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Impact Assessments 
Equality Impact Assessment Summary 

 
 

N
o 

im
p

ac
t 

A
d

ve
rs

e 

D
if

fe
re

n
ti

al
 

P
os

it
iv

e 

 
Statement 

 
 
The positive impact would be to provide a clear 
pathway of care for women birthing preterm in 
Powys to ensure safety, efficiency and optimize 
the best outcome possible for mother and baby.  
 

Age X    
Disability X    
Gender 
reassignment X    

Pregnancy and 
maternity    X 

Race X    
Religion/ Belief X    
Sex X    
Sexual 
Orientation X    

Marriage and 
civil partnership X    

Welsh Language X    
Human Rights X    

Risk Assessment Summary 
 
Have you identified any risks arising from the implementation of this policy 
/ procedure / written control document? 
No risks have been identified. 
Have you identified any Information Governance issues arising from the 
implementation of this policy / procedure / written control document?   
No information governance issues have been identified. 
Have you identified any training and / or resource implications as a result of 
implementing this?  
No training or resource implications have been identified. 
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1  Introduction 
 Preterm labour or birth is defined as the onset of established labour or birth 

before 37 weeks of pregnancy.  

In the UK, 8% of all births will occur before 37 completed weeks of gestation. 
However, in Powys we offer a Midwifery Continuity of Care model which is 
known to reduce preterm birth rates by 24%. Our in county preterm birth rate 
in 2022 was 3 %. 
 

 70% of preterm births are spontaneous following the onset of spontaneous 
contractions or preterm prelabour rupture of membranes (PPROM). The 
remainder of women give birth preterm electively when this is thought to be in 
fetal or maternal best interest. Preterm birth is the biggest cause of neonatal 
morbidity and mortality in the UK.  

 Most women who present with threatened preterm labour will go on to birth at 
term, even in the absence of intervention. It is essential to recognise those 
women who are at the highest risk to ensure timely referral so that care can be 
managed, and any interventions can be managed safely and effectively. 

Babies who survive preterm birth have increased rates of disability.  The 
major long-term consequence of prematurity includes poorer 
neurodevelopmental and educational outcomes. 

 
 

2  Objective 
 
This guideline amalgamates current guidance in relation to unplanned out of 
hospital preterm labour and birth into one guideline for use in Powys. This 
includes the identification and management of suspected pre-term labour, 
including management of suspected prelabour preterm rupture of membranes. 
 
 1. Identify women at risk of preterm birth 

 2. Promote changes to reduce the risk of preterm birth, 

 3. Appropriate referral to ensure timely care for women at risk 
 
 4. The care and transfer of the woman and baby safely in the event  of   

preterm labour or birth in community 

 5. Provision of postnatal care to women who have experienced    
     preterm birth 
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3  Definitions  
• PTHB – Powys Teaching Health Board 
• DGH – District General Hospital 
• BAPM – British Association of Perinatal Medicine 
• NICE – National Institute for Health and Care Excellence 
• RCOG – Royal College of Obstetrics and Gynaecology 
• PPROM – Preterm Prelabour Spontaneous Rupture of Membranes 

 
4  Responsibilities 

 4.1 Head of Midwifery and Sexual Health Services 
The Head of Midwifery and Sexual Health Services must: 

• Ensure all staff read and understand this procedure 
• Arrange regular review to monitor compliance with this procedure 

 
 4.2 Assistant Head of Midwifery and Sexual Health Services 

The Assistant Head of Midwifery and Sexual Health Services has responsibility 
for: 

• Ensuring dissemination of this document to all relevant staff 
• Liaising with District General Hospitals (DGH) to feedback where care 

has fallen outside of this guideline 
 

 4.3 Band 7 operational team lead (OTL) 
 
The OTL has responsibility for: 

• Ensuring dissemination of this document to all relevant staff 
• Ensure competence in carrying out this procedure is reviewed as part of 

the appraisal process 
 

 4.4 Women and Children’s Risk and Governance Lead 
The Women and Children’s Risk and Governance Lead has responsibility for: 

• Monitoring review of incidents in relation to content of this document 
 

 4.5 Community Midwives 
All midwives working in the maternity services have responsibility for: 

• Reading and being familiar with contents of this document 
• Referring neonates appropriately for additional care where required 
• Working to the requirements of their role within the scope of this 

guideline 
• To follow up women that have had a preterm birth within a DGH or 

PTHB 
• To complete comprehensive and contemporaneous record keeping 
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5  Preventing Pre-term Birth 
 
All women should be assessed at booking for risk factors for preterm birth. This 
assessment should include modification of risk factors if appropriate. Women 
identified as being at increased risk of preterm birth should be made aware of 
the signs and symptoms of preterm labour and advised to contact early if these 
occur. 
 
