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1. Purpose of the report 
 
This paper describes what Transitional Care (TC) is, why it is important and how the 
NWNODN will support the Local Maternity Systems (LMS), whose role it is to encourage 
providers to set up and deliver TC provision across all Trusts within the North West. 
Collaborative working led by each LMS, but in partnership with the NWNODN, is essential if 
the aim to deliver a sustainable, equitable service across the whole of the North West is to 
be achieved. 
 

 

2. The aims of the ATAIN Programme 
 

In February 2017, NHS Improvement released a report entitled ‘Reducing Harm Leading to 
Avoidable Admission of Full-term Babies into Neonatal Units’1, which was then supported by 
a National Patient Safety Alert2 providing resources to support safer care for full-term 
babies. This work is now referred to as the ATAIN programme and over the past 3 years, in 
maternity and neonatal services all across the country, one of the main priorities has been 
to reduce the number of term admissions (i.e. babies born at 37 weeks gestation or above). 
Continuous improvement work focusing on keeping mothers and babies together will be on-
going, as although the national target of reducing term admissions to less than 6% has been 
achieved, there is a local ambition to reduce this further to approximately 4%. This will 
include supporting Trusts to implement a facility which keeps mothers & babies together 
wherever possible, in-line with the national drive to implement TC services for all maternity 
care providers.    
 
As part of the initial ATAIN report, which was compiled following consultation with 
clinicians, data analysts, specialist experts and parents, 4 key areas for term admissions 
were identified, of which in 2011-2013 30% were avoidable. These were: 
 

 Hypoglycaemia 

 Jaundice 

 Respiratory Symptoms 

 Asphyxia 
 
Whilst the ATAIN report focused on how to decrease admissions by reducing harm it was 
also identified that some care could be delivered in a manner which kept mother and baby 
together. It is highlighted how often an admission to a neonatal unit results in mother and 
baby separation which can have an adverse effect on maternal perinatal mental health, 
mother and baby attachment and neonatal / maternal physical well-being. If the aim of 
CNST4 is to provide safe maternity care, then having the provision to care for mother and 
baby (or potentially both parents and other carers) together when appropriate is essential. 
 
In 2015 there were almost 55,000 term admissions across the UK. The ATAIN report1 
encouraged Clinicians and Commissioners to work together by considering whether TC 
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models of care had a role to play in reducing unnecessary admissions to the NNU, whilst 
enabling mothers and babies to be kept together. The definition of Transitional Care is “a 
care model in the maternity setting where the mother is resident with her baby and 
providing care. Care above that needed normally is provided by the mother with support 
from a midwife or other health care professional” (NHS Improvement, 2017)1.  In October 
2017, the British Association for Perinatal Medicine (BAPM) Framework for Neonatal 
Transitional Care3 was published. As with the ATAIN report, it supported a model of care 
where the mother is resident and primary carer when her baby has needs additional to 
normal care but where admission to the NNU is not necessarily required. BAPM highlighted 
that introducing TC had the potential to prevent 1000s of admissions to NNUs across the UK 
every year and as well as reducing term admissions it would be an excellent means of 
providing support for small or late pre-term babies and their families.  
 
 

3. How the NWNODN has supported maternity and neonatal services 

to date 
 
For the past three years the NWNODN has worked with neonatal and maternity 
representatives from all units across the region to reduce the number of babies separated 
from their mothers. This was known as the RNBS project and resulted in a reduction in term 
admissions to 4.8% across the region and at some units the setting up of TC provision. 
Unfortunately, there are still individual units with high term admission rates, late pre-term 
admission rates of over 40% and no TC provision, highlighting the need for quality 
improvement work to continue. See Appendix 1 for the percentage of term admissions and 
Appendix 2 for late pre-term admissions by region, locality and hospital. 
 
Units have been encouraged to complete joint maternity and neonatal reviews for all term 
admissions onto the neonatal unit, with some services extending that to review the 
management of infants 34-37 weeks gestation, and part of that review includes looking at 
whether baby could have been cared for with their mother if TC provision had been 
available.  
 
Other RNBS work has included the development of a 1st hour of care pathway, a neonatal 
unit checklist for late pre-term / term admissions and initiatives on reducing hypoglycaemia, 
thermoregulation and a respiratory assessment flow-chart. These are documents which 
could be used to support the care delivered following delivery and subsequently any 
admissions to TC. 
 
