
          Suitable for printing to guide individual patient management but not for storage  Review Due: June 2027 
Page 1 of 24 

 

 

Extreme Preterm Birth - Obstetric and Neonatal Management - 

 Full Clinical Neonatal Guideline 

Reference no.: NIC RE 02/ June 2024 

Contents 

Section  Page 

1 Introduction 1 

2 Purpose and Outcomes 1 

3 Key Responsibilities and Duties 2 

4 Abbreviations 2 

5 Approach to decision making 2 

6 Assessment of the risk for the baby 2 

6.1 Gestation based risk 2 

6.2 Modified risk assessment 5 

7 Counselling the parents and involving them in decision making 7 

8 Agreeing and documenting a management plan 8 

9 Principles of Obstetric management 9 

10 Principles of Neonatal management 12 

10.1 Active (survival focused) neonatal management 12 

10.2 Palliative (comfort focused) neonatal management 13 

11 Monitoring compliance and effectiveness 13 

12 References 13 

Appendix 1 Outcome for babies born at 22-26 weeks’ gestation 15 

Appendix 2 Extreme Preterm Birth Care Pathway Booklet 16 

 Documentation Control 24 

1. Introduction 
 
This guideline includes: 

• Singleton pregnancies between 22+0-26+6 weeks gestational age;  

• Multiple pregnancies between 22+0-27+6 weeks gestational age; 

• Anticipated birth weight <800 grams 

Management of the delivery of an extremely preterm baby is one of the most challenging 

aspects of perinatal medicine. The ethical, social, economic and legal issues have been 

reviewed by the Nuffield Council on Bioethics (1).  The ethical principles that formed the 

basis for previous guidelines have not changed but perinatal care has continued to advance 

with steadily improving outcomes for extreme preterm babies (2). In response BAPM has 

recently issued a Framework for Practice to guide managing extreme preterm birth (3).  The 

report forms the basis for this guideline.  It is recommended that those accessing this 

guideline familiarise themselves with the report, including the appendices which give useful 

background information and important additional resources. 

2. Purpose and outcome 

For medical staff to optimise the care of these babies, support the families and provide 
evidence based information 
To ensure a standardised approach in attending and managing babies born, or expected to 

be born extremely preterm 
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3. Key responsibilities and Duties 

Care of the mother, her fetus and the baby, will always need to be individualised and should 

be led by senior staff in all disciplines. The parents’ hopes and expectations need to be 

explored with honesty and compassion in a realistic way, drawing upon the available 

evidence. Communication and agreed plans must be documented in full using the 

proforma (Appendix 2), filed in the patient notes and signed/dated legibly. These plans 

may need to be revised frequently 

4. Abbreviations 
 
BAPM   - British Association Paediatric Medicine 
EDD   - Expected date of delivery 
GMFCS  - Gross Motor Function Classification System 
MBRRACE-UK - Mothers and Babies: Reducing Risk through Audits and  
    Confidential Enquiries across the UK 
RCPCH  - Royal College College of Paediatrics and Child Health 
 

5. Approach to decision making 
 

When it appears that a mother will deliver her baby at a very early gestational age the relevant 

clinical information needs to be reviewed to guide management. The obstetric history and 

antenatal care must be considered carefully with particular attention to the ultrasound dating 

scan(s). Those dated by ultrasound at 10 to 13+6 weeks have an EDD accurate to within 4 

days (4). Those pregnancies dated later than this will have a wider range of possibility for 

EDD.  The best estimation of gestational age should be agreed with the parents. 

The approach to decision making involves: 

1. Assessment of the risk for the baby if delivery occurs 

2. Counselling the parents and involving them in decision making 

3. Agreeing and communicating a management plan 

 

6. Assessment of the risk for the baby 

Assessment of the risk for the baby if delivery occurs should consider: 

• the gestation-based risk, including mortality and survival with severe impairment 

 

• a modified risk assessment. 

 

6.1. Gestation based risk 
Survival of extremely preterm infants has increased steadily since 2006 with greater 

willingness to offer neonatal intensive care. Outcomes are continually changing and 

management should always be based on the most recent data available.  The most up to date 

data available in September 2019 is detailed in the BAPM report (See Appendix 1 of the Report 

(3).   

Table 1 below gives a summary of the gestation based survival. 