Associated modifiable risk factors: 
 

1. Smoking cessation: Smoking doubles the risk of preterm birth and 
therefore all women should be asked about smoking, and cessation advice 
and/or referral should be provided. Women who have experienced a 
previous preterm birth, who stopped smoking early in the pregnancy, 
modify their risk back to that of a non- smoker. If smoking cessation is 
delayed until the third trimester this modifiable benefit is lost.  
 
2. Maternal age: Women <18 years of age have an increased risk of 
preterm birth. Referral to support and advice wrap around teams should be 
offered to provide adequate support and advice throughout the pregnancy 
and may help prevent preterm birth.  
 
3. Domestic violence: Women experiencing domestic violence and/or 
other social pressure should be directly counselled and referred for specific 
support through local pathways. 
 
4. Aspirin: NICE recommends Aspirin to reduce the risk of pregnancy 
complications related to placental dysfunction, particularly preeclampsia. 
Thus, it is important to take a full history from pregnant women who have 
had a previous baby with FGR and/or a preterm birth to determine whether 
placental dysfunction was a contributory factor and refer to obstetric led 
care for consideration of Aspirin. 

 
Specialised antenatal care for women at high risk of preterm birth reduces the 
number of preterm births, and specialist clinical teams are recommended to 
deliver this care. 

 
Women who may have an increased chance of spontaneous preterm 
birth: 
 

•       Previous preterm birth or spontaneous mid-trimester loss (16 to 34  
         weeks’ gestation). 
•      Previous preterm pre-labour rupture of membranes <34/40. 
•      Previous use of cervical cerclage or progesterone to prevent  

     preterm birth. 
• Cervical length <2.5cm 
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• Black ethnicity 
• Vaginal bleeding during pregnancy 
• Multifetal pregnancy 
• Vaginal/urinary tract infections during pregnancy 
• Low BMI 
• Known uterine variant (i.e., unicornuate, bicornuate uterus or 
        uterine septum). 
• Intrauterine adhesions (Ashermann’s syndrome).  
• History of trachelectomy (for cervical cancer). 
• Previous birth by caesarean section at full dilatation  
• History of significant cervical excisional event i.e., LLETZ where 
        >15mm depth removed, or >1 LLETZ procedure carried out or cone  
        biopsy (knife or laser, typically carried out under general  
        anaesthetic). 
 

However, approximately 50% of women who birth preterm do not have 
identifiable risk factors.  
 
Please refer to PERIPrem pathways in relation to perinatal optimisation 
(Appendices A & B) 
 

 
 
 
 5.1 Preterm Prelabour Spontaneous Rupture of Membranes (PPROM)  

Preterm prelabour rupture of membranes (PPROM) complicates up to 3% of 
pregnancies and is associated with 30–40% of preterm births. PPROM can 
result in significant neonatal morbidity and mortality, primarily from 
prematurity, sepsis, cord prolapse and pulmonary hypoplasia. In addition, 
there are risks associated with chorioamnionitis and placental abruption. The 
median latency after PPROM is 7 days and tends to shorten as the gestational 
age at PPROM advances. 
 
Assessment for suspected PPROM <37 weeks gestation will be performed in an 
obstetric unit.  
 
At first contact a detailed history should be taken, including gestation. When 
taking history and giving advice any risk factors for PPROM should be 
considered as part of the assessment and include the high-risk factors for 
preterm birth listed in section 5. 
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All women reporting concerns of PPROM must be referred for urgent obstetric 
review at the most appropriate DGH triage/day assessment unit for gestation.  
 
Communication 
The DGH to be attended must be informed of the SBAR findings and the arrival 
of the woman for diagnosis and subsequent management of PPROM. 
The designated community midwife and/or community midwifery team must 
be informed to ensure follow up is undertaken.  
 
As per triage guidance advise women to ring 999 for an ambulance if there is 
any heavy bleeding and if the situation changes prior to attending the DGH 
and to contact the community midwives again for advice. 
 

  

5.2 Identification of Preterm Labour  
 
All women with suspected preterm labour will be recommended 
assessment and diagnosis within an obstetric unit.  
 
