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Introduction 
The Northwest Neonatal Operational Delivery Network (NWNODN) is made up of three localities: 
Cheshire & Merseyside, Greater Manchester, and Lancashire & South Cumbria.  Together, the network 
consists of 22 neonatal units and a total of 469 cots, delivering neonatal care across the Northwest 
(NW) region.   As the one of the largest neonatal networks in the country, governance is essential to 
ensure the delivery of safe, equitable, and high-quality neonatal services. Through governance 
frameworks, the NWNODN aims to enhance clinical excellence and improve outcomes for babies and 
their families 
 

Background  
The NWNODN has a clear governance structure (fig 1) which supports shared learning and a model of 
oversight across all NW neonatal providers.  The processes in place support understanding of activity 
flow in line with agreed pathways and national Neonatal Critical Care Service Specification, peer 
review and shared learning through review of incident and mortalities and opportunities for specific 
unit level support where signals may have been identified through data.   
 
Figure 1: NWNODN Governance Structure 

 
 
 
The NWNODN Governance team is made up of a Quality Improvement Lead Nurse (QILN) and a 
Governance Project Manager with support from the wider NWNODN Senior Management Team and 
Clinical leads. 
All governance processes can be accessed through the NWNODN website. 
 

Purpose  
This annual governance report provides a comprehensive overview of the governance activities, 
assurance, patient safety and improvements in practice undertaken by the NWNODN during the 
reporting period of January 2025 to December 2025 inclusive.  
 

NWNODN Clinical Effectiveness Group 
The NWNODN supports services across the Northwest to improve safety and reduce risk through the 
facilitation of locality-based Clinical Effectiveness Groups (CEG). These well-attended meetings 
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provide a psychologically safe environment for providers to present high-level incidents and share 
learning identified from cases submitted following local investigations, in line with the NHS Patient 
Safety Incident Response Framework (PSIRF). Incidents and reviews are recorded within an action log 
which is circulated within 7 working days of each meeting.  All neonatal unit mortalities in the NW are 
discussed through CEG.  A high-level summary of each mortality is shared and any learning found 
locally is discussed with peers.  

 

Provider engagement at CEG 
As outlined in the CEG Terms of Reference (Appendix 1), each provider is expected to be represented 
at each meeting by a medical lead, a nurse lead and colleagues from other professional groups with 
an interest in governance. e.g. Clinical Educators, Advanced Neonatal Nurse Practitioners and Allied 
Health Professionals.  
A breakdown of attendance per locality can be seen in Appendix 2  
 

Incident themes across the NWNODN 
Incident investigations remain the responsibility of individual organisations within the NWNODN. 
Table 1 sets out the top 5 themes and common patterns, these themes are opportunities for shared 
learning, prevention of reoccurrence and organisational improvements. 
  
Table 1: Incident themes 

Medication errors Incidents involving incorrect prescribing, preparation, storage and 

administration 

Injury Cases of pressure damage, extravasation, burns and missed fractures  

Equipment  Incidents relating to shortage of equipment and technical equipment 
failure 

Patient 
Safety/Communication 

Delays in transfer, diagnoses and treatments  

Incorrect administration 
of Expressed Breast Milk 
(EBM) 

Various situations where EMB was administered to the wrong infant 

 

High level investigations reported through CEG  
High-level investigations are prioritised within the NWNODN Clinical Effectiveness Groups. These 
cases are discussed in greater depth to ensure robust analysis, cross-organisational reflection, and 
optimal dissemination of learning. The forum provides an opportunity where investigations can be 
discussed in detail, supporting a culture of transparency, safety, and continuous improvement. 
Outcomes from these investigations are shared and inform practice, reduce variation, and implement 
interventions aimed at preventing recurrence. There were 47 patient safety incident investigations, 1 
never event, 12 after action reviews, 1 swarm-based incident shared in 2025.   
 
 
 
Table 2 describes NW wide high-risk discussions and themes identified through CEG meetings across 
the three localities. 
 
Table 2:  High-Level Incidents and themes 

 



   
 

 
Never event: 
Misplaced Orogastric 

tube 

 Nursing staff reinserted orogastric tube following dislodgement, confirmed 

placement per local protocol, and commenced a partial feed. The baby became 

unsettled and the feed was stopped. 

The baby had episodes of bradycardia and an increased oxygen requirement, 

prompting a chest X-ray. Imaging suggested the OGT was positioned within the 

lung. The tube was immediately removed and a new OGT was successfully 

inserted.  

Learning: Any OGT/NGT must be treated as potentially misplaced until correctly 

confirmed using guidance, and feeds should not proceed in the presence of 

clinical concern or unverified placement. PSII completed. 

 
Gentamicin  

Gentamicin remains a recurring high-risk medication theme across the North 

West, with ongoing issues in prescribing, administration, therapeutic analysis 

monitoring. 

Learning: Gentamicin-related incidents demonstrate ongoing system 

vulnerabilities in adhering to prescribing, administration, and monitoring. 

Addressing these through education, and improved use of PALOH is essential to 

reduce risk and enhance patient safety. 

 
 
 
Communication Issues 

and senior support  

On occasions, there has been no LNU consultant presence when senior clinical 
input was required. This has impacted both staff support and the ability to 
effectively support families during difficult situations 

Learning: these incidents have reinforced the need to ensure consistent 
consultant presence in such circumstances. 

 
Incorrect breast milk  

 
 

There is a theme of incorrect breast milk administration across the North West, 
driven by human factors and inconsistent adherence to established mitigation 

measures and policy. 

Learning: individual compliance issue, requiring both behavioural reinforcement 
and adherence of processes. 

Skin preparation injury An increase in reported skin injuries related to antiseptic skin preparation 
solutions has been observed in extremely preterm infants following the 

discontinuation of the 0.05% cleansing solution. 
Learning: Careful selection of neonatal skin preparation is required to balance 
effective infection prevention with the risk of chemical irritation or skin injury. 

