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A B S T R A C T

Despite advancements in neonatal care, preterm infants often require extended periods of stay in neonatal units, 
which can lead to parent-infant separation and increased stress. Supported discharge services may be helpful in 
reducing separation and stress, but neonatal outreach service provision differs substantially across the UK. This 
study aimed to map current service models (e.g., intensity, components, staffing) of neonatal outreach service 
provision to describe variations, to identify barriers and facilitators to delivery, and to explore staff and parents’ 
perceptions of these services. Qualitative interviews were conducted with staff (n = 15) and parents (n = 10) 
with experience of neonatal outreach services across the North West of England and analysed thematically. The 
findings identified variations in service models, and barriers (e.g., commissioning, staffing, resources) and fa-
cilitators (e.g., consistency, financial support, documentation) influencing service delivery which are useful in 
understanding how to improve neonatal outreach services in the future.

1. Introduction

Over 100,000 infants within the United Kingdom (UK) are admitted 
each year to neonatal units, which provide care for infants requiring 
treatment (Bliss, 2020; NHS England, 2024). Many of these infants are 
preterm (37%), born before a gestational age of 37 weeks (Bliss, 2020). 
Despite advancements in neonatal care, preterm infants are at greater 
risk of mortality and morbidity as compared to full-term infants 
(Blencowe et al., 2013; Boyle and Boyle, 2013). Consequently, preterm 
infants often require extended stays in neonatal units due to an increased 
risk of complications such as feeding difficulties, weight loss, low blood 
sugar, excess serum bilirubin (jaundice), temperature dysregulation, 
sepsis, and neurodevelopmental impairment (Sharma et al., 2021; Kar-
nati et al., 2020; Woythaler, 2019). Specialist care is provided for pre-
term infants within neonatal services (NHS Improvement, 2018), which 
include: Care Level 1 (Low) – special care baby units (SCBUs); Care Level 
2 (Medium) – local neonatal units (LNUs); and Care Level 3 (High) – 
neonatal intensive care units (NICUs) (NHS England, 2015; British As-
sociation of Perinatal Medicine, 2021). NICUs are the highest care level 

for critically ill infants, often serving a large geographic area (NHS En-
gland, 2015). As of 2020, NICUs were present in only 58 of 191 
geographical areas in the UK, creating major challenges for access to 
Care Level 3 services (Royal College of Paediatrics and and Child 
Health). Due to challenges related to a lack of NICUs, many preterm or 
sick infants requiring the most complex care often cannot stay at their 
local hospital and need to be cared for in NICUs that are a considerable 
distance from their home. This can exacerbate parent-infant separation 
causing additional stress for parents and reduces opportunities for early 
bonding (NHS England, 2024).

Reducing parental stress, and minimising parent-infant separation, is 
key to the family’s long-term health and wellbeing (Swanson and Han-
nula, 2022). Following an infant admission to neonatal care, parental 
stress can be minimised with clear, consistent communication from 
healthcare teams, particularly during the hospital discharge process 
(Berman et al., 2019). However, in neonatal practice, consistent 
communication or support can be lacking, often attributed to low re-
sources and staffing (Bry and Wigert, 2019). Parents have reported 
inconsistent and unstructured discharge processes, with the date and 
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requirements for discharge changing at short notice (Ingram et al., 2018; 
Gupta et al., 2019). The latter often leading to a perception of a rushed 
discharge, which can intensify parental stress and anxiety (Aydon et al., 
2018). To improve infant discharge for parents, service components 
including comprehensive discharge planning, supported transfer to 
home, and neonatal outreach support, have been developed (Ingram 
et al., 2018; Hamer et al., 2023; van Kampen et al., 2019).

Supported discharge services, commonly known as neonatal 
outreach services, often focus on facilitating early supported transfer to 
home (Ingram et al., 2018; Hamer et al., 2023). A recent systematic 
review demonstrated the effectiveness of neonatal outreach services in 
reducing hospital stays, without adverse consequences on hospital 
readmission rates, parental stress, infant weight, or breastfeeding 
practices (Hamer et al., 2023). A tailored early supported transfer to 
home plan is often complemented by neonatal outreach support (e.g., 
parental education sessions, out-of-hours contact, home visits) (Ingram 
et al., 2018). This early supported transfer approach equips parents to 
provide care for infants in their home, minimising parent-infant sepa-
ration, alleviating parental distress, and fostering supportive environ-
ments for breastfeeding (Hamer et al., 2023). However, not all 
geographical areas in the UK have neonatal outreach services (Royal 
College of Paediatrics and and Child Health).

Some areas of the UK have well-structured and comprehensive 
neonatal outreach services, whilst others struggle to offer even basic 
services (e.g., home visits) (Royal College of Paediatrics and and Child 
Health). Disparities stem from differences in finance and resources, 
staffing, and healthcare infrastructure (Royal College of Paediatrics and 
and Child Health). Inequalities in service provision may be intensified 
due to where people live, particularly in areas of social deprivation (e.g., 
low income, poor access to healthcare and transport) (Pearce et al., 
2019). Variations in neonatal outreach services in different regions may 
compound health inequities (Draper et al., 2009). Smith, Draper (Smith 
et al., 2009) reported that whilst little socioeconomic variations in the 
provision of neonatal care were identified, the centralisation of 
specialist neonatal services and thus the lack of provision for neonatal 
outreach services are likely to have an impact on outcomes such as 
parental separation and stress as babies are moved long distances to find 
an appropriate level of care. Neonatal outreach services are associated 
with a range of benefits for parents and their infants, including mini-
mising length of hospital stay, preventing parental stress and anxiety, 
and enhancing parental confidence and bonding with their infant 
(McKeon-Carter, 2018).

