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Aims of the webinar

Bringing together ALL members of the multidisciplinary team involved in the 
care of pregnant women and newborns. The webinar will provide the 
opportunity to:

• hear more about the concept of perinatal teams and the importance of 
multidisciplinary collaboration in improving outcomes 

• learn from a highly successful perinatal team as we hear from the 
PERIPrem Project Team, and

• explore the exciting new preterm perinatal wellbeing package resource.



The team here today



Building a perinatal team to support preterm optimisation

Dr Julie-Clare Becher

Consultant Neonatologist

NHS Lothian



Building Successful Perinatal Optimisation Teams: 
Improving Team Culture and the Quality Context

Julie-Clare Becher
Consultant Neonatologist, Royal Infirmary of Edinburgh



The Perinatal Optimisation Care Pathway

www.bapm.org/pages/104-qi-toolkits
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Recommendations

• Listening to patients, being compassionate, ensuring shared decision-making

• Improving standard of investigations with implementation of action plans

• Establishing clinical leadership and leadership in patient safety and quality

• Multidisciplinary training across teams and sites and within networks

• Fostering skill in managing complexity, care pathways, risk assessment

• Optimising teamworking: silo working, tribalism and poor behaviours

It is vital that the lessons, now plain to see, are learnt and acted upon, not least 

by other Trusts, which must not believe that “it could not happen here”. If those 

lessons are not acted upon, we are destined sooner or later to add again to the 
roll of names
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Culture

Multiple inter-related sub-teams

Complex care pathways

Different geographical locations

Different departmental locations

Prolonged episodes of care

Care of woman and baby

Perinatal 
Optimisation

Culture

‘the way people think around here’ 

‘the way things are done around here’

complex

multi-level



Deferred cord clamping

Not about the kit…..

It’s about the culture

• Working together and alongside each other

• Supporting our colleagues

• Having shared goals and developing pathways

• Understanding of all optimisation interventions

• Looking at data together and celebrating success



Quality Context: ‘readiness for change’

Unit B Plastic wraps
No reduction 

in 
hypothermia

Unit A

BAPM 
Normothermia 

toolkit: 

Plastic wraps

80% reduction 
in hypothermia

Admission Hypothermia:
MDT 

Shared 
goals

Sim 
training

Pre-
briefs

Staff 

feedback

• 3 month junior neonatal doctor project 
• Led by a consultant with no QI training 
• In a labour ward undergoing a refurb



Culture and/or Context?

Good culture without quality context

• Good teamworking without training 
in QI

• Enthusiasm for change but without 
data

• Risk reviews underway but  
unsupported with allocated job plan 
time

• Perinatal otpimisation guidelines in 
all sites but they differ across 
network

Quality context without good culture

• Risk review meetings which focus on 
blame

• Safety huddles without psychological 
safety

• Perinatal mortality meetings with 
poor attendance and punctuality

• Quality Leads who are out of touch 
with frontline pressures

• Simulation programmes for medics 
only



Context and culture: what is the evidence in Perinatal Optimisation?

Interventions 
to improve 
culture and 

context

Place of birth

Antenatal 
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Optimal cord 
management

Antenatal 
steroids

Preterm 
outcomes

• Kaplan HC, Sherman SN, Cleveland C, et al. Reliable implementation of evidence: a qualitative study of 
antenatal corticosteroid administration in Ohio hospitals. BMJ Quality &amp; Safety 2016;25(3):173-81. 
doi: 10.1136/bmjqs-2015-003984

• Mc Goldrick EL, Crawford T, Brown JA, et al. Identifying the barriers and enablers in the implementation 
of the New Zealand and Australian Antenatal Corticosteroid Clinical Practice Guidelines. BMC Health 
Serv Res 2016;16(1):617. doi: 10.1186/s12913-016-1858-8 [published Online First: 2016/10/30]

• Liu G SJ, Gülmezoglu A, et al. Antenatal corticosteroids for management of preterm birth: a multi-
country analysis of health system bottlenecks and potential solutions. BMC Pregnancy Childbirth 
2015;15:S3. doi: 10.1186/1471-2393-15-S2-S3

• Edwards K, Impey L. Extreme preterm birth in the right place: a quality improvement project. Archives of 
Disease in Childhood - Fetal and Neonatal Edition 2020;105(4):445-48. doi: 10.1136/archdischild-2019-
317741

• Lui K, Abdel-Latif ME, Allgood CL, et al. Improved Outcomes of Extremely Premature Outborn Infants: 
Effects of Strategic Changes in Perinatal and Retrieval Services. Pediatrics 2006;118(5):2076-83. doi: 
10.1542/peds.2006-1540

• Burhouse A, Lea C, Ray S, et al. Preventing cerebral palsy in preterm labour: a multiorganisational
quality improvement approach to the adoption and spread of magnesium sulphate for neuroprotection. 
BMJ Open Quality 2017;6(2):e000189. doi: 10.1136/bmjoq-2017-000189