At initial contact use professional clinical judgement to advise the woman 
whether to make her own way to the DGH or to call an ambulance. If an 
ambulance is advised, where a delay in transfer will not be caused a midwife 
can be asked to attend and provide support and assistance while waiting. It is 
expected that the midwife will accompany the woman in the ambulance.  
 
To optimise outcomes the priority is for timely transfer of the mother to an 
obstetric unit best suited to the mother’s health needs as well as the level of 
neonatal expertise required. Consideration must be made as to the suitability 
of specialist neonatal services appropriate for the gestational age of the baby, 
if born.  
 
Establish the gestational age where possible. A detailed history should be 
taken, including any pre-existing risk factors for preterm labour in both this 
and any previous pregnancies. Utilise the full clinical picture to inform your 
management plan. Signs and symptoms of preterm labour include,  
 

- Mild abdominal cramps, often painless 
- Diarrhea/nausea and vomiting  
- Pelvic or lower abdominal pressure 
- Constant low, dull backache 
- Change in vaginal discharge, watery, bloody or with mucus 
- Ruptured membranes  

 
It is important to consider the possibility of placental abruption especially when 
associated with backache/loose stools.  
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Be aware that symptoms of pre-term labour can be mis-diagnosed as urinary 
tract infections.  
 
Some women present with pre-term labour following assault, there is a need 
for vigilance for domestic violence.  
 
Women in suspected preterm labour between 22+0 and 25+6 pregnant follow 
the ‘Management of Extreme Preterm Labour Integrated Care Pathway’ in 
Appendix D. 
 

  
6.  Facilitating unexpected preterm birth in the community setting 

 
6.1 All preterm babies 
 
For guidance on Newborn Life Support refer to the Resuscitation Council UK 
Newborn Resuscitation and support of transition of infants at birth (2021). 
 
An out of hospital preterm birth is an emergency situation and a 999 call 
should be made immediately ensuring a ‘red’ call categorisation. Consider the 
use of EMRTS where this will not significantly delay conveyance and will 
support management and assist decision-making. 
 
Communication across all care teams is a priority. Contact the on-call 
Neonatal Consultant at the nearest tertiary unit as soon as possible for 
clinical support and management advice.   
 
Appendix E outlines newborn resuscitation equipment carried by community 
midwives in Powys. 
 
Hypothermia 

https://www.resus.org.uk/library/2021-resuscitation-guidelines/newborn-resuscitation-and-support-transition-infants-birth
https://www.resus.org.uk/library/2021-resuscitation-guidelines/newborn-resuscitation-and-support-transition-infants-birth
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Maintaining normothermia (between 36.5 – 37.5 degrees) in preterm infants 
significantly improves outcomes and should be considered a priority 
alongside support for airway and breathing. Creating a warm environment, 
excluding draughts, staying off the floor, skin to skin, use of transwarmers©, 
neonatal cocoons and plastic bags are ways we can maintain normothermia. 
Regularly check the baby’s temperature. If <36.5 document observations on 
a NEWTs chart.  
 
Thermoregulation equipment available includes:  

Midwives – Hat, towels, plastic bag, temperature probe 

WAST – Ready Heat® Warming Cocoon & NeoHelp plastic bags 

EMRTS - Transwarmers© 

 
 
Hypoglycaemia  
 
Preterm babies are at risk of hypoglycaemia. Offer a breastfeed or 
expressed breast milk as soon as is practical following birth, and certainly 
within the 1st hour of life where appropriate.   

Offer glucose gel as per SOP for Hypoglycaemia in High-Risk Infants in the 
Community Setting (MAT 083) if infant is >35 weeks and you have a weight.  

  Dextrose Gel:  
 
 Prepare a dose of 0.5ml/kg of 40% oral glucose gel while 
 awaiting/undergoing transfer, offering breastmilk immediately after 
 administration. Do not delay transfer to facilitate this. 
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- Prepare resuscitation equipment and area, on a flat surface, off the 
floor if possible. Create a warm environment where possible. Request 
ambulance temperature to 25 degrees.  

- If airway and breathing support is required provide this on a flat 
surface. Effective administration of ventilation breaths is extremely 
difficult with the baby being cuddled or held skin to skin.  

- The priority will be immediate, safe transfer to the appropriate setting 
for obstetric and neonatal care. Contact the on-call Neonatal Consultant 
at the nearest tertiary unit for clinical support and management advice.   

