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Infant Feeding Guideline
1.0

Introduction and Purpose

The purpose of this policy is to ensure that all staff at Ashford and St Peters Hospital trust
understands their role and responsibilities in supporting expectant and new birth parents
and their partners to feed and care for their baby in ways which support optimum health
and well-being. To ensure that the health benefits of breastfeeding and the potential health
risks of formula feeding are discussed with all parents, so that they can make an informed
choice about how they will feed their baby.
To enable health care staff to create an environment where more parents choose to
breastfeed their babies, confident in the knowledge that they will be given support and
information to enable them to continue breastfeeding exclusively.
The term breastfeeding is used throughout the guideline. This is to include people who do
not identify as women but who have given birth and may refer alternatively to chest
feeding.
All staff are expected to comply with this policy.

2.0

Outcomes

This policy aims to ensure that the care provided improves outcomes for children and
families, specifically to deliver:
 An increase in breastfeeding initiation rates
 An increase in breastfeeding rates at 10 days
 Amongst parents who choose to formula feed, an increase in those doing so as
safely as possible, in line with nationally agreed guidance
 Improvements in parents’ experiences of care
 A reduction in the number of re-admissions for feeding problems

3.0

Our Commitment

Ashford and St Peters Hospital trust is committed to:


Providing the highest standard of care to support expectant and new birth parents
and their partners to feed their baby and build strong and loving parent-infant
relationships. This is in recognition of the profound importance of early relationships
to future health and well-being, and the significant contribution that breastfeeding
makes to good physical and emotional health outcomes for children and birth
parents.
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Ensuring that all care is parent and family centred, non-judgemental and those
parents’ decisions are supported and respected.
Working together across disciplines and organisations to improve parents’
experiences of care.
Should concerns arise about the baby’s health it is the midwives’ responsibility to
liaise with the baby’s paediatrician, general practitioner or health visitor as
appropriate.

As part of this commitment the service will ensure that:















All new staff is in receipt of this policy on commencement of employment within one
week.
All staff must complete their orientation to the unit when starting their job.
All staff receives training to enable them to implement the policy as appropriate to
their role.
New staff receives this training within six months of commencement of employment.
The International Code of Marketing of Breast-milk Substitutes is implemented
throughout the service.
No advertising of breast milk substitutes, bottles, teats, or dummies is permitted in
this hospital.
The display of infant formula marketing logos, on such items as calendars and
stationary is prohibited.
No literature provided by infant formula manufacturers is permitted.
Educational material for distribution to women and their families must be approved
by the Head of Midwifery.
The guideline will be effectively communicated to all pregnant women with the aim
of ensuring that they understand the standard of information and care expected
from this Maternity Service.
All parents have access to a copy of the infant feeding policy which will be available
in each ward area on request.
Midwives, nurses, nursery nurses and doctors at Ashford and St Peter’s are
responsible for promoting breast feeding and supporting breastfeeding people who
are experiencing problems.
All professional and support staff who have contact with pregnant people receive
training in breastfeeding management at a level appropriate to their professional
group, this includes medical staff.
Midwives, nurses, nursery nurses and maternity care assistants receive training in
the skills needed to assist parents who have chosen to formula feed, including in
the reconstitution of infant formula and sterilisation techniques, at a level
appropriate to their role and responsibilities within the maternity service.

All clerical and ancillary staff will be orientated to the policy and receive training to enable
them to refer breastfeeding queries appropriately.
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4.0

Duties within the Organisation

The Chief Executive for Ashford and St Peters foundation trust supports the maternity
service with the Baby Friendly Initiative (BFI).

The Chief Nurse is the board member representing the maternity services and they report
progress as appropriate in relation to the BFI. If there are any issues with the
implementation of this guideline that impact upon the birth parents or their families and/or
the quality of the service this will be reported to the board.

4.1

Committees/Groups

This guideline will be monitored by the local division and the Governance Groups for
Women’s Health and Paediatric services. The section should include:
The Women’s Health Clinical Governance group (WHCG) oversees the maternity incident
group and reports to the Trust clinical governance committee annually. It receives reports
related to the monitoring of all maternity services polices on a regular basis. This includes
the infant feeding guideline.
Where guideline monitoring identifies deficiencies, this will be reported to the WHCG group
who will support any action required to implement this guideline / continuously develop this
guideline.
The uptake and effectiveness of training in breast feeding will be reported quarterly to the
Clinical Governance Group and where deficiencies or improvement is required this will be
delegated to the Women’s Health Education group for action and implementation.

4.2

Associate Director of Midwifery

The Associate Director of Midwifery’s role is to facilitate the achievement of this guideline
through representation of the maternity service at commissioning level thereby influencing
the funding of the maternity service in achieving BFI status.

4.3

Midwifery and Medical Staff Managers

Responsible for ensuring the BFI is promoted with birth parents and their families, through
empowering all staff working within the maternity services, to offer appropriate and timely
support for the parent’s chosen method of feeding. They must ensure that all appropriate
staff attends training and where non-attendance at training is identified, this is followed up
as per the training needs analysis (TNA) guidance.
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4.4

Infant Feeding Team

Responsible for facilitation of guidance, training, monitoring and identification of adverse
trends in infant feeding practice within the maternity service.