One region whereby neonatal outreach services differ substantially is 

the North West of England (Weaver-Lowe, 2022). A mapping exercise by 
the National Institute for Health and Care Research (NIHR) Applied 
Research Collaboration North West Coast (ARC NWC), previously 
explored neonatal outreach services provided by the 22 neonatal units 
across 19 National Health Services (NHS) Trusts in the North West of 
England (one NHS Trust provided amalgamated data on its three 
neonatal services). The findings highlighted substantial disparities in 
neonatal outreach service provision across the region (Table 1). The 
service provision of each unit was categorised as a Care Level of High, 
Medium, or Low. High level care services provided support seven days 
per week, telephone consultations, and a multi-disciplinary approach to 
discharge preparation. Medium level care services provided a 
two-to-five-day service and some telephone consultations, whilst Low 
level care services provided no neonatal outreach and relied on generic 
services (e.g., midwifery/health visitor led care, drop-in clinics, clinic 
appointments, telephone helplines, and paediatric community teams). 
Research is needed to explore in more detail the disparities in neonatal 
outreach service provision identified and to develop an understanding of 
how these variations impact patients and families.

Understanding neonatal outreach service provision across the UK is 
important due to its potential impact on parent and infant outcomes (e. 
g., mortality, morbidity, burden on families), which can be exacerbated 
by socioeconomic factors (Ismail et al., 2020, 2022). Lessons from 
additional research could assist healthcare policymakers, managers, 
commissioners, and clinicians to make informed decisions about 
resource allocation, infrastructure improvement, and targeted in-
terventions. Establishing clinical standards would enable benchmarking 
to facilitate the development and implementation of standardised care 
protocols. Understanding the effects of socioeconomic factors could 
inform changes to help minimise health inequalities (Ettorchi-Tardy 
et al., 2012). Such insight may inform new policy targeting the root 
cause of variations in neonatal outreach provision, within the North 
West of England, and in the UK. The aim of this study was to understand 
and map the service models of neonatal outreach service provision in the 
North West of England, to 1) identify variations in the delivery of 
neonatal early supported transfer to home services and the components 
provided, 2) identify barriers and facilitators to service delivery, and 3) 
explore the perceptions of staff and parents who have experienced these 
services.

Table 1 
Summary of existing provision of neonatal services across three regions in the North West of England.

Region NHS 
site

Characteristics of neonatal service provision

7 days 
service

2–5 days 
service

Health 
visitor

Midwife/ 
MTs

Drop-in 
service

Telephone 
support

Type of neonatal 
services

Care level of 
service

A A1  ✓     NICU Medium
A2  ✓   ✓  NICU Medium
A3   ✓    LNU Low
A4 ✓      LNU High
A5   ✓    SCBU Low

B B1   ✓    LNU Low
B2 ✓      LNU High
B3  ✓  ✓  ✓ LNU Medium
B4 ✓      NICU High
B5  ✓    ✓ NICU Medium
B6     ✓  LNU Low
B7   ✓  ✓  LNU Low

C C1  ✓  ✓  ✓ LNU Medium
C2 ✓      NICU High
C3  ✓  ✓  ✓ NICU Medium
C4 ✓      NICU High
C5   ✓ ✓ ✓ ✓ LNU Low
C6 ✓      LNU High

* LNU, local neonatal unit; NICU, neonatal intensive care unit; SCBU, special care baby unit.
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2. Materials and methods

2.1. Study aim

To map existing neonatal outreach services across the North West of 
England.

2.2. Study objectives

1) To describe variations in current neonatal outreach services.
2) To identify barriers and facilitators to delivering neonatal outreach 

services and their components.
3) To explore how staff and parents perceive neonatal outreach services 

and their components, including the advantages and disadvantages 
of current neonatal outreach service provision.

2.3. Study design

A qualitative descriptive approach involving individual and group 
interviews was adopted (Neergaard et al., 2009). The study is reported 
in line with the Consolidated Criteria for Reporting Qualitative Research 
(COREQ) guidelines (Tong et al., 2007). The Consolidated Framework 
for Implementation Research (CFIR) underpinned data collection and 
data analysis (Breimaier et al., 2015), highlighting factors influencing 
implementation outcomes (Damschroder et al., 2009).

2.4. Study participants

A purposive sampling strategy was used to recruit neonatal health-
care professionals involved in the delivery of neonatal outreach services 
across the North West of England, and parents of infants who had 
recently experienced neonatal outreach services within the North West 
region. The research team aimed to recruit diverse participants with 
valuable insights into the challenges and successes, advantages and 
disadvantages, and variations in neonatal outreach services across the 
North West of England.

Participant recruitment was conducted by a neonatal lead or 
Research and Innovation Department (R&ID) staff at seven NHS 
neonatal units. The units were selected by the study’s steering group, 
made up of key stakeholders including members of the North West 
Neonatal Operational Delivery Network (NWNODN), health innovation 
network staff, academics, neonatal clinicians, parents, and staff from the 
regional integrated care boards, to reflect the different Care Levels of 
High, Medium, and Low neonatal outreach service provision (Table 1). 
The R&ID at each NHS Trust was contacted in order to gain access 
approval for participant recruitment. Once approved, the Principal 
Investigation (PI) at each site began recruitment.

Neonatal health professionals (e.g., outreach team neonatal nurses, 
doctors, health visitors, and allied health professionals) aged 18+ years, 
who were currently involved in delivering neonatal outreach services 
were recruited. The neonatal lead or R&ID at each site sent relevant staff 
an introductory email about the study, which included a staff participant 
information sheet and consent form, inviting staff to contact the 
research team to express an interest in taking part.

Parents aged 16+ years of preterm infants cared for in the predefined 
neonatal units were recruited via emails and letters sent out by neonatal 
leads of the NHS neonatal units, parent advisory groups, and Bliss (a 
charity for families who have experience neonatal care), and through 
social media adverts on X, Facebook, and Meta. Neonatal staff within the 
neonatal units distributed a participant information sheet and consent 
form to eligible parents which included a QR code. The QR code linked 
to a consent to contact form for parents to record their name and contact 
details, which was accessed electronically by the research team to 
follow-up. There was an option for parents to email the research team 
directly if they were interested in participating.

