sure that there are no inbuilt biases pointing 
parents to a particular conclusion. For example, having red or green cards 
could give a subliminal message of what the facilitator prefers, with respect to 
hospital vs home births, or breast vs formula feeding. 

In the feedback we receive, parents sometimes comment about card 
sorts which overstate facts or wrongly emphasise risk, especially if these 
statements are not followed up or qualified. An example would be a 
breastfeeding ‘true/false’ card sort with statements like ‘increases IQ’ or 
‘decreases risk of cancer’. 

Language

Is the language used within the activity inclusive so as to avoid stereotyping 
and bias?

Sometimes we unconsciously suggest bias by using phrases such as ‘If you 
end up with a caesarean...’ or ‘Parents who resort to formula/dummies/nipple 
shields…’

The seemingly innocuous use of the term ‘they’ can increase a sense of 
‘them and us’ between health professionals and NCT, for example, ‘They will 
want you to…’, ‘They say…’

Instead you could specify who it is you are referring to, such as the midwife/
obstetrician/anaesthetist/caregivers, or something similar.

It’s also advisable to refrain from expressions such as ‘I think...’ ‘It’s best if 
you…’ ‘You need to…’ ‘It’s definitely the case that…’ All of these can give the 
appearance of bias. Instead, you may wish to consider using phrases such as 
‘some parents/mothers/fathers/partners find…’, ‘the research suggests…’, 
and ‘the recommendation from the DofH is…’.

It was embarrassing 
to have to pick a 
photo off the floor 
and tell everyone 
how it represented 
my life

https://babble.nct.org.uk/info-resources/tools-your-role/nctps-and-students/aims-and-learning-outcomes-essential-component-eva


Does the activity put anyone on the spot?
“It was embarrassing to have to pick up a photo off the floor and tell everyone 
how it represented my life”

If the activity requires a volunteer, how will you make this request and then 
carry out the activity so that no one feels uncomfortable? For instance, the 
use of ‘yes/no’ and ‘true/false’ card sort activities can put parents on the 
spot and may give the facilitator the appearance of being very ‘teacher like’ 
when correcting wrong answers.  Another downside is that participants often 
remember the fact but not the true/false answer, and so can recall the  
wrong answer.

Is the activity ‘right’ for the group?
Group dynamics vary — an activity that works with a group of parents who 
appear more confident and comfortable in an adult education setting may 
not be as successful with group members who have greater anxiety or appear 
more self-conscious. Practitioners will sense this whilst ‘reflecting in action’.  
It can therefore be useful to have alternative options for activities on the 
same topic. 

Ask yourself if the activity is pitched at the ‘right’ level. And think about at what 
point you will use the activity. 

“Get rid of the activities or pitch them at more mature level. I found the 
activities annoying and like a work training day ”.

“Within five minutes, we had to stand up and dance... so embarrassing”

The timing of an activity is important. Some activities work very well once a 
group is established but not if introduced too early in a session or course,  
e.g. activities exploring the parents’ feelings on a topic such as breastfeeding 
or caesarean birth might be best timed for when the group have built up  
trust in the practitioner and her ability to respond acceptingly to whatever 
they express.

How does the activity fit with the rest of the session?
Try to make each part of the session link together so that the session flows 
beautifully and becomes more than the sum of its parts.  

Logical flow throughout the session
Make sure that your session plan flows and has a logical order, and that 
it delivers the desired learning outcomes. We see from online feedback 
from parents and from lesson plans that sessions can become very full 
and sometimes appear rushed and disjointed. This can happen when 
practitioners observe or find activities, and add them to their sessions 
because they like them. Less effective session plans are just a collection 
of activities; more effective and well evaluated session plans allow a logical 
flow of information and a rationale for what occurs during the session and 
you can then share your rationale with the parents.

If you would like to do some reading about group dynamics have a look 
at the work of Jenny Rogers2,3 and Kay Cram and Shona Gore’s article 
‘Nurturing the learner: Creating a safe learning environment for parents.4



Conclusion 
If, after reading this article, you want to change an activity but don’t have 
time or don’t want to reinvent the wheel, read on… You might not have 
to! Sometimes all you will need to do is tweak an activity. It is often worth 
remembering that ‘less is more’ and that using fewer activities in a session 
may be the answer. You could discuss an activity with a supervisor (if you are 
a BFC) or fellow practitioner, either by telephone, email, or at a face-to-face 
meeting. Discussing an activity with others can help make an activity ‘your 
own’, which will help ensure its success.

NCT tutor and antenatal teacher Kathryn Kelly has devised the Critique of 
Learning Activity (CoLA) tool, which you may find a useful guide to apply to 
your activity (see Figure 1).

Explore further
If you wish to explore further some of the issues raised in this article, you’ll 
be able to do so at the Regional Practitioner Forums. A few places are still 
left to hear a guest speaker, enjoy debate and specialism time and visit a 
variety of NCT information stands over lunch. For more info see  
http://bit.ly/2vHYHyy

Or if you would like one to one support please contact your specialism  
co-ordinator to arrange this.

http://bit.ly/2vHYHyy


Figure 1. Critique of Learning Activity (CoLA) Tool,  
by NCT tutor Kathryn Kelly.
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me? 

How 
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What is the 
learning 

outcome? 

Can I explain 
it in one  
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originated 

it? 

Is there 
other  

evidence? 
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the learner 

do? 

If you can answer these ques-
tions to your satisfaction, then 

proceed 

What is 
it? 

Is it 
sound? 

Critique of Learning Activity (CoLA) Tool 

Kelly K (2017) CoLA Tool 1.2 

If you can answer these ques-
tions to your satisfaction, then 

proceed 

By crediting each 
other we show 
respect for our 
work 

Evidence-informed 
practice promotes 
credibility. It shows 
we are unbiased and 
builds clients’ trust 
and confidence. 

Evidence-informed 
practice includes our 
own experience and 
clients’ preference to 
support informed de-
cision making. 

Listen (to me, oth-
ers), discuss or ques-
tion (in pairs, small 
groups, whole 
group), or personal 
study?  Does it use 
analogy, or Socratic 
questioning? 

Is it experiential? E.g. discovery, creativity, 
role play or practise (physical, e.g. positions, 
or practical skills, e.g. handling ‘babies’). 

Visual, auditory, kin-
aesthetic?  Are they 
manipulated, e.g. 
drawing or crafting, 
games, dolls or mod-
els?  Are they interro-
gated or responded to, 
e.g. select, explore, 
quiz, share? 

Client 
group 

My  
venue 

Me 

Consider women, men, 
couples, with babies.  
What about younger par-
ents, single sex, disabled, 
minority ethnic groups?  
Can it be done seated, 
with a crying baby, with 
stitches, while feeding? 

Does it need space, 
seating, tables, move-
ment?  What resources 
would I need and is that 
practicable (think about 
cost, size, and weight) 

Do I like it?  Can 
I physically and 
emotionally do 
it? 

Do I plan 
to use it? 

How will I 
evaluate 

it? 

Body language, re-
sponse and questions, 
quiz, pro-forma, inte-
gration, later feed-
back? 

Does it 
start from 
a client 
need? 

Meeting the client 
‘where they are 
now’ will engage 
them. 

Is it meaningful?  
Can I evaluate it? 



Resources
NCT guidelines for Aims and Learning outcomes have a useful section on 
writing and use of learning outcomes.

https://babble.nct.org.uk/info-resources/tools-your-role/nctps-and-
students/aims-and-learning-outcomes-essential-component-eva
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Study Days
Have you thought about going to a Power of Language Study Day?  
For this and other Study Days see: http://bit.ly/2eBlmSf

https://babble.nct.org.uk/info-resources/tools-your-role/nctps-and-students/aims-and-learning-outcom
https://babble.nct.org.uk/info-resources/tools-your-role/nctps-and-students/aims-and-learning-outcom
http://bit.ly/2uoV4Ni
http://bit.ly/2xLoYcE


WORKING WITH PARENTS
NCT’s journal on preparing parents for birth and early parenthood

Issue 36 September 2017

perspective

Now I don’t feel alone: 
supporting refugees and asylum 
seekers to thrive as parents
Julie Clayton and Vanita Bhavnani, NCT Knowledge Team

‘I have made a lot of friends … I found family here 
because I am alone here. Now I don’t feel alone.’
For anyone, becoming a parent can be enormously challenging, emotionally 
and practically. But what must it be like to cope as a new parent when you 
have just arrived in a foreign country, perhaps without having anywhere 
permanent to live or knowing the language? These are just two of the 
challenges facing mums and dads who are newly arrived in the UK, as 
asylum seekers and refugees. They may be traumatised, isolated from family 
and friends, have difficulty accessing healthcare services, and may also 
experience poverty, racism, depression and anxiety.1,2 

This is where NCT is making a difference for women who are refugees and 
asylum seekers in Leeds. A team of practitioners and volunteers host weekly 
drop-in sessions for women who are pregnant, and separately, postnatal 
sessions for women with babies up to one year of age, at Bankside Children’s 
Centre (previously known as Choto Moni). They make women feel welcome 
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and safe enough to talk about their experiences and situations, help them 
to prepare for birth, and then to find information and build their confidence 
about looking after their babies. 

Starting with pregnancy
The antenatal sessions at Bankside were developed by Rose McCarthy, an 
NCT antenatal teacher who also works for the Refugee Council, and NCT 
breastfeeding supporter Val Winder. The team began at Choto Moni in 2003 
delivering antenatal sessions in partnership with Sure Start.2 These consisted 
of eight sessions covering different topics in preparation for labour and 
birth, breastfeeding and the transition to parenthood. Val also provided 
breastfeeding support as a breastfeeding counsellor.