 
6.2 Term and near-term babies at 32 – 37 weeks gestation 
 

- Dry well immediately after birth 
- Cover head and body with warm towels 
- If no resuscitation required place infant skin to skin and cover with 

towels. Monitor to ensure continued normothermia (36.5 – 37.5) 
- If >34 weeks gestation and >2000g and requiring airway management 

consider the use of an iGel Size 1 
- Delay cord clamping for at least 60 seconds. Longer may be more 

beneficial. Aim to offer initial resuscitation interventions with the cord 
intact.  

- Offer all resuscitation on a flat surface and as per UK RC NLS Guidance. 
- On arrival of paramedic ambulance prioritise the use of any 

thermoregulation equipment available. 
 

 
Transfer  
Well newborns > 32 weeks gestation may be dried and placed skin-to-skin 
to maintain their temperature during transfer as long as the mother is 
normothermic. Infants should be watched carefully to ensure airway and 
breathing are not compromised.  

 
 
6.3  Preterm Babies < 32 weeks gestation 
 

- Do not dry the baby and place immediately into a plastic bag, using a 
radiant heat source. Where a radiant heater is unavailable, swaddle the 
baby in the plastic bag with warm towels.   

- Protect the baby from any draughts, avoid placing on the floor where 
possible  

- If well and requiring no ongoing support, newborns >30 weeks may be 
dried and placed skin to skin during transfer 

- Delay cord clamping for at least 60 seconds. Longer may be more 
beneficial. Aim to offer initial resuscitation interventions with the cord 
intact.  

- Offer all resuscitation on a flat surface. 
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- On arrival of paramedic ambulance prioritise the use of any 
thermoregulation equipment available. 

 
 
6.4   ‘Extreme’ prematurity 22+0 – 25+6 weeks gestation 

 
- < 22+0 weeks gestation  

 
Active resuscitation is not recommended, even with signs of life (BAPM, 
2022). 

 
- >22+0 onwards  

 
        Offer active resuscitation.  
 
Contact the on-call Neonatal Consultant at the nearest tertiary unit 
as soon as possible for clinical support and management advice.   
 
 
The unplanned birth of an extremely preterm baby in an out of hospital 
setting is a challenging situation. Acknowledging the limitation of skills and 
equipment available, BAPM have produced a consensus document, supported 
by the RCM, offering a pragmatic approach to the management of 
unexpected extreme preterm birth in an out of a hospital setting Pre-hospital 
management of the baby born at extreme preterm gestation (BAPM, 2022). 
See Appendix D. 
 
 
Survival-focused care.  
 
 

 
 
 
For the purposes of this document, the term “survival-focused care” means 
interventions for the baby intended to help to keep the baby alive and warm 
until more skilled neonatal assessment and ongoing management can be 
undertaken.  
 
Signs of life may be difficult to determine at extreme preterm birth and so in 
many cases it will be reasonable to commence simple interventions focused 
on maintaining body temperature and supporting respiration until more 

https://hubble-live-assets.s3.eu-west-1.amazonaws.com/bapm/file_asset/file/1120/Prehospital_management_V1.1_May_2022.pdf
https://hubble-live-assets.s3.eu-west-1.amazonaws.com/bapm/file_asset/file/1120/Prehospital_management_V1.1_May_2022.pdf
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highly skilled specialist neonatal help is available. If there is doubt about 
signs of life, commence survival-focused care. 
 
Thermal Care: 
Extremely preterm babies cannot generate heat. Heat loss will be 
exacerbated by evaporation of amniotic fluid from the skin of a wet baby. 
Thermal insulation (e.g. a blanket) will help to maintain the baby’s 
temperature, but will not warm a cold baby. Hypothermia is associated with 
poorer prognosis in all babies. Use warmed blankets if possible.  
 
It should be assumed that the baby will get cold. 
 

 
 

• Prepare the environment for stabilising the baby on a flat surface off 
the floor. Identify a clean, ideally well-lit area for the imminent birth, 
make sure windows and doors are closed to minimise draughts. Put a 
heater on if available.  

• At birth, the baby should be placed feet first into a polythene bag and 
the edges of the bag brought up to the baby’s neck before immediately 
swaddling in a warm dry towel. Polythene wrap may be substituted for 
a polythene bag. Do not cover the baby’s face. 

• Place a hat on the baby; if not available use another head covering 
(e.g. an adult-sized sock).  