Staff and parents who contacted the research team were later 

contacted by a member of the research team to arrange a suitable time 
and date to take part in an individual or a group interview. Participants 
were required to complete and return the consent form prior to 
attending an interview.

2.5. Ethics

Ethical approval was attained from the Health Research Authority 
(Newcastle & North Tyneside REC 2; IRAS Project ID: 319126; REC 
Reference: 22/NE/0238). Written informed consent was gained from all 
participants prior to interview. Verbal consent was reaffirmed prior to 
the start of the interviews. Due to the sensitive nature of the topic, a 
distress protocol was implemented to assess and respond to participant 
distress where necessary.

2.6. Data collection

The qualitative interviews explored neonatal outreach services using 
a semi-structured topic guide developed for staff (Table 2) and parents 
(Table 3). The topic guide reflected the original CFIR’s five key domains; 
characteristics of the intervention, the inner setting (e.g., the setting in 
which the intervention is implemented – the neonatal service), the outer 
setting (e.g., the setting in which the neonatal service sits – the hospital 
or healthcare system), the individuals involved, and the implementation 
process (Damschroder et al., 2009). Interviews with staff and parents 
were undertaken either by an experienced post-doctoral qualitative 
researcher, or a neonatal intensive care nurse. Both researchers were 
judged to have an ‘insider’ perspective as they had previous experience 
in neonatal research (Bonner and Tolhurst, 2002).

Staff interviews explored what neonatal outreach services were in 
place across the region, the barriers and facilitators to service delivery, 
and staff perceptions of the services and their components. Staff in-
terviews took place remotely with participants based on-site within their 
clinical workplace and were recorded on Microsoft Teams using the 
software’s record and transcribe function.

Parent interviews were used to explore the perceptions of parents 
who experienced a neonatal outreach service, including the advantages 
and disadvantages of neonatal outreach service provision. Parent in-
terviews took place remotely via video or audio-call using Microsoft 
Teams and were recorded on the software’s record and transcribe 
function.

2.7. Data analysis

The Microsoft Teams auto-transcription was checked for accuracy by 
two research team members. Subsequently, the data were anonymised 
and uploaded to NVivo (NVivo, 2022; version 1.7.1). Thematic analysis 
was employed using the six steps outlined by Braun and Clarke (2006); 
familiarisation, generating initial codes, generating themes, reviewing 
potential themes, defining and naming themes, and write-up. Two re-
searchers experienced in qualitative data analysis, independently coded 
each anonymised transcript. Initially, codes were generated inductively 
to capture participant’s perceptions. During this phase of the analysis, a 
coding tree was developed which helped to identify some broad themes 
relevant to the study’s objectives. Following this initial analysis, themes 
were reviewed and refined using the CFIR framework as a deductive 
lens. Disagreements in coding were resolved through discussion with the 
wider research team.

3. Results

A total of 23 interviews were conducted with fifteen staff and ten 
parent participants between May 2023 and September 2023. One of the 
staff interviews was conducted as a paired interview. Although seven 
NHS sites were approached, participants were only recruited from five 
NHS sites. Interviews lasted from 30 to 75 min.

N. Morgan et al.                                                                                                                                                                                                                                
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3.1. Participant characteristics

The fifteen staff participants were health professionals working in 
neonatal services across five NHS sites, of which thirteen were female, 
and most were band five/six neonatal outreach nurses or sisters with 
extensive lengths of service (Table 4). The ten parent participants had 
experienced high, medium, or low care level neonatal outreach services 

within the geographical catchment area of the five NHS sites. Parents 
were all female, between 21 and 42 years of age, most identified as 
White British, and most were in full time employment (Table 4).

Table 2 
Semi-structured topic guide for staff interviews mapped to CFIR domains 
(Damschroder et al., 2009).

Topics and questions CFIR domain

Introduction 
• explain purpose of interview, recap participant 

information sheet, and re-affirm verbal con-
sent for participation and use of audio 
recording



Participant demographic information 
• role, length of service, and age

Inner setting

Which of the following interventions are 
provided at your Trust and which service are 
you part of? 

• prompts – neonatal outreach nurses, 
community midwives, post-natal unit, transi-
tional care unit

Characteristics of the 
intervention

Can you give me an overview of how the 
neonatal outreach/early supported home 
service works in practice? 

• prompts – can you tell me about your role in 
the service? how did you decide how the 
service should be provided? how is the service 
coordinated across the different professionals? 
what information is collected at each visit & 
how/where is it recorded? what do you think 
would improve the way this information is 
collected and recorded?

Characteristics of the 
intervention

Can you tell me about the discharge planning for 
late pre-term infants? 

• prompts – what criteria do late pre-term in-
fants (or their parents) need to meet before 
they are considered for early discharge? what 
are your thoughts about the criteria? are there 
any improvements that should be made?

Characteristics of the 
intervention

What information and training do parents 
receive before early discharge? 

• prompts – who provides it? in what format? 
when is it received? what does it cover? what 
do you consider good about this? what do you 
believe could be improved? what other 
information would be useful for parents?

Characteristics of the 
intervention

What support or training is given to parents after 
discharge and during outreach? 

• prompts – who provides it? in what format? 
when is it received? what does it cover? what 
was good about this support? what other 
information or support needs to be in place?

Individuals involved

What training is provided for staff working in 
early discharge/outreach service? 

• prompts – to what extent did this training 
prepare you for the role? what other training 
that should be provided?

Inner setting

What do you think have been the main 
challenges and barriers to implement and 
deliver the service? 

• prompts - explore in relation to staff, infants, 
and parents, what has/would help to 
overcome these challenges?

Inner setting, outer setting, and 
individuals involved

What do you consider to be good practice in 
terms of how the service is provided? 

• prompts – explore in relation to staff, infants, 
and parents, equipment and technology that 
would enable good practice

Implementation process

As an aim of this study is to develop best practice 
guidelines – what points or issues do you think 
we need to consider?