Most of the women attending are refugees or seeking asylum but there are 
also local mothers, particularly ethnic minority women and occasionally 
vulnerable women, and sometimes partners too. Mothers who already have 
children often share their experiences with first-time mothers. 

After birth
In December 2015, Rose and Val, together with NCT postnatal leader Fran 
Bailey and NCT antenatal and baby massage practitioner Charlotte Hagerty, 
expanded the service to offer separate weekly drop-in sessions for women 
after their babies are born, with funding from NHS Leeds North CCG. 

As Fran recalls: ‘Rose and Val had been running an antenatal drop-in for many 
years, but were really struggling to get the women they were working with to 
leave the drop-in once they had given birth to their babies. Rose invited me 
to come and lead a postnatal drop-in for these women. I originally thought it 
would work in a very similar way to a traditional NCT drop-in. How wrong  
I was!! 

‘I have developed a drop-in which is very informal and relaxed, allowing 
opportunity for women to meet other new mothers, to ask questions, to 
borrow equipment and clothing for their children and to gain access to 
information and support from NCT practitioners as well as outside agencies, 
such as first aid for children providers and sexual health and contraception 
specialists.’

UK refugees and asylum seekers
Understanding what different terms mean
An asylum seeker is a person who has left their country of origin, who has 
formally applied for asylum in the UK and is awaiting a decision.

Refugee status is granted to a person who has been recognised as having 
a ‘well-founded fear of persecution for reasons of race, religion, nationality, 
membership of a particular social group or political opinion’.3

An economic migrant is a person who has moved to another country  
to work.2



Positive outcomes for mums and babies
According to a recent NCT evaluation of the postnatal sessions at Bankside,3 
in the period up to November 2016, 54 women had accessed the service, 
more than half (53%) of whom were refugees or asylum seekers. Around 59% 
of the mothers were from Africa, mostly Eritrea, with smaller numbers from 
Algeria, Cameroon, Ethiopia, Gambia and Sudan. Around 17% of mothers 
were of Pakistani origin.  

Overall, the postnatal sessions are intended to improve health and wellbeing. 
Part of the focus is to help women to develop new knowledge and skills 
around a selection of topics, including welcoming a new baby; sleep; crying; 
play and development; relationships and keeping healthy. 

There are many positive outcomes for mothers who attend. Of the 18 
mothers who gave their feedback, all reported that they felt they had 
benefited from the support they received and would recommend it to others. 

Benefits included:

• Opportunities for mothers to meet and bond with other mothers
•  Improved knowledge and skills to enable effective parenting 
• Confidence in parenting 
•  Improved feelings of wellbeing and overall confidence 
•  Improved knowledge and confidence to access a variety of services 
• Improving language skills
•  Opportunity to become volunteers in the group

Fran Bailey certainly sees these benefits. ‘I love the work at Bankside, I love 
watching friendships blossom, seeing isolated women build relationships 
with each other. It is so rewarding seeing women grow in confidence in their 
mothering, share experiences with each other and feel more able to access 
local services such as local libraries and parks.’

‘I feel that coming here I have a rest because someone else is watching my 
children. I feel free, feel light, feel like you are not stressed, and in case you 
have a problem there is someone who can listen for you. If I don’t come here I 
feel like something is missing. Although it’s far I come even in the rain.’

‘I feel better about raising my child if I come to the group. I feel more 
confident because they are advising me about how to be a good mum.’ 

The team also organises an annual day trip and a weekend to the Yorkshire 
Dales, hosted by local people. As Val notes, ‘It is these social activities that 
help the mothers to make friends and feel welcomed in this country. It is also 
great fun and is one of the aspects of this work that I really enjoy. It is such a 
privilege to get to know and to support such inspiring women and this helps 
to make my life and their lives richer.’

A new role for mothers
Four mothers who had previously attended both the antenatal and postnatal 
drop-in group have now progressed to volunteering in the postnatal group 
offering support to other mothers, interpreting when needed and providing 
support in the community.

It is so rewarding 
seeing women grow 
in confidence in 
their mothering, 
share experiences 
with each other and 
feel more able to 
access local services 
such as local libraries  
and parks.



‘I feel more confident. I have made friends and I have learnt so much in both 
groups that I can now help people in my community. Last week I was at a 
caesarean birth. The woman only agreed when I talked to her. For the first 
time I thought I can do this, it made me strong.’ 

Baby massage 
Charlotte Hagerty began facilitating baby massage sessions at Bankside in 
January 2016. She recalls, ‘At the first session I felt quite nervous as I knew 
there would be a language barrier. Despite this, the session went really well 
and it was fantastic how much the women could follow the baby massage 
sequence. I offered to return the following week, and one week turned into 
18 months! I provide group and one-to-one baby massage sessions, and 
act as a welcoming face for women to share and learn in the group. I do 
signposting to other organisations as well as finding clothes and equipment 
for women and their families. 

‘One of the best moments of being part of this project was when we delivered 
a bed to a woman with a six-month-old son. Her English was limited but the 
smile on her face showed us how happy she was to have the support and a 
good night’s sleep ahead of her. 

‘For the baby massage session, our main challenge is the space available 
to women and also that women need to build up the confidence to join in. 
We provide massage time at the beginning of the session when it is quieter, 
and provide dolls for women to use if their baby is asleep or they feel a little 
apprehensive. I have also developed a baby massage diary for each mum 
so that if they are unable to attend a session we can catch up separately on 
moves they have missed. Recently I had a very rewarding moment when a 
mum who was initially low confidence started massaging her baby at a later 
session before I was even ready! 

‘I feel the Bankside project works really well as we create a safe place for 
women to come to. We understand the challenges they face and provide a 
listening ear where women can share and listen. The children play when we 
come together as a group and at the end we have family time with singing, 
musical instruments and occasionally the parachute! We have seen the 
babies grow and become confident about joining in during family time.’

‘This group is good for my child, he is playing and enjoying and I enjoy as well 
because I got some friends and the staff are friendly. I learn about playing 
with my child and baby massaging and singing.’
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Working with parents to prevent 
and manage preterm birth
Babies born earlier than 37 weeks gestation 
(preterm) are at an increased risk of immediate  
and long-term health problems. Some mothers  
can be identified as at-risk, whereas for many, 
preterm birth happens very unexpectedly, without 
obvious risk factors being apparent, leaving many 
parents unprepared for what may happen next, as 
Anna David and Jane Currie explain. 

Jane Currie is 
Clinical Research 
Fellow, and Anna 
David is Professor 
and Consultant 
in Obstetrics and 
Maternal Fetal 
Medicine, both at 
University College 
Hospital.

Key points
• A baby born before 37 completed weeks of pregnancy is called preterm.
• Preterm birth is an important cause of infant death, illness and disability.
• Preterm birth carries serious implications for the whole family.
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How does preterm birth affect babies?
In the UK, one in every 12 babies is preterm, or born early, before 37 
completed weeks of pregnancy. And the numbers appear to be increasing: 
in 1990, 5% of babies were born preterm, rising to 7.8% of babies in 2010.1 
Globally a staggering 15 million babies are born preterm every year.2

Preterm birth is the largest cause of newborn death, and the second leading 
cause of death in children under five years old.1 The earlier the birth, the 
higher the risks for the baby. In the UK, most babies born after 30 weeks 
of gestation will survive. And survival of extremely preterm babies has also 
improved over time with advances in neonatal intensive care.3 Nevertheless, 
these babies may have long-term health problems caused by prematurity. 

Depending on the gestational age, a preterm baby may need help with the 
transition to breathing because of underdeveloped lungs, and may require 
extra oxygen or ventilation of their lungs to maintain oxygen levels. She may 
need specialist feeding, such as syringe feeding, or a feeding tube. She may 
need to be in an incubator to be kept warm, as preterm babies find it difficult 
to regulate their temperature. She may also need to have a catheter inserted 
into blood vesses of the umbilical cord, or a limb, to enable drugs to be given. 
She will be vulnerable to infection and may need antibiotics. 

Babies may also be affected by the underlying cause of the preterm birth. 
For example, she may have had reduced fetal growth due to poor placental 
supply of oxygen and nutrients, and damage following low oxygen levels in 
the womb. And maternal infection in the womb (“chorioamnionitis”), may 
have caused serious infection in the baby, and impact on their health.

Preterm birth can also have considerable long-term impact, for example 
a risk of brain injury leading to cerebral palsy, neurological injury or other 
development delay4,5  Babies may require oxygen sometimes for many 
months after they have left the neonatal unit.6 Some therapies used in the 
neonatal unit have side effects, for example, oxygen therapy may cause 
eye damage (retinopathy), and heart disease and diabetes can also be 
consequences of preterm birth.7

How does preterm birth impact on the family?
A preterm baby in a Neonatal Intensive Care Unit (NICU) may be separated 
from her mother who herself may still need medical care. Babies may spend 
several months in hospital, which can be far from home. This brings with it 
significant emotional and financial pressures, amplified when there are other 
siblings to care for at home. Parents spend on average £282 per week visiting 
their baby in NICU.8

• Some factors slightly increase the chance of delivering a baby preterm. 
These include smoking, multiple pregnancy, placental problems and 
previous surgery to the cervix (neck of the womb).

• Most cases of preterm birth cannot be predicted and future research 
aims to improve this.