Assessment of the risk of severely disabling conditions among survivors is problematic and it 

is acknowledged there are differences in views about acceptable levels of disability. What for 

one individual or family may be an acceptable outcome may not be acceptable for another. 

BAPM consider that in decisions about provision of potentially life-sustaining treatment, the 
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ethically relevant consideration is the risk of disabilities that could affect whether it is in the 

baby’s best interests to survive and should focus on the most severe disabilities (3).   

To facilitate discussion about disability it is helpful to use an established framework.  The 

report from the BAPM/RCPCH Working group in 2008 set out definitions for severe 

nueurodevelopmental disability (5). Severe impairment includes: 

• severe cognitive impairment with an IQ lower than 55 (< -3 standard deviation); this 

will usually result in the need for special educational support and require supervision 

in daily activities 

• severe cerebral palsy – classified as Gross Motor Function Classification System 

(GMFCS (6)) grade 3 or greater 

• blindness or profound hearing impairment. 

The BAPM Framework (3) gives the following estimated prevalence rates of severe 

impairment in survivors as follows: 

22+0 - 22+6 weeks:  1-in-3 survivors has severe impairment  
23+0 - 23+6 weeks:  1-in-4 survivors has severe impairment  
24+0 - 25+6 weeks:  1-in-7 survivors has severe impairment  
26+0 - 26+6 weeks:  1-in-10 survivors has severe impairment  
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Table 1: Number and percentage of births, including births where the fetus was alive at 

onset of labour, live births, births receiving active care, admissions for neonatal care and 

survival to 1 year of age for births in 2016 in the UK. Recording of active care on the 

MBRRACE-UK database commenced during 2016 and thus rates are inferred from 

recording of a total of only 292 deaths (2). 

Gestational Week 22 weeks 23 weeks 24 weeks 25 weeks 26 weeks 

All births 486 510 656 664 832 

Births alive at the 

onset of labour 

290 362 497 508 674 

Live births 183 301 456 486 662 

% live births alive 

at the onset of 

labour 

 

63 (57-69) 83 (79-87) 92 (90-94) 96 (94-98) 98 (97-99) 

Delivery room 

deaths 

155 78 26 19 16 

% deaths before 

admission 

85 (80-90) 26 (21-31) 6 (4-8) 4 (2-6) 2 (1-3) 

Live birth receiving 

active care 

43 264 449 486 662 

% receiving active 

care (of all live 

births) 

 

23 88 98 100 100 

Admitted for 

neonatal Care 

28 223 430 467 646 

%admitted for 

neonatal care of 

births receiving 

active care 

65 (51-79) 85 (81-89) 96 (94-98) 96 (94-98) 98 (97-99) 

Death <1 year 13 122 160 108 106 

Survivors to 1 year  

 

15 101 270 359 540 

Survival 

Of those alive in 

labour 

5 (2-8) 28 (23-33) 54 (50-58) 71 (67-75) 80 (77-83) 

Of live births 

receiving active 

care 

35 (21-49) 38 (32-44) 60 (55-65) 74 (70-78) 82 (79-85) 

Of those admitted 

to intensive care 

54 (36-72) 45 (38-52) 63 (58-68) 77 (73-81) 84 (81-87) 
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6.2. Modified Risk Assessment 
The information available for the current pregnancy can help refine the gestation based risk.  

A range of factors are associated with increased or decreased risk (3): 

Fetal factors which may increase risk include male sex, multiple pregnancy, congenital 

anomaly and poor fetal growth.   

Clinical conditions which pose additional risk and have been associated with increased 

mortality and morbidity include prolonged pre-labour rupture of membranes before 24 weeks 

of gestation and clinical evidence of chorioamnionitis (7) (8)    

Therapeutic strategies: administration of antenatal steroid and magnesium sulphate are 

associated with improved survival and neonatal outcomes as well as reduced risk of childhood 

impairment, even before 24 weeks of gestation (9) (10)     

Clinical Setting: survival is highest at these extreme preterm gestations in centres with 

experienced staff and higher patient numbers and antenatal transfer to a NICU is 

recommended  

The agreed risk for the baby has ethical and practical implications for the options that should 

be available. Extremely high risk: For babies with an extremely high risk of death or of survival 

with unacceptably severe impairment despite treatment, palliative (comfort-focused) care 

would be in the best interests of the baby and life-sustaining treatment should not be offered. 