Strengthening staff education and ensuring consistent adherence to neonatal skin 
care guidelines may help reduce variability in practice and minimise associated 

harm. 

 
Education & Risk  
 



   
 

Learning and Sharing from Governance Processes  
The NWNODN’s learning from CEG and Northwest wide governance systems highlight a strong link 
between governance, education and learning.  The governance lead and the education lead liaise on 
a bi-monthly basis to identify areas of learning and explore how education may be facilitated to 
support units in specific areas of education identified from risk. Specific learning across the Northwest 
is identified through various sources, including safety alerts, updates to national guidance, and safety 
field notes. This learning is regularly shared through the Clinical Effectiveness Group (CEG) and the 
NWNODN weekly bulletin. In addition, relevant communications are distributed via email to 
appropriate groups.  Education priorities identified through all NWNODN governance activity is set 
out in Table 3. 
A breakdown of learning themes is detailed in Appendix 3.  
 
Table 3: Summary of Education Priorities Identified through NWNODN Governance Activity 

The Golden 
Hour 

• Prioritise prompt, high-quality care immediately after birth 

• Focus on maintaining thermoregulation during procedures 

Airway 
Management 

• Skill-based training in NLS algorithm, airway assessment, intubation and 
ventilation modes. 

Management 
of 

pneumothorax 

• Prompt recognition and timely management of pneumothoraces, including 
chest drain insertion when indicated 

 
Communication 

• Structured handovers (SBAR), clear documentation and MDT communication 
across providers 

• Parent communication and updates particularly during critical periods 
 

Use of 
NWNODN 
Pathways 

• Familiarity with and adherence to NW guidelines and pathways 

 

 
Education and learning identified through various governance processes are delivered through a range 
of education initiatives within the NWNODN, such as webinars, study days, on-site training, 
collaboration with Special Interest Groups and the Neonatal Steering group. A detailed education 
summary can be found in the NWNODN Annual Education report via the following link:  NWNODN 
Education Report 
 

Learning and Improvements Across the NWNODN 
When a provider identifies an area for improvement, whether through incident reports, mortality 
reviews or adverse events and successfully implements changes, relevant cases are shared through 
CEG. This process supports the sharing of learning and dissemination of best practice across the 
network in a number of ways demonstrated in figure 2. 
 
 
 
 

Examples of Best Practice 

 
Quality Improvement (QI) Projects 

 

Figure 2: Mechanisms of Sharing Learning from Providers 

https://www.neonatalnetwork.co.uk/nwnodn/wp-content/uploads/2026/05/NWNODN-Education-Report-202526-Final-Draft.pdf
https://www.neonatalnetwork.co.uk/nwnodn/wp-content/uploads/2026/05/NWNODN-Education-Report-202526-Final-Draft.pdf


   
 

 
 
 
 
 
This collaborative approach ensures continuous learning, promotes consistency, and drives high 
standards of neonatal care throughout the NWNODN. Throughout 2025, the NWNODN has heard 
three improvements via this mechanism. 
Details of these presentations can be found in Appendix 4. 

 
Multi Provider Incident Reviews and Independent Reviews  
Multi-Provider reviews and requests for independent network reviews take place following an 
escalation through CEG or the Senior Management Team (SMT) regarding care issues or parental 
concerns where numerous providers were involved.  The NWNODN Multi-provider review process 
describes the detail of the review. Any care issues identified within the review process are collated 
within a report with a summary of clinical findings, recommendations and neonatal specific learning.  
 
There were no independent reviews or multi-provider reviews carried out in 2025 . 
 

NWNODN Multi-Provider Incident (MPI) Reporting Process 
When a clinical incident is identified by one provider but occurred during an episode of care at another 
NW provider, it should be reported as a multi-provider incident (MPI). This includes any incident that 
caused, or had the potential to cause, harm to a patient (including near misses). 

All such incidents are reported using the NWNODN Multi-Provider Reporting Form and submitted to 
the NWNODN governance contact. Details on the clinical incident reporting process for MPI reports 
are available on the NWNODN website. 

In 2025, a total of 109 Multi-Provider Incidents (MPIs) were submitted through the specified 
mechanism, resulting in 61 returned reports. This indicates a return rate of approximately 66%.  The 
top three categories of incident are set out in figure 3.  

 

 

 

 

 

 

 

Patient Care Issues 
These incidents involve 

deviations from expected care 
standards, potentially leading 
to adverse patient outcomes 

 

Patient Safety Incident 
Investigations (PSII) 

 

Resolved or Improved Safety 
Issues 

 

Deviation from Pathway 
This category includes cases 
where NWNODN pathways 

were not followed, which can 
compromise patient safety and 

the effectiveness of care 

 

Communication Failures 
Incidents arising from 

miscommunication among 
healthcare providers or between 

providers and patients, often 
resulting in misunderstandings, 

omission or errors in patient care. 

 

Figure 3: Themes of Multi-Provider Incidents across the NWNODN 

Delayed Repatriation  

Incidents that have occurred due 
to cot availability and unit 

activity. Instances where families 
requiring repatriation remain in 

the care of units.  

https://ukc-word-edit.officeapps.live.com/we/wordeditorframe.aspx?ui=en-US&rs=en-US&wopisrc=https%3A%2F%2Falderheynhsuk.sharepoint.com%2Fsites%2FNWNODN%2F_vti_bin%2Fwopi.ashx%2Ffiles%2Fd810fc32bc6f4532bcec18c2c1150416&wdenableroaming=1&mscc=1&hid=857A92A1-8075-C000-6AD0-27A34B32B3A8.0&uih=sharepointcom&wdlcid=en-US&jsapi=1&jsapiver=v2&corrid=39a90dcd-5756-651d-2810-feadbb0672db&usid=39a90dcd-5756-651d-2810-feadbb0672db&newsession=1&sftc=1&uihit=docaspx&muv=1&cac=1&sams=1&mtf=1&sfp=1&sdp=1&hch=1&hwfh=1&dchat=1&sc=%7B%22pmo%22%3A%22https%3A%2F%2Falderheynhsuk.sharepoint.com%22%2C%22pmshare%22%3Atrue%7D&ctp=LeastProtected&rct=Normal&wdorigin=ItemsView&wdhostclicktime=1744117137387&afdflight=67&csc=1&instantedit=1&wopicomplete=1&wdredirectionreason=Unified_SingleFlush


   
 

Addressing these areas is crucial for enhancing patient safety, family experience and care quality. 
These issues are addressed through provider investigations, the Senior Management Team (SMT), high 
level investigations are further discussed and shared through the Clinical Effectiveness Group (CEG), 
and the NWNODN Neonatal Steering Group (NSG). 