• Specialist antenatal services may help support parents at risk of future 
preterm birth.

• NCT teachers can help parents understand how their options for labour 
and birth might be affected by preterm birth.



Risk factors for preterm birth 
Around 25% of preterm born babies are delivered early as a medical 
treatment for a severe pregnancy problem (Iatrogenic preterm birth). For 
example, a mother who develops severe pre-eclampsia or heavy vaginal 
bleeding from a placenta previa (low lying placenta) may need urgent 
delivery, as the risks to the mother of continuing the pregnancy outweigh 
those of preterm birth.

The majority (75%) of preterm births follow spontaneous onset of premature 
labour or rupture of membranes. Spontaneous preterm birth has many 
causes, but in many cases no specific cause is found. 

Many factors combine in a ‘final common pathway’ of preterm labour and 
birth. Maternal infection or cervical weakness may trigger a process to 
activate inflammation of the membranes surrounding the baby. This causes 
release of hormonal messengers that cause the cervix to soften and begin to 
open (cervical ripening) and stimulate the uterus to contract. 

• Maternal infection may be blood-borne or ascend from the genital tract 
through the cervix into the uterus. Many different infections may result 
in preterm birth. Routine clinical laboratory testing of the placenta and 
membranes commonly fail to identify bacteria that are believed to have 
caused the preterm birth. More recently, modern genetic techniques have 
shown that bacteria are present in almost all preterm births.9

• Urinary tract infection (UTI) has been associated with preterm birth.10   
In pregnancy, women may not have the typical symptoms of a UTI. 
Screening for UTI in early pregnancy by laboratory urine culture is done 
routinely in the UK when women book for antenatal care, as treatment 
reduces the risk of preterm birth. Dipsticks are not very accurate at 
detecting a UTI in pregnancy so it’s important to send the urine for 
laboratory culture if an infection is suspected.

• Bacterial vaginosis (BV) has been associated with preterm birth11 involving 
a change to the balance of bacteria inside the vagina. Treatment with 
antibiotics before 20 weeks of gestation reduces preterm birth in at-risk 
women but has no benefit in low-risk women. Other genital tract infections, 
including sexually transmitted infections, may also be associated with 
preterm birth.12

• It is unclear whether treatment with antibiotics improves outcome, except 
in the case of erythromycin for women who have preterm premature 
rupture of the membranes. For women with intact membranes, antibiotics 
increased the risk of cerebral palsy in their baby at seven years of age.13

• During pregnancy, the cervix is a closed tunnel between the uterus and the 
vagina, sealed with a mucus plug. The function of the cervix and this plug 
is important to prevent preterm birth. Women with a short cervical length 
have a higher chance of delivering preterm. Some treatments can reduce 
the risk of preterm birth in women with a short cervix.14

• Multiple pregnancy, a common feature of assisted reproduction such as IVF, 
is an important cause of preterm birth: 50% of twins, and 90% of triplets, 
are born preterm.15 It is now good practice for clinics to offer single embryo 
transfer to reduce the risk of multiple pregnancy and therefore preterm birth.14 

Babies may spend 
several months in 
hospital, which can 
be far from home. 
This brings with 
it emotional and 
financial pressures, 
amplified when 
there are siblings to 
care for at home.



• The shape of the uterus is also important in preterm birth.15 Women with 
an unusually shaped uterus, eg unicornuate or with a septum, may have a 
slightly higher chance of preterm birth.

• Smoking increases preterm birth. In 2006 after the smoking ban in 
Scotland, the preterm birth rate fell by 10%.16 Stopping smoking before or 
during early pregnancy reduces preterm birth.

Predicting preterm birth in mothers without 
known risk factors
It is difficult to predict who is likely to have a preterm birth in mothers without 
known risk factors. Many apparently healthy women in their first pregnancy 
deliver their baby preterm, and once signs and symptoms appear, it is difficult 
to prevent. Much research is aiming to predict which apparently low-risk 
mothers will deliver preterm, so that preventive strategies can be instigated. 

Various measures indicate a higher risk of preterm birth such as a short 
cervical length, low progesterone concentration in the saliva, and high 
cervicovaginal fetal fibronectin protein. But there appears to be no benefit to 
screening low-risk mothers using these tests, and they are currently used to 
screen high-risk women only.17

Can preterm birth be prevented in ‘at-risk’ mums?
Medically indicated preterm birth

Conditions such as pre-eclampsia can require mums to give birth before 
37 weeks of pregnancy, to avoid harm to mother and baby. Taking low dose 
aspirin (75-150mg) at night once a day from before 16 weeks of pregnancy 
may reduce the chance of developing pre-eclampsia.18

Spontaneous preterm birth

A scan to measure cervical length should be offered to any pregnant woman 
who has previously had a spontaneous preterm birth, premature rupture of 
the membranes, or pregnancy loss between 16 and 34 weeks of gestation. 
This is also offered to women who have had surgery to their cervix (eg cone 
biopsy or loop excision). An internal transvaginal ultrasound scan, usually 
performed between 16 and 24 weeks of gestation, is safe in pregnancy and 
provides the best view. If the cervical length is short (25mm) the mother may 
be offered a choice of preventive treatments such as vaginal progesterone  
or cervical cerclage (stitch), depending on her individual circumstances  
and wishes.19

Women who have had three or more prior preterm births or mid-pregnancy 
losses are usually offered a planned cervical cerclage just after the dating 
ultrasound scan (11 – 14 weeks of gestation). This procedure, usually done as 
a day case under spinal or general anaesthetic, involves placing a stitch in the 
cervix via the vagina, which remains until 37 weeks. Occasionally, in very at 
-risk mums, the stitch is placed very high up in the cervix, which can be done 
even before pregnancy using laparoscopic keyhole surgery.



Parents’ options for labour and birth
NICE guidelines published in 2015 outline the care that women should 
receive if they are either in preterm labour, or at risk of preterm labour.19

Seeking help with symptoms of preterm birth. It’s important that mothers 
with symptoms of preterm birth attend an obstetric unit for assessment. 

Place of birth. If a mother has symptoms and signs of preterm labour, they 
are best cared for in a hospital with neonatal care facilities appropriate for the 
gestation and expected condition of their baby. If they are mid-pregnancy, 
some mothers may need to be transferred to a unit that has a specialist 
neonatal intensive care unit that can look after their baby after birth. 
Outcomes are better for babies if the mum is moved as an ‘in utero’ transfer 
and before baby is born; however some units may be many miles away from 
home and unfamiliar to parents.

Interventions to improve outcomes for the baby. Two injections of steroids, 
12 to 24 hours apart, are commonly given to mothers at risk of preterm 
birth to improve the baby’s lungs after birth.20 These reduce short-term 
breathing problems, brain bleeding, bowel disease (necrotising enterocolitis) 
and neonatal death. Drugs called tocolytics may also be given to slow down 
or stop contractions, so that they can be transferred to a more appropriate 
delivery unit, or to give time for maternal steroids to take effect. 

Magnesium sulphate given during preterm labour protects the baby’s brain 
and reduces the risk of cerebral palsy. It is of most benefit below 30 weeks but 
may be given up to 34 weeks.21

Management of labour

Preterm labour is usually managed similarly to other high-risk labours, with 
continuous monitoring of the fetal heart rate using CTG (cardiotocography) 
to monitor baby’s wellbeing, and intermittent auscultation (listening in) 
when necessary. Women can choose their options for pain relief, taking into 
account maternal and fetal risk factors and their preference.  

Mode of birth

Mode of birth depends on the clinical situation and parental preferences. 
Caesarean section for very small babies may require a ‘classical’ incision on 
the uterus (‘up and down’ rather than side to side across the lower part of 
the uterus). This has implications for future pregnancies as the risk of uterine 
rupture is higher with this incision and mothers would be counselled towards 
future planned caesarean section rather than trying a vaginal birth.23   

Several additional healthcare professionals may be present at the birth, 
particularly at low gestations, including a neonatal doctor and nurse.   
Very preterm babies are placed into a sterile plastic bag after birth, with  
their head exposed, which reduces heat loss from their body. Allowing 
the cord to pulsate for a short time after birth (delayed cord clamping) is 
preferred but it depends on baby’s condition and the neonatal resuscitation  
facilities available.19



Specialist preterm birth clinic 
Increasingly, hospitals are offering specialist preterm birth clinics for 
mothers at risk of preterm birth,22 with an experienced specialist midwife and 
obstetrician who can offer all treatment options. Women are usually offered 
vaginal swabs for infection, ultrasound cervical length measurement and 
tests to predict preterm birth. It is common to invite mothers to take part in 
clinical research studies to improve care for future families. It is reassuring 
that women who participate in clinical research studies have better outcomes 
than women who decline.23

How can we help parents to cope? 
Antenatal information

Mothers should be encouraged to seek medical help for any signs of preterm 
birth such as regular uterine contractions or pain, backache, vaginal bleeding 
or fluid leaking from the vagina. It’s important for them to seek medical 
advice early if they think they may be going into labour preterm. Prompt 
treatment of infection and early preparation for preterm birth can improve 
pregnancy outcomes. 

First-time parents experiencing preterm birth may not have attended any 
antenatal classes, and may be unprepared to take their baby home. Families 
with other children may need to arrange childcare. Antenatal teachers can 
signpost the need to plan for emergencies. 

Around the time of the birth

Preterm birth is often unexpected. Outcomes may be unpredictable, 
especially if the baby is born extremely preterm (before 28 weeks). Parents 
may be worried about the baby dying or being disabled, or be concerned 
about the impact of medical procedures or equipment, such as breathing 
tubes and incubators on their baby.

