
is full rather than to access a specialised service, it is
legitimate to ask whether such moves have an actual
impact on outcome. There has been much debate
about this issue, but the most recent information from
the United Kingdom, with data from transfers in which
good practice rules had generally not been broken,
suggests that survival is not jeopardised,11 but the
effects on long term outcome have not been assessed.
The psychological and financial burdens placed on
families involved in any type of transfer are without
doubt considerable.12

Is the situation changing, or has this study simply
documented a longstanding problem? There are no
national data to answer this question directly, but anec-
dotally the number of long distance transfers and
reports of newborn siblings sent to different hospitals
are increasing. Regional surveys support this view, with
data showing steadily increasing demand in the face of
static provision.13

Possibilities for change
The study raises several questions. Is the current situa-
tion acceptable? At present the neonatal services of the
United Kingdom cope with demand by running at
high levels of occupancy and, when necessary, transfer-
ring mothers and infants to wherever a cot exists, often
at short notice and often a long distance from home.
Such transfers are common. We measured this effect in
large perinatal centres, but every delivery unit in the
United Kingdom has similar difficulty from time to
time. It is for the public and those responsible for
health service strategy to decide whether this approach
should continue given that we have no evidence that
survival is affected. It is our view that the distress to
families and staff caused by the present, uncontrolled,
situation means that we should attempt to establish a
greater degree of order.

How might change be achieved? Some aspects of the
problem reflect those of the wider NHS (such as poor
nurse recruitment and retention resulting in cot
closures), but there are specific measures that could be
put in place. Currently there are no national standards
or targets set by the NHS that relate to this aspect of the
health service, and across most of the United Kingdom
there is no strategy for the provision of high risk perina-
tal care. Dealing with these two issues would lay the
foundations for major change. Those purchasing
services would then begin to look seriously at supply
and demand for perinatal care in relation to the popula-
tion they represent. This has not happened in a coordi-
nated fashion for at least 10 years. In most cases this will
mean maximising the potential of the local unit (district
general hospital or teaching hospital) and then making
provision with another hospital(s) convenient for the
population to help with peaks of demand and the most
complex cases. The frequency with which these arrange-
ments break down could then be monitored at a local
level and compared with national norms. Because of the
nature of the service, transfers will always be part of
obstetrics and neonatal intensive care, but the current, at
times chaotic, situation can be avoided.
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What is already known on this topic

Anecdotal reports suggest that there are major
difficulties in finding neonatal intensive care beds

What this study adds

Many of the major perinatal centres in the United
Kingdom are not coping with in-house demand

The problem showed distinct geographical
variation

These findings are probably part of a wider
problem affecting all delivery units

Endpiece
Omens
The time’s come: there’s a terrific thundercloud
upon us, a mighty storm is coming to freshen us up.

Chekhov
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