5.0

Staff Training

The responsibility for delivering training lies with the Infant Feeding Team. Non-attendance
is followed up by the managers in each area. The WHETG monitors attendance and follow
up for all training in the maternity service and reports quarterly to the clinical governance
group. The infant feeding lead is responsible for producing an annual report of the breast
feeding statistics, audits and uptake of training.
All nurses, midwives, nursey nurses and maternity assistants working on Maternity and
Paediatrics will attend the two day BFI New Starter training days within 6 months of
starting in the trust.
All nurses, midwives, nursery nurses and maternity assistants will attend an annual BFI
update session and complete an annual Practical Skill Review (PSR) assessment. If a
member of staff fails to pass the PSR with greater than 80% they will be required to reattend the second BFI New Starter study day.
All Doctors working in Maternity or Paediatrics will attend a BFI training session as part of
their trust induction package.
Managers will attend the BFI New Starter training day within 6 months of starting in the
trust, are required to attend annual BFI updates and will receive manager specific annual
training annually.

6.0

Care Standards

This section of the policy sets out the care that the Trust is committed to giving each and
every expectant and new birth parent. It is based on the UNICEF UK Baby Friendly
Initiative standards for maternity services and relevant NICE guidance.
6.1

Pregnancy

All pregnant people will have the opportunity to discuss feeding and caring for their baby
with a health professional (or other suitably trained designated person). This discussion
will include the following topics:



The value of connecting with their growing baby in utero
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The value of skin contact for all parents and babies



The importance of responding to their baby's needs for comfort, closeness and
feeding after birth and the role that keeping their baby close has in supporting this
feeding, including :



An exploration of what parents already know about breastfeeding on a
one-to-one basis, with a midwife during their antenatal care. This
should be achieved by 34 weeks of pregnancy.



The value of breastfeeding as protection, comfort, and food



Getting breastfeeding off to a good start

The weekly antenatal infant feeding workshop provided by Ashford and St Peter’s will
reinforce this information.
Collecting colostrum antenatally will be promoted from 36 weeks gestation and practically
supported by community midwives and the infant feeding support clinics. A parent
information sheet is available for parents to access.
When a birth is planned prior to 36 weeks gestation, collecting colostrum antenatally will
be advocated within 48 hours of birth in collaboration with the obstetric team.
All people attending high risk pregnancy clinics and gestational diabetes clinics will be
offered support with expressing colostrum antenatally and sign posted to Milk as Medicine
and Infant Feeding leaflets.
6.2

Birth

All birth parents with babies not requiring resuscitation will be offered the opportunity to
have uninterrupted skin contact with their baby at least until after the first feed and for as
long as they want, so that the instinctive behaviour of breast seeking (baby) and nurturing
(mother) is given an opportunity to emerge.
All birth parents will be encouraged to offer the first breastfeed in skin contact when the
baby shows signs of readiness to feed. The aim is not to rush the baby to the breast but to
be sensitive to the baby’s instinctive process towards self-attachment. Skin-to-skin contact
should be encouraged for as long as the birth parent wishes or for at least one hour or until
after the first breastfeed (whichever is sooner).
If skin-to-skin contact is interrupted for clinical indication or parental choice it should be
instigated as soon as the birth parent and baby are able.
When parents choose to formula feed they will be encouraged to offer the first feed in skin
contact.
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Those birth parents who are unable (or do not wish) to have skin contact immediately after
birth, will be encouraged to commence skin contact as soon as they are able, or so wish.
The birth partner will be encouraged to have skin to skin until the birth parent feels ready.
After caesarean section, birth parents will be offered supervised skin to skin as soon as
the baby is born in theatre and as they leave theatre in the laid back position and help with
feeding in the observation bay.

6.3

Parents with a Baby on the Neonatal Unit

If a baby is unable to breastfeed directly, exclusively giving a baby their birth parent’s/
mother’s expressed breast milk (MEBM) and progressing to exclusive breastfeeding in
response to baby’s signs of readiness is advocated as the best and healthiest way to feed
a baby.
Preterm infants are at a particularly high risk of late onset sepsis (LOS) and necrotising
enterocolitis (NEC) which can lead to death, increased morbidities, prolonged hospital
stay, increased cost of care, and worse long-term outcomes among survivors.
Administration of MEBM in the first few days of life, throughout a baby’s hospital stay and
beyond is a safe, feasible, prophylactic measure against sepsis, NEC and ventilator
associated pneumonia.
Whenever possible counsel parents antenatally about the importance of breastmilk for
their sick or premature baby and provide written information (Milk as Medicine Parent
booklet) to enable them to make an informed choice about feeding their baby. Videos
supporting the parent booklet are also available on the NICU Infant Feeding web page.
Encourage birth parents who choose not to breastfeed to express their breast milk for as
long as they feel able and to progress to bottle feeding once their baby shows signs of
readiness.
Counsel birth parents who choose not to express their breast milk for their sick or
premature baby with the risks involved so they can make a fully informed choice. They
should be supported to safely feed their baby donated expressed breast milk (PDBM) and/
or artificial formula and progress to bottle feeding when their baby shows signs of
readiness. There are some contraindications to giving MEBM including birth parent HIV
infection.
Every birth parent with a baby on the neonatal unit must be:
o Supported to hand express antenatally to collect colostrum for baby’s first
feed.
o Enabled to start expressing milk as soon as possible after birth (within two
hours)
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o Supported to combine hand expressing and using a double breast pump on
a stimulation setting at least eight times in a 24 hours period from birth
including once overnight between midnight and 05:00.
It is the joint responsibility of midwifery and neonatal unit staff to ensure that birth parents
who are separated from their baby:
o Receive a Milk as Medicine expressing leaflet and pack as well as verbal
information and support antenatally and postnatally.
o Have access to a breast pump at both their bedside and at their baby’s cot side

Birth parents should be encouraged/ facilitated to express no later than 2 hours after birth
and then at least 8 times in 24 hours until their baby is breastfeeding responsively at least
8 times in 24 hours. Combine:
a. Hand expressing to collect fresh colostrum.
b. Using a breast pump on a sensitive setting for 15 minutes to stimulate and
maximise the milk production.
c. Switching to the maintain setting on the breast pump once the milk volumes
increase to 20ml or they reache day 6 post birth.
Parents will normally assume primary responsibility for the care of their babies.
Separation of birth parent and baby will normally only occur where the health of either birth
parent or baby prevents care being offered in the postnatal areas.
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No babies will be routinely separated from their parent at night. Birth parents recovering
from caesarean section may need additional support to feed and care for their baby.