It is helpful for parents to speak to specialist neonatal nurses and doctors 
for individualised information. They can counsel parents about the specific 
issues for their baby, including the likelihood of survival, and long-term 
outcomes based on both local and national statistics. 

Postnatal support

Parents of babies who do not survive may need bereavement support. When 
babies spend a long time in hospital parents need considerable support 
particularly when their baby is about to go home. Breast milk improves the 
short- and long-term outcomes for preterm babies. Mothers may need 
support with breastfeeding and learn how to express milk. Charities such as 
Bliss provide information to help parents cope with a preterm birth. 
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The ‘agency triangle’ in NCT
When practitioners are too close to their assessors, 
or the assessor is too heavy-handed, an imbalance 
arises which could result in parents losing out on a 
good service from NCT, writes tutor Cathy Evans
Some practitioners will probably be very familiar with the ‘agency triangle’ 
model, but I first came across this idea in a book by Julie Hay a couple of 
years ago while doing research on NCT’s mentoring scheme.1 Hay was talking 
primarily about coaches employed by organisations to work with individuals, 
and how a coach needs to be aware of psychological distances between the 
three parties concerned.  

I traced this idea back to an article by Fanita English in 1975 about a ‘three-
cornered contract’ between an event organiser, the attendees, and herself as 
a visiting speaker on transactional analysis.2 Nelly Micholt developed the idea 
further by adding in the idea of psychological distances, pointing out that an 
equal distance between parties is required for a ‘successful intervention  
and outcome.’3 
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I have adapted Hay’s triangle diagram into something that mentors could use. 
It has since been used in training all of NCT’s senior practitioners (assessors, 
supervisors and mentors), as well as tutors and other staff members, and 
dubbed ‘the agency triangle’. 

Use within NCT
We approach the idea by remembering that NCT and the parents it supports 
are part of any interaction between practitioners and a senior practitioner 
(SP) or tutor. All parties are stakeholders in the interaction. For example, 
during an assessment of practice, in which a practitioner is being assessed by 
a senior colleague, the stakeholders are the practitioner, the assessor, NCT, 
and of course, parents. NCT here refers to the organisation. Even though we 
are all part of the organisation, when distances are in a psychological balance, 
there should be no feelings of ‘them and us’. 

When the psychological distances are balanced, each stakeholder benefits; 
the NCT retains a committed practitioner, the assessor has balanced the 
needs of parents, NCT and the practitioner, and the practitioner feels 
supported and enabled to develop her practice. Parents benefit from this  
win-win situation with an excellent service (see Figure 1). 

Parents

Practitioner

NCT Senior practitioner

Figure 1. In a), when practitioners, SPs and NCT are held in 
the same regard, all parties are considered with respect and 
feel an equal psychological distance. This is the scenario that 
ultimately best serves the parents’ interests.

In b) the SP is identifying more with the practitioner than  
with the organisation; the distance between them is shorter 
than between either of them and NCT. This may happen when 
the individuals are emotionally close, or when the practitioner 
appears to be a victim in some way. The practitioner is at risk 
of not being enabled to take responsibility for her actions 
or development. For parents it means that the courses may 
not be up to the standard required, and for both NCT and the 
practitioner, that a complaint may be made. Parents may not 
receive a good service as a result.

Issues arise when the psychological distances become unbalanced.

Parents

Practitioner

NCT

Senior practitioner

b)

a)



There have been many discussions among tutors and senior practitioners 
as to whether all SPs work in exactly the same way with practitioners, and 
the jury is still out. There might be a case for saying that assessors have to 
be more pattern c) than any of the others, whereas some supervisors have 
said that they feel they are more pattern b). However, many have disagreed 
over this! It may be the case that SPs slide along the psychological distance, 
initially having to meet the practitioner somewhere in order to balance the 
triangle. Ultimately, a balance is needed for all parties to feel valued and to 
benefit from the interaction. 

Implications for practitioners
What does this mean for individual practitioners? Perhaps it may encourage 
you to see the wider picture beyond your immediate feelings about being 
assessed, or the difficulties of finding the time to work with a supervisor or 
mentor. The aim of all these interactions is to benefit parents.

It can be a useful model to reflect on interactions with senior practitioners. 
For example, following your last assessment, did you feel part of a balanced 
relationship? Did you feel that parents were placed at the centre, benefiting 
from a balanced interaction? 

With thanks to Fran Hill and Ann Parker
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In c) the SP is aligned much more with NCT and appears to  
be aiming to ‘sort out’ the practitioner, who may feel ‘impaled 
on the sharp end’.1 This can happen when the SP appears 
heavy-handed or feels responsible for practitioner progress, 
or if the practitioner appears reluctant. The risk is that the 
practitioner refuses to cooperate or feels under attack, or the 
organisation judges that the SP has failed. Again, parents may 
lose out.

In d) the practitioner and the organisation are colluding so 
that the SP feels left out – a much less common pattern. It 
may happen if the practitioner complains about the SP, and 
the SP feels unfairly treated by NCT.

c)

d)
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New designs on digital support 
for parents
NCT is nine months into a partnership with design 
charity Shift, to create a brand new digital service to 
help even more parents feel confident and capable 
in the first 1000 days of their child’s life. Here, 
Sarah McMullen (Head of Knowledge, NCT) and 
Tayo Medupin (Innovation Lead, Shift) describe the 
progress of this exciting project, and how you can 
get involved.

Working with Shift - three strands of value
Shift are a design charity who build products and services to solve social 
problems, with one focus being to improve infant emotional wellbeing. They 
share NCT’s focus on the first 1,000 days, and understanding of the critical 
role that parents play in laying the foundations for their children’s future 
health and emotional wellbeing. 
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NCT is setting out on an ambitious Forward Agenda – to strengthen 
core services, increase our reach and scope of support for parents, and 
modernise our image. Our partnership with Shift brings significant expertise 
and experience in product and service design, as well as a well developed 
approach to generating three strands of value, which sit at the core of  
their work:

• Social value - the measurable and sustainable impact of the product against 
its intended outcomes

•  User value - the ability of the product to meet user needs and drive demand 
amongst target audiences

• Commercial value - the potential for the product or service to be scalable 
and sustainable

As a charity supporting parents, NCT has a strong focus on social value – 
whether by making a difference to parents through campaign and policy 
work, sharing knowledge and supporting informed decision-making, or 
providing practical and emotional support in a range of contexts. And to 
achieve social value, we need to design services that expectant and new 
parents will engage with and value. 

Yet, establishing user value is often missing during the early part of 
developing new products or services in organisations such as NCT. Working 
with Shift has been a fantastic opportunity to focus hard on those who 
matter most – expectant and new parents from a range of backgrounds and 
communities – to really understand what drives them to access support and 
how to remove barriers to access, so that we design a service that truly meets 
their needs.

Read Shift’s paper on their “three strands of value” design approach

Foundational research
Over the past two years Shift has conducted academic and policy literature 
reviews, interviews with experts (including academics in infant and parental 
mental health and frontline workers such as health visitors) and parents 
experiencing multiple disadvantages. This allowed Shift to understand the 
causes and risk factors for poor emotional development of infants, and 
explore the behaviours and actions that can protect against this. It has led 
to the development of an evidence-based Theory of Change that provides 
a framework for understanding where interventions may be targeted to 
improve infant emotional development in the first thousand days. 

At the heart of our Theory of Change is the concept of infant attachment. 
Infant attachment is the extent to which a child feels they can receive 
comfort and safety from their parent or caregiver, and is key to healthy 
emotional development. Children with secure attachments to their parents 
or caregivers tend to have greater emotional self-regulation as adults and 
develop greater resilience to life events. Parental self-efficacy, or the extent 
to which a parent believes they are able to accomplish the task at hand, is a 
significant factor influencing the parent-child relationship.

Each factor identified within the Theory of Change as contributing to 
secure attachment offers a different opportunity to support new parents. 
Some factors, such as economic and environmental context, may require 

We used these ideas 
to create three 
distinct design 
concepts that 
could truly support 
more parents to 
feel confident and 
capable in the first 
1000 days of their 
child’s life.

http://shiftdesign.org.uk/content/uploads/2017/04/5-Ways-paper-.pdf


intervention at the community or society level, including coordinated policy 
changes within areas such as housing, welfare and economic policy. Others, 
including social support, emotional wellbeing and parental knowledge, can 
also be tackled at the individual level. This is where NCT’s direct support for 
parents has always focused, and where we have the potential to increase the 
reach and impact of our work.

For more detail on the Theory of Change and evidence on which it is based, 
see Shift’s full report 

See also ‘Introducing parents to attachment theory’ by NCT tutor Helen Hans.

Concept development and testing
Building on Shift’s research, our partnership began with workshops with key 
NCT stakeholders. These ensured that we had a shared understanding of 
what success looks like, the scope and boundaries of the project and product 
to be developed, and the intended audience. The Shift team then completed 
a series of short interviews, in-home ethnographies and focus groups with 
parents across the UK, as well as visiting Sure Start centres and antenatal 
classes. They also spoke to NCT practitioners and volunteers. This generated 
rich insight into the challenges facing parents, and the drivers and barriers to 
accessing support. 