Implementation process

Any other thoughts or reflections? 

Table 3 
Semi-structured topic guide for parent interviews mapped to CFIR domains 
(Damschroder et al., 2009).

Topics and questions CFIR domain

Introduction 
• explain purpose of interview, recap participant 

information sheet, and re-affirm verbal con-
sent for participation and use of audio 
recording



Participant demographic information 
• age, ethnicity, parity, how many children, area 

of residence, family structure, employment 
status, housing, and any disability

Individuals involved

When was the discharge of your baby first 
discussed? 

• prompts – what were you initially told? were 
you given a date of planned discharge? is this 
when your baby was discharged? how old was 
your baby at this time? how did you cope with 
any delays (if appropriate)?

Characteristics of the 
intervention and inner setting

What milestones or criteria did your child have to 
meet before discharge was confirmed? 

• prompts – were you able to stay on the unit 
with your baby before they were discharged? 
if yes, how long did you stay? how was this 
experience? was there a home visit 
undertaken? what happened?

Characteristics of the 
intervention and inner setting

Can you tell us about any training, information, 
or support that you were given before your 
infant was discharged? 

• prompts – what did it involve? who provided 
it? in what format? was there enough 
information and support provided? how 
prepared did you feel for discharge? what 
would have helped you to feel more prepared? 
what else was needed? would you be 
comfortable using equipment or technology to 
support you and your baby after discharge 
home?

Outer setting

Can you tell us about any information or support 
you received after discharge? 

• prompts – what did it involve? who provided 
it? did you ask for any specific information or 
support? if yes, what? what support was 
provided for you as a parent, e.g., mental 
health support? was this sufficient? what else 
was needed? how confident were you about 
caring for your baby at home? what helped/ 
didn’t help your confidence? what else was 
needed?

Characteristics of the 
intervention and outer setting

Can you tell us about the relationships you had 
with the outreach team? 

• prompts – what was positive or negative about 
your relationships with different members of 
the team? how could these be improved?

Individuals involved and inner 
setting

Can you tell us about what it was like to 
communicate with the outreach team? 

• prompts – were you able to contact the 
outreach team when needed? how quickly did 
they respond? did you know who to contact if 
you needed support? what else should be in 
place?

Inner setting

Overall, what do you think was positive about 
the discharge planning and outreach service? 

• prompts – for you, your baby, your family?

Implementation process and 
individuals involved

Overall, what do you think were the main 
challenges and barriers about the discharge 
planning and outreach service? 

• prompts – how do you think these should be 
overcome? what else needs to be in place?

Inner setting and outer setting

Any other thoughts or comments? 
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3.2. Neonatal outreach services and their components

Staff participants described the key characteristics of neonatal 
outreach services at their NHS sites. The qualitative data were used to 
generate a matrix of service components for each of the five NHS sites 
(Table 5), categorised as having Care Level High (n = 2), Medium (n =
2), or Low (n = 1) neonatal outreach provision (established from the 
NIHR ARC NWC mapping exercise presented in Table 1). Of the five NHS 
sites, four sites offered neonatal outreach services, whilst one site stated 
that they could not provide neonatal outreach at this time. Two sites 
offered neonatal outreach services seven days per week, with one site 
operating a six days per week service, and another site operating a five 
days per week service (Table 5). Neonatal outreach teams varied in size 
from four to eight health professionals, mostly band five to band seven 
roles, with some band four staff in supporting roles. The four sites with 
neonatal outreach services all conducted home visits post-discharge, 
twice weekly for the first two weeks, and weekly thereafter. Regard-
less of service provision, all five NHS sites provided pre-discharge 
planning, which included educational sessions for parents (Table 5). 
All sites had specific discharge criteria; that infants were gaining weight 
(sometimes achieving a specific weight), feeding consistently, and were 
not being monitored by specialist equipment.

3.3. Thematic overview

Seven themes were identified during the analysis and are displayed 
in a thematic map in Fig. 1. The themes relate to four key domains of the 
CFIR framework; characteristics of the intervention, the inner setting, 
the outer setting, and the individuals involved (Damschroder et al., 
2009). The themes are associated with barriers and facilitators of 
neonatal outreach service delivery within the North West of England, 
and the perceptions of staff and parents with experience of these 
services.

3.3.1. Facilitators to improve neonatal outreach service delivery
Within the CFIR domain ‘characteristics of the intervention’, con-

sistency in treatment approaches, documentation and information 
management, and financial support for families, were highlighted by 
participants as facilitators to improve neonatal outreach service de-
livery. Support and confidence building, and continuity of care were 
identified as facilitators to improve neonatal outreach service delivery 
within the CFIR domain ‘individuals involved’.

3.3.2. Theme 1: consistency in treatment approaches
A key facilitator to improving neonatal outreach services from a 

parent perspective was the need for consistency in the way services were 
delivered. The variations in decision-making by a range of professionals 
within neonatal care were perceived negatively by parents. 

‘The only need for improvement within my whole neonatal journey was 
the consistency of approach to treatment […] different nurses had 
different opinions about how we should approach it and there was not a 
consistency of approach across the caregiving team’ [parent, NHS site 
C5]

Parents emphasised that the consistency in the guidance they 
received from a trusted neonatal professional was a key facilitator to 
improving the quality of care they experienced. 

‘People that you see while you’re in transitional care, if there was any way 
that they could continue the care, so it’s not a different person […] maybe 
if it was somebody off transitional care that came out to see, so you 
already have a good relationship with them’ [parent, NHS site C5]

3.3.3. Theme 2: enhanced documentation and information management
One key facilitator to improving neonatal outreach services was the 

need for better patient documentation and information management. 
Staff emphasised the challenges of accurately documenting patient in-
teractions using paper and pen, especially when conducting multiple 
home visits. 

