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The British Association of Perinatal Medicine (BAPM) and the National Neonatal Audit Programme (NNAP) are collaborating on
four quality improvement toolkits to support perinatal staff to implement the evidence around perinatal optimisation. This article
presents the Maternal Breast Milk Toolkit. The key focus of this toolkit is to support the optimisation of early maternal breast milk
to improve the proportion of preterm babies receiving their mother’s own milk.

aternal breast milk (MBM) provides the optimal form of

feeding for preterm infants (FIGURE 1). Specific health
benefits for the preterm infant population include lower mortality
rates, lower rates of sepsis and necrotising enterocolitis,"?
improved neurodevelopmental outcomes,’ lower rates of
bronchopulmonary dysplasia’ and retinopathy of prematurity,’
and fewer hospitalisations in the first year after discharge
compared to formula feeding.® The World Health Organization’
and specialty consensus guidelines across multiple areas of
neonatology*" recommend maximising the use of MBM for
premature and sick babies. Mothers of vulnerable infants, such as
extremely premature infants, encounter a variety of unique
breastfeeding barriers and challenges. Despite the known benefits
of maximising MBM for very preterm babies, a large proportion
of preterm babies in the UK are not fed an exclusive breast milk
diet. Indeed the 2019 NNAP" reports only 55% of very preterm
infants are fed with some of their mother’s own milk at discharge

and this figure has remained persistently low over the last five
years. NNAP recommendations focus on not only the main-
tenance of lactation, with the attainment of preterm infants
receiving their mother’s own milk at discharge, but on the early
initiation of breast milk expression and administration to infants.

What is the context for the toolkit?

BAPM aims to improve standards of perinatal care by supporting
all those involved in providing this care to optimise their skills and
knowledge. A key value of BAPM is ‘working collaboratively’ to
provide the safest and most effective service for babies and this
toolkit has been developed by a multidisciplinary team (MDT) of
neonatal health professionals.

With these shared goals in mind, BAPM, NNAP and other key
stakeholder organisations in perinatal care are collaborating in a
three-year national quality improvement (QI) initiative that will
target key NNAP measures and aligns with and supports other
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neonatal national workstreams. Improvement at local and
national level will be measured by NNAP.

The Perinatal Optimisation Care Pathway

Perinatal optimisation refers to the process of reliably delivering
evidence-based interventions in the antenatal, intrapartum and
neonatal period to improve preterm outcomes. The BAPM
Perinatal Optimisation Care Pathway (FIGURE 2) refers to these
interventions as they occur temporally, and applies to both the
mother and her baby. The pathway is supported by four BAPM
toolkits (Antenatal Optimisation, Optimal Cord Management,
Normothermia and Maternal Breast Milk).

This Perinatal Optimisation Pathway sits within the remit of
the local and network ‘perinatal team’ whose strong team-working
culture, high quality communication habits and pursuit of
common goals result in the reliable delivery of these interventions.
Such implementation success can only occur within a suitable
context where structure and processes support an optimal
environment for QI. Such key contextual features are described in
the BAPM Neonatal Service Quality Indicators."”

How will this toolkit help me implement the use of
early MBM?

Providing MBM for mothers of preterm babies depends on a
complex system of multidisciplinary and holistic interventions
that focus on individual, structural, cultural and environmental
factors. The key focus of this toolkit is supporting the implemen-
tation of the five perinatal core elements to optimise early MBM
for preterm babies (TABLE 1) in order to improve the proportion of
preterm babies receiving their mother’s own milk by:

m providing the evidence for effective interventions, including
examples of what is proven to work in improving MBM for
preterm babies

m facilitating individual units to interrogate their data and
processes in order to undertake pertinent selected QI and
sustain momentum

B providing easy to use QI tools and assisting units to interpret
and monitor results of their QI activity

B signposting existing resources for optimising MBM for
adaptation for local use.

The five perinatal core elements

The first key step to the establishment of a good maternal milk
supply lies in the perinatal period. The volumes of milk mothers
can express as early as day 3 or 4 of life are highly correlated with
long-term breastfeeding outcomes,®* supporting the idea that
this early period is a critical window. There are a number of
strategies to increase early MBM delivery to very preterm babies
with the evidence base ranging from moderate quality to best
practice, including consensus expert opinion. Each of the five
perinatal core elements has a summary of the most relevant or
useful evidence to support its implementation.

1. Parents as equal partners in their baby’s care

Family-centred and family-integrated care (FIC) starts in the
perinatal period to ensure that parents are central to their baby’s
care even when the baby is born preterm or sick.”** While there is
limited evidence linking the use of FIC with provision of early
MBM, there are many studies showing a positive effect of FIC and
parental involvement on breastfeeding at discharge.”*

2. Antenatal education

Educating families about MBM is essential for those mothers
identified early in pregnancy as being at increased risk of preterm
birth. More targeted time-critical education is important for
families where preterm birth is imminent.

Lactation-specific antenatal counselling increases exclusive
breastfeeding at discharge and studies show that mothers who had
planned to formula feed identified positive consequences of
initiating breast milk expression.”* Lactation counselling should
cover:

m the specific benefit of MBM for the preterm baby

m the vital importance of starting to express as soon as possible
after birth

B realistic volumes of colostrum expected

m familiarisation with the techniques and equipment involved.