There is no absolute indication for paediatric attendance at the birth although for individual 

families this may be helpful. High risk: For babies with a > 50% risk of death or of surviving 

with unacceptably severe impairment despite treatment, it is uncertain whether active (survival 

focused) management is in the best interests of the baby and their family. Parents should be 

counselled carefully and parental wishes should inform a joint decision to provide either active 

or palliative treatment. Ideally, a senior neonatal clinician who has previously met the parents 

will be available to attend the birth and supervise implementation of the agreed plan. Moderate 

risk: For babies with a < 50% risk of death or of survival with unacceptably severe impairment, 

active management would be in the best interests of the baby. A senior neonatal clinician 

should attend the birth 

The following pictorial representation of this is taken from the BAPM framework (3) 
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There is no objective way of defining risk.  It is important that individual circumstances are 

considered and that families are involved and supported in the joint decision making. 

Reaching a decision on agreed risk for a baby influences the ethical and practical 

management options that should be available.  The working group gives examples to 

consider that illustrate the principles (3). 

Extremely high risk: babies with a > 90% chance of either dying or surviving with severe 

impairment if active care is instigated would fit into this category.  Examples: 

• babies at 22+0 - 22+6 weeks of gestation with unfavourable risk factors 

• some babies at 23+0 - 23+6 weeks of gestation with unfavourable risk factors, 

including severe fetal growth restriction 

• (rarely) babies ≥ 24+0 weeks of gestation with significant unfavourable risk factors, 

including severe fetal growth restriction 

For babies with an extremely high risk of death or of survival with unacceptably severe 

impairment despite treatment, palliative (comfort-focused) care would be in the best interests 

of the baby and life-sustaining treatment should not be offered. There is no absolute 

indication for paediatric attendance at the birth although for individual families this may be 

helpful. 
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High risk: babies with a 50-90% chance of either dying or surviving with severe impairment 

if active care is instituted would fit into this category.  Examples: 

• babies at 22+0 - 23+6 weeks of gestation with favourable risk factors 

• some babies ≥ 24+0 weeks of gestation with unfavourable risk factors and/or co-

morbidities 

For babies with a > 50% risk of death or of surviving with unacceptably severe impairment 

despite treatment, it is uncertain whether active (survival focused) management is in the best 

interests of the baby and their family. Parents should be counselled carefully and parental 

wishes should inform a joint decision to provide either active or palliative treatment. Ideally, a 

senior neonatal clinician who has previously met the parents will be available to attend the 

birth and supervise implementation of the agreed plan.   

Moderate risk: babies with a < 50% chance of either dying or surviving with severe 

impairment if active care is instituted would fit into this category. Examples given were: 

• most babies ≥ 24+0 weeks of gestation 

• some babies at 23+0 – 23+6 weeks of gestation with favourable risk factors. 

For babies with a < 50% risk of death or of survival with unacceptably severe impairment, 
active management would be in the best interests of the baby. A senior neonatal clinician 
should attend the birth. 
 

7. Counselling the parents and involving them in decision making 

Whenever possible, parents should be involved. The planning consultation should include 

senior clinical staff from the obstetric, midwifery and neonatal teams. The assessed category 

of risk to the baby and the uncertainty around this should be conveyed sympathetically and 

with clarity. The hopes and expectations of parents should be explored honestly and 

compassionately but also in a realistic way. Clear, balanced information should be shared 

and management options discussed. Ideally there will be time for clarification and questions, 

and parents given the opportunity to revisit discussions.  

The risk of severe impairment category should be used to inform parents when discussing 

risk following extremely preterm birth:       

The severe impairment category includes any of: 

• severe cognitive impairment with an IQ lower than 55 (< -3 standard deviation); this 

will usually result in the need for special educational support and require supervision 

in daily activities 

• severe cerebral palsy – classified as Gross Motor Function Classification System 

(GMFCS) grade 3 or greater  

• blindness or profound hearing impairment 

In utero transfer to a maternity facility co-located with a NICU should be considered at the 

earliest opportunity when active management is planned. All such transfers should be 

discussed with the receiving team, and parents should be made aware that the prognosis 

(and therefore management) may be revised following in utero transfer to a centre with 

greater experience of managing extremely preterm birth. Communication and agreed plans 

should be documented in full (including in the maternity Electronic Patient record) and, when 

relevant, clearly communicated with the receiving centre. The agreed plan of management 
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should be revised regularly if pregnancy continues. Parents should also be helped to 

appreciate that the baby may be born in unexpectedly poor, or unexpectedly good condition, 

and the implications of this for what care might be appropriate.  