NWNODN Guidelines, strategies and processes  
 
The NWNODN has a formal ratification process for the implementation of network level guidelines 
and processes.  
In 2025, a total of 3 existing guidelines where reviewed and ratified and 4 new NWNODN guidelines 
were developed and approved.   
There were a further 3 existing Terms of Reference (ToR)  reviewed and ratified, and an additional 5 
new ToR developed and ratified.  
 

Guidelines 

GL-ODN-01 Exception Reporting Process Reviewed and ratified  

GL-ODN-04 Escalation Reviewed and ratified 

GL-ODN-06 Difficult Airway Management Reviewed and ratified 

GL-ODN-15 Congenital Diaphragmatic Hernia (CDH) Developed and ratified  

GL-ODN-16 Transposition of the Great Arteries 
without VSD 

Developed and ratified  

GL-ODN-16 Tracheostomy Guideline Developed and ratified  

GL-ODN-25 BPD Toolkit Developed and ratified  

Terms of Reference (ToR)  

TOR-ODN-07 NWNODN Programme Board Reviewed and ratified  

TOR-ODN-08 NWNODN NSG  Reviewed and ratified  

TOR-ODN-09 NWNODN CEG  Reviewed and ratified  

TOR-ODN-14 Surgical SIG  Developed and ratified  

TOR-ODN-15 IUT working group  Developed and ratified  

TOR-ODN-16 NWNODN NTI Standards Subgroup  Developed and ratified  

TOR-ODN-17 NWNODN Cooling SIG  Developed and ratified  

TOR-ODN-19 NWNODN Nutrition and Feeding SIG Developed and ratified  

 

Guideline audits  
The NWNODN has an established process for auditing clinical guidelines (appendix 5) to ensure they 
are both fit for purpose and actively implemented at unit level. This audit process helps identify gaps 
in stakeholder compliance and supports informed decision-making regarding the continued relevance 
and use of each guideline. In 2025 there was 1 guideline audited and to date, all NWNODN guidelines 
that have undergone the audit process have remained in use. However, some guidelines require 
further dissemination and exploration of barriers that may be preventing their consistent 
implementation. Targeted engagement sessions and feedback mechanisms are being introduced to 
support greater understanding and uptake across the network.  
To facilitate access for providers, all guidelines have been made available on the NWNODN website. 
 

NWNODN Quarterly Governance Report 
 
The NWNODN produces a quarterly governance report to provide information and assurance to 
stakeholders, the Local Maternity and Neonatal System (LMNS)and Specialist Commissioners. The 
report outlines NWNODN governance activities, provider compliance with the neonatal service 
specification and patient safety matters. Key messages are shared at NSG to provide a NW wide view 
on adherence to the Neonatal Critical Care service specification, highlighting incidences where care 

https://www.neonatalnetwork.co.uk/nwnodn/professionals/network-guidelines-2/
https://www.england.nhs.uk/publication/service-specification-neonatal-critical-care/


   
 

may have been offered outside of the service specification.  Quarterly reports are shared throughout 
the NWNODN and are available to view on request. 
 

NWNODN Neonatal Steering Group 

The NWNODN facilitates quarterly Neonatal Steering Group (NSG) meetings. Until December 2024, 
these meetings were held separately within each of the three localities. However, following review 
and feedback, it was agreed that bringing all three localities together into a single, unified NWNODN 
Neonatal Steering Group would add greater value and foster more effective collaboration.  The NSG 
provides expertise, strategic direction, and advice to service providers, and wider stakeholders, with 
the aim of improving the quality, safety, and effectiveness of neonatal care across the network 

Provider engagement at NSG  
As outlined in NWNODN NSG Terms of Reference (appendix 6), there is an expectation that each 
provider is represented at each meeting by a Medical and Nursing lead, with representation from 
Connect NW, a parent representative, and a locality education lead for diversity of the conurbation.  
A breakdown of attended per locality can be seen in appendix 7. 
 

Exception Reporting    
Exceptions against service specification in both Local Neonatal Units (LNUs) and Special Care Units 
(SCUs) are identified on a weekly basis and managed by the NWNODN team. Exception reports are 
used to identify instances where a provider may have operated outside of the agreed neonatal critical 
care service specification. Each exception report is reviewed and assessed to understand the context 
and rationale behind care delivered outside of specification and further determine whether it 
constitutes a confirmed deviation from the specification or not. Where exceptions are validated and 
particular themes emerge, they are escalated through the Specialised Commissioners, LMNS and 
appropriate governance channels and may trigger targeted actions, shared learning, or support to 
prevent recurrence. 
 

Birth in the right place 
There is increasing emphasis on ensuring that infants born at less than 27 weeks' gestation, <28 weeks 
gestation multiple and babies less than 800gm are delivered in a maternity unit co-located with a 
Neonatal Intensive Care Unit (NICU). This approach is associated with significantly improved neonatal 
outcomes, including reduced mortality and morbidity, and forms a cornerstone of perinatal working. 
The NWNODN actively monitors and reviews all these births that occur outside of tertiary centres. 
Each exception report is assessed locally, with a focus on identifying missed opportunities for in-utero 
transfer. 
 

