
legal liability issues once a treatment is
declared "evidence-based". 

The current status of evidence derived
from data from trials of hypothermia is
due to be discussed at a meeting in the
United States sponsored by the National
Institute of Child Health and Human
Development. The findings and
conclusions of the meeting will be
reported to BAPM's Executive Committee
and we will consider the evidence and
engage appropriately with our
membership. 

Although the provision of mild
hypothermia is not practically difficult,
there are important issues around
organisational capacity such as ensuring
that arrangements for compliance with
entry criteria are strictly met. At the other
end of the spectrum we need to have in
place better follow-up arrangements than
generally exist at present and
standardised ways of documenting
neurodevelopmental outcomes so that we
can learn and share information across
the developing networks. 

The way members of our organisation
respond to potentially new treatments,
from their research origins to their
introduction in clinical practice, is one
reflection of our professionalism. So here
comes the link - The Royal College of
Physicians has set up a working party to
define the nature and role of medical
professionalism in modern society. As
part of the consultation process we are
asked, as an organisation, to address the
four key questions in the questionnaire
(see article “Professional Values in
Medicine” on page 2). Perinatal medicine
brings into sharp focus the challenges of

Take, for example, mild hypothermia as a
rescue treatment for newborn infants with
birth asphyxia. There is growing evidence
from trials that head cooling or whole
body cooling, when appropriately applied,
is relatively safe and may improve
outcomes.

So far so good, but given that a few
well-conducted trials are unlikely to close
the books, and that further trials are on-
going, including the TOBY trial in the UK
[www.npeu.ox.ac.uk/toby], and that other
trials are probably being planned which
have not attracted attention, we will have
to rely on pooled data [meta-analyses]
which is continually being added to.
Therein is a difficulty because of variation
between trials in terms of entry criteria,
method of cooling, and the precise
methodology for measuring outcomes.

There is rarely a unique discernible
point in time at which a treatment crosses
the tape and becomes evidence-based.
Clinicians have to be aware that
"evidence" that relies on a meta-analysis
of trials is valid only in so far as it relates
to the detailed inclusion criteria that
governed entry of the trials to the meta-
analysis. A question mark hangs over the
validity of a meta-analytical approach to
the results of the trials of hypothermia
completed so far because of their
somewhat disparate methodology. At
present mild hypothermia as rescue
treatment for birth asphyxia should only
be used in the context of properly
planned and conducted randomised
controlled trials. A measured approach is
required primarily for the benefit of our
patients and their parents, but also
because of the potential governance and
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From the President
The history of perinatal-neonatal medicine is punctuated with treatments that
were introduced enthusiastically on scanty evidence and that didn't work, or
worse still, caused harm.  The passing of Bill Silverman, an early proponent of
the randomised controlled trial [see obituary BMJ, 29th January 2005], is a good
time to remind ourselves that we should all aspire to practise evidence-based
medicine - but when does a new treatment or diagnostic test become evidence-
based and on whose say so? 

working in an interface specialty, ethics,
engaging parents, and the influence of
our care on outcomes that extend
through childhood and into adult life. I'm
therefore very keen that BAPM produces
a coordinated response that reflects the
thoughts of our members. We would like
to hear from you even if you have had
similar requests from Colleges and other
organisations which you belong to.  So
please would you send your responses to
Christine Cooper at the address shown at
the bottom of this page. 

Perinatal Clinical Trials Meeting
25 May 2005

Royal Institute of British Architects
66 Portland Place, London W1N 4AD
09.45 Registration and coffee

10.00-10.30 EUROGRIT 2 year follow-up
Prof Jim Thornton 

10.30-11.00 MAGPIE 2 year follow-up
Dr Lelia Duley

11.00-11.15 Discussion 

11.15-12.00 Glucose Intolerance in 
Pregnancy: recent evidence 
and future research needs
Mr Robert Fraser

12.00-12.15 Discussion

12.15-12.30 Update on Neonatal Trials
Prof David Field: 

12.30-13.30 Lunch 

13.30-15.00 EPICure 2

Kate Costeloe and Zarko 
Alfirevic: 

INFANT 
Keith Green and Peter 
Brocklehurst: 

15.00-15.30 Refreshments 

15.30-16.15 Data Monitoring 
Committees: their role 
and conduct
Doug Altman

16.15-17.00 Discussion

17.0 Close
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The BMFMS was founded 10 years ago by a group of
Obstetricians keen on arranging an annual conference together
about pregnancy-related issues, both scientific and clinical.  It
is now a Society with almost 400 members whose ultimate goal
is to encourage improved standards of pregnancy care, through
research, audit, education, training and development of clinical
guidelines.  Society members are a mixture of scientists and
clinicians, mostly obstetricians but also physicians, midwives
and other specialists.  Membership is open to anyone involved
in pregnancy care.