When active care is planned and time allows, parents should be given an opportunity to visit 

the neonatal unit and to meet staff and should receive information and support regarding 

expressing breast milk.  Where appropriate, the practicalities of commencing, withholding 

and/or withdrawing intensive care and the positive role of palliative care strategies should be 

described to the parents. This will help prepare them for possible outcomes after the birth.  

Parents may find the advice and support of their family, friends, spiritual advisers and/or 

local and national support organisations to be of great value at this time and should be 

signposted appropriately.   

8. Agreeing and documenting a management plan 

Whenever possible, parents should be involved in planning an extremely preterm birth. The 

planning consultation should include senior clinical staff from the obstetric, midwifery and 

neonatal teams who will be caring for the mother and her baby before, during and after the 

birth. 

The assessed category of risk to the baby (including the inherent uncertainty around this) 

should be conveyed. 

Clear, balanced information should be shared and management options discussed. Time 

should be allowed for clarification and questions, and parents offered the opportunity to 

revisit discussions with the perinatal team at any point, acknowledging the challenging 

nature of the information that they are being asked to receive and the decisions that are 

being made. 

Following consultation with parents, initial management of the birth will follow one of two 

pathways (see figure below): “active (survival focused)” or “palliative (comfort focused)”.  It is 

challenging to make a binary decision from a continuum of risk and categorisation of risk 

should always be undertaken by the most senior clinicians available.  

Parents should be counselled that the plan for management will be reviewed and may need 

to change based on the clinical condition of the baby before, at or after birth, or subsequently 

in a NICU.  Consistency in obstetric and neonatal management is essential, either to ensure 

that the baby is born in the best possible condition or to avoid unnecessary intervention. The 

agreed plan should be clearly documented and communicated to all members of the 

obstetric and neonatal teams who may be involved in care of the family. 

Where appropriate, the practicalities of commencing, withholding and/or withdrawing 

intensive care and the positive role of palliative care strategies should be described to the 

parents. 

Where there is an extremely high risk of a poor outcome for the baby, it would be considered 

in the best interests of the baby, and standard practice, not to offer active neonatal 

management. 

An Extreme Preterm Care Pathway booklet (Appendix 2) is to be used to document. 

Incorporated within this booklet is the East Midlands Intrauterine Transfer form that needs to 

be completed for all attempted in-utero transfers for <27 weeks singleton or <28 weeks for 

multiple pregnancies whether successful or unsuccessful. 
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Communication and agreed plans should be documented in full (including in the maternity 

Electronic Patient record). Following consultation with parents, initial management of the 

birth will follow one of two pathways: “active (survival focused)” or “palliative (comfort 

focused)” (Figure 2). Consistency in obstetric and neonatal management is essential, either 

to ensure that the baby is born in the best possible condition or to avoid unnecessary 

intervention. The agreed plan should be clearly documented and communicated to all 

members of the obstetric and neonatal teams who may be involved in care of the family. 

 

 

9. Principles of Obstetric Management 

 

9.1. Survival focused neonatal care agreed 
Once a commitment to active neonatal care has been agreed obstetric management should 

focus on ensuring the baby is born in the best condition possible given the individual set of 

circumstances. The potential for each obstetric intervention to improve the baby’s condition 

at birth should be considered and kept under review as the clinical picture and gestational 

age changes. 

9.1.1 In utero transfer to tertiary centre 
It is important to refer to current Network agreed pathways for Derby and Burton sites.  

These are different particularly in respect of gestational thresholds for IUT.   