In May 2019, a survey on TC was sent out to all neonatal and maternity units within the 
NWNODN. Interestingly there were differences in the initial responses from the two 
different areas, regarding the staffing, availability and admission criteria for TC. This 
highlighted that there is a difference in the perception of what TC actually is and that 
further clarification was needed. 
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Term Admission data is now included as part of the NWNODN quarterly dashboards, in-line 

with the ATAIN criteria, (see appendix 3) which are shared on a quarterly basis with 

neonatal clinical teams from all NW providers, the three LMS and the two NW Strategic 

Clinical Networks (SCN).  

 

4. Introducing Transitional Care - A Case for change 

  
Families have been encouraged to take an active role in caring for babies on the NNU, 
through family integrated care, and introducing TC follows the same philosophy, therefore 
services should be designed with the needs of the family at the forefront. The BAPM report3 
states that when introducing TC provision certain factors need to be taken into 
consideration: 

 

 Provision should be equitable across the whole of the UK, regardless of where a 
baby is born 

 There will need to be flexibility when deciding which babies should be 
accommodated 

 After introducing the service, audit & evaluation will be essential, in order to refine 
the care model 

 Feedback from parents should be obtained 

 When possible, if the baby’s medical condition allows, every newborn baby should 
be with their mother. 

 
Following review of the four main reasons for term admissions, it was identified that 10% of 
admissions for respiratory problems did not require oxygen therapy, most babies admitted 
for jaundice only required standard phototherapy and 30% of babies admitted for 
hypoglycaemia were under 4 hours old and still in the physiological transition period, with 
75% of babies admitted not needing a glucose infusion (NHS Improvement, 2017)2. In April 
2017 BAPM also published the Framework for Practice on the Identification and 
Management of Hypoglycaemia for term babies5, which further supports the management 
and stabilisation of glucose levels in the maternity setting, rather than the need to admit a 
well-baby to the NNU. 
 
It is important to remember that TC is a service not a location. Some hospitals within the 
NW have the provision to offer TC in individual en-suite rooms on the NNU, whilst others 
facilitate TC on the maternity ward. At least one unit provides TC on both the NNU and at 
maternity locations (delivery suite & post-natal ward) to take into consideration the 
individual needs of both mother and baby.  
 
 
BAPM (2017)3 recommended that the following criteria are used to assess eligibility for TC 
from birth: 

 Any baby born 34 to 35+6 weeks gestation who do not need to be admitted to a 
NNU 
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 Any baby with a birth weight above 1600g or below 2000g 

 Any baby with risk factors for sepsis who require IVAB but are clinically stable 

 Any baby with a congenital abnormality who is likely to require tube feeding 

 Any baby at risk of haemolytic disease, requiring immediate phototherapy. 
 
Other additional care includes: 

 Haemolytic disease requiring enhanced phototherapy 

 Inability to maintain temperature following re-warming 

 Inability to establish full suck feeds and therefore the need for an NGT 

 Significant Neonatal Abstinence Syndrome (NAS) symptoms, requiring oral 
medication or additional feeding 

 
One of the key advantages of having TC provision is that by offering early intervention it is 
less likely the baby’s condition will deteriorate so not only does it increase the likelihood of 
mother and baby staying together, the baby remains well and care is more cost effective. It 
is important that NNUs and maternity services understand the difference between ‘normal’ 
post-natal care and TC. It is also vital that maternity and neonatal staff can evaluate and 
respond to the needs of both the mother and baby, whilst being able to detect any signs of 
deterioration as early as possible. Therefore multidisciplinary collaboration is essential. 
 
 

5. Staffing Requirements 
 
Additional support for the mother in caring for her baby should be provided by a midwife 
and/or healthcare professional both trained in delivering elements of neonatal special care 
but not necessarily with a specialist neonatal qualification. Maternity care for newly 
delivered women must be provided by a midwife. 
 
The BAPM3 guidance states that “There should be a designated neonatal nursing lead (Band 
7) for TC but it is not necessary for all neonatal nursing staff providing TC to be qualified in 
specialty.  Different staffing models may be applied, but consideration should be given to 
rotation of all neonatal nursing and ancillary staff through TC. A core team, including 
neonatal staff dedicated to discharge planning and community outreach may better ensure 
continuity of service. Collaboration with the midwifery team, health visitor and (where 
appropriate) paediatric and/or safeguarding teams is also essential. In addition to midwifery 
input, the ratio of nursing staff for babies receiving TC should be at least 1:4. Overall clinical 
responsibility for a mother who is not fit for discharge will rest with the senior midwife on 
shift, in collaboration with the obstetric team as indicated.”  
 