• De Silva DA, Synnes AR, von Dadelszen P, et al. MAGnesium sulphate for fetal neuroprotection to 
prevent Cerebral Palsy (MAG-CP)—implementation of a national guideline in Canada. Implementation 
Science 2018;13(1):8. doi: 10.1186/s13012-017-0702-9

• Gams RL, Popp KK, Cramer J, et al. How to Engage Your Team to Implement Delayed Cord Clamping. 
Nurs Womens Health 2017;21(6):489-98. doi: 10.1016/j.nwh.2017.10.003 [published Online First: 
2017/12/11]

• Oddie S, Rhodes P. Barriers to deferred cord clamping in preterm infants. Arch Dis Child Fetal Neonatal 
Ed 2014;99(5):F391-4. doi: 10.1136/archdischild-2014-305968 [published Online First: 2014/06/07]

• Grooms HR, Froehle CM, Provost LP, et al. Improving the Context Supporting Quality Improvement in a 
Neonatal Intensive Care Unit Quality Collaborative: An Exploratory Field Study. American Journal of 
Medical Quality 2016;32(3):313-21. doi: 10.1177/1062860616644323

• Lee SK, Aziz K, Singhal N, et al. The Evidence-based Practice for Improving Quality method has greater 
impact on improvement of outcomes than dissemination of practice change guidelines and quality 
improvement training in neonatal intensive care units. Paediatr Child Health 2015;20(1):e1-e9.



Building Successful Perinatal Optimisation Teams: 
Improving Team Culture and the Quality Context

Resource to support the BAPM/NNAP Perinatal Optimisation toolkits

Collaboration with MatNeoSIP

Representation from:

• Parents

• Members of the wider perinatal team including all levels of unit, transport, 
anaesthetists, trainees (those who are involved in perinatal optimisation only)

• HSIB, NTG, PERIPrem



Building Successful Perinatal Optimisation Teams: 
Improving Team Culture and the Quality Context

• Section 1: Assessing your context and culture:

Staff culture surveys (SCORE)

Parent and family feedback and surveys 

Trainee surveys and feedback

Performance in Perinatal Optimisation 

External reviews

Miscellaneous mechanisms 
• Local audit

• SAE themes

• Recruitment/retention

• Staff feedback boards and questionnaires 
1 |1 |
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Building Successful Perinatal Optimisation Teams: 
Improving Team Culture and the Quality Context

Section 2: Implementing improvements

 Improving effective leadership in Perinatal Optimisation

 Safe and person-centred pathways of care

 Effective teamworking, shared goals and positive communication

 Effective and continuous learning from episodes of error, excellence and near miss

 Engagement in audit, benchmarking and research

 Establishing capability and capacity for quality improvement



Building Successful Perinatal Optimisation Teams: 
Improving Team Culture and the Quality Context

Activities Solutions Improvement 
stories

Section 2: Implementing improvements



Activities



Solutions

Fostering shared goals in preterm birth
Developing a perinatal team approach to counselling



Building Successful Perinatal Optimisation Teams: 
Your Improvement Stories



Building Successful 

Perinatal Optimisation Teams

Publication due December 2022
www.bapm.org/quality

http://www.bapm.org/quality


Perinatal Optimisation: PERIPrem Project

Dr Sarah Bates

Neonatal Operational Clinical Lead                                                       
PERIPrem
Great Western Hospitals 
NHS Foundation Trust

Dr Tracey Kay

Consultant Obstetrician                                                      
PERIPrem
Royal Devon University Healthcare 
NHS Foundation Trust

Aless Glover

Neonatal QI Fellow 
PERIPrem



Perinatal Optimisation
An Obstetricians view

















In 2019 < 50 % of our 
<34 week babies 

received OCM









PERIPrem
Perinatal Excellence to Reduce Injury in Preterm Birth 

1st December 2022



A multidisciplinary approach to building perinatal 
teams

• Understand the concept of the perinatal team.

• Appreciate the importance of multidisciplinary collaboration.

• Hear from a high-quality perinatal team (case study).



A multidisciplinary approach to building perinatal 
teams

• Why, What and How of PERIPrem: - Parental co-design

- Resources

- Barriers and Enablers

• Added value of team working



Reduce 
newborn brain 

injury and 
death by 25% 
by 2020, and 
50% by 2025

Why



NICU LNU

What 



South West Network
(8% of Births in England)



How 

• Parental codesign.
• Multi-disciplinary team inclusion 

from design stages
• Cohesive approach with shared 

resources.
• Funded £4500 or 90 hours each 

over the 9-month project 
implementation phase for two 
PERIPrem Leads per hospital (a 
midwife and neonatal nurse).







• Rate of intervention delivery.

