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Charter principle 1
Every baby should be treated as an individual and with dignity, respecting their social, developmental and emotional needs, as well as their clinical needs. This includes respecting the baby and family’s right to privacy, time to make attachments and referring to the baby by name.

Rationale: Respecting the baby’s individual rights – including private time for the baby and the family, and the provision of cares to minimise the stress of the NICU environment – can enhance a preterm baby’s long-term developmental outcomes, and also and support attachment between the baby and the family.

Standard 1.1 Dignity and privacy
Neonatal units respect the baby and parents’ right to dignity and privacy.
Standard 1.2 Comfort
Clinical interventions and care-giving respect the baby’s needs, and are timed and paced to minimise stress, avoid pain and conserve energy.
Standard 1.3  Touch
Parents are supported and feel confident in providing gentle comforting touch that is responsive to their baby’s needs and behavioural cues.
Standard 1.4 Positioning
Early correct positioning is promoted and encouraged to ensure body alignment and influence posture and movement.
Standard 1.5 Light
Units protect babies from the effects of bright or continuous light.
Standard 1.6 Sound
Units care for babies in a comfortable auditory environment that protects them from loud or continuous sounds (below 50 decibels).


Charter principle 2
Neonatal care decisions are based on the baby’s best interest, with parents actively involved in their baby’s care. Decisions on the baby’s best interest are based on evidence and best practice, and are informed by parents who are encouraged and supported in the decision-making process and actively participate in providing comfort and emotional support to their baby.

Rationale: Multidisciplinary neonatal care is responsive to the clinical and psychosocial needs of babies, and decisions are based on the baby’s best interest. Treating parents as partners in their baby’s care provides the balance between baby- and family-centered care.
Standard 2.1 Decision making
The baby’s best interests are paramount in clinical decision making, and are based on a partnership between clinicians and parents, who are involved on an equal basis in the decision-making process.
Standard 2.2 Care plans
Up-to-date and documented care plans are used to direct care and are formulated in discussion with parents.

Standard 2.3 Psychosocial support
Psychological and social aspects of care for the whole family (including siblings) are recognised and included throughout the baby’s care pathway, and especially at critical times, for example when receiving sensitive news and at end of life 
Standard 2.4 Sensitive news
Sensitive or difficult news relating to the baby should be given to parents by appropriately trained staff and in a private environment where support is immediately available.
Standard 2.5 Palliative/end of life care
Supportive and sensitive end of life care is provided by a multidisciplinary team in partnership with parents.


Charter principle 3
Babies receive the nationally recommended level of specialist care in the nearest specialist unit to the baby’s family home.

Rationale: Within each unit, trained health professionals with sufficient specialist skills and competencies are available to work with babies. This will provide parents with the confidence that their baby is in expert hands. Units also need to have transparent arrangements for transfers to the most appropriate unit, as determined by the baby’s condition. Babies and families should have access to the neonatal services their baby needs as close to home as possible.

Standard 3.1 Trained specialist staff
Babies receive care appropriate to their clinical need, in a neonatal unit that is appropriately staffed to deliver the required level of care, in line with national targets and recommendations.
Standard 3.2 Multidisciplinary team
Staff adopts a multidisciplinary approach to care that draws on generalist and specialist neonatal health professionals to best meet the baby’s and family’s clinical, psychosocial and developmental needs.
Standard 3.3 Near to home
Where possible, both mother and baby are cared for in the same hospital and neonatal unit as close to the family’s home as the baby’s condition allows.
Standard 3.4 Consistency across the neonatal network. When babies are transferred within the network or beyond, families are entitled to a consistent level of care from each of the hospitals they stay at.


Charter principle 4
Units encourage parents to be involved in plans and processes for continuous service improvement, and outcomes of care are benchmarked against local and national standards.

Rationale: Monitoring outcomes of care enables local trends to be observed and compared to local, national and even international benchmarks. Developing a culture of continuous improvement, that involves and is informed by parents, maintains high quality care for babies and their families and encourages units to continually raise the bar in provision of family-centered care. A commitment to delivering national standards ensures local levels of excellence.