In May 2017, we held a co-creation workshop, inviting 30 people (including 
parents, NCT practitioners, trainee midwives and NCT volunteers) to work 
together, using the insights we had gathered. Teams helped define what 
the new digital service should be, what it might do and how it might look. 
We used these ideas to craft three distinct design concepts that could truly 
support more parents to feel confident and capable in the first thousand days 
of their child’s life. 

We have since tested these three design concepts with parents across the 
UK, through an online voting and feedback form plus interviews with parents, 
volunteers and practitioners. This has generated another wave of rich insight 
to help us understand what our target audience would most value and 
engage with. We have used these data to decide which concept to develop 
and test further over the coming months.

Get involved in the next stage of development!
We’re really grateful for the invaluable input the project has received so far 
from parents, practitioners and volunteers. Shift’s way of working is really 
good fun, and we’ve made huge progress in a short space of time. If you’d like 
to get involved in the next stage of development, or think your local branch 
volunteers and members would be keen to be involved as a focus group, then 
please do get in touch via tayo.medupin@shiftdesign.org.uk.

http://shiftdesign.org.uk/products/0-2s/#research
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Helping mums to avoid 
becoming the ‘Hidden Half’ 

NCT practitioners and volunteers can make a 
huge difference for mums experiencing anxiety, 
depression and other mental health difficulties
By Julie Clayton, Beckie Lang, and Vicky Fobel, NCT

‘It’s like being in a hole, where you can’t get out… I 
ended up taking an overdose, I was just so helpless… 
No one really talks about it to you. Or if they do it’s 
‘you’re just tired, it will go.’ But it doesn’t.’
(see Erin’s story)

It’s common for new mothers to suffer from postnatal mental illness, but 
an NCT survey of 1,000 women has found that around half of new mothers’ 
mental health problems do not get picked up by a health professional.

NCT has launched the #HiddenHalf campaign to get mental health difficulties 
out of hiding. The goal of the campaign is to improve the six-week check, 
which is one of the key opportunities to uncover postnatal mental health 

#hiddenhalf
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problems. It also aims to encourage women in seeking help, with NCT 
developing resources to support this. 

NCT launched the #HiddenHalf campaign in June and within a couple of 
weeks more than 5000 people had signed up as supporters. The Campaigns 
Team is planning a set of national and local campaign actions, calling for all 
new mothers to get a full appointment for the maternal six-week check.  
Most importantly, this should include a supportive conversation about mental 
health. You can show your support and hear more about how you can help by 
signing up at www.nct.org.uk/hiddenhalf 

Practitioner action
NCT Practitioner, Jo Powell, has also kindly agreed to coordinate a 
#HiddenHalf action group, aiming to support local and national initiatives.  
Jo is looking for people who are interested in joining regional campaigning 
groups in Wales, Scotland and Northern Ireland to develop targeted lobbying 
actions, adapted to the individual devolved systems in each of those nations.  
If you want to know more, please email Jo on joanne.powellnct@gmail.com 

Alternatively, if you would like to know more about what the Campaigns 
Team is planning for the campaign nationally and locally, or have any other 
questions about the campaign, please email campaigns@nct.org.uk.

New toolkit for practitioners
Meanwhile, with the help of a practitioner-led working group, NCT is starting 
to develop a new toolkit for practitioners and volunteers to use to help raise 
awareness in their local communities. This will include an online training 
module to improve knowledge and skills around maternal mental health,  
and flyers to distribute to parents about good sources of information and 
support. In time, it is hoped that short, face-to-face study events will also  
be developed. 

We want to support all practitioners in being confident to talk about the 
mental health aspects of pregnancy and new parenthood, just as they are 
about so many of the physical elements experienced at this time. For some 
practitioners this will already be part of their repertoire and for others this 
may be new, and possibly daunting. Sadly, there is still stigma around mental 
illness, and we want to help reduce this by ensuring that practitioners, 
volunteers, and new parents feel comfortable discussing this element of the 
parenting journey.

Highlighting that mums and dads can experience mental health difficulties  
at this time helps to reduce isolation, increase discussions and improve  
help-seeking. By signposting suitable sources of support and advice, 
practitioners can make a huge difference to those who may be experiencing 
difficulties in silence. 

Sadly, there is still 
stigma around 
mental illness, 
and we want to 
help reduce this 
by ensuring that 
practitioners, 
volunteers and 
new parents feel 
comfortable 
discussing this 
element of the 
parenting journey.
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Additional reading
Introducing parents to attachment theory, NCT Perspective, September 
2016. Available from: bit.ly/2fKxGlN 

NCT practitioners: from strength-to-strength on perinatal mental health. 
NCT Perspective, September 2016. Available from: http://bit.ly/2lzqyIF

Recognising and acting on perinatal mental health. NCT Perspective, 
September 2016. Available from: http://bit.ly/2c0TnO9

It’s time to get postnatal mental illness 
out of hiding
The NCT survey found that among the women who experienced mental 
health problems during or soon after pregnancy:

•  Half (50%) of mothers experienced mental health problems at some 
time during pregnancy or within the first year of their child’s birth.

• Nearly 20% with an emotional or mental health problem did not feel able 
to disclose it in their six week check.

•  Of those who had an emotional problem they didn’t disclose at their 
six week check, a quarter (24%) said there wasn’t time and 46% were 
worried that health professionals would think they weren’t capable of 
looking after their baby.

• 95% of mothers who had a mental health problem said that this had an 
impact on their ability to cope as a mother or on their family.

We think all new mothers with a mental health problem should get the 
treatment or support they need. The first step is making sure that they get 
the problem identified and diagnosed by a health professional. 

NCT recommends more funding is made available for the six-week check, 
so that GPs have the time to give every mother a full appointment, rather 
than having to maternal mental health training and guidance for doctors 
so they are better equipped to discuss emotional wellbeing with mothers.

http://bit.ly/2fKxGlN
http://bit.ly/2lzqyIF
http://bit.ly/2c0TnO9
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Spotlight
Policing pregnancy: who should 
be a mother?
This was the eye-catching title of a conference 
organised jointly by the Centre for Parenting Culture 
Studies (CPCS), the British Pregnancy Advisory 
Service, Birthrights and the Sociology Department 
at Canterbury Christ Church University,* as NCT 
practitioner Lucy Markes discovered.
*Policing pregnancy: who should be a mother? 18 May 2017, Canterbury 
Christ Church University, UK

Background
The CPCS was established by a group of sociologists at Kent University 
soon after another conference which I also attended in May 2007 entitled 
Monitoring parents: childrearing in the age of intensive parenting. One of  
the founding academics was Frank Furedi, whose best-known book is 
Paranoid Parenting.1 

The centre’s research helps to hold a mirror up to our society’s current 
attitudes and values around parenting in a way that can appear controversial 
and challenging to NCT practitioners. For instance, they are critical of some of 
the claims about neuroscience and the early years, and how these have been 
used to inform policy.2 

Women as ‘public property’
Topics at the day-long conference ranged from ways in which obese women 
are judged during pregnancy to the history of abortion – which to this day 
remains a criminal offence unless certified as necessary by two doctors.  
One prominent theme was a shift in focus from the mother to the baby 
– whether born or unborn. Pregnant women are increasingly seen as the 
‘vessel’ for the unborn child, whose responsibility is to prepare themselves for 
being ‘pregnancy ready’, and to put the needs of their baby first at all times. 
This echoes the comments of many women I have heard who feel that they 
have become ‘public property’ once pregnant. 

All of the speakers were thought provoking and interesting, but I have chosen 
to focus in more detail on two aspects which felt particularly relevant to  
NCT work.

Contents >>



Little evidence around safety of low alcohol 
consumption
Ellie Lee’s presentation received publicity following the conference.3 It was 
based on research by Lee into the evidence around alcohol consumption 
during pregnancy and its impact on babies. 

The first specific guidelines about alcohol consumption in pregnancy were 
only published in 2007, recommending no alcohol in pregnancy, but that if 
pregnant women did drink alcohol they should limit their weekly intake to 
one or two units, once or twice a week. New guidelines published in 20164 
stated that it was best for pregnant women to avoid alcohol altogether, with 
no mention of any recommended limits. The implication was that further 
research had uncovered new evidence of the harm done to unborn babies 
by even small amounts of alcohol consumption. However, when Lee combed 
through the published literature she could find no new evidence. The Royal 
College of Midwives takes the position that ‘there is no evidence that any level 
of consumption is safe for the growing baby’.5 But this fails to acknowledge 
that the research has yet to demonstrate any evidence of harm to the baby 
from low-to-moderate alcohol consumption during pregnancy. It may be 
impossible to prove that drinking in pregnancy is safe up to a particular level of 
alcohol consumption (and it may never be possible to prove) but this is not the 
same as indicating avoidance of alcohol as the only safe option. 

The Department of Health’s rationale for changing the guidelines is that 
public health messages need to be kept simple and straightforward. In other 
words, the general public are not to be trusted to use common sense to 
interpret a more complex, nuanced message. In a recent book about the 
‘post-truth’ world, Evan Davis stated that Western societies are increasingly 
‘characterised by a pervasive tendency of those in authority to overstate their 
case’.6 The revised guidelines about alcohol in pregnancy would seem to be a 
perfect example of this. 