Summary of birth in the wrong place 

Figure 4 illustrates the number of births that occurred outside of settings with neonatal 
intensive care facilities across the North West region throughout 2025.  
 

https://www.england.nhs.uk/publication/service-specification-neonatal-critical-care/
https://www.england.nhs.uk/publication/service-specification-neonatal-critical-care/


   
 

Figure 4: Summary of Birth in the Wrong Place 

 

 Breakdown of Birth in the Wrong Place 

 
 
All deliveries in 2025 were reported by maternity colleagues as unavoidable are reviewed through 
local Perinatal Optimisation Group meetings and maternity-led safety forums. Continued efforts are 
being made to strengthen NWNODN antenatal transfer processes and to reinforce the importance of 
timely decision-making in the management of extremely preterm pregnancies. Facilitating in-utero 
transfer and ensuring delivery occurs within a NICU-equipped facility for preterm infants remain a key 
priority for perinatal teams. This approach is fundamental to improving neonatal outcomes and is 
consistent with national recommendations. 
 

Therapeutic Hypothermia (TH) and Hypoxic Ischaemic Encephalopathy (HIE) 
The NWNODN have clear structures in place to monitor activity around Therapeutic Hypothermia (TH) 
treatment following hypoxic Ischaemic Encephalopathy (HIE).  National focus on this key area means 
assurance is required around data, review of care pathways and quality clinical practice across 
maternity and neonatal services.  The cooling special interest group manages oversight of key clinical 
data metrics, supports education and training offers and is responsible for the development of 
processes to support effective TH across services in the NW.  Any TH in an LNU is recorded as an 
exception.  TH in infants <36/40 is monitored as an exception in NICUs.  The value of this regional level 
oversight is set out in table 5. 
 
Table 4: Benefits of regional oversight of TH data and practices 

Identifying Regional Variations Collecting and analysing this data helps identify any regional 
variations in treatment delivery, enabling targeted 
interventions to address disparities in the care provided across 
different units or localities. 
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Ensuring Compliance and 
Accountability 

 

Tracking HIE cases and cooling treatments helps ensure that 
providers are adhering to national and local guidelines, 
improving accountability and fostering a culture of continuous 
improvement. 

 

Therapeutic Hypothermia Data 
Data around HIE is captured in a number of ways and displayed on the NWNODN Dashboard.  Data 
showing rates of TH per 1000 live births is available and shared with maternity systems in line with 
maternity dashboard measures acknowledging the influence of maternity care on these neonatal 
admissions. 
Details around the timing of a HIE diagnosis in the baby’s  
journey is shared through the SIG to improve diagnosis and recording alongside breakdown of babies 
by number and gestation to support insight where pathways may not have been followed or there 
may be signals in the data of increased incidence.   
Figure 5 represents a trend comparison across the NW localities for the last 5 years of HIE grade 2 and 
3 rates per 1000 live births. It highlights a steady rate per 1000 live births with LSC showing the highest 
rate but on a downward trajectory for 2025. 
 
Figure 5: Rates of HIE grade 2 or 3 across the last 5 FY at ODN and Locality level 

 

Figure 6 shows the distribution of babies who received therapeutic cooling, broken down by 
gestational age.  This data highlights that while cooling is typically associated with term infants (37 
weeks and above), a small number of late preterm babies are also receiving this intervention. Within 
the NWNODN, there is clear guidance in place for the use of therapeutic hypothermia (TH). Any case 
that falls outside the standard eligibility criteria requires a high-level discussion with senior neonatal 
colleagues to ensure appropriate decision-making and consistent practice across the network.  
Following new evidence leading to a change to the BAPM framework for practice around TH any case 
of a baby <37/40 receiving the treatment will be exception reported for all services to understand 
process around decision making out with eligibility. 

 

 

 

 

 



   
 

Figure 6: Number of babies cooled in 2025 by Gestational Age 

 
 
Figures 7 compares final grade of HIE on admission and discharge.  Discharge grade is based on MRI 
findings.    The cooling SIG use this data to support education and training around decision making to 
instigate TH and to demonstrate to colleagues across the NW the disparity in recording.  Grades on 
admission should drive the decision to treat.  If the grade of HIE is not recorded or is 1 this calls to 
question the decision to treat. The observed changes in HIE grading following therapeutic cooling 
suggest that interventions were effective in improving outcomes for affected infants. 

 
Figure 7: HIE grade as recorded on Badgernet at admission to and discharge from care 

 
 

Quarterly Summary of Sharing and Learning from Exceptions 2024/2025 
The quarterly governance reports present a summary of learning from exceptions and this is also 
shared in each Neonatal Steering Group meeting to ensure themes and challenges can be highted and 
discussed for all to learn from.  The below graphs provide a summary of exceptions reports: 
 



   
 

 
 
 

 
 
 

Exception learning summary. 
Skills and simulation training: Strengthen staff competence and confidence in recognising and 
managing preterm birth through regular skills-based training and multidisciplinary simulation. 
This includes initial neonatal stabilisation and team role allocation in these scenarios. 
 
A&E delivery readiness and equipment accessibility: Learning highlighted the importance of 
clear identification, standardisation, and accessibility of emergency obstetric and neonatal 
resuscitation equipment within A&E. Ensuring staff awareness of equipment location and 
contents is essential to reduce delays during unplanned deliveries. 
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Escalation processes and neonatal transfer pathways: Where preterm delivery is anticipated, 
the importance of early escalation from maternity to neonatal services has been highlighted. 
Clear system-wide communication pathways are being developed to support referral and 
timely transfer to a designated NICU, minimising delays in definitive neonatal care. 
 
Diagnostic imaging and early intervention: Timely access to imaging and reporting, is 
important in supporting early assessment of neonatal lung pathology and guiding immediate 
respiratory management. 
 
Compliance with service specifications: The review of exceptions identified the need to 
ensure consistent adherence to relevant neonatal service specifications. 
 
Next Steps 

• Ongoing monitoring of exception reports. 
• Continued emphasis on education, cross-unit communication, and NWNODN guideline 

adherence. 
• Network-wide sharing of learning via NSG and CEG. 

