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Establishment of an intermediate care ward for babies
and mothers
P R F DEAR AND B I MCLAIN

Department of Paediatrics and Child Health, University of Leeds, and Neonatal Unit, St James's University
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SUMMARY This paper describes one year's experience with the running of a special postnatal
ward area, established so that babies who needed more treatment and monitoring than is
generally undertaken on postnatal wards but who did not need the facilities of the neonatal unit
could be kept by their mother's bedside. This 'intermediate care ward' admitted 297 babies with
their mothers during its first year of operation. We estimate that the opening of the ward led to a
20% reduction in admissions to the neonatal unit, without disadvantage to any baby. The
indications for admission are outlined and the reactions of patients and staff to the innovation
discussed.

It is probably not necessary to admit more than 5%
of newborn babies to a neonatal unit, and yet rates
of admission are considerably above this in many
hospitals. The usual explanation is that the postnatal
wards are not considered safe enough, either be-
cause they are understaffed or because the midwives
on them lack training or interest in neonatal
problems. Occasional examples of small babies
becoming cold on postnatal wards or of delay in a
diagnosis being reached are used to justify a high
rate of admssion to the neonatal unit.

Five years ago we began a campaign to decrease
the number of admissions to our neonatal unit to
reduce mother infant separation and concentrate
limited resources on those babies in definite need of
intensive care facilities.' Our initial approach was
simply to discuss, on the morning ward round, the
reason for each baby's admission to the unit, with a
view to seeing if it could safely have been avoided.
This led gradually to a more critical appraisal of the
need for admission by all doctors and nurses
involved, and the rate of admission fell from 15% to
about 9% over four years. By then it was normal
practice for a well baby with a birth weight of 2000 g
to be sent to the postnatal ward with his mother.
These low birthweight babies, and others with
potential problems, were, however, scattered
throughout our three postnatal wards and were not
necessarily being looked after by midwives with any
special expertise. For this reason, and to reduce the
rate of admission to the neonatal unit further, it was
decided to establish a special area on one postnatal
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ward to which all babies who needed more than
average attention could be sent with their mothers.
We describe our experiences with this 'intermediate
care ward' after one year and 297 admissions.

Method

The neonatal unit at St James's University Hospital
serves an inborn population of about 4600 each
year, as well as being a tertiary referral centre. The
low birthweight rate among inborn babies is 9%,
considerably above the national average of 6 5%.
The unit has eight intensive care cots, six high
dependency cots, and 18 special care cots. The full
time medical staff comprises one consultant neona-
tologist, one registrar, and four senioi house
officers. There is always resident middle grade cover
for the unit.

The intermediate care ward. The ward consists of a
six bedded bay, a four bedded bay, two single
rooms, and a nursery with space for six cots. It is in
close proximity to the nursing station. A fully
equipped resuscitaire was provided and a servo-
controlled, radiant heated intensive care platform
was put in the nursery so that any baby becoming
cold on the delivery suite could be efficiently
rewarmed. Incubators were available as required
from the neonatal unit. The only other additional
items of equipment were three electrical thermo-
meters with skin and rectal probes, which could be
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used to monitor continuously the temperature of the
smaller babies.

Staffing. Four of the midwifery staff expressed an

interest in establishing and running the intermediate
care ward. A short programme of preliminary in
service training was provided. This consisted of
clinical teaching on the neonatal unit from the
neonatal unit sisters, six lectures from the consult-
ant, covering topics such as temperature con-

trol, hypoglycaemia, jaundice, nutrition, and the
recognition of illness, and attendance at study days
for neonatal nurses. These four midwives run the
ward area by day, with help from three staff
midwives on a three monthly rotation, and the ward
area is staffed at night by two staff midwives on

three monthly rotations, who also received extra
training.
The ward receives more routine attention from

the paediatric medical staff than a normal postnatal
ward. One of the neonatal senior house officers is
responsible for it and performs a daily ward round of
all the babies. The senior house officers share this
job on a two monthly rotation. The neonatal
registrar puts in a daily appearance and, with the
consultant paediatrician, conducts a full ward round
twice a week.

Admission criteria. Table 1 shows the guidelines
used to suggest suitable cases for admission. They
are deliberately broad and the final decision on

whether a baby should go to the normal postnatal
ward, the neonatal unit, or the intermediate care

ward is in the hands of the senior house officer on

duty.
The nursing expertise and the facilities available

on the ward allow the admission of babies who need
incubator care, tube feeding, monitoring for hypo-
glycaemia, the management of feeding problems,
as in cases of cleft palate, micrognathia, Down's
syndrome etc, and phototherapy (available on all
postnatal wards). Intravenous infusions are not
available and necessitate admission to the neonatal
unit.