Emotional impact of infant feeding experiences
Much of the discussion on this topic was familiar territory, including the 
depressingly predictable research on the extent of negative emotions felt by 
women who had planned to breastfeed but who then decided to  
formula feed.7 

The impact of use of language around infant feeding is the subject of 
ongoing debate within NCT, and this was echoed during the conference. 
Psychologist Fiona Woollard (University of Southampton) spoke about the 
concept of ‘harm’ in relation to infant feeding. Some feel that the (now rather 
old-fashioned sounding) slogan ‘breast is best’ should be abandoned on the 
basis that breastfeeding is ‘normal’ rather than best. However, the corollary 
would be that formula feeding is ‘abnormal’ and therefore by implication 
harmful, a message that could increase the stigma and guilt for the mother 
who decides to feed her baby formula. As we are all too aware, there is a 
fine line between extolling the benefits of breastfeeding and demonising 
the dangers of formula feeding. How to be inclusive and supportive of all 
mothers, regardless of their decisions around infant feeding, is something 
that we all need to continue to work towards. 

Pregnant women are 
increasingly seen as 
the ‘vessel’ for the 
unborn child, whose 
responsibility is to 
prepare themselves 
for being ‘pregnancy 
ready’ and to put the 
needs of their baby 
first at all times.



Conclusion
Since the founding of NCT, we have seen an increase in state intervention 
to influence the behaviour of parents.8 I think it is really helpful for us to 
consider our role as a charity whose central purpose is to support parents, 
and whose strength from the outset is in being alongside parents rather than 
part of ‘the establishment’.
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Parents’ experiences and 
satisfaction with care during 
very preterm birth
Being aware of the needs of parents whose babies 
are born very preterm, and involving them in their 
care, are critical if we are to support them properly 
at such a potentially distressing time, say Alexandra 
Sawyer and Susan Ayers.
As part of the ‘Improving quality of care and outcome at very preterm birth’ 
NIHR programme grant, we wanted to address gaps in the field by exploring 
in-depth the experiences of parents having a very preterm baby, including 
parents’ experiences and satisfaction with care during the birth, parents’ first 
moments with their baby, and parents’ experiences on the Neonatal Intensive 
Care Unit (NICU). We also wanted to develop a questionnaire specifically 
for parents of babies born premature to explore their experiences and 
satisfaction with care during birth. This article summarises the key findings 
from these two studies in our work package.

Alexandra Sawyer is 
Research Fellow at 
the Centre for Health 
Research, University 
of Brighton. Susan 
Ayers is Lead, 
Centre for Maternal 
and Child Health 
Research, City 
University London.
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Interviews with parents
The first phase of our work was to interview parents to explore in-depth their 
experiences of having a very preterm baby (less than 32 weeks gestation).  
We spoke to 32 mothers and seven fathers about their experiences during 
birth; their very first experiences with their baby; and their care during labour 
and birth.

Parents’ initial experiences of the birth of their very preterm 
baby and their first experience of NICU
Parents had difficulty remembering parts of the birth and reported 
experiencing a rollercoaster of emotions.1 Individual differences in emotions 
were most apparent before parents saw their baby in NICU, when they 
reported either being nervous and fearful or eager and excited. Parents’ first 
impressions were that NICU was overpowering, especially for those who had 
not visited before or who saw their baby there for the very first time. However, 
being able to touch and hold the baby in NICU was important in triggering or 
strengthening the bond between parents and their baby. 

Parents’ views and experiences of the care for their very 
premature baby on NICU
Parents’ experiences of care in the NICU was not one of the original aims of 
the interviews. However, as all parents spoke spontaneously and at length 
about this we recognised the importance of exploring parents’ experiences of 
NICU separately.2 Three areas were identified that were particularly important 
in determining parents’ satisfaction with neonatal care: 

•  Parents’ involvement, including looking after their own baby, challenges of 
expressing breast milk, and easy access to the unit.

• Staff competence and efficiency including communication, experience and 
confidence, and information provision.

•  Interpersonal relationships with staff including emotional support, 
reassurance and encouragement, and being made to feel like an individual.

It was just heart-
wrenching to see 
him like that and it 
was just like, part 
of me did think is it 
worth it, is he gonna 
pull through?

“It was just heart-wrenching to see him like that and it was just like, part 
of me did think is it worth it, is he gonna pull through and you think, am I 
putting him through a lot of pain to, to see him like that it was just really 
really really hard... you just don’t know how you’re feeling from one minute 
to the next, one minute you want to cry, next minute you want to scream.” 
(Mother)

“All the monitors and the buzzes and the screens and doctors milling 
about and you know, nothing quite prepares you for it, and I don’t think, 
I don’t think you can prepare for it until it happens basically, you can tell 
someone until you’re blue in the face what it’s like but actually until you’re 
in, till that’s your children or child, um so it wasn’t scary as such, it was just 
overwhelming.” (Mother)



Parents’ experiences and satisfaction with care during very 
preterm birth
Overall parents’ experiences of care during very preterm birth were positive.3 
Several areas of care were particularly important to parents: 

• The professionalism of the staff (such as providing information and 
explanations, appearing calm, appearing confident and in control, and 
listening to the woman).

• Empathy shown by the staff (such as being supportive and giving 
encouragement and reassurance).

•  Involvement of the father during the birth. 
• The birth environment (e.g. radio playing during the birth). 

Although many of these areas of care have also been identified as important 
to parents whose babies are born full term, two factors unique to preterm 
birth were identified. These were the importance of staff appearing calm 
during the birth, and staff taking control during the birth. Although parents 
were overall positive about the care, two areas emerged where parents felt 
things could have been improved. First, some women described being in 

“Because you come in one day, say the day before, especially there was 
a guy there that, he promoted to hold her, literally whenever we was in, 
either of us, he would say, ‘Hold her, it’s the best thing you could do’. And 
then you’d come in the next day thinking ‘oh yes, I get to hold her’. And 
you have a different nurse that says, ‘no, no you’ve held her this week, you 
don’t need to hold her for the rest of the week’. So it would be very… and 
then you’d almost feel devastated that you couldn’t do that.” (Mother)

“They’re constantly talking to them, when they’re changing them and 
so on – ‘hello love,’ they talk to them… It’s not the case of just cleaning 
and feeding them.  You’re talking to my baby, you’re making my baby 
reassured.” (Father)

“And I think they were really, you know, explained everything. Every time 
we went to the incubator, whoever the nurse was on looking after her, 
you know, always explained how she’d been doing, how she’d been… they 
talked… it was really lovely.” (Mother)

“So we actually go down into the operating theatre and again the 
anaesthesiologist was there and talking to [us] as she said ‘I will stay 
with you the whole time’... and she talked us through everything that 
was happening and for both of us that was just outstanding, absolutely.” 
(Mother)

“The midwives were incredible, so during the birth we had this amazingly 
lovely kind of West African um midwife who was, oh just love, like lovely, 
so nice, so supportive and caring and empathetic and everything that you 
could possibly want and just really supportive and, so the birth process 
itself actually, in the scheme of things was relatively easy thing then to go 
to because I felt very supportive... and she was so lovely.” (Mother)



labour or very close to giving birth, and the staff either not believing them or 
not appearing to be listening to what they were saying. Second, some fathers 
described feeling marginalised during the birth.

Development of the Preterm Birth Experience 
and Satisfaction Scale (P-BESS)
In the second study of our work package we wanted to develop a 
questionnaire that could be used to measure parents’ experiences and 
satisfaction with care during preterm birth. Previous questionnaires were not 
developed specifically for preterm birth and our qualitative research showed 
important differences between preterm and full-term birth. We developed the 
P-BESS on the basis of the interviews with parents, a review of the literature 
for appropriate measures, and discussion with relevant experts. We sent the 
questionnaire to parents of preterm babies and received responses from 145 
women and 85 partners. We used these to refine the questionnaire using 
psychometrics to ensure it was reliable and valid. The final version of the 
P-BESS consists of 17-questions which measure three aspects of care (Staff 
Professionalism and Empathy, Information and Explanations, Confidence in 
Staff ). A fourth subscale can also be added to assess Partner Involvement 
for women whose partners attended the birth. Individual questions can 
either be summed to produce a total score, or factors of care can be looked 
at individually. A total score may be useful to compare across hospitals and 
differing practices, whereas individual aspects of the care environment can 
be evaluated using the separate subscales.4 

Most useful lessons learned
• Our recommendations for family-centred care include recognising critical 

steps for parents during the care pathway and being aware of their needs, 
the emotional impact, and individual differences in responses.5 Our 
research shows the birth of the baby is one critical step and that family-
centred care should extend, wherever possible, to the birth of the baby. 
Initial care of the baby by the bedside is one way where family-centred care 
during the birth can be achieved. 

“The only kind of downside to it, was I kept saying to her, all my family have 
very quick labours... I kept saying to her I need to push I need to push and 
she said I’ve only checked you half an hour ago, you’re only 3cm… and she 
went I’m just popping out the room... and at that point I just pushed and 
her head popped out, and no one was in the room apart from me and my 
partner.” (Mother)

“He found it very awkward...When they were being born he just sat out 
there, wasn’t really able to participate... So he felt like a spare part... when 
we were rushed to the surgical unit… there were so many people in the 
room, he felt he didn’t know where to stand.  He didn’t want to get in the 
way.  He knew he needed to get there… let everyone get on with their job. 
But he felt in the way.” (Mother)



• The impact of parents’ first experiences with NICU varies between 
individuals. The buffering effect of prenatal visits to NICU, alongside the 
regret expressed by parents who did not take up this opportunity, suggests 
all parents should be encouraged to visit NICU before birth if possible.