In addition BAPM3 acknowledge that with appropriate escalation for deterioration, nursery 
nurses or maternity support workers often provide invaluable support in the TC setting and 
therefore, following appropriate training and competency assessment, they may be able to 
take responsibility for an individual baby / mother & baby, but reporting to the midwife or 
neonatal lead for TC. 
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6. National Developments and TC 
 
Following the publication of the ATAIN report1 and the associated safety alert2, national 
bench marking measures, incentive schemes and official reports, there is a focus on the 
need to move forward with the development of TC services within Trusts providing neonatal 
and maternity care. Currently the following initiatives all focus on some element of reducing 
mother & baby separation, further supporting the vision that TC provision will be available 
in all hospitals across the UK: 
 

 The National Neonatal Audit Programme (NNAP)6 has introduced two measures to 
benchmark the number of HRG3 (Special Care) & HRG5 (Normal Care) days of care 
for babies 34-36 weeks gestation or term (37 and above). Many of the reasons 
babies are admitted to special care or remain on the neonatal unit once only normal 
care is required are examples of when babies could be cared for by their parents if 
TC becomes an option.  
 

 As part of the maternity incentive scheme, the Clinical Negligence Scheme for Trusts 
(CNST),4 Safety Action 3 (2019) stated Trusts were required to demonstrate that they 
have transitional care services which support the ‘Avoiding Term Admissions into 
Neonatal Units’ Programme. This included:  

 Having pathways of care for admission into and out of TC, jointly agreed by 
maternity and neonatal teams, with neonatal involvement in care planning and 
decision making for all babies in TC. 

 Establishing a data recording process for TC, in order to produce commissioner 
returns to demonstrate HRG4 (XA04) activity, as per the Neonatal Critical Care 
Minimum Data Set (NCCMDS). Version 2.7 

 The generation of an action plan, agreed at Board level and with the Local 
Maternity System (LMS) and Neonatal Operational Delivery Network (ODN), as a 
means of addressing local findings from the ATAIN reviews 

 The on-going sharing of progress from the agreed action plans. 
 

In 2020/21 the maternity CNST Standards have the following additional criteria:  
 

 ‘The pathway of care into transitional care has been fully implemented and is 
audited monthly. Audit findings are shared with the neonatal safety champion.’ It 
is therefore essential that Trusts who have submitted evidence in 18/19 stating 
they offer a TC service now provide evidence that TC provision is actually being 
delivered. 

 A data recording process for capturing transitional care activity has been 
embedded. 

 

 The National Maternity & Perinatal Audit Report (HQIP, 2019)8 endorses the ATAIN 
programme and the BAPM (2017) recommendations that “regardless of geographical 
location, midwives and neonatal staff must work together to support the needs of 
individual babies and families, ensuring mother and baby remain together whenever 
possible”.  
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 NHS Long Term Plan (2019)9 - whilst this document does not focus specifically on the 
provision of TC it does discuss the need to re-design and expand neonatal critical 
services and to enhance the experience of families. It also highlights that around 1 in 
4 mothers experience perinatal mental health problems and it is acknowledged 
mother-baby separation can contribute.  

 

7. TC Provision in 2019/20 
 
The table below shows a breakdown of TC activity delivered within the NWNODN during 
2019/20. 9 units recorded TC admissions on Badgernet whilst the remaining units, apart 
from 1, submitted the information via an alternative electronic system. 
 

 

Information provided by units in May 2020 as part of the Activity, Capacity & Demand data 
verification process 
 

Locality/Unit 

Is TC 
Provision 
available? 