• To understand the barriers and enablers associated with the 
PERIPrem approach upon the implementation of a multiple-
element standardised bundle through qualitative interviews.

• To establish the impact of the PERIPrem approach upon 
perinatal staff knowledge, skills and confidence in QI 
methodology, psychological safety and teamwork.

Evaluation 



Evaluation 



• Perinatal excellence to reduce injury in preterm birth (PERIPrem) through quality improvement | BMJ Open Quality
• Barriers and Enablers to the Implementation of a Perinatal Care Bundle: The Perinatal Excellence to Reduce Injury in Premature 

Birth (PERIPrem) Project (preprint) 
• PERIPrem case studies were published in April 2022 by NHS Confederation and in July 2022 in the National Child Mortality Database 

thematic report (pages 21-22). https://www.ncmd.info/publications/newborn-health-mortality/

https://bmjopenquality.bmj.com/content/11/3/e001904
https://bmjopenquality.bmj.com/content/11/3/e001904
https://bmjopenquality.bmj.com/content/11/3/e001904
https://assets.researchsquare.com/files/rs-1550325/v1_covered.pdf?c=1649791059
https://assets.researchsquare.com/files/rs-1550325/v1_covered.pdf?c=1649791059
https://assets.researchsquare.com/files/rs-1550325/v1_covered.pdf?c=1649791059
https://www.ncmd.info/publications/newborn-health-mortality/




• “The NHS LTP is to achieve a 50% reduction in stillbirth, maternal mortality, 
neonatal mortality and serious brain injury by 2025. This is a challenging target 
and we are currently not on target to achieve this in neonatology. 

• The PERIPrem Project, however, has shown what can be done to optimise 
perinatal care with a structured collaborative QI approach not only across 
neonatology, maternity and obstetrics but also putting parent empowerment at 
the heart of this project. 

• The team have made all their QI support, guidelines and parent stories widely 
available for use across the UK.

• In my work as a neonatologist and clinical lead for the Getting It Right First Time 
programme, I strongly support major improvements in early perinatal care as 
one of the key ways to reduce neonatal death and significantly reduce brain 
injury in this population and PERIPrem is an outstanding example of this 
ambition.”



Barriers
COVID 19

Time

Complexity

Psychological capacity

Hierarchical structures

Resistance to experimentation

Choice of PERIPrem leads: interested and engaged, and not coerced 

Each intervention had bespoke barriers & enablers

Evaluation 



Enablers
Awareness of & belief in evidence based knowledge

Funding  Time

Toolkit & Checklists

Co-design

Flexible implementation techniques tailored to local systems

Choice of PERIPrem leads

PERIPrem leads created teachable moments in busy clinical environments

Tea Trolley teaching

Development of a joint team identity

Communication

Evaluation 



Impact on psychological safety and teamworking

Statistically significant improvement in team function (p=0.021) 
Situation monitoring (p=0.029) 
Communication within teams (p=0.002) over the implementation 
phase

Evaluation 





Perinatal optimisation resources

Dr Lynsey Still

MCQIC Neonatal Clinical Lead

Healthcare Improvement Scotland



Perinatal Optimisation



PPWP – How well are we doing?



Supporting QI Efforts 

• Evolution of programme - perinatal optimisation will remain 
key focus

• Need for national tool to support perinatal teams deliver 
improved perinatal optimisation  

• Creation of high quality, consistent and safe clinical care 
processes, underpinned by the Essentials of Safe Care



Preterm Passport 

Perinatal 

Tool

Improving 
Communication

Enhancing 
Collaboration

Standardising 
Care

Every preterm baby receives the best possible care & best chance of survival 



Preterm Passport 

Antenatal 
optimisation

Team 
preparation & 

pause

Communicate 
shared goals

Postnatal 
optimisation 







Next Steps

•   Final draft to be agreed.

• Early 2023 testing of passport in small number of units.

• Working with data team to develop our toolkits. 

• Creation of visual reporting tools to provide instant feedback 
for teams. 



What we will do next

• Continue to promote perinatal collaboration across maternity 
and neonatal communities.

• Work with you to test the perinatal passport resource.

• Engage with the community to continue developing our 
improvement offers for the perinatal and paediatric 
programmes of work.

• Embed the Essentials of Safe Care across all programmes.



Your Next Steps 

It’s now over to YOU

Lead 
Obstetrician

Optimisation 
Champions

Lead 

Midwife

Trainees

& AHPs

Lead 
Neonatologist 



Key Resources

ihub.scot/spsp

ihub.scot/TheEoSC

@ihubscot #spsp247 #TheEoSC 
@mcqicspsp

his.pspcontact@nhs.scot
his.mcqic@nhs.scot

http://www.ihub.scot/spsp
https://ihub.scot/TheEoSC
mailto:his.pspcontact@nhs.scot
mailto:his.mcqic@nhs.scot


Thank you 