• Place the swaddled baby on a heated mattress (if available) 
• The baby should not be dried unless there is delay in locating a 

polythene bag. If no bag is available, dry the baby very gently and 
wrap in a warm towel.  

• Delayed cord clamping is recommended. Unless there is significant 
maternal haemorrhage and/or the mother requires urgent medical 
attention, do not clamp the umbilical cord for at least 60 seconds. Use 
this time to focus on placing the baby into the polythene bag up to the 
neck, applying a hat and wrapping with a warm towel/blanket. 

 
Stabilisation and resuscitation - extreme preterm birth out of hospital  
 

• Take steps to ensure thermal stability during the period of 
deferred cord clamping (see above).  

• Maintain the head in neutral position and provide jaw support.  
• Stimulate the baby gently to breathe.  
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• Undertake a brief assessment of breathing and heart rate, using 
a stethoscope. Baby crying vigorously/making good breathing 
efforts - no respiratory support required. Poor or absent 
respiratory effort – provide respiratory support. No heart rate and 
no respiratory effort – baby may not be alive, but still proceed to 
provide respiratory support  

• Respiratory support: use the smallest mask available (Size 00); 
two-person support is best if this can be achieved. Provide 5 
gentle inflation breaths, sustained over 2-3 seconds and then 
gentle ventilation breaths at approximately 30 breaths per 
minute in room air. Maintain baby’s head in neutral position.  

• Where mask ventilation alone is inadequate use the LMA Size 0 
iGel (for <34 weeks and < 2000g – no lower gestation limit) 

• An adequate heart rate (>100bpm) can be taken as an indicator 
of effective ventilation. Chest wall rise may be difficult to 
determine and assessment of this would necessitate unwrapping 
the baby with risk of heat loss.  

• Continue airway/breathing support in air until arrival at 
destination  

• Do not unwrap the baby to examine; auscultation of heart rate 
over the polythene bag and under the blanket is sufficient.  

• In the event of a very slow (< 60 bpm) or undetectable heart 
rate despite appropriate airway and breathing support, chest 
compressions are unlikely to be helpful and are not 
recommended below 24+0 weeks’ gestation. It is very likely that 
the baby will not survive.  

• For more mature babies or where gestation is not known and 
potentially more than 24 completed weeks, NLS guidance should 
be followed.  

 
Transit to definitive care  
 
Pre-alert the intended receiving unit and discuss with the Consultant 
Neonatologist/Paediatrician the most appropriate destination unit for the 
transfer. Utilise WAST Guidance on ‘Preterm Birth in a Prehospital Setting’ to 
support transfer planning.  
 
Once initial resuscitation has taken place and if the decision is for continuing 
support and transfer, move baby and mother to the ambulance.  

• Optimise thermal care: Keep baby swaddled and on a heated 
mattress. Set ambient ambulance temperature and minimize 
draughts.  
All ambulances carry a radiant heat source. 

• Continue uninterrupted mask ventilation and assess heart rate at 
2-3 minutes intervals to guide continuing intervention. 
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• Airway/circulation management will most easily be achieved on a 
flat surface; effective administration of ventilation breaths is 
extremely difficult to achieve with the baby being cuddled and/or 
held in skin to skin contact. 

• Where the mother is unstable a second ambulance team will be 
required.  
 

 
 
Use a heated mattress with care – the baby must be wrapped in a towel or 
blanket in contact with the correct side of the mattress. Direct contact with 
the mattress will lead to skin damage and potential hyperthermia. Regular 
monitoring of temperature every 10 minutes.  
 
 
Baby does not appear to respond to resuscitation 
 
• Stopping resuscitation should be discussed with a Consultant Neonatologist 
and where there has been no response after 20 minutes and reversible 
problems have been excluded.  
Review: 

- Clinical factors e.g. gestation, dysmorphic features 
- Effectiveness of resuscitation 
- Clinical team views about continuing resuscitation 
- Length of time from hospital services 

 
• Otherwise continue with resuscitation until arrival at destination where a 
decision can be made by the receiving medical team on the appropriateness 
of continued support. 
 
 
6.5  Comfort-focused (palliative) neonatal care (<22+0 weeks 
gestation) 
 
Comfort-focused care should be offered in Powys to babies 
 

-  <22+0 weeks gestation 
- or those where an advance care directive in place.  

