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Introducing Preterm Birth PSP

The Preterm Birth PSP was set to provide research priorities 

about preterm birth. Preterm birth is the single largest direct 

cause of the world's neonatal deaths(Lawn, Cousens and Zupan, 2005), 

and increases the risk of dying due to other causes, especially 

from neonatal infections. Even a minor intervention can have a 

great impact on the preterm infants, and their families.

The priority setting process took over 3 years (March 2011 to 

March 2014), which was extended from the original plan 

(1 year). 26 organisations representing service users’ and clinical organisations participated 

from the UK and Ireland. The PSP had 14 meetings (1 Awareness workshop, 9 face-to-face 

steering group meetings, 3  steering group teleconferences, and 1 Final Workshop). It was part 

of a wider NIHR funded research programme. 

Lawn, J. E., Cousens, S. and Zupan, J. (2005). '4 million neonatal deaths: when? Where? Why?'. Lancet, 365 (9462), 891-900.

Final workshop vs voting 

• Often did not match.

• Communication patterns methods to persuade others 

differed (depending on the stages of the group 

development). For example, SG used more rational ways 

than emotive ways compared to new participants. 

Priority Gaps between Service Users and  

Clinicians
The PSP conducted two major public counsultations: 

a) identification survey with open questions, and b) a voting 

stage, selecting 10 priorities from 104 refined questions.

The outcomes from both identification and voting stages 

suggested that there were priority gaps between service 

users and clinicians.  

Comparing the PSP to 

Tuckman’s Group 

Development theory
The SG showed typical stages in group 

development (forming, storming, norming, 

performing and adjourning).  However, when 

the new participants were added at the final 

stage of the decision-making process, the 

PSP returned to the very beginning stage of 

the development (forming).

This may explain differences between the 

public voting, which adapted the Delphi 

method, and the final workshop, which 

adapted the Nominal Group technique.

Tuckman (1965). "Developmental sequence in small groups". 

Psychological Bulletin 63 (6): 384–99. 
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26 organisations participated, 13 people 
representing 6 organisations formed steering 

group  

1st stage 386 respondents, 540 systematic 
reviews searched, 593 research uncertainties

Collated into 104 uncertainties 

70 from survey, 28 systematic reviews, 24 
from clinical guidelines  

537 respondents voted 

Top 40 taken to workshop
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Tuckman's stages of 
group development

Forming
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Performing

Adjourning

JLA’s 5 stage of 
partnership working

Initiation

Identification

Summarisation

Prioritisation

Reporting

Lost Priorities during 

the Final Workshop 

Some questions were not prioritised to the top 15 places after 

the final workshop despite being placed high in the priority 

after the voting stage. The reasons were: ‘it could be included 

in (or similar to) another question’, ‘a trial might be in progress 

somewhere else’, ‘not a conventional treatment’, ‘the 

intervention would not be helpful’, ‘difficult to define the 

condition or intervention’.

Rank 
(voting) 

Final 
workshop 
(morning) 

Final 
workshop 
(afternoon) 

Final 

rank 

Stress & physical workload 3 22 19 19

Preventing subsequent preterm 
birth 

4 27 27 27 

Screening in the 1st trimester 7 16 17 25 

Multiple birth 9 18 18 18 

The Prioritisation Process
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