Y/N 

Electronic 
method 
used to 
record data 

Additional information, if provided  

GM & EC    

St Mary’s Y PAS TC delivered on PNW as required 

North Manchester 
General Hospital 

  N - Currently no TC provision 

Royal Albert Edward 
Infirmary 

Y CSC 
4 cots on PNW. TC to be relaunched soon & data to be 

recorded on Badgernet  

Royal Bolton Y Badgernet TC provision in place 

Royal Oldham  N - Currently no TC provision. To commence June 2020 

Stepping Hill  N - Currently no TC provision 

Tameside General 
Hospital 

Y Lorenzo 6 cots on PNW 

Wythenshawe  Y Lorenzo TC delivered on PNW as required 

Macclesfield  Y Badgernet TC provision in place 

CM     

Arrowe Park  Y Badgernet 4 cots on PNW. Relaunching 1.6.20 & to record on BN 

Countess of Chester 
Hospital 

Y Badgernet 4 cots on PNW 

Leighton  Y Medway 5 cots on PNW 

Liverpool Women’s 
Hospital 

Y Badgernet 8 cots on PNW 

Ormskirk  N - No TC provision 

Warrington  Y None  
 Return 

Paper based recording system. TC provision in place 

Whiston Y Via coding TC delivered on an adhoc basis as required 

LSC     

Furness General  Y Badgernet 2 cots on PNW delivered in conjunction with NNU 

Royal Lancaster  Y Badgernet 4 cots on PNW delivered in conjunction with NNU 

Royal Preston  Y Badgernet 4 cots on PNW. Launched Feb 2020 

Burnley  Y Badgernet 12 cots on Post Natal Ward for TC provision 

Victoria Blackpool Y Badgernet 6 rooms on NNU but TC across all Maternity as well 

wellaaswellwellwell 
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8. TC Survey Finding 2019 
 
In April 2019, a survey on TC provision was sent out to all the Neonatal and Maternity Units 
within the NW. Initially there was a discrepancy between responses from the neonatal leads 
and maternity leads who completed the survey, so in September 2019 neonatal units were 
asked to check and confirm the responses in collaboration with their maternity teams. 
Findings suggest that TC is being offered at the majority of providers across the NW but 
often on an ad-hoc basis and few had a structured TC model in place. The survey showed 
some aspects of TC were generally being offered on the post-natal ward at the majority of 
units, with small numbers having limited TC cots also on the neonatal unit. The babies were 
cared for by a range of staff grades including Band 4 Neonatal Nursery Nurses/Maternity 
Support Workers, Band 5 / 6 Neonatal Nurses (QIS & non QIS) and Band 6 Midwives, but 
survey responses suggest TC provision is generally provided by neonatal nurses in 
collaboration with maternity services. There is still a difference in what care is offered at 
individual units, despite the BAPM3 guideline recommending the national standard for TC 
admission criteria. 

 
 

9. Challenges for introducing Transitional Care provision 
 

It is acknowledged that TC is not a location but an offer of care and that there is a variance 
in the TC provision delivered both across the Network and within localities, due to various 
challenges which neonatal and maternity services face. These have been described to us as: 
 

 Facilities – some hospitals do not have the physical space or capacity to deliver TC 

 Resources – staffing is one of the biggest hurdles with regards to setting up and 
delivering a TC service 

 Restraints on accommodation – units with a limited number of maternity bed spaces 
are sometimes unable to keep well mothers as longer term inpatients on the ward 

 Cost implications, commissioning & remuneration – not all units are currently funded 
for TC.  

 Cultural change – TC is a new type of care where the focus is providing support to 
parents for them to care for their baby. Along with the introduction of Family 
Integrated Care (Fi-Care), this is a move away from the more transitional nursing 
methods where a baby was admitted to the NNU and nurses were fully responsible 
for that baby’s care. 

 Lack of confidence amongst neonatal & maternity staff in TC provision being the best 
way forward. There is some fear that a baby may deteriorate away from the 
‘watchful’ eye of the neonatal staff.  

 Identifying responsibility for implementing TC provision has been an issue at some 
units. Collaborative working between the maternity and neonatal teams is essential.  
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Next steps 

10. Recommendations to facilitate the implementation of TC at all 

units across the NW 
 
It is recognised that a significant amount of special care activity, particularly babies born at 
term (NHS Improvement (2017)1, CNST (2019)4) could be delivered in a transitional care 
environment. To achieve this goal the following recommendations are being made:  
 

 The LMS in collaboration with the NWNODN will focus on TC service provision and 
continue to support a reduction in mother-baby separation. Whilst the three year 
RNBS project has now ended it is expected providers will continue to promote the 
need to keep mothers and babies together. This work should include: 

 All Trust action plans to be reviewed at the Maternity Safety SIGs meetings, 
which the Lead Nurse from the NWNODN is a part of. 

 Further developing the TC admission criteria across the NW to include 
palliative care and earlier gestation babies who are progressing well. 