• Transfers should be to a Level 3 NICU: 

o <27 weeks gestational age singleton pregnancies 

o <28 weeks gestational age multiple pregnancies 

o Anticipated birth weight <800g 

• Consider at earliest opportunity if no risk of imminent delivery or risk to maternal 

wellbeing  
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Contraindications for IUT: 

• Pregnancy <22 weeks (if transfer is for fetal condition or threatened labour). Neonatal 

stabilisation may be considered for babies born from 22 weeks gestation following 

assessment of risk and a multi professional discussion with parents 

• Potentially lethal condition where active intervention of the fetus is not being 

considered even if live born. In cases of fetal abnormalities the cases should be 

discussed with a fetal medicine specialist 

• Active labour where the chance of delivery in the ambulance en route is considered 

likely 

• Maternal condition which may require intervention during transfer (for example 

antepartum haemorrhage or uncontrolled hypertension) or relevant to the place of 

delivery for maternal reasons 

• Known fetal or maternal compromise requiring immediate delivery, including 

abnormal cardiotocography (CTG) 

Decision for IUT: 

All potential transfers must be authorised by the on call consultant obstetrician, following 

discussion with the on call neonatologist/paediatrician of the referring hospital. 

9.1.2 Steroids and magnesium sulphate  
Parents need to be informed that there is a lack of clear evidence of magnitude of benefit 

and risk when used below 24 weeks.  

For operational detail on the administration refer to preterm birth guideline.  

Offer intravenous MgSO4 for neuroprotection of the baby to women between 24+0 and 29+6 

weeks of pregnancy who are: 

• In established preterm labour or 

• Having a planned preterm birth within 24 hours 

Consider intravenous MgSO4 for neuroprotection of the baby to women between 22+0 and 

23+6 weeks of pregnancy who are: 

• In established preterm labour or having a planned preterm birth within 24 hours 

• Where there is a plan for active management of the pregnancy and where potentially 

life-sustaining care for the baby is considered appropriate 

9.1.3 Tocolysis 
Consider any time from 22 weeks if used to facilitate administration of steroids and MgS04 
and in utero transfer – Consultant decision. For operational detail on the administration refer 
to preterm birth guideline.  
 

9.1.4 Intrapartum FHR monitoring 
Recommend CEFM from 26+0 weeks 

Below 26 weeks there is a lack of evidence to inform practice and the decision to 

recommend or withhold FHR monitoring needs to be discussed as part of the wider agreed 

package of care. A senior obstetrician should be involved in decisions around intra-partum 

fetal heart rate monitoring as there is a lack of evidence to inform practice (20). The family 
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should be made aware of the rationale for either recommending or withholding fetal heart 

rate monitoring 

eg. it may be appropriate not to monitor if delivery by C/S is not part of the agreed package 

24-25+6 weeks  

IA for most babies 

Consider CTG only if would surgically intervene for fetal reasons (see below) 

There is a lack of evidence to support the use of CTG before 26 weeks due to fetal 

autonomic immaturity so interpretation can be difficult.  Decision to use should only be made 

by Consultant Obstetrician.  

< 24 weeks use IA if FHR monitoring thought to be appropriate 

When a decision is made for palliative (comfort focused) management of the baby at birth, 

only interventions for maternal benefit are appropriate. Intrapartum fetal heart rate 

monitoring is not advised. 

9.1.5 Surgical intervention  
The decision to surgically intervene at extreme preterm gestations requires careful 

consideration of the balance between the benefits to fetal and neonatal survival versus the 

impact of C/S for the mother which may require hysterotomy or classical C/S. Such 

decisions should only be made by a Senior Obstetrician after discussion with the parents. 

Where delivery by C/S has been agreed it should only be undertaken after labour is 

established unless fetal or maternal wellbeing dictates otherwise. The increased risks of 

classical C/S should be discussed with the parents: increased pain; haemorrhage; infection; 

thrombosis; other injury; future pregnancy/delivery. Delivery by hysterotomy for fetal 

indications ideally should be avoided. 

In the absence of labour and where delivery should be expedited for maternal reasons (e.g. 

pre-eclampsia or chorioamnionitis) or, more rarely, for fetal reasons (e.g. severe fetal growth 

restriction) delivery by caesarean section may be the only option to ensure timely delivery for 

mother and/or baby. Induction of labour is unlikely to be appropriate in such circumstances 

where there is maternal or fetal compromise and a commitment to potentially life-sustaining 

care for the baby has been agreed with the parents. 