Safety considerations
Vigilance as to the baby’s well-being is a fundamental part of postnatal care in the first few
hours after birth. For this reason, normal observations of the baby’s temperature, breathing,
colour and tone should continue throughout the period of skin-to-skin contact, in the same way
as would occur if the baby were in a cot.
Observations should also be made of the birth parent, with prompt removal of the baby if the
health of either gives rise to concern.
It is important to ensure that the baby cannot fall on to the floor or become trapped in bedding or
by the parent’s body. Particular care should be taken with the position of the baby, ensuring:
 Parent in a semi-recumbent position (45°) so the baby is not lying fully prone

 Baby’s head is turned to the side and that their chin is not on their chest
 The parent can see the baby’s face
 The baby’s nose is not pressed against any parental body parts
 The baby’s legs are flexed.
Many birth parents can continue to hold their baby in skin-to-skin contact during perineal
suturing. However, adequate pain relief is required, as a parent who is in pain is unlikely to be
able to hold their baby comfortably or safely.
Parents should be discouraged from holding their baby when receiving analgesia which causes
drowsiness or alters their state of awareness (e.g. Entonox).
Birth parents who choose to formula feed should be encouraged to give the first feed with skinto-skin contact.
Whatever method of feeding is chosen care should be taken to ensure the baby is kept warm.

6.4

Support for Breast Feeding Parents

Parents will be enabled to achieve effective breastfeeding according to their needs
(including appropriate support with positioning and attachment including laid-back feeding,
hand expression, understanding signs of effective feeding). This will continue until the birth
parent and baby are feeding confidently.
Parents will have the opportunity to discuss breastfeeding in the first few hours after birth
as appropriate to their own needs and those of their baby. This discussion will include
information on responsive feeding and feeding cues.
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Giving additional hand expressed colostrum between responsive breastfeeds is advocated
until the birth parent’s milk comes in around day 2-4. This is to enhance parental
confidence in breastmilk and breastfeeding, reduce unnecessary supplementation with
formula milk, plus reduce avoidable readmissions for weight loss and jaundice.
At least one formal feeding assessment will be carried out using the Breastfeeding
Observation Checklist and the Feeding Assessment Tool on the electronic notes system
within 24 hours of birth.
A feeding plan and a management plan must be documented on the electronic notes and
clearly communicated to the parents before discharge home.
A feeding assessment will be carried out for all babies on day two/three whether in person
(amber, red or vulnerable baby pathways) or over the phone (green hat pathway) to
ensure effective feeding and the well-being of the birth parent.
This assessment will include a dialogue / discussion with the parents to reinforce what is
going well and where necessary, develop an appropriate plan of care to address any
issues that have been identified.
All babies will be seen on day five when a repeat formal feeding assessment will be
carried out using the Breastfeeding Observation Checklist and the Feeding Assessment
Tool on the electronic notes system.
Birth parents with a baby on the neonatal unit will receive at least four expressing
assessments within the first 14 days after birth unless fully responsive breastfeeding is
resumed.
Whenever possible, birth parents who are expressing breastmilk for their babies on NICU
will be loaned a hospital grade breast pump for use at home until breastfeeding is
established.
All parents will be given information both verbally and in writing in their Infant Feeding
leaflets. about recognising effective feeding and where to call for additional help if they
have any concerns including information about feeding support clinics running throughout
the week.
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For those parents who require additional support for more complex breastfeeding
challenges, a referral to the Infant Feeding Team via the electronic notes system should
be made for continued follow up and support.

Responsive feeding
The term responsive feeding is used to describe a feeding relationship which is
sensitive, reciprocal, and is as much about relationship building as it is about nutrition.
Staff should ensure that parents have the opportunity to discuss this aspect of feeding
and reassure parents that: breastfeeding can be used to feed, comfort and calm babies;
breastfeeds can be long or short, breastfed babies cannot be overfed or ‘spoiled’ by too
much feeding and breastfeeding will not, in and of itself, tire birth parents any more than
caring for a new baby without breastfeeding.

6.4.1 Supporting Parents from BAME Communities
Care givers should be aware that birth parents and babies from some minority ethnic
backgrounds and those who live in deprived areas have an increased risk of death and
may need closer monitoring.
Face to face discussions in a quiet, private space should be considered and Language
Line should be used whenever necessary. Written feeding advice in multiple languages
are provided by UNICEF and feeding videos in multiple languages are supplied by Global
Health Media.
A birth parent may be supported by their partner in the postnatal period and they should be
involved according to the birth parent’s wishes. The partner could be the father, the birth
parent’s partner, a family member or friend or anyone the birth parent feels supported by
or wishes to involve. Partners seeking advice on how to support the mother and baby
should be signposted to Dad Pad.
6.4.2 Supporting Exclusive Breastfeeding
Parents who breastfeed will be provided with information about why exclusive
breastfeeding leads to the best outcomes for their baby including why exclusive
breastfeeding is particularly important during the establishment of breastfeeding.
When exclusive breastfeeding is not possible, the value of continuing partial breastfeeding
will be emphasised, and parents will be supported to maximise the amount of breast milk
their baby receives.
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Parents who give other feeds in conjunction with breastfeeding will be enabled to do so as
safely as possible and with the least possible disruption to breastfeeding. This will include
appropriate information and a discussion regarding the potential impact of introducing a
teat when a baby is learning to breastfeed and the potential impact of giving infant formula
on breastmilk production
Breastfeeding and/or expressing at least 8 times in 24 hours including at least once
overnight is recommended for parents who are choosing to mix feed to help maximise and
maintain their breastmilk volumes.
A full record will be made of all supplements given, including the rationale for
supplementation and the discussion held with parents.
The use of written supplementation consent forms is promoted to ensure parents make
fully informed choices.
Supplementation rates will be audited monthly including phone call audits and examination
of electronic notes.
Guidance on appropriate supplementation is incorporated in the Infant Feeding leaflets.