• Involvement in the care of their baby is extremely important to parents. 
Therefore it is important that staff in NICUs facilitate parent participation as 
much as possible. Feeding, changing and holding their baby help parents 
connect with their baby, and take on the role and identity of being a 
parent.6,7

• During birth the provision of information and explanations to parents, and 
offering caring and emotional support, are extremely important to parents. 
Our research findings suggest that women should be listened to more, 
especially when telling staff they are in labour or feel close to giving birth. 

• It is clear that we need to involve fathers more, particularly during the 
birth. Involvement of the father during preterm birth is important as it can 
facilitate father-infant attachment8 and fathers can be an additional source 
of support to the mother during the birth.

References
1. Arnold L, Sawyer A, Rabe H, et al. Parents’ first moments with their very preterm babies: a qualitative study.  

BMJ Open 2013;3:e002487.
2. Russell G, Sawyer A, Rabe H, et al. Parents’ views on care of their premature babies in neonatal intensive care 

units: A qualitative study. BMC Pediatrics 2014;14:230.
3. Sawyer A, Rabe H, Abbott J, et al. Parents’ experiences and satisfaction with care during the birth of their very 

preterm baby: A qualitative study. Brit J Obstet Gynaecol 2013;120:637–43.
4. Sawyer A, Rabe H, Abbott J, et al. Measuring parents’ experiences and satisfaction with care during very 

preterm birth: A questionnaire development study. Brit J Obstet Gynaecol 2014;121:1294-301.
5. Staniszewska S, Brett J, Redshaw M, et al. The POPPY study: developing a model of family-centred care for 

neonatal units. Worldviews Evid Based Nurs 2012;9:243–55.
6. Lupton D, and Fenwick J. ‘They’ve forgotten that I’m the mum’: constructing and practicing motherhood in 

special care nurseries. Soc Sci Med 2001;53:1011–21.
7. Nykvist KH, & Engvall G. Parents as their infant’s primary caregivers in a neonatal intensive care unit. J Pediatr 

Nurs 2009;24:153–63.
8. Brandao S, and Figueiredo B. Fathers’ emotional involvement with the neonate: impact of the umbilical cord 

cutting experience. J Adv Nurs 2012;68:2730-9.

Feeding, changing 
and holding their 
baby help parents 
connect with their 
baby, and take on 
the role and identity 
of being a parent.



RESEARCH
NCT’s journal on preparing parents for birth and early parenthood

Issue 36 September 2017

perspective

Improving quality of care and 
outcome at very preterm birth
Babies who are born earlier than 32 weeks (‘very 
preterm’) often need urgent medical care. It can be 
quite a confusing and distressing time for parents 
who have to adjust to very different circumstances 
from the ones they had planned. A five year research 
programme led by the University of Nottingham 
has placed parents’ views at the heart of efforts to 
improve the quality of care and outcomes for babies 
born very preterm, including to bring immediate 
care to the mother’s bedside, as described here by 
Gill Gyte and Lelia Duley.
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How it all began
We began our journey to this research on preterm birth many years ago  
when questioning the immediate clamping of the umbilical cord at birth.  
We subscribed to the Cochrane philosophy that before an intervention is 
used in clinical care, there should be good evidence that the intervention 
does ‘more good than harm’.1 Yet in the case of immediate cord clamping at 
birth, that evidence was lacking.2,3  

For babies born at term, NICE guidance recommends a delay in clamping of 
the umbilical cord to allow more blood to pass from the placenta to the baby. 
This reduces the need for transfusions to the baby to treat anaemia. However, 
if the baby requires immediate care, such as resuscitation, this usually 
involves the cord being cut immediately so that the baby can be taken either 
to the side of the delivery room or another room nearby. 

For very preterm babies, however, there is less evidence available concerning 
the risks and benefits for the baby. We asked whether immediate neonatal 
care at birth for a very preterm baby could be brought to the mother’s side 
instead, in order to allow cord clamping to be delayed.

In order to explore this and other research questions, we formed a 
partnership involving a multi-disciplinary team of clinicians, researchers 
(quantitative and qualitative) and service user representatives from NCT 
and BLISS (Babies Born Premature or Sick), and were awarded an NIHR 
programme grant to study from a broader perspective, ‘Improving quality of 
care and outcome at very preterm birth’ for babies born at less than 32 weeks 
gestation. 

We developed several individual strands or ‘work packages’ as part of the 
wider programme, each led by someone with experience in the field:

•  Current practice, and parents’ experiences, of immediate care in the 
delivery suite and first contact with their baby/babies, often in the neonatal 
intensive care unit (NICU)

• Blood flow in the umbilical cord at birth - to help us decide what would be 
the best timing for cord clamping to test in a randomised trial

• Assessment of the practicalities and feasibility of a randomised controlled 
trial (RCT) of deferring cord clamping at very preterm birth, compared with 
usual care

Key messages
• Providing initial neonatal care at the mothers’ side for babies born very 

preterm, enabled parents to share the first moments of their babies’ lives.
• Most parents were reassured when initial care for their baby at 

very preterm birth was given beside the mother. A few parents had 
reservations, but none said they regretted seeing their baby at birth.

• Initial care at the mothers’ bedside at very preterm birth will need further 
research before implementation into clinical practice.

• The best time to clamp and cut the umbilical cord in very preterm birth 
remains unclear.



• Multidisciplinary work to identify the top priorities for future research on 
preterm birth.

This is one of three articles in the September 2017 issue of Perspective 
reporting on this five year programme of research. Anna David and Jane 
Currie’s article “Working with parents to prevent and manage preterm 
birth” explains the issues and problems of preterm birth and so sets the 
context for the research. Alexandra Sawyer and Susan Ayres’ article “Parents’ 
experiences and satisfaction with care during very preterm birth” reports on 
the qualitative research seeking parents’ experiences of care at the very early 
birth of their baby. This led to the development of a tool to assess parents’ 
views of care of a preterm baby. 

This article focuses on developing ways of providing immediate care at 
the mother’s side for a baby born very preterm. It looks at the ethics and 
practicalities of recruiting women in very early labour and the feasibility of 
undertaking an RCT on timing of cord clamping at very preterm birth, where 
stabilisation for the baby is provided with the cord intact.

Developing ways to provide neonatal care at the 
mothers’ side 
Our clinicial teams developed ways of bringing immediate care for the baby  
at preterm birth to the mother’s side. To do so, the Nottingham neonatal team 
adjusted how they used the standard equipment.4 The Liverpool team helped 
develop a small mobile resuscitation trolley called a BASICS trolley5,6 (now 
marketed as LifeStart™ – see above image). Both methods enabled care to be 
provided at the mother’s side, allowing her to see and, if she chose to, touch 
her baby at birth. We conducted interviews with parents to find out how they 
felt about seeing this type of care being given to their tiny baby/babies, and 
with clinicians to see how they felt providing this care so close to the mother. 

Parents’ views
We interviewed 19 women, 10 of whom chose to have their partner included 
in the interview and one their own mother. Parents’ experiences of neonatal 
care at birth taking place beside the mother were mostly positive. One father 
said, ‘When he eventually was fully born, they pulled him out and placed 
him on the trolley and, from a father’s point of view, it was a thousand times 
better than having him further away’ (see Table 1 for a summary of parents’ 
views). Care beside the mother allowed parents to share the first moments 
of their baby’s life. It also allowed fathers to feel more involved in the birth, 
as they were able to see their baby and also stay with the mother. For some 
women, being close to their baby may mean the birth feels more ‘normal’. 
Some parents did report that witnessing the resuscitation of their baby was 
difficult or stressful, however, none said they regretted seeing this.7,8  

Clinicians’ views
Most clinicians were positive about providing immedate care at the mother’s 
bedside.9 They felt it improved communication with parents and allowed 
parents to see and sometimes interact with their baby in the first moments of 
his or her life. However, there were also some concerns, especially from less 
experienced staff, about being watched so closely by parents. 

When he eventually 
was fully born, they 
pulled him out and 
placed him on the 
trolley and, from 
a father’s point 
of view, it was a 
thousand times 
better than having 
him further away.



1. Reassurance: “I would have felt worse if they had taken him 
away and then not knowing”

“… and that he was moving, so much reassurance.” 

“When he eventually was fully born, they pulled him out and placed 
him on the trolley and, from a father’s point of view, it was a thousand 
times better than having him further away.”

“… being able to see what they were doing and reassurance that he 
was been taken care of and they were doing the best they could.”

2. Involvement of the family: “You feel a part of it”

“… it was really nice that he could be there and I could still see him 
instead of just taking him away right away.”

“It was more by watching them that I knew what was going on than 
what I was being told.” 

“You feel a part of it.” 

“So it’s nice having her just that bit closer to her and be able to 
hold her hand and getting a bit of normality out of birth, it’s not all 
traumatising. There’s that little tiny bit of goodness to have her there 
and see.”

3. Staff communication: “Everything they explain”

“I know they are really busy, in many respects they’ve got a lot of 
things to do – like keeping a baby alive, but I think from the patient’s 
perspective, if you can call me a patient and I think some sort of 
helpful explanations of what they are doing and why would probably 
allay a lot of people’s fears.”

4. Reservations:  “It’s a stressful scary process”

“It would have scared me, it would have frightened me. I mean, I 
would have wanted to obviously see so I knew he was alright but at 
the same time any normal person would be scared.”

“It is quite stressful seeing doctors working like that.”

“Because there is also the side of it that there is a lot of pressure on 
them that they are, like things turned out particularly well with us, 
but for some babies who might need more work it’s a lot of pressure 
on them trying to resus a baby in front of mum. I think that must be 
very, very hard.”