The focus of discussions should not be on the long-term
benefits of breastfeeding, but on the unique protective benefits of
colostrum and breast milk for the preterm infant during their
time in the neonatal unit.

The Perinatal Team

The Perinatal Optimisation Care Pathway

o Key optimisation timepoints
. Elements of the BAPM Antenatal Optimisation Toolkit
Other BAPM Optimisation Toolkits

FIGURE 2 The Perinatal Optimisation Care Pathway.

1 | Parents as equal partners in their baby’s care:
Getting to know their baby and developing a close and loving
relationship

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 two hours):
With easy access to support, training and equipment

4 | Early colostrum (ideally within six hours of birth and always
within 24 hours):

Giving MBM to the baby as the first enteral feed, wherever
possible

5 | Early and regular parental physical contact with their baby:
Delivery room contact, skin-to-skin early and often

TABLE 1 The five perinatal core elements for supporting optimisation
of early MBM.
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3. Initiation of expressing soon after birth

Facilitating expressing soon after birth (aim = within two hours)
requires a multidisciplinary, collaborative approach between the
midwifery staff, obstetricians and neonatal staff to provide
sensitive support and education to the mother at this key time.
Central to the planning for preterm delivery should be a
discussion with parents about the benefits of early expressing.
Evidence points to early initiation of expressing increasing yields
of MBM and increased MBM feeding at discharge.”” For many
parents, the first few hours after birth of a sick or preterm baby
can be very stressful. This is especially true where they are
separated from their baby or the mother is unwell. Sensitive
conversations and effective, timely support can empower women
to initiate their lactation even in difficult circumstances (FIGURE
3). Many women who are ill themselves wish to initiate expressing
and illness alone should not preclude conversations taking place
and support for expressing being given.

Information and support with technique and frequency of
expressing in the early days will maximise lactation. Reinforcing
the benefits of very small volumes of colostrum will encourage
and empower the woman. In the early days the focus should be on
perfecting techniques to support effective hand expressing and
breast pump use. This should include the importance of breast
massage and relaxation linking it to hormonal responses and milk
supply. Ensuring that parents have a realistic understanding of
likely colostrum volumes in the post-partum period will prevent
distress and discouragement. Volume-driven expressing should be
avoided at this stage, but a focus on the process of attempting to
express will provide valuable stimulation to the breast tissue and
hormone pathways to initiate milk supply.

4. Early colostrum

Early administration of colostrum (ideally within six hours of
birth and always within 24 hours) is reported in the literature as:
B supporting immune responses®
m reducing time to full feeds™
m reducing the incidence of ventilator-associated pneumonia®
m associated with increased MBM feeding at six weeks and at
discharge.”
The provision of early colostrum to a baby is dependent
on getting expressed colostrum to the neonatal unit and
administered to the baby. Consideration should be given to the
whole process from antenatal conversations right through to
administration of buccal colostrum. Identification of barriers and
enablers at each stage of the process will identify where additional
work may be required. To maximise success, colostrum and early
breast milk must be valued and prioritised by all members of the
MDT. Neonatal teams should prioritise giving colostrum as the
first feed.

5. Early and regular physical contact

This intervention is based on the prioritisation of physical contact
between parents and their baby from the earliest time point
following birth and onwards, while maintaining optimal
respiratory and thermal support. Training to ensure staff
confidence and skills in maintaining baby safety and stability in
the transfer to skin-to-skin care is essential. Evidence supports
early and prolonged skin-to-skin contact as it improves expressed
MBM volumes, and breast milk feeding rates at discharge.*
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“I laid in bed for three days prior to delivery and there was no discussion of
expressing at all. After birth | was left to sleep and was not encouraged to
hand express. It was like | wasn’t their problem as my baby was too early to
be cared for on the unit.”

Lindsay Cracknell, parent of a preterm baby

Genevieve Howell, parent of a preterm baby

FIGURE 3 The importance of effective, timely support and
empowering women to initiate lactation.

“A joined-up approach between neonatal staff and midwives could be beneficial to
explain and promote what a mother can do before and after her preterm baby is born.
There are so many leaflets — a chat/advice with someone goes a long way. Some

people may not understand everything or even read them at all”
Lindsay Cracknell, parent of a preterm baby

FIGURE 4 Exploring parental perspective can help with understanding
barriers and shaping effective solutions.

An overview of the improvement journey
How to start?

Beginning any QI work can be a daunting task, particularly if it
crosses multiple departments and specialties. In order to
accomplish change it is essential to have a structured and well-
defined process, as set out in the toolkit. It describes the five
phases of an improvement journey from defining the problem
within your own local context, developing a shared purpose
within your unit and team, to planning, implementing and testing
and measuring, and finally ensuring change is embedded and
sustained.

Phase 1: Define the problem
Where are we now?

It is important to understand your local data, and benchmark
where possible in the context of regional and national standards.
Supporting MBM provision and later breastfeeding, is a complex
multidisciplinary intervention. Understanding barriers and
shaping effective solutions requires input from all team members
across maternity and neonatal care — everyone’s view is valid and
essential. Exploring parental perspective and feedback can be very
insightful (FIGURE 4).