The BMFMS is now viewed as the subspecialty voice for
Fetal and Maternal Medicine in the UK.  As such, it is consulted
by the Royal College of Obstetricians and Gynaecologists
(RCOG) and is involved in developing special skills and
subspecialty training programmes in Fetal Medicine, Maternal
Medicine. Labour Ward Leadership and Obstetric Ultrasound.  

The annual scientific conference is still the main focus of the
year.  This year, the meeting is to be held at the East Midlands
Conference Centre at Nottingham University on 14-15th April.
Each conference has 4 sessions under the titles Fetal
Medicine, Maternal Medicine, Labour and Delivery, Pregnancy
Outcome.  For each session, a keynote speaker is chosen and
then there are oral presentations of submitted abstracts.
Poster presentations are displayed for viewing during coffee
and meal breaks.  Prizes are awarded for the best oral and
poster presentations in each category.

The Society is a registered stakeholder in many National
Institute for Clinical Excellence (NICE) guideline development
groups.  It is keen to engage in discussions about how
obstetric care is delivered and services developed.  Elected
Society officers and committee members take a lead in many
of these `political` discussions, but volunteers from the wider
membership are also encouraged.  Pressing current issues
under discussion include the National project for Information
Technology (NPfIT) maternity computer system. 

The Society maintains a website (www.bmfms.org.uk) and
the Society s office is within the RCOG at 27 Sussex Place,
Regent`s Park, London NW1 4RG.  The BMFMS Administrator,
Sabi Proctor is always pleased to answer queries.  Her email
address is bmfms@rcog.org.uk .

Margaret Ramsay
Secretary of BMFMS

The Work of the British Maternal and
Fetal Medicine society (BMFMS)

ANNUAL SCIENTIFIC MEETING
9 September 2004

Call for Abstracts
Deadline:  5pm on 3 June 2005

Abstracts are invited for oral presentation at the annual
scientific meeting on 9 September 2005 in Belfast.
Abstracts should be submitted online (www.bapm.org) or
using the form available from the website or the
Administrator.  For more information, see the website or the
leaflet contained in this newsletter. 

British Association of 
Perinatal Medicine 
(BAPM) 

and 

British Society of 
Paediatric Radiology 
(BSPR)

20 April 2005

RCPCH
Spring Meeting

York

9.00am-12.30pm

JOINT MEETING

Professional Values in Medicine 
You are invited to contribute to the debate by sharing your

views on all or some of the questions set out below, and by
adding any further thoughts of your own.  

Definition
The working party is aware that definitions of

professionalism are many and varied and does not take a
definitive view on them.  Many contain elements that are open
to challenge, do not apply to doctors, or are out of date.
However, as a starting point the Oxford English Dictionary
definition of a profession has merit in that it sets ouf core
compoents that might be considered applicable to doctors and
to the practice of medicine. 

“An occupation who core element is work based upon the
mastery of a complex body of knowledge and skills.  it is a
vocation in which knowledge of some depatment of science or
learning or the practice of an art founded upon it is used in the
service of others.  Its members profess a commitment to
cmpetence, integrity and morality, altruism, and the promotion
of the public good within their domain.  These commitments
form the basis of a social contract between a profession and
society, which in return grants the profession the right to
autonomy in practice and the privilege of self-regulation.
Professions and their members are accountable to those
serviced and to society. 

These are the questions that the medical professionalism
working party is interested in:  

1) Do you think that professionalism has any meaning
today? say why you think this is so. 

2) If you believe that professionalism is a relevant concept,
what threats and challenges do you think it faces today?
What threats do you foresee in the next 10 to 15 years? 

3) What can be done to strengtehn those aspects of
professionalism that you care about? How would you
propose to go about doing this? 

4) Are there aspects of professionalism that are currently
defended that ought to be abandoned? 

Please add any further thoughts not covered in the questions
set out above and send your comments to Christine Cooper. 