Table 1.  Parents’ experiences of neonatal care beside the 
mother, themes identified and sample quotes



Deferring cord clamping at very preterm birth
The Cord pilot trial asked whether it was feasible to run a large RCT on 
deferring cord clamping for a minimum of two minutes whilst providing 
stabilisation, and, if required, resuscitation at the mother’s side with the  
cord intact. This would be compared with the standard practice at the  
time, which was to clamp and cut the cord within 20 seconds of birth.10  
We chose deferring for two minutes or more as a balance between the  
length of placental transfusion and how long clinicians said they would wait. 
We repeated our earlier work on placental transfusion at term births11 but this 
time on preterm births. This indicated that placental transfusion in preterm 
babies tended to last for three minutes or longer.12  

The pilot trial recruited 261 women and 276 babies (including twins). 
Our results showed that a large trial was feasible, women were willing to 
participate; clinicians were able to recruit in the emergency situation; 
stabilisation and resuscitation could be provided at the mother’s side and 
with the cord still intact; clinicians were in general able to defer cord clamping 
and comply with the trial protocol, and we were able to assess outcomes at 
birth and afterwards.13 

As expected, the study was too small to see clearly any meaningful 
differences in outcomes for the baby or the mother.14 The incidence of death 
of the baby before discharge looked to be lower with stabilisation with cord 
intact and deferred cord clamping, but the difference was not statistically 
significant and could have been due to chance. This uncertainty suggests a 
large trial is needed.14  

We were disappointed, however, that our funding application to run a full 
trial was not successful, and we now have to await results from the Australian 
Placental Transfusion Study.15 This is a large trial looking at waiting for 60 
seconds before clamping the cord with the baby held low (to aid movement 
of blood to the baby) compared with clamping and cutting the cord at less 
than 10 seconds after birth. This trial is quite different from Cord in looking at 
a shorter delay and without stabilisation with the cord intact. Nevertheless, 
we hope to apply again for funding for a large trial after publication of the 
Australian trial. 

Recruiting women in very preterm labour, and 
other similar situations
Giving birth very preterm is a difficult and stressful time for women, and so 
not an easy moment to approach them to explain a research study and invite 
participation. We undertook two systematic reviews to assess the ethical 
issues of asking women in very preterm labour, or at the birth of a very sick 
baby, to participate in a clinical trial.16,17 The findings indicated that parents 
felt it was important for them to give or decline consent, but the best way to 
do this when time was short was unclear.  

For the Cord pilot trial, we wanted to offer the study to women who gave birth 
rapidly and unexpectedly. We recognised that asking them to read the usual 
‘Parents’ Information Leaflet’ (PIL) might not be appropriate. So, in these 
situations we used an ‘oral assent’ process whereby the mother was given a 
brief explanation of the trial (and a short information leaflet) and asked if she 
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would like to participate. If she agreed, she and her baby were included in the 
trial, and sometime after the birth she had the study explained in more detail 
and was asked for written consent to continue with data collection. 

As this was a new way of offering partication in a trial, we undertook semi-
structured interviews with 23 mothers who agree to partcipate in the trial  
(18 gave standard written consent and five gave oral assent), and 17 clinicians 
who offered the study to women. Overall, women were positive about the 
experience and they valued the clear explanation from the clinician and 
the calm way information was presented. They also appreciated that there 
was no pressure to participate. One woman commented: ‘He was very calm 
throughout the whole process and I think his authority in the room allowed 
me to focus on what he was saying and to take on board what he was saying… 
It was very much he talked to me directly, very clearly, concisely, didn’t mince 
his words, didn’t beat around the bush. Just very professional and very clear 
on what he was wanting and what was being said to me’.  

Women often found it hard to understand about randomisation. One said:  
‘I was hoping I would have been randomised to delay and I wasn’t, so slightly 
disappointed at that. I felt disappointed at the time because I was thinking 
there are some benefits of it being delayed. I would have preferred to, 
because obviously that’s the research to see if there are benefits’.18,19,20

Clinicians were supportive of the two stage oral assent pathway though they 
had some concerns about the level of information and understanding.18,19

Future research priorities on preterm birth
Many unanswered questions remain, and we undertook a separate project to 
prioritise which questions on preterm birth we should feed into the research 
agenda. We again took a multidisciplinary approach using the James Lind 
Alliance methodology  
(http://www.jla.nihr.ac.uk/about-the-james-lind-alliance/). To create a level 
playing field, we invited clinicians, researchers, service users and their families 
and members of the public to submit their research questions. We received 
386 responses of which 58% were from service users. We also searched The 
Cochrane Library and guideline group websites for unanswered questions 
on preterm birth. In total, we identified 593 research uncertainties and 
sifted through, removing those that were already answered. Some were 
combined if they asked the same question but with different wording. The 
final 104 research questions were then sent out for a public vote on the most 
important ones. Finally, a workshop of 30 people, service users, clinicians 
and researchers agreed the final order with a list of the top 15 questions (see 
Table 2).21,22  

http://www.jla.nihr.ac.uk/about-the-james-lind-alliance/


These priorities are now being discussed with the National Institute for Health 
Research HTA (Health Technology Assessment) programe to see how some 
might be taken forward for funding. Also the team in Liverpool are going to 
continue to evaluate parents’  and clinicians’ views of care of the baby at the 
mother’s bedside with a view to understanding what is needed to bring about 
a change in practice. 

Table 2: Top 15 UK research priorities for preterm birth

1. Which interventions are most effective to predict or prevent preterm 
birth?

2. How can infection in preterm babies be better prevented?

3. Which interventions are most effective to prevent necrotising 
enterocolitis in premature babies?

4. What is the best treatment for lung damage in premature babies?

5. What should be included in packages of care to support parents and 
families or carers when a premature baby is discharged from hospital?

6. What is the optimum milk feeding strategy and guidance (including 
quantity and speed of feeding and use of donor and formula milk) for 
the best long-term outcomes of premature babies?

7. What is the best way to judge whether a premature baby is feeling 
pain (for example, by their face, behaviours, or brain activities)?

8. Which treatments are most effective to prevent early onset pre-
eclampsia?

9. What emotional and practical support improves attachment and 
bonding, and does the provision of such support improve outcomes 
for premature babies and their families?

10. Which treatments are most effective for preterm premature rupture 
of membranes?

11. When is the best time to clamp the umbilical cord in preterm birth?

12. What type of support is most effective at improving breastfeeding for 
premature babies?

13. Which interventions are most effective to treat necrotising 
entercolitis in premature babies?

14. Does specialist antenatal care for women at risk of preterm birth 
improve outcomes for mother and baby?

15. What are the best ways to optimise the environment (such as light 
and noise) in order to improve outcomes for premature babies?

Source: Ref 22



Patient and public involvement (PPI) to improve 
care for babies born preterm
The involvement of NCT and BLISS was key for ensuring that women, babies 
and families were at the heart of this research programme. They were 
involved in the qualitative research, around developing the BASICS trolley, the 
ethics of recruiting women in very preterm labour, the Cord pilot trial and the 
research priority setting. 

We particularly valued the input of NCT and BLISS in the Cord pilot trial, when 
discussing the issue of inviting women in very preterm labour to particpate 
in a clinical trial; NCT attended the ethics committee meeting where the pilot 
study was being assessed in order to answer any questions on the ethics of 
such a trial; NCT and BLISS helped with the qualitative work and also in writing 
the ‘Parents’ Information Leaflet’ and were consulted on all the monthly 
newsletters which were available for parents throughout the pilot trial. NCT 
and BLISS were full involved in many difficult discussions around the conduct 
of the trial.

Conclusions
This work has been a shining example of service user collaboration in an 
entire programme of research, involving women, babies and families, and we 
now look to implementation. Although we found that women and clinicians 
valued initial care at the mother’s side, we still need to ask a wider group 
of women and assess the best ways to support change in practice. Care at 
the mother’s side needs training and support if it is to become standard 
care, and there is still the question of when it is best to clamp the cord 
when stabilisation and resuscitation are provided with the cord intact. The 
prioritised list of unanswered questions on preterm birth needs to be taken 
forward, with women, babies and families remaining at the centre of future 
research projects.
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Monitoring babies during labour:  
What are the issues for pregnant women 
and their health professionals?

Tuesday 17 October, The Studio, Birmingham

Explore the implications of the INFANT trial plus new data from a quality 
of care analysis on electronic fetal monitoring. This multi-disciplinary 
event brings together obstetricians, neonatologists, midwives and user 
representatives to share perspectives on the evidence and practice issues 
associated with CTG use in labour and develop future research questions.

Confirmed speakers and topics:

The results and implications of the INFANT trial  
– Prof Peter Brocklehurst, University of Birmingham

NICE guidance on monitoring the baby during labour  
– Rhona Hughes, consultant obstetrician, NHS Lothian

Women’s perceptions of electronic fetal monitoring  
– Milli Hill, Positive Birth Movement

Communicating at Antenatal Courses  
– Leanne Stamp, NCT practitioner

Events During Labour:  
An Obstetrician’s Perspective  
– Prof Tim Draycott, North Bristol NHS Trust

Waiting for the Call:  
A Neonatologist’s Perspective  
– Dr Chris Gale, Imperial College London

Plenary hosted by Sarah-Jane Marsh,  
Chair of NHS England’s Maternity  
Transformation Programme Board

There are free places available for user reps and NCT practitioners and members 
interested in maternity services and research.

Find out more and book at www.nct.org.uk/professional/events

http://www.nct.org.uk/professional/events
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