North West Wide Neonatal Mortality Overview 
 
All local mortality reviews following deaths are peer reviewed through the NWNODN locality CEG 
meetings, once the local PMRT review has been completed.  Any identified learning is shared, and 
details can be found within locality CEG meeting logs.  
 
Mortality rates for infants born between 24-31 weeks gestation are monitored and presented in 
locality dashboards, which are reported through the Neonatal Steering Group.  Review of this cohort 
reflects the oversight provided by NNAP and the measures presented within the dashboard provide 
comparison to the most recently published NNAP figures. 
All neonatal deaths captured by the NWNODN have been subject to internal case review, where 
applicable PMRT and peer review at CEG.  All summaries submitted to CEG are then shared with the 
relevant Child Death Overview Panel (CDOP) team and feature as an additional paper to the CDOP 
reviews. 
 
Flags identified (as per the NWNODN Dashboard Flags document) on the dashboard for overall 
mortality per 1000 live births are reviewed through NSG. Providers identified as outliers or "flagging" 
throughout 2025 can be viewed in the NWNODN MBRRACE Response Report available on request. 
 
The following section provides an overview of neonatal mortality across the Northwest region over 
the past five calendar years up to December 2025. The NWNODN now reports mortality data by both 
calendar and financial year, aligning with the reporting frameworks of MBRRACE-UK and NNAP. This 
approach supports clearer contextual and comparable understanding with national data and enhances 
consistency across neonatal mortality reporting. The following highlights data from all organisations 
within the NWNODN. It aims to identify trends, highlight areas of concern, and support the 
development of targeted interventions, in particular, optimisation measures in improving outcomes 
in extremely preterm infants.  

The table below sets out the criteria used for data included in this section of the report showing a 
focus on all neonatal unit (NNU) admissions and deaths among babies born at less than 32 weeks’ 
gestation within the NWNODN, over the last five calendar years. Data are aligned with the NNAP 

https://www.neonatalnetwork.co.uk/nwnodn/wp-content/uploads/2024/08/Flags-Support-Document-202425-June-2024.pdf


   
 

methodology for attributing deaths to Episode 1 of care. The inclusion criteria reflect a recognised 
measure of neonatal mortality risk in this cohort. 

Inclusion criteria for neonatal mortality data shared 

Gestational age: <32+0 weeks at birth 
 

Mortality window: Death prior to discharge home or before 44+0 weeks postmenstrual age (PMA), 
whichever occurs first 

 

Care attribution: Deaths are assigned to the neonatal provider responsible for the first episode of care 
 

Year of analysis: Year in which baby would reach 44wks corrected age 
 

Whilst year-on-year variation is evident, Figure 8 illustrates mortality trends within the 22-23 cohort 
consistently at or above the national average. Highlighting the ongoing vulnerability and high-risk 
nature of this population. Within the NWNODN, there were a total of 57 deliveries in the 22–23-week 
gestational age cohort, resulting in 33 neonatal deaths. This reflects the significant clinical risk and 
complexity associated with births at the limits of viability and the continued need for effective ante-
natal counselling incorporating parental wishes, implementation and monitoring of optimisation 
measures and ongoing review of survival data. 

Figure 8 

 

 
 
Appendix 8 presents a comprehensive five-year overview of neonatal admissions and mortality across 
the North West region, broken down into localities. This analysis draws on data from the NWNODN 
dashboard and adheres to the NNAP mortality definition to ensure consistency and comparability.  

 



   
 

NWNODN Mortality Rates 
Figures 9 and 10 show all neonatal unit mortality split by neonatal units and separated comparisons 
between NICU and non-NICU services.  This data allows the NWNODN to see trends across the last 5 
years and identify outliers. Peaks in mortality trigger provider reviews to identify themes and learning 
opportunities, with NWNODN targeted support provided where needed. 

 
Figure 9: Mortality rates by provider based on place of episode 1 of care split by NICU and Non-NICU 

 
 

 
Figure 10: Mortality rates by provider based on place of death split by NICU and Non-NICU 

 
 
 
Figure 10 demonstrates that, when analysed by place of death, there is a significant increase in 
mortality at one tertiary neonatal service. The unit receives the most complex cases from across the 
NW due to its surgical and specialist services.  Such a mortality trend may be expected when compared 
to non-surgical NICUs. However, the NWNODN has flagged this through the mortality process, is 
assured by the organisations report and is continuing discussions with the provider to identify local 
progress. 

 

Equality, Diversity and Inclusion – Neonatal Mortality 
The NWNODN is committed to understanding and addressing inequalities in neonatal mortality, 
particularly those affecting different ethnic groups and socioeconomic backgrounds as has been 
highlighted in the national MBRRACE reports in recent years. Figure 11 illustrates neonatal mortality 
rates across all gestational ages, by maternal ethnicity for 2025. The data highlights potential 
disparities continued analysis is needed to explore neonatal and preterm outcomes across ethnic 
groups. 

 



   
 

Figure 11: Neonatal Mortality split by mother’s ethnicity 

 
 
Figure 12 illustrates mortality in relation to indices of multiple deprivation based on GP postcode. This 
distribution shows a social gradient, with many neonatal deaths occurring in the most deprived 
communities. Over half (53%) of all NWNODN neonatal unit deaths are among families in the most 
deprived quintile, suggesting that deprivation is a significant contributing factor to poor outcome. 
 

Figure 12: All neonatal Mortality split by Indices of Multiple Deprivation 
 

 
 

This reinforces the importance of addressing health inequalities, ensuring equitable access to high-
quality care, and embedding targeted support for vulnerable populations throughout ante-natal care 
and beyond. The NWNODN works in collaboration with Local Maternity and Neonatal Systems (LMNS), 
Maternity, Neonatal Voices Partnerships (MNVP) and the NWNODN Parent Engagement Lead to gain 
insight into lived experiences of all communities. This collaborative approach helps identify factors 
affecting maternal health and supports efforts to reduce neonatal mortality through co-produced, 
equitable care improvements. 