‘I mean if you see a lot of babies in a day […] I do make little notes, but I 
think if we had a laptop you could get in the car you could write about this 
literally come out of that appointment you document everything, so you 
haven’t missed the thing’ [staff, NHS site B4]

The introduction of laptops or electronic systems was proposed to 
enable comprehensive and real-time record-keeping. Staff suggested 
that better technology could enable professionals to document essential 
information immediately after patient interactions and reduce the risk of 
inaccurate reporting. 

‘I think if we had some kind of electronic system that we could enter the 
information as we’re there, which is then accessible by everybody, so you 
know if the baby ends up in A&E, A&E could access the record’ [staff, 
NHS site A1]

One staff member highlighted the importance of having up-to-date 
software and equipment that can facilitate the use of electronic data-
bases and reduce administration. 

‘If we had training iPads […] we need something reliable with a reliable 
signal […] it’s [paper documenting] just really time consuming’ [staff, 
NHS site C5]

3.3.4. Theme 3: financial support for families
Financial support for families when accessing neonatal services was 

identified as a key facilitator by both staff and parents. The introduction 
of initiatives such as car park passes and longer rooming-in stays could 
alleviate the financial burden on parents and make neonatal services 
more accessible, particularly during the transition from the hospital to 
home. 

Table 4 
Participant characteristics.

Staff participant characteristics n (%)

Gender Female 13 (87)
Male 2 (13)

Job title Consultant neonatologist 2 (13)
Neonatal outreach sister (band 6) 3 (27)
Neonatal outreach nurse (band 5) 4 (30)
Neonatal intensive care sister (band 6) 1 (7)
Transitional care lead (band 6) 1 (7)
Transitional care nurse (band 5) 1 (7)
Senior clinical support worker (band 4) 2 (13)
Paediatric dietician 1 (7)

Years in service 7–12 3 (27)
13–18 3 (27)
19–24 2 (13)
25+ 7 (47)

Parent participant characteristics n (%)

Gender Female 10 (100)
Age 20–25 1 (10)

26–30 1 (10)
31–35 4 (40)
40+ 2 (20)
Not disclosed 2 (20)

Ethnicity White British 9 (90)
White Other 1 (10)

Marital status Married 5 (50)
Partnered 5 (50)

Employment Full-time employment 8 (80)
Part-time employment 1 (10)
Unemployed 1 (10)

Parity One child 5 (50)
Two children 2 (20)
Three children 3 (30)

Disability None 10 (100)
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‘I think getting the upfront cost as well and maybe more nights staying in 
the hospital with [child] because I only got to stay two nights when she 
was first born […] so I didn’t have to keep coming back and forth’ 
[parent, NHS site A4]

Financial support was also perceived as an important factor by staff 
in ensuring that parents could be more actively involved in their child’s 
care during the transition from the hospital to home. 

‘A car park pass, so if the parents are travelling, they don’t have to pay 
[…] and that’s a massive thing I think for the parents because financially 
some of them struggled to come to visit’ [staff, NHS site B4]

3.3.5. Theme 4: support and confidence building
Both staff and parents shared how they valued the neonatal outreach 

services, particularly in that they provided support and improved con-
fidence among caregivers. Staff emphasised the positive feedback that 
they had received from parents and how neonatal outreach services 
were viewed as a valuable bridge from hospital care to home care. 

‘I feel it is a really beneficial service just from the feedback we get from 
parents, a lot of parents said they wouldn’t have known what to do if we 
hadn’t been there to support them and guide them […] the parents feel it’s 
a good bridge from hospital to home with that support’ [staff, NHS site 
A1]

Table 5 
Matrix of components for neonatal outreach services across the five NHS sites included in this study.

Service 
components

NHS site (as described in Table 1)

A1 A4 B4 C1 C5

Criteria for 
early 
supported 
transfer to 
home

<34 weeks gestation, complex 
needs (HIE, oxygen, NGT, 
cardiac); LBW babies (no lower 
weight limit) consultant 
discretion, consistently feeding 
for 48 h, temperature 
regulation, pass the car seat 
challenge

≥1.8 kg - 33 weeks 
gestational age and above, 
taking 50% of feeds orally, 
maintaining body 
temperature and blood 
glucose, stable cardio- 
respiratory status

Consultant discretion <1.5 kg at 
birth, <2.3 kg at discharge, <35 
weeks gestation at birth, sick 
term babies, gaining weight, 50% 
oral feeds, NGT feeds, babies 
with abnormalities/syndromes 
affecting feeding and growth, 
neonatal abstinence syndrome on 
phenobarbitone, requires blood 
samples or phototherapy, off 
specialised monitoring, pass the 
car seat challenge

<2.2 kg, <35 weeks 
gestational age, >7 days length 
of stay on the neonatal unit or 
transitional care unit, complex 
needs (oxygen, tube feeds, 
short term palliative), any 
other medical concerns

≥2 kg – gaining 
weight and feeding 
well, not being on 
any monitoring, pass 
the car seat 
challenge

Education 
sessions pre- 
discharge to 
home

Yes – infant resource, icon 
video, proficient in basic baby 
care, changing nappies, 
bathroom, safe food 
preparation, safe sleep, 
temperature management

Yes – safe sleep, bathing 
demonstration, feeding 
demonstration, temperature 
checks, home oxygen and 
tube feeding

Yes – NGT training, feeding 
demonstration, SIDS prevention, 
bathing demonstration, diet, safe 
sleeping, baby resuscitation

Yes – parent educational video, 
parent craft training, 
breastfeeding, expression, 
bottle feeding, sterilisation, 
safe sleep, changing nappies 
and general hygiene, NGT 
training, medication, basic life 
support

Yes – safe sleep, NGT 
training, baby 
hygiene, basic life 
support, basic baby 
care and bathing

Discharge 
planning

Yes Yes Yes Yes Yes

Home 
assessment 
pre- 
discharge

Yes Yes No Yes No

Rooming in Yes Yes Yes Yes Yes
Home visit 

post- 
discharge

Yes Yes – twice weekly Yes Yes – twice weekly, then 
weekly

No

Staff dedicated 
to 
intervention

8 staff – dietician (n = 1), OT 
(n = 1), PT (n = 1), band 6 
nurses (n = 3), band 7 nurse (n 
= 1)