 To share data, information and tools with hospitals not currently offering a TC 
service  

 Units are to continue working towards their CNST action plans in order to implement 
TC provision and meet the CNST4 criteria by encouraging local quality improvements 
and initiatives.  

 NWNODN will continue to support the implementation of Fi-Care to support a 
reduction in length of stay on the neonatal unit and a model of care which will build 
parental confidence, reduce anxiety and provide the option of earlier discharge from 
a neonatal unit into TC. 

 All units to enter TC occupancy data onto an electronic system, ideally Badgernet, 
but it is recognised some units may choose an alternative system more appropriate 
to their needs. 

 The NWNODN will work with the LMS to develop an education and training 
programme for Maternity Support Workers who assist in the delivery of TC. Any 
fears that a baby may deteriorate whilst receiving TC instead of being on the NNU 
can be overcome by ensuring appropriate management, i.e. screening, regular 
observations, documented care plan and good communication between parents and 
the midwifery and neonatal teams. 

 The NWNODN will share any resources developed as part of the RNBS programme 
for units to implement, if required. e.g. the ‘First Hour of Care Pathway’ and other 
useful pro-formas. 

 All units to continue with joint maternity / neonatal reviews of all term admissions 
including identifying if the admission could have been avoided if wider TC provision 
had been available.  

 It is important to remember that TC is a concept, not a location and therefore 
provision maybe delivered in more than one location, for example delivery suite, 
post-natal unit and if space allows having additional capacity on the NNU. The 
development of a TC model of care is therefore essential. 
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The NWNODN are committed in their understanding of the need to reduce the separation 

of mothers and babies, of which TC is a significant part, due to the benefit to babies, 

mothers and the health economy. We will continue to support the LMS with the 

implementation of a comprehensive TC offer in line with BAPM standard and the 

development of other initiatives to reduce term or late pre-term admissions to neonatal 

units.  
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Appendix 1: Term Admissions (≥ 37 Weeks) Apr 17 – Mar 20 

 
Table 2.9 shows the number of NNU first admissions of 37 weeks and over by unit and locality with 

the totals shown as a percentage of live births.  Trend data for previous two years is also included.   

 

Locality/Unit 

2017/18 
≥ 37 weeks 
admissions 

2017/18 
% of Live 

births 

2018/19 
≥ 37 weeks 
admissions 

2018/19 
% of Live 

births 

2019/20 
≥ 37 weeks 
admissions 

2019/20 
% of Live 

births 

Greater Manchester 1,815 5.0% 1,808 5.1% 1,721 4.9% 

St Mary’s Hospital 485 5.3% 464 5.1% 481 5.5% 

North Manchester General 
Hospital 

258 6.8% 263 7.1% 165 4.6% 

Royal Albert Edward Infirmary 106 3.8% 130 5.1% 107 4.4% 

Royal Bolton Hospital 233 4.1% 237 4.1% 265 4.5% 

Royal Oldham Hospital 309 6.3% 297 5.9% 315 6.2% 

Stepping Hill Hospital 141 4.4% 145 4.6% 94 3.1% 

Tameside General Hospital 109 4.5% 96 4.1% 102 4.6% 

Wythenshawe Hospital 174 4.2% 176 4.4% 192 4.6% 

Cheshire & Merseyside 1,503 5.4% 1,375 5.1% 1,306 4.9% 

Arrowe Park Hospital 165 5.3% 130 4.3% 117 3.9% 

Countess of Chester Hospital 185 6.7% 131 5.5% 103 4.3% 

Leighton Hospital 130 4.5% 112 4.0% 95 3.3% 

Liverpool Women’s Hospital 374 4.5% 380 4.6% 403 5.2% 

Macclesfield Hospital 78 4.9% 81 5.4% 52 3.4% 

Ormskirk Hospital 162 6.6% 146 6.5% 160 6.9% 

Warrington Hospital 253 9.5% 190 7.1% 159 6.0% 

Whiston Hospital 156 3.8% 205 5.1% 217 5.5% 

Lancashire and South Cumbria 799 4.9% 746 4.6% 720 4.6% 

Furness General Hospital 31 3.1% 26 2.3% 33 3.0% 

Royal Lancaster Infirmary 116 6.2% 78 4.2% 71 4.1% 

Royal Preston Hospital 182 4.2% 162 3.9% 167 4.0% 

Burnley Hospital 317 5.1% 328 5.4% 322 5.2% 

Blackpool Victoria 153 5.3% 152 5.4% 127 4.7% 

Grand Total 4,117 5.1% 3,929 5.0% 3,747 4.8% 
           

Term admissions include any baby admitted for the first episode of care onto a NNU, regardless of 

whether Day 1 or later plus surgical admissions are included, as per the national ATAIN criteria 