The New Year celebrations already
seem a long way in the past and the year
is gathering pace.  BAPM remains busy
and this year will see continued progress
towards our aim to 'improve the standard
of perinatal care'.  The problem is how
we turn a laudable, yet vague, statement
into a reality. Much work is being done on
several fronts but the Association is often
reactive, rather than acting proactively.
Can we define specific objectives that will
help us achieve our aim, and can we
measure what we are achieving?  The
'organisational effectiveness' of BAPM is
being discussed among the Executive
and a paper on this will be presented for
debate at the summer meeting.

The annual meeting is in Belfast, and
this year we are trying out a new format.
The official AGM will take place on the
morning of the first day and, following
requests from several members, there
will be no charge for attending.  We will
use the afternoon to present and debate
current issues of importance, with the
Founder's lecture, given this year by
Professor Henry Halliday, closing the day.
There will be a charge for attending this
session and the scientific meeting the
following day.  This year, in this afternoon
session, along with the debate on the
way forward for BAPM, there will be brief
presentations on the Maternity NSF and
discussion on what opportunities it offers
for improvements in perinatal care. 

The website contains details of all
meetings throughout the year.  The
Clinical Trials Group and the Trainees
meetings were successful last year, with
encouraging feedback, but they need
more support if they are to continue.  I
hope many of you will attend both the
perinatal day and the combined meeting
with the radiologists in York.

One area of development has been in
the production of guidelines and these
are on the website.  Drafts of the RDS
guidelines are available and these will be

finalised soon.  Issues around consent
for treatment are topical and the Consent
document is an important guide to good
practice.  Those planning new units will
find helpful information on their design. I
would be interested to hear from anyone
with ideas for other guidelines that they
feel need to be developed or updated.

In his letter the President mentions the
new treatments introduced on scanty
evidence that end up not working or
causing harm.  We are also faced with
'knee jerk' responses to critical incidents
which force changes in clinical practice
despite the lack of any good evidence.

The MHRA alert about nasogastric
tubes has resulted in uncertainty, with
some units changing to pH paper while
others continue to use litmus.  A
questionnaire has been sent to all units
about current practice and replies so far
have shown much confusion in the
neonatal world.  Many units are being
made to alter practice with no good
evidence base for the change.  There are
a number of small audit projects
underway throughout the country and we
need to pull this information together.

The National Patient Safety Agency
has been drawing up guidelines for
determining the placement of nasogastric
tubes using pH paper.  They now accept
that these are not readily applicable to
neonates.  The problems reported to
MHRA and NPSA have all been in
children and adults, not in neonates.
There is no evidence that using litmus in
neonates has caused harm, although
personally I believe there is some merit
in all groups using a standard approach,
which may mean changing to pH paper.
However, there are limited data on
normal gastric pH levels in neonates.
The NPSA has asked for some interim
advice that can be given to neonatal
units, while awaiting further data.  Draft
guidelines for those units changing to pH
paper will be circulated to members for

comment.
NPSA, through the Department of

Public Health and Epidemiology, are
making funds available for a review of
ways of checking the position of
nasogastric tubes.  Anyone interested
can find details on
http://pcpoh.bham.ac.uk/publichealth/psrp
/index.htm.

The need for national neonatal data
has been debated before. The National
Neonatal Audit project, commissioned by
the DoH and Healthcare Commission,
has now produced a project plan which
includes the proposed dataset. The next
step is to put this out to tender to find an
organisation to implement the data
collection. BAPM is firmly behind this
remaining under the control of RCPCH.
The dataset is limited but it is hoped that
the infrastructure will be put in place that
will allow development of the data items
with time. There is still some uncertainty
about who will control the data and how it
will be used.  We do not want it just as
another target setting exercise.

HRGs for neonatal care are being
developed, and BAPM will be asked to
review these before implementation.
There will need to be a mandatory
dataset to support the HRGs.

These initiatives, along with the
information systems being developed
within networks, make it vital that we all
use agreed definitions for any data items,
and that we find ways of avoiding having
to record the same data more than once.
Without agreed definitions we will all be
collecting data which we can never share
with each other.  The current BAPM
dataset still needs some further updating
and developing and this will be
considered once the data items needed
to support HRGs have been determined.