4 staff – band 4 (n = 1), band 
6 (n = 3)

6 staff – dietician (n = 1), band 4 
(n = 1), band 5 (n = 1), band 6 (n 
= 1), band 7 (n = 2)

4 staff – band 6 nurses (n = 4) 0 staff

Dedicated 
discharge 
manager

No No No No No

Equipment 
provided to 
the home

Yes – NGT oxygen, axilla 
thermometers, apnoea 
monitors, breast pump

Yes – breast pump, sleep 
study machine

Yes – Bilibed, NGT oxygen, 
apnoea mattress

Yes – NGT oxygen Yes – NGT oxygen, 
breast pump

Takeaway 
information

Yes No Yes – resource pack Yes – leaflets Yes – leaflet

Telephone 
support 
(outreach 
team)

Yes (8am – 5pm) Yes (8am – 4pm) Yes – 24 h Yes (8am – 4pm) No

Days of service 
(time)

5 days (8am – 5pm), not 
operating Wednesdays and 
Sundays

7 days (8am – 4pm) 7 days (8am – 5pm) 6 days (8am – 4pm), operating 
weekdays and Saturdays (8am 
– 2pm)

0 days (no neonatal 
outreach service)

Category of 
neonatal 
service 
provision

Medium High High Medium Low

* HIE, hypoxic ischemic encephalopathy; kg, kilograms; LBW, low birth weight; NGT, nasogastric tube; OT, occupational therapist, PT, physiotherapist; SIDS, sudden 
infant death syndrome.
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‘I felt very supported, to be honest by them. I was supported well by the 
nurses […] the support from the neonatal outreach nurses was fantastic’ 
[parent, NHS site C1]

3.3.6. Theme 5: continuity of care
Parents described how neonatal outreach services provided them 

with support and feelings of reassurance, largely because it offered a 
continuity of care from the hospital to the home. This continuity of care 
gave them confidence to reach out for help and support even after 
leaving the hospital. 

‘We’ve had the same sort of nurse at home, definitely because neonatal 
outreach was only four nurses and that was fantastic because we knew all 
four of them’ [parent, NHS site A4]

Staff stated that neonatal outreach services can provide better sup-
port for families transitioning from the neonatal unit to home and that 
without the continuity of care, parents can feel abandoned after 
discharge. Staff also felt that an absence of neonatal outreach services 
can lead to unnecessary hospital re-admissions due to parents seeking 
immediate help in emergency departments. 

‘We do find that parents do ring back to the unit and said I’ve got this 
problem with feeding or I’m not happy, but it’s very difficult cause you 
then can’t see the baby. So, I think sometimes some of these babies then 
end up in A&E or in assessment […] just purely for things like parent 
reassurance or feeding problems where there could be in the home’ [staff, 
NHS site C5]

3.3.7. Barriers to implementing neonatal outreach services
Within the CFIR domain ‘the outer setting’, staff identified a lack of 

commissioning, staffing, and resources as key barriers to delivering 
comprehensive and equitable neonatal outreach services. Within the 
CFIR domain ‘the inner setting’, parents highlighted that communica-
tion, guidance, and information sharing acted as key barriers to 
receiving effective neonatal outreach care.

3.3.8. Theme 6: lack of commissioning, staffing, and resources
A lack of basic equipment, staffing, funding, and resources were 

identified as key barriers to delivering neonatal outreach services. Staff 
highlighted that neonatal outreach services are not commissioned and 
so the funding is provided by the neonatal units’ budget; and as a result, 
funding is limited, which has a considerable impact on staffing levels 
and available resources. 

‘I think it’s funding, whenever we sort of want to implement something else 
or move forward or expand the team, because we really could do more 
stuff [ …] it’s just all down to funding and money as we’re not a 
commissioned service and that’s always what’s thrown at us, so I think 
that is the biggest barrier’ [staff, NHS site A4]

Staff also shared how some essential services were either being 
removed or were never in place at the start due to a lack of funding. 

‘I think the one fault we do have is we have lost our dietetic support […] 
there’s no funds in there and there’s a team we really feel like these babies 
that are going home on tube feed should have a dietician in place before’ 
[staff, NHS site B4]

Access to unsuitable technology and equipment (e.g., mobile phones 
with limited function, poor wireless internet connection) to support 
neonatal outreach support roles was reported as a key barrier by staff. 

‘We have laptops with dongles but they’re not quick and they’re not 
feasible to take to a visit […] just a system where we are recording all that 
information in one place’ [staff, NHS site A1]

Staff also highlighted a lack of funding for parent-infant equipment 
as a barrier to implementing neonatal outreach services. In some in-
stances, staff had attempted to attain funds, but this had been 
unsuccessful. 

‘We’ve tried several times to kind of put a business case and to help us with 
the equipment that can be able to provide for the failure within the 
community, but unfortunately this hasn’t been funded so you can see that 
the equipment is another at big issue as well’ [staff, NHS site A1]

Fig. 1. Themes mapped against the CFIR domains as developed by Damschroder, Aron (Damschroder et al., 2009).
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Staff described a lack of funding for staffing and resources as a sig-
nificant barrier to the provision on neonatal outreach services. Some 
teams consisted of only part-time staff who often missed breaks to 
complete administrative tasks associated with their role. Team members 
taking sick leave or annual leave presented challenges associated with 
adequately staffing the service, particularly where the service also runs 
specific clinics. 

‘Key thing with everything is staffing, so staffing is quite a very, very big 
issue for us and it is on the risk register as well’ [staff, NHS site A1]

A further barrier to implementing neonatal outreach services was a 
lack of medical support from consultations. In some instances, staff re-
ported that neonatal consultants were reluctant to review patients that 
were not identified as their patient. 