Standard 4.1 Monitoring and benchmarking
The unit is committed to and supports the monitoring of outcomes, and regularly benchmarks its performance against local, national and even international standards, particularly with reference to familycentred care.
Standard 4.2 Service improvement
There is an ongoing commitment to continuous improvement in family-centered care.

Charter principle 5
Parents are informed, guided and supported, so they understand their baby’s care processes and feel confident in caring for them. Information provided to parents should cover clinical conditions, tests and treatment, as well as practical issues such as breastfeeding, financial support, transferring between units and local facilities.

Rationale: Taking time to inform parents and provide written information (in a range of formats and languages relevant to the local community) helps to alleviate the stress and anxiety experienced by parents on the neonatal unit. Informing parents on how they can help to care for their baby while on the unit and in preparation for discharge aids development of the parental relationship, helping the baby and their family to achieve the best quality of life. Attention is paid in particular to Black and Minority Ethnic groups and groups where English is not the first language. In addition, particular attention is paid to those groups that are at higher risk to having preterm babies, as well as young parents

Standard 5.1 Introduction to the unit
All parents are adequately introduced to facilities, routines, staff and equipment on admission to the neonatal unit.
Standard 5.2 Facilities
Safe and private facilities are available to parents, making visiting and staying with their babies as comfortable as possible.
Standard 5.3 Support networks
Parents are made aware of national and local support networks and sources of information on the care of their babies.
Standard 5.4 Consistent information
Consistent and clear information – covering clinical conditions, tests, treatment, risks and outcomes, and practical support – is provided to parents.
Standard 5.5 Use of data
Parents understand the need for data collection and are clear on how their baby’s data may be used.
Standard 5.6 Daily cares
Parents are supported to participate in their baby’s daily routine.


Charter principle 6
Breast milk expression and breastfeeding are actively promoted, and mothers receive practical support to achieve successful lactation. Relevant health professionals are equipped with appropriate knowledge and skills to facilitate and support lactation following a preterm birth.

Rationale: Nutritional support of the preterm baby is an important component of care; the benefits of breast milk for nutritional management are becoming more widely recognised. Breast milk helps with tolerance of enteral nutrition, promotes growth and reduces infections and related complications such as necrotizing enterocolitis. Breastfeeding also helps to promote the role of the mother and improves her self-esteem.

Standard 6.1 Promote and support breast milk expression
The unit promotes and actively supports breastfeeding by encouraging mothers to express breast milk as soon as her condition allows.
Standard 6.2 Breastfeeding
Mothers are supported to breastfeed or to make the transition from tube feeding to breastfeeding, and to continue breastfeeding when their baby is discharged.
Standard 6.3 Alternatives to maternal breast milk
Where maternal breast milk is unavailable, mothers are given appropriate advice and support.

Charter principle 7
Discharge planning is facilitated and coordinated from initial admission to discharge date, to ensure both the baby and their family receive the appropriate care and access to resources.

Rationale: Discharge should be a seamless and supported journey from the unit to home. Coordinated discharge plans enable a baby’s safe, appropriate and effective discharge home, and provide for any ongoing health and social care needs. Discharge planning begins at admission and continues throughout a baby’s stay in neonatal care.

Standard 7.1 Coordinated discharge plan
Discharge planning uses a multidisciplinary approach, and is coordinated from admission by a dedicated member of staff with the skills to identify and assess the baby’s and family’s ongoing needs.
Standard 7.2 Rooming in
Units should offer rooming-in accommodation to support discharge and help parents develop confidence in the day-to-day and clinical care of their baby.
Standard 7.3 Meeting the baby’s needs at home
The baby and family have their ongoing needs at home met by health professionals, who are appropriately skilled in delivering care in the community, and can support the family to care for their baby at home.
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FOR THE FULL LIST OF CRITERIA ON HOW TO ACHIEVE EACH STANDARD, REFER TO THE FULL DOCUMENT AT http://www.bliss.org.uk/wp-content/uploads/2012/02/Baby_Charter_2011.pdf
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