   
 

NWNODN Perinatal Mortality Review (PMRT) Tool Project  

All neonatal unit deaths within the NWNODN are thoroughly reviewed at the Clinical Effectiveness 
Group (CEG), following an internal Perinatal Mortality Review Tool (PMRT) and clinical case review 
process. This ensures that every case is examined in detail to identify key themes, learning 
opportunities, and areas for improvement. 

The NWNODN is committed to continually improving the mortality process to enhance the quality of 
mortality reviews and ensure that lessons learned are disseminated effectively across the network. 
This commitment included implementation of support to ensure external neonatal representation at 
PMRT panels across the region.  

In April 2024 the NWNODN commenced the External PMRT Project, to establish a ratified system for 
including Independent External Neonatal Reviewers within NW PMRT panels.  The aim of this project 
is to achieve a more robust and standardised PMRT process across the NWNODN, to improve shared 
learning and development across the NWNODN.  
Additionally, this process also enables families to have a better understanding of their child’s care.  
 

End of Year PMRT Audit Summary 2025  
 
Following a survey issued out to external neonatal reviewers, feedback was received from 12 
external neonatal reviewers on the PMRT (Perinatal Mortality Review Tool) process across the 
network.  
 

Key Findings 
PMRT Tracker & Scheduling: 

- 83% reported the tracker works well or 
reasonably well 

- 17% reported it works poorly or not at all 

Communication from NWNODN: 
- 83% satisfied or very satisfied 

- 17% neutral or dissatisfied 
 
 

Platform/Tracker Access: 
- 50% happy with current system 

- 33% no preference 
- 17% prefer alternative 

Pre-PMRT Information from providers: 
- 58% rated information as inadequate or very 

inadequate 
- 42% felt it was adequate 

 
Access to Clinical Information on PRMT cases: 

- 50% said essential 
- 25% helpful 
- 25% neutral 

 

PMRT Meeting Structure & Facilitation: 
- 75% find structure clear or very clear 

- 83% say discussions effective or very effective 

Learning & Outcomes: 
- 75% say learning points are not consistently 

articulated 
 

Overall Value: 
- 92% rates PMRT as very or moderately 

valuable 

 
 
The audit identified several areas requiring improvement within the PMRT process.  
Pre-meeting information is frequently insufficient, which limits reviewers’ ability to adequately 
prepare for discussions. Furthermore, access to relevant clinical documentation, including case notes 
and structured summaries, is not consistently available despite being essential for informed review. 
There is also a lack of consistency in the documentation of learning points and agreed outcomes, 



   
 

reducing the effectiveness of shared learning. In addition, inconsistencies in meeting scheduling and 
notice periods have the potential to impact reviewer availability and engagement. Addressing these 
issues would strengthen the overall quality and effectiveness of the review process. 
 
The following recommendations were proposed within the audit by reviewers to enhance the 
effectiveness and consistency of the PMRT process:  

• Introduction of standardised pre-meeting packs to support reviewer preparation, alongside 
the implementation of a consistent format for recording learning points and agreed 
outcomes.  

• In terms of process improvements, greater consistency in scheduling timelines is required to 
ensure adequate notice for reviewers, and consideration should be given to enhancing the 
usability of the PMRT tracker system.  

• From a quality and governance perspective, ensure that external reviewer feedback is 
consistently captured and that PMRT outputs are standardised to support clear 
documentation and dissemination of learning. 

 
The NWNODN plans to engage with individual providers to communicate the feedback and 
recommendations identified within the audit. It will also propose the recommended changes with the 
aim of strengthening the PMRT process and enhancing overall consistency, effectiveness, and quality 
of review outcomes. The PMRT process is valuable and effective, but improvements in preparation 
and consistency would enhance outcomes. 

 
During 2025, the NWNODN were notified of 130 PMRT dates from providers across the Northwest. 
Of these: 

• 94 reviews (72%) successfully had external neonatal representatives allocated.  

• 15 reviews (12%) were not successfully allocated.   

• 21 reviews (16%) were cancelled by the provider. 
 
 

 
 
 

MBRRACE Data 
MBRRACE data for neonatal deaths within the specific criteria set out by MBRRACE was released for 
2024 in March 2026.  This mortality summary should be read in conjunction with the NWNODN 
response to the MBRRACE report, which provides a more detailed account of the network’s position, 
with a specific focus on provider status. Particular attention is given to the identification and context 



   
 

of any outlier units, allowing for a more comprehensive understanding of local and regional variation 
in neonatal outcomes. 

 
Conclusion 
 
This joint governance and mortality report highlights the NWNODN’s commitment to improving 
neonatal outcomes through shared learning, transparent reporting, and quality improvement. The 
integration of clinical governance themes with mortality data provides a view of safety and 
performance, enabling focused action, particularly where outliers or recurrent issues are identified. 
The network remains dedicated to fostering a culture of continuous improvement and collaborative 
care across all neonatal services. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

  



   
 

Appendix 1: Clinical Effectiveness Group Terms of Reference  
 

TOR-ODN-09 CEG 

(2).pdf  
 

Appendix 2: Engagement from NW Neonatal Providers at CEG  

 
Below outlines the engagement from NW Neonatal Providers at CEG per provider/Locality 2025 

NWNODN Clinical Effectiveness Group Engagement 

Cheshire and Merseyside  16.01.25 29.05.25 31.07.25 06.11.25  

Alder Hey Children’s Hospital   2 2 1 1 

Arrowe Park  4 6  5 5 

Countess of Chester  2 3 2 2 

Leighton  2 2 1 1 

Liverpool Women’s Hospital  2 3 1 2  

Macclesfield  2 1 0 1 

Ormskirk  3 2 1 4 

Warrington  1 1 3 2 

Whiston  1 1 1 1 

CNW 1 2 1 2 

Total  20 23 16 21 

Lancashire and South Cumbria   26.02.25 28.05.25 23.09.25 22.10.25 

Blackpool  3 4 1 3 

Burnley  5 4 5 4 

Furness 2 2 1 1 

Preston 4 4 3 6 

Royal Lancaster Infirmary 3 2 3 5  

CNW  1 1 2 1 

Total  18 17 15 20 

Greater Manchester 28.01.25 26.03.25 27.05.25 29.07.25 30.09.25 25.11.25 

Bolton 3 3 1 2 1 3 

North Manchester 2 1 2 2 0 2 

Oldham 3 4 2 3 4 4 

St Marys Hospital 3 5 3 4 2 4 

Stepping Hill 3 3 3 2 3 3 

Tameside  2 1 2 3 1 1 

Wythenshawe 1 1 0 0 0 0 

Wigan  2 2 1 2 3 2 

CNW  3 2 2 1 2 1 

Total 22 22 16 19 16 20 

 
 
