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British paediatrics

Perinatal care

The British Paediatric Association (BPA) has re-
cently issued its responses to two official reports
relating to the care of the newborn baby-namely,
the report of the Social Services Committee (SSC)
on perinatal and neonatal mortality and the report
of the Maternity Services Advisory Committee
(MSAC) on postnatal and neonatal care. Both
reports are welcomed by the BPA but, as might be
expected, not all the specific recommendations meet
with the Association's approval.
According to the SSC the only body in a position

to produce gencrally acceptable national minimum
standards is the MSAC. The BPA strongly disagrees
with this view and refers to the reports it has
prepared in conjunction with the British Association
for Perinatal Paediatrics and the Royal College of
Obstetricians and Gynaecologists (RCOG), in
which widely recognised minimum standards have
been drawn up. The minimum standards for nursing
and medical staff in neonatal units as proposed by
the MSAC are not accepted by the BPA. The
recommended level of nursing staff in neonatal units
is totally inadequate, and the Association has strong
reservations about the statement that in every
neonatal unit there should always be a nurse in
charge who has at least one year's experience in
neonatal nursing. In a neonatal unit providing
intensive care it is not acceptable to have a nurse at
less than the grade of sister in charge. Furthermore,
the recommendations for paediatric medical staff
are not sufficiently strong. For example, the MSAC
states that 24 hour medical cover for the care of the
newborn should be provided by a paediatrician
'ideally on site' and that in regional perinatal centres
there should be 'at least one consultant perinatal
paediatrician'. The BPA considers that 24 hour
cover provided by a paediatrician on site is not just
ideal but essential and that there should be an
absolute minimum of two consultant perinatal
paediatricians in a regional centre.
Although both committees support the principle

of 24 hour paediatric cover, which implies the
provision of adequate numbers of junior posts in
paediatrics, the government has stated that there
can be no increase in such posts as this would mean
training more doctors than there are likely to be

career outlets available. The BPA points out that
this view does not take account of the fact that
junior posts in paediatrics are suitable for training
general practitioners and consultants in other
specialties and therefore do not need to be rigidly
related to higher grade posts in paediatrics alone.
The two reports recommend that each region

should make adequate provision for neonatal inten-
sive care, but only the SSC is prepared to place the
responsibility for making available the necessary
resources on the Secretary of State. Regional health
authorities will clearly have to determine the proper
distribution of intensive care cots throughout their
regions, set up regional referral units, and ensure
that districts have the facilities to undertake short
term ventilation before transfer. The BPA has
evidence from at least two regions that babies are
being refused admission to intensive care units
through lack of beds. It is important, therefore, that
the scale of this problem should be assessed. It
would also be helpful if information were gathered
about refusals of antenatal transfer. According to
the BPA there should be at the very least one
intensive care cot per 1000 annual deliveries, but the
MSAC was not prepared to recommend a minimum
number of cots, in spite of the advice of the
paediatricians on the committee that this was
essential. The strategy of the MSAC is that regions
should plan to make up deficiencies and develop
their neonatal services over a period of 10 years, but
this is seen by the BPA as too slow. There should be
a two year planning and consultation period with
three more years for implementation.
A policy statement in the MSAC report states that

babies who need a measure of extra care short of
continuous skilled supervision should be nursed
alongside their mothers, but no mention is made of
intermediate or transitional care, which enables
nursing skills to be concentrated on a single post-
natal ward. Wherever they are nursed babies
needing extra care will require a more generous
allocation of nurses than on a normal postnatal
ward. The SSC recommends that more National
Board Courses in special and intensive neonatal
nursing be established and that qualifications gained
in these courses be recognised in pay levels. The
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BPA is in favour of this but considers that only those
nurses actually working in special and intensive care
units should receive the extra payments for these
qualifications.
A recommendation of the SSC, which the BPA

considers crucially important, is that the long term
health of babies treated in neonatal intensive care
units should be monitored. The Oxford Region's
Child Development Project could, in the Associa-
tion's view, be a model for such a monitoring
system, and the increasing number of consultant
paediatricians with an interest in child health could
help its implementation.
The MSAC report includes a list of recommended

equipment for neonatal units that, it says, will have
to be regularly reviewed in the light of up to date
information from the BPA and other appropriate
professional bodies. While approving this list, the
BPA regrets the omission of a statement on the need
for a budgeted replacement programme for obsolete
or worn out equipment. Replacement of such
expensive items is a constant concern to paediatri-
cians, who are forced to spend an increasing amount
of time seeking charitable funds for this purpose.
Reliance on charity money is, in any case, of
questionable propriety in a centrally funded health
service.
There are a number of recommendations that the

BPA warmly welcomes. For example, the SSC
recommends that the recognised nursing establish-

ments in neonatal special and intensive care units
should be at the level proposed by the joint
committee of the BPA and RCOG and that there
should be a greatly increased rate of consultant
expansion in obstetrics and paediatrics. The BPA
also supports the recommendations of both com-
mittees that there should be individual records for
newborn babies, that regional plans should in-
corporate provision for neonatal surgery in regional
perinatal centres, and that full time perinatal
pathologists should be appointed in all regions. The
SSC is strongly supported by the BPA in its
encouragement of both the Department of Health
and Social Security and the Medical Research
Council to give high priority to the funding of
research in prenatal, perinatal, and neonatal
medicine.
Both reports were, on the whole, well received by

the BPA. The MSAC report was considered to be a
useful guide to good practice, but it was thought that
its advice should have been couched in stronger
terms. The SSC report echoes precisely the views of
the BPA when it concludes that 'the downward
trend in perinatal and neonatal mortality can only be
sustained if resources are directed towards improv-
ing services in areas of deprivation and if auth-
orities devote more effort to the better organisation
of services'.

A D M JACKSON
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