< 24 weeks  
There is no evidence to support C/S for fetal benefit although it may be required for maternal 

reasons eg major haemorrhage 

24- 26 weeks 
Evidence unclear but delivery by C/S is usually not considered for fetal reasons less than 25-

26 weeks 

Breech presentation. Consider delivery by C/S after 26 weeks as risk of head entrapment is 

10% if delivered vaginally.  

9.2. Palliative neonatal care agreed 
The only obstetric interventions appropriate are those of maternal benefit.  
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FHR monitoring is not advised other than to establish viability to help with expectations 

around birth. 

 Parents should be made aware that their baby may show signs of life after birth, including 

visible heartbeat, gasping and/or movement of limbs. 

10. Principles of Neonatal Management 
 

10.1. Active (survival focused) neonatal management 
Management of the extreme preterm baby will be challenging and ideally the attending team 

will be experienced in stabilisation of extremely preterm babies and led by a consultant 

neonatologist or the most senior member of the neonatal/paediatric team available at the 

time of birth, and in accordance with Resuscitation Council UK guidance, noting specific 

recommendations for preterm infants. The team should be aware of parental wishes, but 

when the baby is born in unexpectedly poor condition it is reasonable for the attending 

neonatologist to proceed with care in the baby’s best interests.  

Stabilisation should normally be undertaken in the same room as the parents, who should be 

offered the opportunity to see, touch and photograph their baby. Following successful 

stabilisation of the baby, the mother should be supported to express breast milk as early as 

possible, with ongoing facilitation of parental contact and family involvement as partners in 

care. 

The most important intervention is establishment of adequate lung recruitment, and the most 

important measure of success is heart rate. There should be particular attention to 

maintenance of normothermia, with the use of a plastic bag and/or other methods of 

delivering thermal care, and skin protection.  Stabilisation and supported transition with lung 

inflation, using an appropriately sized facemask, should be initiated. Care should be taken 

not to over distend the lungs. If there is concern about the adequacy of ventilation and no 

response to mask inflation, proceed to intubation. Use of advanced measures for 

resuscitation including cardiac massage and endotracheal or intravenous adrenaline are 

rarely required following extreme preterm birth.  Deferred cord clamping for at least 60 

seconds should be routine practice (unless contraindicated).  

If there is no response to mask ventilation, and any doubt around the adequacy of 

ventilation, the baby should be intubated and surfactant administered. 

Use of advanced measures for resuscitation including cardiac massage and endotracheal or 

intravenous adrenaline are rarely required following extreme preterm birth. In the absence of 

sufficient evidence to justify a different approach in extremely preterm babies, if advanced 

resuscitation is considered appropriate, the Working Group recommends applying newborn 

resuscitation algorithms as used in more mature babies. 

Unexpectedly poor condition 

When the baby is born in unexpectedly poor condition, it is the responsibility of the most 

senior attending neonatal professional to decide if ongoing attempts at stabilisation and/or 

resuscitation are in the baby’s best interests. This should be conveyed sympathetically but 

unambiguously to parents, and palliative care offered.  Absent heart rate or severe 

bradycardia persisting despite effective cardiopulmonary resuscitation for more than a few 

minutes is associated with high rates of mortality and neurodevelopmental impairment in 

extremely preterm babies (11). 
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10.2. Palliative (comfort focused) neonatal management 
Where there is an extremely high risk of a poor outcome for the baby, it would be considered 

in the best interests of the baby, and standard practice, not to offer active neonatal 

management.  The aim is to support the parents and their baby and to avoid interventions 

that may cause discomfort, pain or separation of the baby from the parents.  There should 

be agreement on the most appropriate location to deliver this care and it should not 

necessitate in utero transfer. There should be an emphasis on family centred care, with 

opportunities for parents to create positive memories of their baby.  Plans should be 

individualised. 

A senior neonatologist or paediatrician may be present at delivery to provide a brief 

assessment of the baby’s condition at birth and to support midwifery staff and the family.  

Respiratory support (including provision of positive pressure ventilation) should not be 

provided. Parents should be offered the opportunity to hold and to spend as much time as 

they wish with their baby in a quiet and private location. After the baby has died a parent-led 

bereavement care plan should be put in place for the family, including communicating with 

parents and creating memories. 

After discharge home, optimal communication with all professionals involved (and in 

particular the GP, health visitor and community midwife) is essential. 