6.4.3 Modified Feeding Regimes
There are several clinical indications for a short term modified feeding regime in the early
days after birth. Examples include: preterm or small for gestational age babies and those
who become clinically unwell.
Babies will be allocated a Bobble Hat pathway to follow according to birth and pregnancy
risk factors. This is especially important for late preterm infants, babies who become
clinically unwell and those born weighing 2.5kg and less. Vulnerable baby feeding leaflets
provide written management, thermoregulation and feeding guidance for parents and staff
to follow together to help prevent weight loss, jaundice and avoidable readmissions or
unnecessary separation of parent and baby.
The Feeding Management Pathway (appendix 3) gives clear guidance to staff to help
protect infant well-being while maximising lactation and promoting responsive
breastfeeding when an infant shows signs of readiness.
The Bobble Hat pathway signposts when the Hypoglycamia pathway is appropriate and
the feeding management pathway incorporates hypoglycaemia management and
appropriate use of supplementation in absence of available breast milk.
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6.4.4 Use of teats, dummies and nipple shields
Using a dummy when putting babies down to sleep might reduce the chance of Sudden
Infant Death Syndrome (SIDS). (Lullaby Trust, 2017). It is recommended that
breastfeeding is established before considering offering a dummy, typically around 1
month of age. Once breastfeeding is established dummy use is not thought to have a
negative effect on breastfeeding. Infants who are exclusively bottle fed can use a dummy
from birth. Breastfeeding parents wishing to use a dummy before breastfeeding is
established should be advised of the possible detrimental effects such use may have on
breastfeeding and a record of the discussion should be recorded in the baby's notes. If a
breastfed baby is unsettled, it is important to closely examine the mother’s feeding
technique and seek improvements in its management.
Dummies are promoted for preterm infants as a non-nutritive sucking tool under the
guidance of a non nutritive sucking guideline and a resident Paediatric Speech and
Language Therapist. Exclusive, responsive breastfeeding is established in response to
babies’ signs of readiness following the Transition from nasogastric to oral feeds NICU
guideline.
Nipple shields should not be used routinely and the disadvantages should be fully
explained to the parents. Birth parents should therefore be referred to drop-in feeding
support clinics for ongoing support if a nipple shield is introduced.
Additional colostrum is advised between feeds for all babies until the milk comes in around
day 2-4 to prevent weight loss, jaundice and avoidable formula supplementation. Parents
should be shown how to syringe feed and signed off as competent using the Syringe and
Cup Feeding Parent Guide and Competency
When additional milk is required in addition to breastfeeds for breastfed infants beyond the
colostrum phase, cup feeding is advocated. Again the Syringe and Cup Feeding Parent
Guide and Competency ensures parents and staff cup feed safely. The Unicef video guide
to cup feeding is signposted in the Vulnerable baby feeding leaflets
6.4.5 Formula Feeding
Parents who feed with infant formula should be offered appropriate and tailored advice on
safe feeding. The staff should respect the physical, personal and cultural factors affecting
infant feeding choices and support and assist the parents in their chosen method of feeding.
Written information on formula milks and how to formula feed is best provided in the early
postnatal period when mothers have made a definite decision to formula feed.
All written information related to formula feeding must include the following statement to
adhere to the WHO Code of Marketing for Breast-Milk Substitutes.
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‘Breastfeeding is the healthiest way to feeding your baby. If you decide not to breastfeed or
to stop breastfeeding, it is possible to restart. Giving infant formula to a breastfed baby will
reduce your milk supply’.
Assistance and support will be offered with the first and subsequent feeds. The birth
parent should be the person to offer the first feed to the baby and they should be
encouraged to offer this first feed in skin-to-skin contact. Vigilance of the baby’s well-being
including thermoregulation during the first fed should be maintained as there will be less of
the baby’s body in close contact with the parent compared to when feeding from the
breast.
Parents who chose to feed with infant formula are asked to provide their own formula.
Formula will be temporarily provided by the hospital if it is clinically indicated until the
breast milk volumes increase.
Parents are advised to bring readymade formulas as the post-natal ward does not have
the facilities to safely reconstitute powdered formula.
Parents who chose to feed with infant formula are advised to bring their own bottles.
Cleaning and sterilising facilities are available in the milk kitchens in each clinical area.
Parents will be shown how to safely clean and sterilise their equipment.
Feeding cups are provided for babies who require clinically indicated supplementation. If
the parents prefer to give a clinically indicated supplement by bottle, the hospital will
provide a bottle and teat and show parents how to pace bottle feeds responsively.
Guidance and support for formula feeding families should include:


Information on how to sterilise the equipment needed for bottle feeding and how to
make up a bottle feed safely



The amount of feed to offer the baby appropriate to the age of the baby.



Signposting to the First Steps Nutrition Trust for independent, evidenced based
support for further information on infant formula.