 
Where a joint decision has been agreed with parents that the prognosis is 
likely to be so poor that survival-focused management of the baby is not 
appropriate (e.g. where the gestation is less than 22 completed weeks or an 
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advance care directive is in place) comfort-focused care should be instigated 
if the baby survives labour and birth.  
 
Inform parents that their baby may show signs of life after birth, including 
visible heartbeat, gasping and/or movement of limbs. The parents should be 
given time together with their baby and facilitated to be actively involved in 
their baby’s care. This could include holding the baby, either skin to skin or 
swaddled and photographs. A family blanket or a “cuddle pocket” may help 
the parents in holding and comforting their baby with dignity. These are 
available in WAST. The other parent and/or family members should be 
facilitated to be with the mother and her baby, recognising that travel in the 
ambulance will not always be appropriate. 
 
If a midwife is in attendance and the mother stable, the family may prefer to 
remain at home, otherwise mother and baby should be transported together 
to maternity care as soon as it is safe to do so.  
 
 
All babies born in PTHB <37 weeks need to have a DATIX incident 
form submitted as soon as possible following the event. 
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7 PERIPrem Cymru 

 
All women at risk of birth before 34 weeks should be issued a PERIPrem Cymru 
baby passport and given the opportunity to ask any questions regarding the 
care bundle.  
 

- Appendix A PERIPrem Cymru Perinatal Passport 
- Appendix B PERIPrem Cymru Baby Passport for parents to understand the 

pathway for their baby. 
 
 
Expressing of Maternal Breast Milk 
There is a leaflet in Appendix C ‘Early Maternal breast milk’. This is available in 
Welsh. The leaflet should be provided to all women in the booking pack and the 
importance of early maternal breast milk discussed at 16 weeks.  
 
The PERIPrem Perinatal Passport in Appendix A should be commenced 
and following transfer provided to the hospital at professional handover. 
 
 
8 Postnatal Care following Preterm Birth 

 8.1 PTHB Postnatal Follow up 
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 Postnatal care following discharge from a DGH should either be arranged 
in the DGH when the woman visits her baby in the neonatal  unit or with her 
community midwife dependant on the woman’s’  preference. Women should 
be seen at least once by her community  midwife team. 

        Women that have unfortunately experienced the loss of a preterm 
 baby should be offered visits in accordance with the NICE postnatal 
 care guidance to monitor maternal well-being and provide the 
 opportunity to talk about her birth experience, and provide 
 information about relevant support. 
 

• SANDS                          www.sands.org.uk  
• Tommy’s                        www.tommys.org  
• Bliss                         www.bliss.org.uk 
• Saying Goodbye        www.sayinggoodbye.org 
• Petals                       Email:  counselling@petalcharity.org 
• Lily Mae Foundation   Email:  info@lilymaefoundation.org 

 
Birth and death certification and registration 
 
Where birth takes place before 24 completed weeks’ gestation, the baby 
will be classified as a neonatal death if signs of life have been present at 
birth or as a late fetal loss if no signs of life were present at delivery. 
 

 8.2 Postnatal Follow up 

         
Follow up pathways are imperative for all women who have undergone a 
preterm birth. All women who have birthed prior to 34 weeks should be offered 
a postnatal consultation by the local obstetric team, and if repeated or more 
complex, by a more experienced preterm prevention specialist.  

        This facilitates debriefing and provides information regarding the birth. It should 
also lead to a plan of care prior to and during any future pregnancy. Placental 
histology should be requested for all births <34 weeks gestation. 

        In addition, psychological support should be arranged where required. 

The Powys Paediatric Physiotherapy team will accept referrals for babies born 
at 32 weeks gestation or less or those babies where there may be concern 
regarding development/underlying medical diagnosis.   

 

http://www.sands.org.uk/
http://www.tommys.org/
http://www.bliss.org.uk/
http://www.sayinggoodbye.org/
mailto:counselling@petalcharity.org
mailto:info@lilymaefoundation.org
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9  Monitoring Compliance, Audit & Review  
 
All preterm births will be reported through DATIX system and be reviewed for 
compliance with this guidance.   
 
Annual mandatory training in Newborn Life Support.  
  
This document will be reviewed every three years or earlier should audit results 
or changes to legislation / practice within PTHB indicate otherwise.   
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Appendix A – Complete for all babies at risk of birth <34 weeks & put in 
maternal record. 
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 Appendix B 
 

 PERIPrem Cymru Parent-Held Baby Passport 
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Appendix C 
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Appendix D 
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APPENDIX E – Powys Community Kit List 
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