‘Our biggest barrier is medical support, so the medical team are very quick 
to put in a referral for us to go and do bloods or to check a baby’s weight 
or bilirubin. Getting that support from them to check the babies or 
whatever concerns we may have or to increase the dose in medication that 
is our biggest barrier by far’ [staff, NHS site A4]

The barriers identified within this theme were perceived to have the 
potential to delay discharge of patients and cause distress for both staff 
and parents.

3.3.9. Theme 7: communication, guidance, and information sharing
Although parents’ views of neonatal outreach services were over-

whelmingly positive, some parents shared that a lack of communication, 
poor sharing of detailed information about their infant and their care, 
and an absence of staff who were willing to respond to their questions, 
impacted on their experience. Some parents specifically noted that 
communication about the status of their infant and expected discharge 
was inconsistent between healthcare professionals. 

‘So when I found out she had hypothyroidism, they didn’t really tell me 
what it was or you know, like I wish they would have told me like more 
information […] more about things like that and probably like things 
about like bathing as well’ [parent, NHS site C1]

Some parents also suggested that additional practical guidance, such 
as demonstrations on baby care tasks (e.g., bathing, changing nappies), 
would also have been beneficial. 

‘Maybe I can have like a little checklist of do you know how to bathe your 
baby? Do you know how to change a nappy? […] I don’t know how to do 
that so could you give you a quick demo of how to or remind me how to 
sterilise the bottles, I think that would have been beneficial’ [parent, NHS 
site B4]

This theme highlights how a lack of communication and guidance, 
and inadequate information sharing can act as key barriers for parents 
accessing neonatal outreach services.

4. Discussion

This study aimed to evaluate existing neonatal outreach services 
across the North West of England by interviewing staff and parents with 
experience of these services. The study findings suggest that there is 
considerable variation in neonatal outreach services across different 
NHS sites in the North West of England and have identified a number of 
barriers and facilitators that could be addressed to improve the delivery 
of neonatal outreach services. The findings and implications of this 
study are discussed in the context of existing literature in the sections 
below.

4.1. Key findings in the context of existing literature

Within this study, a key concern from both staff and parents was the 
inconsistency in the availability and delivery of neonatal outreach 

services across the North West of England, and how these inconsistencies 
may be impacting on the care received by patients and their parents. 
Whilst the British Medical Association of Perinatal Medicine has pro-
vided a framework of practice for the provision of neonatal transitional 
care within hospital settings (e.g., recommendations for staff bandings 
and ratios), there is no equivalent framework which specifically rec-
ommends a standard of practice for neonatal outreach services delivered 
within the community (British Association of Perinatal Medicine, 2017). 
Previous research has suggested that issues of inconsistency in the 
provision of neonatal outreach services, as evident from the findings of 
this study, are likely due to a lack of a relevant practice framework or 
standard operating procedure (British Association of Perinatal Medicine, 
2017). To improve neonatal outreach service delivery and reduce un-
warranted variation, there is an immediate need for a robust, 
evidence-based framework which can effectively guide the delivery of 
high-quality neonatal outreach services across the UK (British Associa-
tion of Perinatal Medicine, 2017; British Association of Perinatal Med-
icine, 2018).

The inconsistencies in neonatal outreach service delivery identified 
in this study may have widespread implications for health inequalities, 
patient outcomes, and communities across the North West of England. 
For some parents, the regional disparities in service delivery identified 
may contribute to the inaccessibility and unavailability of much needed 
neonatal outreach support, and therefore may delay the rate at which 
infants are discharged home. As a result, these delays could be associ-
ated with poorer outcomes such as increased parental stress and anxiety, 
decreased well-being, higher financial burden, and less opportunities to 
develop parent-infant relationships, and these outcomes could be 
particularly worsened in areas with higher levels of deprivation 
(Carvalho et al., 2020). Delays in neonatal care in general, particularly 
for populations from areas with higher levels of deprivation are asso-
ciated with adverse events, such as preventable near miss mortality and 
neonatal fatality (Carvalho et al., 2020). In this study, financial support 
was also identified as key facilitator to accessing neonatal outreach 
support and alleviating the financial burden for some parents. Addi-
tional consequences of delayed discharge home are prolonged length of 
stay, and impact on capacity for units due to the cost implications of 
longer inpatients stays and difficulties accepting new admissions 
(McCleverty, 2022). Therefore, it is clear that policy makers, service 
providers, and integrated care systems need to collaborate to implement 
strategies which promote the consistent and equitable delivery of 
neonatal outreach services to improve patient outcomes and experience. 
These strategies could be specifically targeted to reduce unwarranted 
variations in service delivery and reduce health inequalities to ensure 
equitable access to neonatal outreach services across the North West of 
England, and beyond.

This study identified barriers to implementing neonatal outreach 
services associated with the ‘outer setting’ of the CFIR, including a lack 
of funding, resources, and staffing. These findings are consistent with 
those from a recent review which highlighted commissioning and 
funding as key barriers to the delivery of neonatal outreach in-
terventions (Hamer et al., 2023). Effective neonatal care requires staff 
with the right knowledge, skills, and experience to ensure that safety is 
not comprised (O’Callaghan et al., 2019). Sufficient staffing is also 
essential to effective communication and consistency in neonatal care 
practices, which can have a positive impact on reducing parental stress 
and anxiety (Royal College of Midwives, 2022a). In this study, staffing 
shortages left neonatal professionals feeling overwhelmed because of 
the increased demands placed on them. Previous research has found that 
staffing shortages can result in reduced standards of care and may 
comprise the safety of infants (Royal College of Midwives, 2022b). At 
present, solutions to challenges associated with staffing are limited as 
there are no specific funding arrangements for the continuation of 
neonatal care within the community or in home-based settings (Aagaard 
and Hall, 2008). This study supports previous research which urges 
policymakers to recognise that routinely commissioning neonatal 
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outreach services could improve quality of care, increase resources, and 
reduce the burden of infant hospitalisation, which ultimately could 
improve patient outcomes (e.g., length of stay, parent infant separation, 
readmission rates), without compromising the safety of infants (Hamer 
et al., 2023; Bembich et al., 2023).