Knowledge that their baby will require only ‘newborn’ or ‘first milk’ throughout the
first year of life, alongside the introduction of food from six months. There is no
need for follow-on formula when the baby is six months old. There is no evidence
that other ‘special’ milks, aimed to help hungry babies, prevent colic, wind, reflux or
allergies, are of any benefit.



Paced, responsive bottle feeding and promotion of a close and loving relationship.



Recognising effective feeding and how to access feeding help and support once
home including the drop-in feeding support clinics running throughout the week.

The above information is provided, signposted and reinforced in the Infant Feeding leaflets
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Bottle feeding guidance is provided in multiple languages by UNICEF
General guidance and responsive bottle feeding
The parents should be encouraged to be the main carers for the baby. Inform parents that
babies will feel more secure if most feeds are given by birth parent or partner. Keeping the
baby close, enjoying skin contact and encouraging paced bottle feeding will promote the
loving and responsive relationship between parents and their babies.
Paced bottle feeding
Teach parents to hold the baby close, in a semi-upright position and to make eye contact
to reassure the baby throughout the feed.
Babies should be offered small volume feeds frequently in response to their feeding cues.
Guidance on calculating the volume of feed is outlined in the Feeding Management
Pathway and reference sheet: Calculations of volume of feeds for LBW infants, preterm
infants, SGA infants and term formula fed infants (Appendix 4).
Encourage parents to invite the baby to open their mouth by softly rubbing the teat against
the top lip.
Show parents how to gently insert the teat, keeping the bottle in a horizontal position (just
slightly tipped) to prevent milk flowing too fast.
The baby must not be force fed, but allowed to pace him or herself during the feed.
Teach parents to watch for cues that their baby is full or needs a break, to prevent
overfeeding.
A thorough discussion regarding responsive feeding with the parents needs to be
documented as a Feeding Update on the electronic notes system
Possible problems experienced and action to be taken
Cleft lip/palate:
For babies born with cleft lip and/or palate, refer to NICU team and urgent referral to the
specialist cleft lip and palate nurse.
Tongue-tie:
The baby may be unable to consistently grasp the teat and therefore fail to take the
required volume of milk, leading to poor weight gain.
Observe a feed and consider using a different teat. Refer to the infant feeding team via
electronic notes for review and possible division of tongue-tie.
Signpost parents to drop-in feeding support clinics running throughout the week.
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Teat aversion, not sucking / slow to feed:
A change of teat may assist the baby. Show the parents how to hold their baby and the
bottle during feeding. The baby must not be force fed.
If problems persist, refer for paediatric or GP review to exclude underlying problem(s).
Monitoring of weight loss from birth/ slow weight gain:
Weight loss of ≥ 10% is unusual in a formula fed baby. Where there is concern about
weight loss the midwife should observe a bottle feed with the parents. Method of feeding
should be discussed with the parents and referral to the paediatrician should be made if
there is no obvious reason for the weight loss or if concerned.
The amount of feed taken by the baby should be calculated per feed appropriate to the
age of the baby and over a 24 hour period. See flowchart on the calculation of volume of
feed required (Appendix 5).
Once home, refer parents to feeding instructions on the formula packaging.
Persistent vomiting:
This should be differentiated from small possets following a feed. If the baby is clinically
unwell refer at the earliest opportunity to the paediatrician or GP for review. If infant is
clinically well, observe a feed and offer assistance to the parents. Consider using a
different teat
Minor colour changes on feeding (pale or blue):
The midwife should review the baby during a feed reassure the parents if it is diagnosed
as ‘wind’ or refer to the paediatrician or GP as appropriate.
Consider a set of saturations and observations if concerns.
Gagging and choking on feeding:
Offer assistance to the parents with feeding and examine the mouth for any abnormalities.
Consider using a different teat. Reiterate paced feeding.
Please note this list is not exhaustive. The parents should always be involved in the
assessment of her infant’s feeding. This guideline should be regarded as the minimum
standard of care. Specialist advice is available from the infant feeding team, NICU team,
SALT and Dietitian.
7.0

Early Postnatal Period: Support for Parenting and Close Relationships

Skin-to-skin contact will be encouraged throughout the postnatal period.
All parents will be supported to understand a newborn baby’s needs (including
encouraging frequent touch and sensitive verbal/visual communication, keeping babies
close, responsive feeding and safe sleeping practice). Conversations about relationship
building will be held antenatally, perinatally and in the community.
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Parents who bottle feed will be encouraged to hold their baby close during feeds and offer
most feeds to their baby themselves to help enhance the parent-baby relationship.
Parents will be given information by their community midwife about local parenting support
that is available.