Parents should be offered bereavement counselling and the opportunity to meet with 

perinatal staff for a follow up consultation in an outpatient setting. Where possible, this 

meeting should be conducted by the same staff that counselled the family in the peripartum 

period. 

Unexpectedly good condition 

In the rare circumstance where palliative (comfort focused) care has been agreed, but a 

baby is born in unexpectedly good condition, attending midwifery and/paediatric medical 

staff should discuss with parents whether the estimated gestation and prognosis were 

accurate and whether the planned palliative approach is still appropriate. Stabilisation should 

not be delayed if deemed in the baby’s best interests. 

11. Monitoring Compliance and Effectiveness 
 

Data will be collected centrally through the call handling service and this will be downloaded 

on a monthly basis and sent to a nominated Preterm Birth lead at each Trust. Each referring 

unit will also keep a record of all the in-utero transfer records and completed decision 

making tools. The Preterm Birth lead will be responsible for following up the outcome of each 

case and a review of all cases will take place on a quarterly basis with the Neonatal ODN 

and Maternity Clinical Network. 
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Appendix 1: Outcome for babies born at 22-26 weeks’ gestation 

See Table 1 for details 
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 Appendix 2: extreme preterm birth care pathway booklet 

 

  

Extreme Preterm Birth (22—26+6 weeks gestational age)           

Risk assessment,  Agreed Obstetric/Neonatal Care Pathway & In-utero 

transfer 

  

  

Please affix patient’s sticker here (to 

include name, address, GP, D.O.B., NHS 

number and Hospital No.) 

Date / time:  / /20 :    

Proposed review date:  / /20  

Gestational age:   weeks  days 

GA based on: EDS   2nd Trimester     3rd Trimester      LMP 

Estimated Fetal Weight:   grams 

Named Obstetric consultant: 

Named Neonatal consultant: 
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CONTACT NUMBERS  

First line to obtain NICU cot status and maternal bed availability (state IUT for extreme preterm 
birth with cot needed in Nottingham or Leicester:  365 Handling Service (East Midlands Neonatal 
ODN footprint): 

0300 300 0038 

Every effort should be made to keep baby within the Network, direct contact numbers as below 

Level 3 (NICU)  

Nottingham City Hospital 

Hucknall Road; Nottingham NG5 
1PB 

0115 969 1169 extension 55216 
or 55215 

Queen’s Medical Centre 

Derby Road; Nottingham NG7 
2UH 

0115 924 9924 extension 64120 

Leicester Royal Infirmary 

Infirmary Square; Leicester LE1 
5WW 

0116 258 6464 

Additional Level 3: Only to be used in case IUT to none of the above can be accepted 

Birmingham Heartlands Hospital 

Neonatal: 0121 4243508 

Maternity: 0121 4243514 

Birmingham Womens Hospital 

Neonatal: 0121 3358190 

Maternity: 0121 3358220 

University of North Midlands 

Neonatal: 01782 672400  

Maternity: 01782 672333 

New Cross Wolverhampton 

Neonatal: 01902 694032 

Maternity: 01902 694031 

University Hospital Coventry 

Neonatal: 02476 966668 

Maternity: 02476 967333 

Sheffield Jessops Wing 

Neonatal: 0114 2268356 

Maternity: 0114 2261035 

Hull University Hospital 

Neonatal: 01482 604391 

Maternity: 01482 604490 

Bradford Royal Infirmary 

Neonatal: 01274 364522 

Maternity: 01274 364515 

Leeds General Hospital 

Neonatal: 0113 3927443 

Maternity:  0113 3927445 

St Marys Hospital Manchester 

Neonatal: 0161 7012700 

Maternity:  0161 2766556 

Arrowe Park Hospital 
Birkenhead 

Neonatal: 0151 6047108 

Maternity: 0151 6047130 

Royal Oldham Hospital 

Neonatal: 0161 6278151 

Maternity: 0161 6278255 

John Radcliffe Hospital Oxford 

Neonatal: 01865 223201 

Maternity: 01865 221651 

Royal Bolton Hospital 

Neonatal: 01204 390748 

Maternity: 01204 390579 

Liverpool Womens 

Neonatal: 0151 7024193 

Maternity: 0151 7089988 ext1162 
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