Table 1 Guidelines for admission to the intermediate care

ward

Low birthweight babies of more than 1700 g are suitable for admission to the
ward as long as there are no signs of illness.

Babies with birth weights below the third centile for gestational age are

suitable for admission to the ward as long as there are no serious
complicating factors aind they weigh more than 170)0 g.

Babies with congenital abnormalities, such as cleft lip and palate or Down's
syndrome, are particularly suitable for admission as such babies need to be
with their mothers in a supportive environment.

Babies of mothers with diabetes are good candidates for admission.
Babies with important medical conditions are NOT suitable for admission.

Results

A total of 297 babies were admitted to the in-
termediate care ward during the first year. Table 2
shows these babies classified according to the main
indication for admission. The category 'growth
retarded appearance but weight >10th centile'
describes babies who were underweight for their
length and who had wrinkled skin and a paucity of
subcutaneous fat.

Altogether, 51 babies (17%) required an initial
period of incubator care (mean duration 2-8 days),
81 babies (27%) needed tube feeding (mean dura-
tion 6-5 days), and 10 babies received phototherapy.
The median duration of admission to the ward

was nine days (range one hour to 21 days), and the
bed occupancy was about 75%. Sixty babies (20%)
remained in hospital for more than 10 days, which is
the usual upper limit of stay for obstetric indica-
tions. In 293 cases the mother remained with the
baby throughout, but in four cases the mother left
hospital before the baby and the baby was trans-
ferred to the neonatal unit.

Eighteen of the 297 babies were subsequently
transferred from the intermediate care ward to the
neonatal unit because of medical problems. The
diagnoses in these cases are shown in Table 3. Five
of the six babies admitted with respiratory symp-
toms were considered to be asymptomatic when
they left the delivery suite, and the indication for
admission to the intermediate care ward was low
birth weight. The sixth baby (with a birth weight of
2880 g and a gestational age of 39 weeks) had
grunting respiration when the decision was made to
send him to the intermediate care ward. None of
these babies needed assisted ventilation and they all
did well. Neither of the babies with a low blood
glucose concentration detected on screening had
symptoms of hypoglycaemia.

Table 2 Indications for admission among the 297 cases
admitted to the intermediate care ward during the first year

Indication No of cases

Preterm 113 (mean gestation 35 weeks, range 32-36 weeks)
Light for dates:
<10th centile 157 (mean gestation 38 weeks, mean birth weight

2430 g)
<3rd centile 75 (mean gestation 37 weeks, mean birth weight

2110 g)
Infants of mothers

with diabetes 25 (four preterm, three <10th centile)
Growth retarded

appearance but
weight >10th centile 24

Cleft lip and palate 5
Grunting respiration 5
Autosomal trisomy 4 (two Down's syndrome, one Trisomy 1, and

one Trisomy 13)
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Table 3 Details of babies admitted to the intermediate care ward who were subsequently transferred to the neonatal unit

Diagtiosis

Hvyaline membrane diseatse
Transient tachypnoea
Transient tachypnoea
Transient tachvpnoea
Transient tachypnoea
Transient tachvpnoea
Low blood glucose concentritioti
Low blood glucose coticentration
Pneumonia
Partial trisomy I
Mother went home
Poor temperature control
Necrotising enterocolitis
Ventricular septal defect
Trisomy 13
Patent ductus arteriosus
Mother went home
Unwell (? infected)
Mother went home*
Mother went home*
Abdominal distension
Infected umbilicus

Table 4 Change in admissions to neonatal unit before and
after opening of the intermediate care ward. Values are

NolTotal and (percentage)

Birth weight Admioson rate Admissioti rate

group (g) in Year befor' in rear iftetr
wardl openedl ward op)enied

170(M-2W(1( 41/55 (74) 4(0/72 (55)
2( 1-25(N 94/2601 (36) 59/255 (23)

>250() 195/4243 (5) 14(1/4176 (3)

Total >17(1(1 33(0/4558 (7) 239/45103 (5)

The rate of admissions to the neonatal unit in the
year preceding the opening of the intermediate care

ward and in the following year are shown in Table 4.
It is not possible to prove that the reduction in
admissions was the result of opening the ward, but
among babies weighing more than 1700 g the rate of
admission fell from 7-2% to 5-3% between these
years. This represents about 85 babies each year,
which is a 20% reduction in admissions to the
neonatal unit.