 
 
 
 
 
 
 



   
 

Appendix 3: Learning from each of the locality CEG 2025 

 
Topic  Learning/Themes  

Q4 25 

Discharge Badger letter for 
transport  

All units were advised to ensure discharge letter is prepared and ready to be handed to the 
transport team upon their arrival  

QI presented at CM CEG  
Neonatal and Maternity 

reviews  

Incidents involving both Maternity and Neonatal staff have been reviewed in their respective team 
meetings, with shared learning communicated via email. To further strengthen learning and 
encourage shared ideas and suggestions for improvement, a monthly joint review meeting has 
been set up and the effectiveness reviewed in 3mth.  

QI presented at GM CEG  
MBD  

A Quality Improvement (QI) initiative aimed at reducing the incidence of fractures in neonates 
within the NICU through early identification, risk assessment, and preventative handling practices.  

Transwarmer use  Staff are reminded to exercise caution when using Transwarmers, particularly when used alongside 
other heat sources (e.g., incubators, overhead warmers). The combination can lead to 
unintended overheating or skin injury  

Q1 25 

Verbal Advice and 
Communication of Dosing 

Recommendations  

Following discussions regarding a high-risk incident, it was noted that verbal advice provided by 
the AHCH endocrine team was miscommunicated, leading to a dosing error. It was agreed that all 
clinical advice, particularly concerning dosing, should be shared in writing via the generic email 
address. This will ensure clarity and provide a documented reference, reducing reliance on verbal 
communication alone.  

Access to LWH Guidelines  Liverpool Women’s Hospital (LWH) guidelines are readily accessible through the Eolas Medical 
platform for CM units to aid decisions and care delivery.  

Delayed Referrals for Babies 
with Abdominal Distension 

and Perforation  

Concerns were raised about delayed referrals and recognition of abdominal perforation in 
neonates presenting with abdominal distension. The group was reminded that early discussion 
with Connect NW is essential, and a conference call with the surgical team should be arranged 
promptly to avoid delays in care  

Use of LISA in Level 1 Units  Currently, Less Invasive Surfactant Administration (LISA) is not recommended for use in Level 1 
neonatal units. Babies requiring surfactant should be discussed with advice NICUs for a 
management plan, likely intubated and transferred to an appropriate higher-level unit for further 
management.  

Jaundice Management – “10 
Steps to Jaundice”  

In response to recent incident reports, the group reviewed and shared the “10 Steps to Jaundice” 
poster as a tool for improving recognition and management of jaundice in black and brown 
babies across units. It was highlighted the poster should be displayed and disseminated locally for 
awareness. https://nhsrho.org/resources/ten-steps-to-spot-jaundice-in-black-and-brown-babies/  
  

Use of Cot Mobiles in NICU  A checklist regarding the use of cot mobiles in the NICU was shared with the group for learning and 
dissemination across units to support consistent and safe practice.   
Checklist available on NWNODN futures website  

COMET Trial– MNSI Referral  The group was informed about the referral process to the MNSI (Neonatal Neurodevelopmental 
Surveillance Initiative) for babies receiving therapeutic hypothermia as part of the COMET trial. 
Relevant information and procedures were shared for awareness and implementation (available 
on NWNODN futures website).  

Weekend Repatriation of 
Babies on Bespoke TPN  

The importance of timely communication regarding weekend repatriations was highlighted, 
particularly for babies on bespoke Total Parenteral Nutrition (TPN). Units were reminded to 
provide advance notice—ideally early on Friday—to ensure appropriate planning and continuity of 
care  

Cooling – Target Temperature.  Importance of timely referral to CNW for HIE cases and TH to increase the likelihood of reaching 
target temperatures. The cooling SIG will be hosting a webinar on this topic.  

Q2 25 

Equipment Service  Fabian ventilator returned from service was reset to factory settings; incorrect flow used for some 
time though no harm occurred. Perform a comprehensive check of all adjustable settings and 
parameters on equipment that has been externally serviced.   

https://nhsrho.org/resources/ten-steps-to-spot-jaundice-in-black-and-brown-babies/


   
 

Verify that each setting is configured correctly and functions as intended before the equipment is 
used clinically.  

Nirsevimab – RSV  NHS rollout of Nirsevimab for RSV prevention in high-risk infants. Replace monthly palivizumab 
with a single-dose 6-month protection. Identify eligible infants; plan catch-up clinics; add drug to e-
prescribing; discuss prescribing.  

MNSI: Safety 
Spotlight: Neonatal Exchange 

Blood Transfusion  

Baby had a cardiac arrest during exchange transfusion due to incorrect infusion line, leading 
to hypovolaemia and severe brain injury. Safety Spotlight: Neonatal Exchange Blood Transfusion  

Transfer of Babies with Bilious 
Vomiting/Aspirates  

High-level incident highlighted delayed referrals for babies with bilious aspirates. Early referral to 
Cot Bureau and arrange surgical team conference call.  