I look forward to seeing you in York
and at the summer meeting in Belfast.
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Letter  from  the  Honorary  Secretary

BAPM notes the sad death, in February 2005, of Marvin
Cornblath, previously Clinical Professor of Pediatrics, University
of Maryland, and Lecturer in Paediatrics, Johns Hopkins
University. Marvin was a man of great character who pioneered
work in the detection, investigation and management of neonatal
hypoglycaemia, but at the same time argued for the common
sense approach, decrying defensive medicine and able to

appraise critically and challenge the work of others in this field.
He took a personal interest in and was an inspiration to UK
neonatologists who shared these interests, and enjoyed his visits
to UK. In so doing he brought together a group of interested
parties from USA and UK to publish an influential consensus
document on the subject of neonatal hypoglycaemia (Pediatrics
2000).

Professor Marvin Blath



Page 4 Issue No 11 / Feb05

Contact Details

President: 
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Dr Andrew lyon 
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Diary Dates 2005

17 March and 17 November
Neonatal Society, RIBA, London 

14-15 April
BMFMS Annual Conference
Nottingham

19 & 20 April 
Perinatal Session and Joint meeting 
of BAPM and British Paediatric
Radiology Group  
RCPCH Spring Meeting, York 

25 May 
Perinatal Clinical Trials Meeting 
RIBA, 66 Portland Place, London

30 June-1 July
Neonatal Society, Bristol 

8-9 September
AGM and Scientific Meeting
The Studio, Watefront Hall, Belfast

23 November
Perinatal Trainees Meeting 
London

www.bapm.org

Speech and Language Therapists (SLTs)
are increasingly becoming an intrinsic
part of neonatal multi-disciplinary teams,
having specialist skills and knowledge to
support the infant and family in both
feeding and early communication. The
influence of both these areas on bonding
and family relationships is well
acknowledged, as is the reality that the
medically fragile, VLBW premature infant
has increased potential to experience
feeding problems and /or later speech
and language difficulties. 

At present, the majority of neonatal
SLTs focus input on infant feeding
difficulties. The SLT's knowledge of the
emergent suck / swallow/ respiratory
patterns, including those specifically seen
in infants with chronic lung disease, can
inform the team's decision regarding
infant readiness to feed orally.
Subsequent clinical evaluation of feeding
behaviour can differentiate immature
versus atypical suck features. Atypical, or
dysfunctional, sucking is considered to
reflect neurological involvement,
prompting closer follow-up of the infant
on discharge.  Feeding assessment also
helps identify clinical conditions, such as
gastro-oesophageal reflux, which, if not
successfully managed, contributes
significantly to feeding aversion.

Babies with complex medical
presentations, such as those with birth
asphyxia or congenital abnormalities may
also warrant objective evaluation of
swallow function.  The most widely used
procedure is videofluoroscopy, which is
carried out by the SLT and radiologist. It
is used to identify aspiration, which in
these infants may be silent, and may also
confirm the presence of gastro-
oesophageal reflux.

All feeding evaluation is infant led, with
the SLT interpreting and responding to
the infant's communicative behavioural
cues. As during other interventions, these
indicate the individual's threshold for
competence and sensitivity during the

procedure. The assessment findings are
conveyed to the family and MDT, with
joint management decisions subsequently
made.  Strategies are then provided by
the SLT to support and facilitate oral
feeding development, including advice
and guidance on aspects such as teats
and bottles e.g. choice of rate of teat flow
and material and specific compensatory
strategies e.g. pacing.

More recently, speech and language
therapists have introduced the innovation
of elevated side-lying positioning (ESL®)
for bottle-fed premature infants, in
particular those with chronic lung
disease.  From clinical observation and
pilot study findings, this position appears
to promote better autonomic stability
during the arduous activity of feeding
versus the traditional semi-upright
cradled position. More detailed research
is underway to evaluate this.

Speech and language therapists
contribute to the philosophy of family
centred, individualised developmentally
supportive care, which is now embraced
by most neonatal units   With a specialist
background in communication, SLTs are
well positioned to become skilled in
understanding these early non-verbal
behaviours that form the basis on which
to design care. At present, only a handful
of SLTs have undergone formal NIDCAP*
training to reliability but it is an area that
more SLTs working on NNU should
consider, particularly with the recent
evidence of this approach enhancing
brain function and structure.  

Post discharge, infants may continue
to receive SLT input at follow-up clinics
with referral on to their perhaps better
known counterparts in under 5 services.

Gillian Kennedy
Clinical Specialist SLT, UCLH.

*Newborn Individualised Developmental Care and  
Assessment Program 

Speech and Language 
Therapists in 
Neonatal Care 