A number of facilitators to improving neonatal outreach service de-
livery were identified in this study associated with the CFIR domain of 
‘characteristics of the intervention’. Parents suggested that consistent 
treatment approaches from professionals involved in their infant’s care 
would improve their experience of neonatal outreach services. Other 
studies have demonstrated that outcomes, such as patient satisfaction 
and patient-reported improvements, can improve when patients are 
cared for by health professionals that are familiar with from admission 
through to long-term care (Martins et al., 2022; Svendsen et al., 2021). 
Moving away from current practice of documenting initially on paper 
with subsequent manual input into a computer, to a new and improved 
electronic patient documentation and information management system 
for patient care was suggested as a key facilitator by staff in this study. 
This aligns with previous studies which have shown that the imple-
mentation of electronic health record systems improve the quality and 
efficiency of record keeping, as well as improvements in clinical out-
comes (Koh and Ahmed, 2021; Adler-Milstein et al., 2015). In order to 
optimise operational efforts and improve patient outcomes, strategies to 
enhance consistency in treatment approaches and effective information 
management should be considered within the planning and delivery of 
neonatal outreach services.

4.2. Implications for clinical practice

This study identified that neonatal outreach services across the North 
West of England are routinely comprised of parent training, discharge 
planning, home visits, and equipment loaning, but the provision of 24-h 
support and 7-day outreach varies between services. Previous research 
has shown that neonatal services have been effective when they include 
parent education classes (e.g., information on breastfeeding, kangaroo 
care, nutrition, life at home, prevention of illness, preparation for 
discharge, signs of disease, infant signals, motor development and 
arrival at the home), home visits (e.g., daily visits for the first seven days 
and weekly thereafter), and 24-h telephone support (e.g., direct tele-
phone line to outreach team) (Hamer et al., 2023; van Kampen et al., 
2019; Álvarez et al., 2014). Whilst this study was not intended to 
establish the effectiveness of neonatal outreach services, the findings 
have highlighted a lack of particular components (e.g., 24-h support) for 
which a previous systematic review found to be effective at reducing 
hospital stay, with no evidence of negative effects on hospital read-
mission rates, parents’ well-being and stress, infant weight gain, or 
breastfeeding (Hamer et al., 2023). The adoption of additional compo-
nents (e.g., 24-h telephone support, comprehensive takeaway informa-
tion for parents, frequent home visits) could promote an evidence-based 
practice approach to neonatal outreach services and work towards 
reducing unwarranted variation. Providing financial support for par-
ents, enhancing effective communication and guidance, and maximising 
opportunities for continuity of care within the inner setting could 
improve the experience of accessing neonatal outreach services. 
Addressing barriers associated with resourcing neonatal outreach sup-
port from the outer setting could improve equity in service delivery.

Other factors that could improve the delivery of neonatal outreach 
services include providing financial support, enhancing effective 
communication and guidance, and maximising opportunities for conti-
nuity of care within the inner setting could improve the experience of 
accessing neonatal outreach services, whilst addressing barriers associ-
ated with resourcing neonatal outreach support from the outer setting 
could improve equity in service delivery.

4.3. Implications for research

There is an absence of a standardised framework or standard oper-
ating procedure for neonatal outreach services within the North West of 
England. Further research is needed to develop a comprehensive, 
evidence-based framework which can guide the delivery of neonatal 
outreach services within the North West of England, and beyond. The 
development of this framework could be informed by the findings of this 
study and should address staffing ratios, funding, resource allocation, 
and service components to ensure consistency in the delivery of high- 
quality neonatal outreach care across the UK. Although staff and par-
ents perceive the availability of neonatal outreach services to support 
early transition to home as beneficial, further research is needed in the 
form of a high-quality randomised controlled trial (RCT) to assess the 
effectiveness and cost-effectiveness of different neonatal outreach ser-
vices and their components (Hamer et al., 2023).

4.4. Strengths and limitations

A key strength of this study was that it explored perspectives of both 
staff and parents with experience of neonatal outreach services across 
five NHS sites in the North West of England. This range of perspectives is 
likely to have captured regional variations influencing the delivery of 
neonatal outreach services. However, the findings may not be general-
isable to wider neonatal outreach service provision across the UK, given 
the geographical focus on the North West of England. In addition, the 
sample interviewed in this study lacked diversity, with almost all of the 
parent participants being female, White British, and in employment, and 
almost all of the staff participants being female. Therefore, perspectives 
from underserved groups such as parents from an ethnic minority 
background or disabled parents were not captured in this study. Finally, 
this study applied an established implementation framework as a lens 
for data analysis and was useful to categorise the barriers and facilitators 
to neonatal outreach service delivery.

5. Conclusion

This study provides valuable insights from staff and parents with 
experience of neonatal outreach services across the North West of En-
gland. The findings identified considerable variations in neonatal 
outreach service provision across the five included NHS sites in the re-
gion. Barriers and facilitators which are useful in understanding how to 
improve the delivery of neonatal outreach services in the future were 
reported. Neonatal healthcare professionals perceived several barriers to 
implementation, including a lack of commissioning, a deficiency in 
staffing, and a lack of resources to effectively deliver neonatal outreach 
services. Consistency in treatment approaches, financial support, and an 
electronic documentation system could facilitate improvements in the 
quality and efficiency of neonatal outreach services. Whilst there was 
consensus that parents greatly valued neonatal outreach support, the 
absence of a comprehensive framework or standard operating procedure 
continues to contribute to inconsistencies in service delivery. The find-
ings from this study could be used to steer future implementation of 
neonatal outreach services or guide the improvement of existing ser-
vices. Further research is needed to develop a comprehensive, evidence- 
based framework which can guide the delivery of neonatal outreach 
services across the UK.
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