8.0
8.1 Medications When Breastfeeding
LactMed provides an evidence based database of medicines and their effects and
suitability for lactating people. It also provides alternative medicines to consider when
necessary. It should be referred to routinely when prescribing medicines for birth parents
who are breastfeeding or expressing breastmilk for their babies.
8.2 Breast Pumps
Two types of breast pumps are available at St Peter’s Hospital:
Medela - NICU and TCU predominantly use Medela Symphony pumps and have 15
pumps designed for use at the cotside and 15 more breast pumps to loan to parents who
continue to express at home for their sick or premature baby.
If a baby is born sick or under 36 weeks gestation the birth parent should be started on a
Medela breast pump on Labour Ward.
MEDELA SYMPHONY USER MANUAL Pdf Download | ManualsLib
ARDO - Joan Booker Ward predominantly use ARDO Carum breast pumps and have 5
available breast pumps designed to be used at the bedside.
If a parent is expressing for a well baby over 36 weeks gestation they should be started on
an ARDO breast pump.
ARDO CARUM QUICK MANUAL Pdf Download | ManualsLib
Labour Ward has one of each style of breast pump but have access to more pumps if
required.
If breast pumps are in short supply, it does not matter which style breast pump a birth
parent uses but the kits are not interchangeable between the two styles of pump.
Breast pump kits are for single patient use and should be transferred with the birth parent
when they move between wards.
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Labour Ward, Joan Booker Ward and NICU must ensure breast pump kits for both pumps
are well stocked and ready to use. They must ensure bottles and labels are available and
accessible to parents.
Breast pumps should be visible and accessible to parents and when they are not in use
stored in the store cupboard on Labour Ward and Room 3 and 4 on Joan booker Ward.
Breast pump kits are on a repeat order and are the responsibility of the Infant Feeding
Lead. Different size funnels are also available and on a repeat order.
If any electrical faults or breakages are noted the pump should be taken out of use and
clearly labelled as faulty. The fault should be reported immediately to estates so it can be
fixed as soon as possible.
If a parent needs to continue expressing at home when they are discharged home with
their baby from Joan Booker Ward, they can loan a breast pump from Spelthorne
Breastfeeding Friends This is signposted in the Infant Feeding leaflets
Ward breast pumps can be loaned to breast feeding people if they or their baby is
admitted to another ward in the hospital but the infant feeding team must be made aware
on asp-tr.infant-feeding@nhs.net and arrangements made to return the pump as soon as
possible.
8.3 Cleaning and Sterilising Feeding Equipment
Expression of breastmilk and cleaning of breast pump kits
Please note sanitising breast pump kits using a sterisac is only necessary for preterm and
sick infants on NICU.
Washing and drying kits and then storing them in a clean, lidded container is sufficient for
healthy, term infants on Maternity.
Washing and drying nipple shields and storing them in a clean, lidded container is also
sufficient for healthy, term infants on Maternity.
Sterilisation kits are available for babies who are formula fed by bottle or for those parents
who chose to use a dummy for their infant. Nursery Nurses on Maternity and Maternity
Assistants on NICU are responsible for changing any Milton solution every 24 hours.
Parents are taught to decontaminate bottles with warm soapy water before rinsing them
and sterilising them as per the national guidelines outlined by Unicef and signposted in the
Infant Feeding leaflets

9.0

Safe Milk

9.1 Storage
Infant Feeding Guideline

Current Version is held
on the Intranet

First ratified:

Review date:

May 2012

June 2024

Version
5

Page 21 of 37

A laminated milk storage chart outlining safe storage parameters should be attached to
designated milk fridges/ freezers to avoid confusion:

Breast milk fridges and freezers must be locked and accessed only by authorised
members of staff.
The designated milk fridges and freezers should contain nothing except breast milk and
infant formula.
Designated milk fridges and freezers can be found in HDU on Labour Ward, the milk
kitchen and nursey on Joan Booker Ward and in the milk kitchen and nurseries on NICU.
Each parent who has milk stored in the ward milk fridge should have a tray or box labelled
with their addressograph. This tray or box is for the sole use of that parent’s milk
throughout their hospital stay and must be removed and cleaned when they are
discharged before being used for another parent’s milk.
Birth parents known to be HIV positive who choose to express breastmilk for their baby
should never store milk in the hospital fridge or freezer.
Breast milk fridges and freezers on Labour Ward, Joan Booker Ward and NICU should be
checked twice daily for temperature checks. These checks are incorporated on the daily
ward checklists.
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Fridges for storing breastmilk should remain within 2-4 degrees centigrade and freezers
below 20 degrees centigrade. Thermometers should be kept at the back of the fridge/
freezer and alarms should be fitted to alert any temperature fluctuations.
If fridge/ freezers fluctuate outside of the temperature ranges, breastmilk must be
transferred to an alternative fridge or discarded.
The fridges and freezers should be checked daily to ensure stored milk is within date and
correctly labelled. Alcohol wipes should be used to clean fridges and freezers daily.
9.1.1 Documentation
Parents must label syringes and bottles of breastmilk with: parental name, date of birth,
and date and time of expression. Defrosting date and time should be clearly added when
appropriate.
Unlabelled syringes and bottles will be discarded, as will any syringes not stored inside a
designated, labelled tray, lidded box or sealed bag to prevent errors and contamination.
Document the transfer of any EBM to a hospital fridge or freezer in the parental electronic
notes.
9.1.2 Safe Transfer of EBM
Transport all EBM to or from hospital in an insulated bag with frozen ice packs. This
includes unused, expressed breastmilk returned to parents when birth parent and baby are
discharged home. Any milk that has started to defrost must be used within 24 hours and
cannot be refrozen.
9.2 Safe Milk Administration
Guideline for administration and storage of breastmilk on NICU.
Cup feeding should be advocated and safely facilitated for breastfed infants. Cup feeding
can only continue at home if parents have completed their competency and have a feeding
plan in place that has been agreed and by the midwife, parents, feeding team and if
necessary the paediatrician. The plan should be clearly documented on the electronic
notes system. The infant feeding team must follow up and review progression to exclusive
breastfeeding as cup feeding is a temporary measure while breastfeeding is established.
Syringe and cup feeding parent guide and competency
Always check the milk label with the birth parent or if the birth parent is incapacitated with
the birth partner. If the partner is not present two members of staff must check the label
against the birth parent’s hospital wrist band before the colostrum is given to the baby.
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Parents are encouraged to feed their baby themselves and support and education is
provided to ensure they are able to do so safely.
Breast milk should be given at room temperature on Maternity as there are no safe milk
warming devices available.
Any decanted breastmilk that has been offered to a baby but not consumed should be
discarded.
Document the administration of expressed breastmilk as a feeding update on the
electronic notes system. Tick the box for breast/ EBM.
Document the administration of a formula supplement as a feeding update on the
electronic notes. Tick the box breast/ EBM/ Formula and complete the full supplementation
audit to ensure the supplementation is either clinically indicated or a fully informed
maternal choice.
Babies who are formula fed should be offered responsive, paced bottle feeds and are
recorded as a feeding update on the electronic notes. Tick the box formula only.
9.3 The Incorrect Administration of Expressed Breast Milk
In the event an error is made and the incorrect birth parent’s breastmilk is given to a baby
the following procedure should be followed:
1. Inform the shift leader and the attending paediatrician.
2. Inform both the donor and the recipient parents involved. Offer a full apology and
explain the risk management process.
3. Check the past medical history of the donor birth parent including any antenatal
viral screening.
4. Document any relevant details in the recipient baby’s notes omitting any identifying
information of the donor birth parent.
5. Complete a DATIX form documenting both the donor and recipient birth parents’
hospital numbers.
6. If the donor breastmilk was from a high risk parent inform the infectious diseases
team.
7. If the donor birth parent has a low risk lifestyle and all antenatal screening results
are negative further testing of the donor birth parent may not be beneficial. Repeat
screening of the donor birth parent should be considered by the multidisciplinary
team.
8. The donor birth parent retains the right to decline testing.
9. HCV is rarely transmitted via breastmilk. If the donor birth parent tests positive or
declines a blood test the baby can be tested for HCV PCR at 3-6months post exposure.
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10. HBV is rarely transmitted via breastmilk. If the donor birth parent tests HBV positive
consider vaccinating the baby at 0, 1, 2 and 12 months.
11. Birth parents who are known to be HIV positive are not encouraged to express
breastmilk (unless they have an undetectable viral load and the birth parent has
been counselled). Where a birth parent who is HIV chooses to express, their breast
milk should never be stored on the ward. If a donor birth parent tests positive to HIV
post -exposure prophylaxis should be considered.