Discussion

At the end of its first year of operation the
intermediate care ward was popular with everyone.

The mothers appreciate it because of the greater
involvement they have with their babies. We have
not attempted a formal evaluation of parental
response, but the fact that nearly all the mothers
were prepared to stay longer in hospital than they
needed to from their own obstetric point of view

seems a good indicator of the attractiveness of the
situation, especially as our population tends to the
opposite extreme when the baby is admitted to the
neonatal unit. The atmosphere on the ward always
seems a happy one and there is a good deal of
mutual support between the mothers, which has
been commented on by many of them.
The midwives are enthusiastic because they like

the close participation with mothers and their new

babies and think that it gives them greater scope to
develop their skills effectively than the usual hurly-
burly and rapid turnover on a postnatal ward. None
of them wants to be a full time neonatal nurse, and it
seems that we have found a niche for certain
midwives who no doubt exist in other hospitals too.
The ward also provides a good opportunity for
training student midwives in neonatal special care,
which may be more appropriate to their needs than
training in intensive care on a neonatal unit.
The neonatal nurses value the ward because it has

relieved them of a group of babies who do not really
need their highly developed skills. This aspect is
particularly important at a time when most neonatal
units are desperately short of nurses with training
and experience in intensive care. When sick babies
are denied admission to the unit because the staff
are diverted by hordes of babies who need little
more than tube feeding then clearly something is
wrong. Our conclusion that some 85 babies were

spared admission to the neonatal unit must be seen

in the context of our already low rate of admission.
Hospitals with higher rates of admission could
expect correspondingly greater reductions.
The junior doctors like the intermediate care
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ward because of the air of enthusiasm for a
paediatric input, which is not always found on
postnatal wards, and because of the sense of
participation and continuity that it offers them.
They also have the security of knowing that all the
babies likely to cause problems are in one place and
well supervised. As admission to the ward does not
entail separation of mothers and babies there is no
pressure to avoid admission, other than the availa-
bility of beds. Clearly, the babies on the intermedi-
ate care ward demand more attention from the
neonatall senior house officers than most of the other
babies on postnatal wards. These babies, however,
would need attention wherever they were.
The paediatric consultant likes the ward because

it is an oasis away from the problems on the
neonatal intensive care unit and because it is a good
place for teaching everyday aspects of baby care to
new senior house officers, medical students, and
student midwives.
The babies benefit by having fewer caretakers

than they would if admitted to the neonatal unit,
by being exposed to fewer pathogenic micro-
organisms,2 and by being at less risk of unnecessary
medical investigation or treatment. We do not feel
that any baby has been disadvantaged by admission
to the intermediate care ward rather than to the
neonatal unit. In particular, there were no instances
of symptomatic hypoglycaemia among light for
dates babies, and we agree with Jones and Roberton
that such babies no longer deserve their reputation
for causing problems in the neonatal period.3 As an
admission criterion 'grunting respiration' con-
travened the guidelines, and although four of the
five babies admitted on this indication settled
rapidly we recommend that babies with respiratory
symptoms are admitted directly to the neonatal unit.

Although we believe that health authorities
should fund an increase in midwifery establishment
to support the innovation that we describe, we have

had to service our intermediate care ward from
within the existing establishment. This is just poss-
ible because there is no change in the number of
babies cared for or in the nature of their problems,
simply a relocation. Given willingness to allocate
staff according to the workload, it ought to be a
feasible proposition in most hospitals. The ward was
closed for two weeks during the year. This was in a
period of drastic staff shortage, during which other
postnatal ward beds were also closed. Now that the
advantages of the ward are well established every
effort is made to grant it a privileged status among
the postnatal areas.
The intermediate care ward that we have estab-

lished would probably not be feasible, or indeed
desirable, in every other hospital, either in concept
or in detail. Many hospitals have addressed the
problem of unnecessary admissions to the neonatal
unit in other ways. None the less, in some hospitals
far too many well babies are admitted to the
neonatal unit, while their mothers go to the post-
natal ward. There is no excuse for failing to make
efforts to avoid this and we hope that our experience
may be an encouragement and a guide for some.

Wc thiank the midwives, whose enthusiasm for the project was so
vital to its success.
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