Never Events  Reminder from NWNODN for network-wide reporting and learning from events. Inform NWNODN 
governance lead of any Never Events for oversight and shared learning.  
Martin Heather Heather.Martin@alderhey.nhs.uk  

Initiation of Cooling in an LNU 
Before Transfer  

LNU cooling initiation best practices and recommendations. CEG Recommendation: A consultant 
should be present to review all babies undergoing therapeutic cooling prior to transfer. This 
ensures optimal support for staff, promotes patient safety, and provides reassurance to families.  
Safety Spotlight: Therapeutic cooling practices  
 

BAPM Alert – 
Covidien Aquaseal Chest 

Drains  

Device found unsuitable for neonatal/pediatric use, risk of harm due to continued 
use. Remove Aquaseal drains from neonatal/pediatric areas; notify staff; switch to appropriate 
alternatives; report incidents to MHRA.  

Perinatal Event Notification 
(SPEN) Portal  

NHS England is introducing a unified reporting system. NW go live 3.11.25: Prepare for transition to 
the new SPEN reporting portal.  
For SPEN related queries contact: agem.apps@england.nhs.uk  

Controlled Drug Key  Discussion on replacing traditional drug keys with electronic or biometric access systems following 
an incident where an unqualified individual had possession of CD keys. Only individuals who are 
appropriately trained, registered, and authorised should hold CD keys. Explore secure, auditable 
access control systems; ensure updates and restrict access to authorized staff only.  

Q3 25 

MNVP guidance - 
representation at 
PMRT panels   
  

Discussions at CEG have raised concerns about the suitability and role of Maternity & Neonatal 
Voices Partnerships (MNVPs) in relation to Neonatal PMRTs. Any consideration of MNVP 
involvement in PMRT processes must first acknowledge that effective and safe service user 
participation relies on a properly commissioned MNVP, with an employed, trained MNVP Lead 
embedded within robust governance structures  

Siltape  
  

LWH reported that the Siltape has been effective in preventing and managing pressure related skin 
injuries.  Staff assess and implement as needed, noting that hourly checks are completed 
to monitor skin integrity.  

Cooling Guidance  Passive cooling was initiated without rectal probe in situ.  All babies receiving therapeutic 
hypothermia must be discussed with the level 3 tertiary neonatal unit before cooling 
is commenced. All infants receiving passive cooling must have a rectal probe in place to minimise 
risk and ensure compliance with guidance.  

Repatriation Transfer via 
CNW   

CNW reported an incident involving a baby who was not clinically fit for transfer.    Ensure that 
babies have received a full medical review on the ward round prior to referral for repatriation.  

Surgical Pathway   
  

Surgical pathways not followed.  All units should refer via the cot bureau to facilitate a conference 
call.  

Reporting Chlorhexidine 
related skin injury   
  

Alongside the local incident review, a Yellow Card report should be submitted. This 
helps identify risk factors, monitor incidents, and improve patient safety.  
Ensure yellow card report is submitted   

Faulty equipment:  
ETT  
  

Shared by Royal Bolton - The Proact Pro-Breath ET Tube was withdrawn from use due 
to connector-related issues.    
Units have been advised to utilise alternative equipment where available.   

GeneDrive machine   
  

GeneDrive machine reported as not working/  
recalibration and no local guidance on QC  
Refer to PALOH guidance.  
Consider in house training on QC  

https://www.mnsi.org.uk/news/safety-spotlight-neonatal-exchange-blood-transfusion/
mailto:Heather.Martin@alderhey.nhs.uk
https://www.mnsi.org.uk/news/safety-spotlight-therapeutic-cooling-practices/
mailto:agem.apps@england.nhs.uk


   
 

Appendix 4: Quality Improvement Summary  

 
QI presentations at CEG 

Cheshire and Merseyside  

July 2025 Warrington  
Peep for 30  
Laura Iley  

Greater Manchester  

March 2025 MFT  
Bone identifiers for babies at risk of MBDP  
Dr Cat Armstrong  

Lancashire and South Cumbria  

Oct 2025 Royal Preston  
Improving data quality 
Emma Croft 
Neonatal Digital Nurse  

 

Appendix 5: NWNODN Guideline Audit Process  
 

 
 

Appendix 6: NWNODN NSG Terms of Reference 
 

TOR-ODN-08 NSG 

(1).pdf  
 
 
 
 
 
 
 
 



   
 

 
 
 
 
 

Appendix 7: Engagement from NW Neonatal Providers at NSG per provider/Locality 

 
Below outlines engagement from NW Neonatal Providers at NSG per provider/Locality 2025 

 
NWNODN Network Steering Group Engagement 

 06.03.25  15.05.25 04.09.25 20.11.25 

Cheshire and Merseyside 

Alderhey Children’s Hospital   2 4 2 1 

Arrowe Park  3 3 4 1 

Countess of Chester  1 3 1 2 

Leighton  2 2 2 2 

Liverpool Women’s Hospital  2 18 1 0 

Macclesfield  1 1 0 2 

Ormskirk  1 1 0 1 

Warrington  1 1 1 1 

Whiston  1 2 3 3 

Total  14 35 14 13 

Lancashire and South Cumbria   

Blackpool  2 1 2 1 

Burnley  2 3 1 2 

Furness 1 1 2 2 

Preston   2 3 1 1 

Royal Lancaster Infirmary 3 1 1 1 

Total  10 9 7 7 

Greater Manchester 

Bolton 2 3 0 0 

North Manchester 0 1 0 0 

Oldham 2 3 3 1 

St Marys Hospital 5 5 3 1 

Stepping Hill 1 2 0 0 

Tameside  2 1 1 1 

Wythenshawe 0 1 0 0 

Wigan  1 2 1 2 

Connect NW 2 1 1 1 

Total  15 19 9 6 

 
 
 
 
 
 
 
 
 
 
 
 



   
 

 

Appendix 8: Mortality Data – Five year Overview by locality  

 

Greater Manchester Neonatal Admissions and Mortality: Five-Year Overview 
 

 
 

 
 

Cheshire and Merseyside Neonatal Admissions and Mortality: Five-Year Overview 
 

 
 
 
 
 

 
 
 



   
 

 
 
 
 
 
 
 
 
 

Lancashire and South Cumbria Neonatal Admissions and Mortality: Five-Year Overview 
 

 
 
 
 
 

 
 
 
 
 