*Note – Macclesfield Neonatal Unit is part of the Cheshire & Merseyside Locality but falls under the GM & EC LMS. Tables 

in Appendix 1 & 2 have been taken from the 2020/21  Activity, Capacity & Demand report for the NWNODN. 
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Appendix 2: Late Pre-term admissions (≥ 34 and <37 Weeks) Apr 17 – Mar 20 

 

Table shows the number & percentage of first admissions between ≥34 weeks to < 37 weeks by unit 

and locality. Trend data for previous two years is also included.   

 

 

Locality/Unit 

2017/18 
34-36 

weeks 
admissions 

2017/18 
% of  

34-36 
births 

2018/19 
34-36 

weeks 
admissions 

2018/19 
% of  

34-36 
births 

2019/20 
34-36 

weeks 
admissions 

2019/20 
% of  

34-36 
births 

Greater Manchester 1,027 43% 896 40% 915 42% 

St Mary’s Hospital 245 41% 217 38% 195 36% 

North Manchester General Hospital 100 47% 92 44% 108 53% 

Royal Albert Edward Infirmary 102 49% 68 41% 68 44% 

Royal Bolton Hospital 159 45% 115 29% 160 42% 

Royal Oldham Hospital 159 43% 151 41% 143 45% 

Stepping Hill Hospital 68 38% 91 51% 81 47% 

Tameside General Hospital 83 42% 61 37% 68 45% 

Wythenshawe Hospital 111 45% 101 48% 92 38% 

Cheshire & Merseyside 761 46% 622 41% 601 37% 

Arrowe Park Hospital 70 43% 57 45% 64 28% 

Countess of Chester Hospital 133 77% 83 63% 74 54% 

Leighton Hospital 77 45% 51 37% 53 30% 

Liverpool Women’s Hospital 155 30% 174 31% 150 31% 

Macclesfield Hospital 44 40% 29 39% 38 43% 

Ormskirk Hospital 72 51% 50 47% 61 46% 

Warrington Hospital 111 67% 100 63% 78 51% 

Whiston Hospital 99 46% 78 37% 83 38% 

Lancashire and South Cumbria 422 40% 405 41% 391 42% 

Furness General Hospital 20 32% 21 37% 25 47% 

Royal Lancaster Infirmary 54 38% 40 31% 70 55% 

Royal Preston Hospital 106 42% 82 37% 79 34% 

Burnley Hospital 157 40% 144 38% 119 38% 

  Blackpool Victoria 85 46% 118 58% 98 51% 

Grand Total 2,210 44% 1,923 40% 1907 40% 
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Appendix 3:Extract from the Guide to the NWNODN Dashboard 2019/20 
 

Term Admissions 

Admissions to NNU for babies born ≥37 weeks gestation, by first admission only  

 

Source of Standard: ATAIN 

 

 

Numerator: For all measures is the number of babies (no exclusions) born ≥37 weeks’ 

gestation admitted to a neonatal unit. 

Denominators:  Measure 2 = total number of live births (all gestations) 

   Measure 3 = total number of admissions to the NNU (all gestations) 

   Measure 4 = total number of live births ≥37 weeks 

 

Displayed as: 

1. Count of term admissions 

2.  % of total births  

3. % of NNU first admissions  

4. % of term births  

 

Inclusion Criteria  

1. Term Admission: - count of episodes (term babies), based upon admission date, 

episode 1, any day location of care NNU (not PNW, OBS, or TC), gestation > 36+6 

2. Term admission displayed as a percentage of live births. Maternity return live birth 

data filtered for gestation >21+6 and not including “unknown gestation”. 

3. Term Admission displayed as percentage of admissions regardless of gestation. 

Based upon admission date, episode 1, any day location of care NNU (not PNW, OBS, 

TC wards)   

4. Term Admission displayed as percentage of term births. Maternity returns data 

filtered for Gestation >36+6 and not including “unknown gestation”. 

 

Data source: 

Badger Episode & Daily Data download 

Birth data supplied by HOMs/maternity services 

 

Variation Source of Standard: None – Matches ATAIN standards 
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