10.0 Weighing Babies
Weighing Baby guideline
All babies are weighed at birth unless they are transferred to the neonatal unit when they
will be weighed as soon as the baby is sufficiently stable.
All babies are weighed on day three unless they are following the Green Hat Bobble Hat
pathway when they are re-weighed on day five.
Babies falling into the vulnerable baby category are reweighed in the maternity unit before
discharge home is considered on day three. If the birth parent choses to go home before
day 3, a daily safety netting appointment must be made until the day three weight check to
assess for jaundice, baby well being and effective feeding.
All babies are weighed again on day five in the maternity unit or in the community.
A day seven weigh check should be considered for vulnerable babies progressing from
modified to fully to responsive feeding.
All babies under the care of the midwives in hospital or at home are reweighed at around
ten days, prior to handover to the health visitor. This is recorded in the baby’s health
record and on the electronic notes.
Weight loss management is outlined in the weighing baby guideline including feeding
plans to prevent further weight loss while establishing responsive feeding.
Babies with a weight loss of greater than 12.5% of their birthweight require readmission for
monitoring and feeding support.

11.0 Readmissions
Babies readmitted within 28 days to the neonatal unit (NICU), Transitional care unit (TCU)
or the paediatric ward (Ash Ward) are reported via the Datix system and logged on the
patient centre system.
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The Infant Feeding Lead is responsible for reviewing the notes of readmitted babies to
determine whether feeding problems are the reason for readmission. If feeding issues are
apparent and learning identified this is communicated to staff either on an individual basis,
via the communication bulletin, bonus days or doctors’ induction.
Where a readmission has not been reported on the Datix system from the paediatric
wards, feedback is given to the individuals or Unit Managers as appropriate.

12.0 Auditing Process
Ashford and St Peters Hospital NHS Foundation Trust requires that compliance with this
policy is audited at least annually using the UNICEF UK Baby Friendly Initiative audit tool
(2018 edition).
Staff involved in carrying out this audit requires training on the use of this tool. Audit results
will be reported to the Head of Midwifery and the Ward Manager for the postnatal ward
and an action plan will be agreed by The Baby Friendly Initiative Implementation Group to
address any areas of non-compliance that have been identified.
An annual audit report is sent to the Baby Friendly Initiative. Auditable standards and
monitoring
Outcomes will be monitored by:
 Monitoring breastfeeding initiation rates at birth and at 10 days via Badgernet.
 Problems with formula feeding will be identified by exception reporting through the
incident reporting system.
 Management of babies readmitted to hospital with feeding problems during the first
28 days of life will be monitored through the incident reporting system.
 New staff will receive training within six months of taking up their post with a
minimum of 80% compliance.
 Improvements in parents’ experiences of care will be monitored through the BFI
auditing survey, the Care Quality Commission survey of women’s experiences of
maternity services and meetings with service users.
Outcomes will be reported to Head of Midwifery, Ward Manager and all clinical staff in the
form of learning points.
Compliance with staff training will be reported to the obstetrics and gynaecology clinical
governance committee.
Results of patient surveys will be reported to the Head of Midwifery and maternity matrons
and shared with staff and service users.
12.1

Standards Key Performance Indicators
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These include:
 Number of staff who have received training within six months of starting
 In a sample of notes the number of birth parents whose notes document an
antenatal discussion of feeding and completion of the record sheet
 Number of birth parents who are documented as having skin to skin on the
electronic notes and through bi-monthly audit and sample of birth parents asked
about length of skin to skin time.
 Breast feeding rates at delivery; discharge from hospital and on discharge from
midwifery care
 Number of babies readmitted with feeding problems within 28 days

