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Overview
• Why MBM support matters - parental perspectives

Genevieve Howell and Heather Johnson, Parents

• Introduction to the MBM Toolkit
Sarah Bates, Chair of MBM Toolkit group

• The Science behind MBM for preterm babies
Minesh Khashu, Consultant Neonatologist & Professor of Perinatal Health, 
University Hospitals Dorset

• The role of Family Care in MBM optimisation
Aniko Deierl, Consultant Neonatologist, Imperial College Healthcare NHS Trust

• Working Together to optimise MBM – the AHP perspective
Sara Clarke, Senior Specialist Neonatal Network Dietitian, West Midlands 
Neonatal ODN

• Perinatal Team working & MBM
Gillian Gardiner, Midwife, Edinburgh

• Global & national drivers – UNICEF BFI
Karen Read, Professional Lead for Neonatal Baby Friendly Initiative



Parental Perspective
• Genevieve Howell

• Heather Johnson
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The Preterm Journey…and 
Goals



The National Context…

Improve the 

optimisation 

and stabilisation 

of the very 

preterm infant
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MBM for preterm 
babies –

Where are we now?

Maternal Breast Milk for 

preterm babies is an 

exceptional example of 

both personalised and 

precision medicine



NNAP 2019 Report



NNAP 2019: National key messages

• Rates of breastmilk feeding

The proportion of very preterm infants fed with some of their 
mother’s own milk at the time of discharge has remained 
persistently low over 5 years, with marked geographical variation.





NNAP 2019 recommendations
• Focus on both the early initiation and sustainment of 

breastmilk feeding in conjunction with parents by:
• Reviewing data and processes in order to undertake selected quality 

improvement activities suited to the local context

• Removing barriers to successful breastmilk feeding by ensuring that 
appropriate and comfortable areas are provided with adequate, regularly 
cleaned expressing equipment

• Seeking and acting on feedback from local parents on their experience of 
starting and sustaining breast feeding

• Working to achieve and sustain both UNICEF UK Baby Friendly Initiative 
Neonatal Unit accreditation and Bliss Baby Charter accreditation

• Implementing the guidance and evidence-based care practices set out in 
the BAPM Maternal Breastmilk Toolkit

• Working with local parents to review and improve local practices around 
the early communication of the benefits of breastmilk, ideally prior to 
birth wherever possible



Purpose of MBM toolkit

• To improve the proportion of preterm babies (<34 
weeks) receiving maternal breast milk. 

• To support clinicians leading and participating in QI in 
maternity units by providing practical resources in the 
form of a toolkit and supporting materials:

• Providing the evidence base for effective 
interventions 

• Facilitate units in interrogating their own data and 
processes in order to undertake selected quality 
improvement activities suited to the local context 

• Assist units in interpreting and monitoring the 
results of their QI activity

• Provide and signpost resources to facilitate QI in the 
area of optimising MBM for the preterm infant



Core elements that support the optimisation of early MBM

1 Parents as equal partners in their baby’s care: Parents are empowered to 

take part in all elements of their baby's care, facilitating strong close and 

loving attachments

2 Antenatal education: Educating families about the value of MBM in 

prematurity, importance and process of early expressing

3 Initiation of expressing soon after birth (aim within 2 hours): With easy 

access to support, training and equipment

4 Early Colostrum (ideally within 6 hours of birth and always within 24 hours): 

MBM to be the first enteral feed given to baby

5 Early and regular parental physical contact with their baby: Delivery room 

contact, skin-to-skin early and often

6 Positive oral touch and non-nutritive sucking

7 Establishing a good milk supply: Regular expressing assessments and an 

understanding of optimal expressing

8 Responding to challenges around lactation and breastfeeding: Recognition 

of complex situations, specialist lactation support available

9 An infant led approach to the transition to responsive feeding: Recognition 

of feeding cues and a structured approach

10 Successful breastfeeding after discharge: Supporting parental confidence and 

knowledge

The 
perinatal 

toolkit

Toolkit 
Part 2, 

due 
2021



1 Parents as equal partners in their baby’s care: Parents are 

empowered to take part in all elements of their baby's care, 

facilitating strong close and loving attachments

Evidence Reference 

source

FIC increased any breastfeeding at discharge from 46% to 82% (pilot RCT) O’Brien 201342

FIC increased “high frequency breastfeeding” (≥6 times a day) at hospital 

discharge from 63% to 70% (cluster RCT)

O’Brien 201843

Policies promoting early involvement of parents in feeding support were 

associated with increased MBM feeding at discharge for moderately 

preterm babies, with an adjusted odds ratio (OR) of 1.9 (multicentre 

cohort study)

Mitha 201944



2 Antenatal education: Educating families about the value of MBM in 

prematurity, importance and process of early expressing



3 Initiation of expressing soon after birth (aim within 2 hours): With 

easy access to support, training and equipment

Evidence on initiation of expressing Reference 

source

Expressing within 1h of birth (compared to 1-6h) increased expressed 

milk yield from 267ml/d to 613ml/d at week three of life (pilot RCT)

Parker 201248

Expressing 1-3h after birth (compared to 3-6h) increased any 

breastfeeding at discharge from 35% to 62% (RCT)

Parker 201749

Adjusted odds ratio of exclusive formula feeding at discharge was 1.06 

for each hour of delay to first expression (cohort study)

Maruyama 

201650

Policies promoting initiation of expression within 6h of birth were 

associated with increased MBM feeding at discharge for very preterm 

babies, with an adjusted OR 2.2 (multicentre cohort study)

Mitha 201951



4 Early Colostrum (ideally within 6 hours of birth and always within 

24 hours): MBM to be the first enteral feed given to baby



5 Early and regular parental physical contact with their baby: Delivery 

room contact, skin-to-skin early and often

Evidence Reference source

Volumes expressed immediately after SSC are higher than expressing in a room away 

from baby (adjusted mean of 118ml/session compared to 87ml/session) (cohort study)

Acuna-Muga 

201470

The number of times the baby is put to the breast without feeding (licking/nuzzling) is 

predictive of milk weight in the first 10d (observational data reported as part of RCT)

Fewtrell 201671

SSC increases exclusive breastfeeding at discharge or 40 to 41w (RR 1.16) and at 1-

3mo follow‐up (RR 1.20) (Cochrane review)

Conde-Agudelo

201672

Policies promoting kangaroo care were associated with increased MBM feeding at 

discharge for very preterm babies (adjusted OR 2.3) and moderately preterm babies 

(adjusted OR 2.0) (multicentre cohort study)

Mitha 201944,51

60mins of SSC in the delivery suite increased exclusive breastfeeding at discharge from 

69% to 86% (non significant trend; study underpowered). Note, infants had received 

“less invasive surfactant administration” if appropriate before SSC, had intravenous 

dextrose running and SSC was performed in a room with ambient temperature of 24C

Mehler 201969
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• Julie-Clare Becher, Consultant 

Neonatologist, NHS Lothian, Edinburgh, 
BAPM Quality Collaborative Lead 

• Gillian Bowker, Infant Feeding Advisor, 
NHS Greater Glasgow and Clyde 

• Cathy Budd, Infant feeding Specialist 
Nurse, North Bristol NHS Trust, Bristol

• Sara Clarke, Senior Specialist Neonatal 
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• Lindsay Cracknell, Parent 
Representative

• Aniko Deierl, Consultant Neonatologist, 
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London
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