12.2

Review of Policy

There will be a 3 yearly review of the guidelines to ensure it meets the World Health
Organisation (WHO) /United Nations Children’s Fund (UNICEF) Ten Steps to Successful
Breastfeeding, and that it complies with the International code of marketing of breast milk
substitutes. Early review may be required depending national and international guidance.
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13.2

Supporting Trust Guidelines

NICU guideline for the administration and storage of breastmilk
Guideline for Enabling Expressing of Breast Milk and Cleaning and Storage of Breast Milk
Collection Kits
Cup feeding guideline
NICU guidelines for Non nutritive sucking
NICU guidelines for Transition from nasogastric to oral feeds
Postnatal guidelines: Bobble hat pathway
Hypoglycaemia pathway
Weighing baby pathway
Jaundice management guideline
13.3

Supporting Parent Information Leaflets

Syringe and Cup Feeding Parent Guide and Competency
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Collecting colostrum antenatally
Milk as Medicine
Term, well baby: Establishing responsive feeding for breast and bottle fed babies
Vulnerable baby: Establishing modified, responsive feeding for breast and bottle fed
babies

14.0 Appendices
14.1

Appendix 1 – The Baby Friendly Initiative

The Baby Friendly Initiative is a worldwide programme of the World Health Organization
and UNICEF. It was established in 1992 to encourage maternity hospitals to implement the
Ten Steps to Successful Breastfeeding and to practise in accordance with the International
Code of Marketing of Breastmilk Substitutes.
The UNICEF UK Baby Friendly Initiative was launched in the UK in 1994 and, in 1998; its
principles were extended to cover the work of community health-care services in the
Seven Point Plan for Sustaining Breastfeeding in the Community.
The Baby Friendly Initiative works with the health-care system to ensure a high standard of
care for pregnant women and breastfeeding mothers and babies. We provide support for
health care facilities that are seeking to implement best practice, and we offer an
assessment and accreditation process that recognises those that have achieved the
required standard.
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14.2

Appendix 2 – Ten Steps to Successful Breastfeeding

Steps 1 – Have a written breastfeeding policy that is routinely communicated to all health
care staff.
Step 2 – Train all staff in the skills necessary to implement the breastfeeding policy
Step 3 – Inform all pregnant women about the benefits and management of breastfeeding.
Step 4 – Help mothers initiate breastfeeding soon after birth.
Step 5 – Show mothers how to breastfeed and how to maintain lactation, even if they
should be separated from their infants.
Step 6 – Give no food or drink other than Breastmilk to breastfeeding babies.
Step 7 – All mothers and babies to room-in together while in hospital
Step 8 – Encourage breastfeeding on demand
Step 9 – No teats or dummies to be given to breastfed babies during the establishment of
breastfeeding
Step 10 – Identify sources of national and local support for breastfeeding and ensure that
mothers know how to access these prior to discharge from hospital
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14.3

Appendix 3 – Feeding Management Pathway
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14.4

Appendix 4 - Calculations of volume of feeds for LBW infants, preterm infants, SGA infants and term formula fed
infants.
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15.0 Guideline Governance
15.1

Scope

This guideline in relevant to all staff caring for mothers and babies in maternity and
neonatal intensive care.
15.2

Purpose



This guidelines aims to facilitate a common approach to the management of
assisting birth parents to express their colostrum antenatally and the storage and
use of postnatally expressed colostrum in hospital. At times deviation from the
guideline may be necessary, this should be documented and is the responsibility of
the attending consultant.



This guideline is subject to regular review to ensure ongoing evidence based
practice.
15.3

Duties and Responsibilities

All staff caring for parents and babies have a duty to be aware of the contents of this
guideline, how to advise and assist birth parents express their breastmilk postnatally and
how to store and safely administer expressed breastmilk to babies once they are born.
15.4

Approval and Ratification

This guideline will be approved and ratified by the Perinatal Guidelines Governance
Group.
15.5

Dissemination and Implementation

This guideline will be uploaded to the trust intranet Maternity and Neonatal Guidelines
page and thus available for common use.
This guideline will be shared as part of ongoing education within maternity and the
Neonatal Unit for medical, nursing and midwifery staff.
All members of staff are invited to attend and give comments on the guideline as part of
the ratification process.
15.6

Review and Revision Arrangements

This policy will be reviewed on a 5 yearly basis.
If new information comes to light prior to the review date, an earlier review will be
prompted.
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Amendments to the document shall be clearly marked on the document control sheet and
the updated version uploaded to the intranet. Minor amendments will be ratified through
the Neonatal Guidelines Group. A minor amendment would consist of no major change in
process, and includes but is not limited to, amendments to documents within the
appendices.
15.7

Equality Impact Assessment

Background


Description of the aims of the policy context in which the policy operates



Who was involved in the Equality Impact Assessment

Methodology


Health care staff will provide support and information to parents in their chosen
method of feeding.



To support and improve the initiation rates of breastfeeding for birth parents and
babies in our care and to support birth parents to sustain breastfeeding in order to
improve long term breastfeeding rates and the health of birth parents and babies.



To facilitate the staff involved in the care of parents and their babies to implement
consistent evidence based care by incorporating the Baby Friendly Initiative tool
for all people feeding their babies whilst under the care of the Women and Child
Health Services.



Women’s health guideline group.

Key Findings



Describe the results of the assessment
Identify if there is adverse or a potentially adverse impacts for any equalities
groups

Conclusion


Provide a summary of the overall conclusions

Recommendations




State recommended changes to the proposed policy as a result of the impact
assessment
Where it has not been possible to amend the policy, provide the detail of any
actions that have been identified
Describe the plans for reviewing the assessment
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