It can be useful to brainstorm barriers to each of the five core
elements and explore enablers that could work in your unit (TABLE
2). It can also be helpful to speak to other units about how they
have identified barriers and enablers and subsequently implemen-
ted QI projects to optimise early MBM for preterm babies. High
performing units and those who have made significant
improvements over time can be identified from NNAP online.
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Phase 2: Develop a shared purpose Phase 3: Plan and implement changes

One of the key components to any successful project is havingan  Consider constructing a ‘project charter’ at the start of this phase
implementation team that are engaged, resilient, enthusiasticand ~ to detail your proposed improvement, including the resources

committed to working together to create the right culture for required and the potential benefits to patients. A project charter is
change."” Developing a strong multidisciplinary QI team within a format endorsed by many trust improvement teams; it will

your workplace will help facilitate communication, understanding  provide direction and a sense of purpose and may give your

and collaboration across departments and allow more cohesive project increased leverage with management.

implementation and embedding of the core interventions. Having There are a number of methodologies that can be adopted to

shared goals, a shared vision and sharing experience ensures your ~ implement a QI strategy. What matters most is having a consistent
project has momentum and that barriers and enablers can be best ~ approach that you are familiar with and skilled in applying. The
appreciated and tackled. It is vital to include the parental voice as ~ Model for Improvement (plan, do, study, act — PDSA) is a widely

their views give a different perspective and their stories form recognised approach within health care and is frequently
powerful tools for engagement and action. associated with positive outcomes for improvement. The toolkit
Core element Barriers Enablers
1 Parents as equal partners in « Physical separation of mother and baby  FIC framework or similar
their baby’s care + The environment in a neonatal unit can be intimidating for
Getting to know their baby parents making it much harder to build a relationship with
and developing a close and their baby
loving relationship + Although parents should never be viewed as visitors, some

units may still have access restrictions that can preclude
parents being with their baby

« Conflicting demands on a parent’s availability to be with their
baby

« Lack of staff education about FIC

2 Antenatal education * Preterm birth can lead to information giving being rushed, « High quality antenatal
Educating families about the incomplete, inconsistent and not fully absorbed prior to counselling and lactation plans
value of MBM in prematurity, delivery for high-risk mothers
the importance and process of | - Maternal health, exhaustion and anxieties can impede « Parent information leaflet,
early expressing understanding videos and other resources

+ Lack of staff education about the importance of antenatal + Checking safety of maternal
discussions about MBM medications with specialist

formulary antenatally

3 Initiation of expressing soon |« Staff may not feel they have sufficient time to teach + Perinatal education regarding
after birth expressing skills technique and timing
With easy access to support, + Lack of equipment (eg breast pumps) for use in delivery rooms | « Provision of colostrum kits
training and equipment « Lack of staff knowledge or focus about urgency of initiation of | « Prioritise multidisciplinary
expressing support immediately after birth

« Lack of resources to empower mothers to express for
themselves

 The severity of illness of the mother both before and after

delivery
4 Early colostrum » Staffing resources and/or poor communication between - Staff education programme
Giving MBM as the first teams to get colostrum to the baby about the importance of early
enteral feed, whenever - Lack of understanding of neonatal staff that almost all babies | ©ral colostrum
possible can receive buccal colostrum safely - Systems to expedite transfer of

« Lack of prioritisation of colostrum in baby’s cares colostrum to the neonatal unit

5 Early and regular parental » Lack of unit experience/policy/procedure to safely offer « Training to ensure staff
physical contact with their delivery room contact confidence and skills in
baby « Lack of resources and confidence of all staff to safely support maintaining baby safety and

stability in delivery room

Delivery room physical contact skin-to-skin contact
contact and skin-to-skin care

Skin-to-skin contact early and | < Lack of awareness of staff of the ongoing benefits of skin-to-
often skin contact

- Parental belief that the incubator is the safest place for a baby

TABLE 2 Barriers and enablers.

100 VOLUME 17 ISSUE 3 2021 infant



describes how this approach can be used to help implement
change ideas for optimising MBM and signposts the BAPM online
resources to support this process.

Phase 4: Test and measure improvement

Improvements need to be tested, reviewed and re-tested through a
series of PDSA cycles to decide what works and what does not.
Improvement is a continuous process that necessitates regular
measurement. The toolkit provides examples of outcome, process
and balancing measures as they relate to optimisation of early
MBM. Sharing data across the whole perinatal team can be very
useful, especially if displayed in an accessible, concise and
impactful format (FIGURE 5).

Phase 5: Implement, embed and sustain

This is where change becomes embedded in routine practice
throughout the system and is sustained. It is important to
implement robust governance arrangements with an early
recognition of barriers and loss of motivation. Education is a key
element of overcoming barriers particularly within an interactive
forum. Use opinion leaders to influence others within your
staffing structure and reminder systems to prompt clinicians and
the MDT. Ensure feedback of data to staff in a format that they
find useful, using impactful stories from families and learning
from high achieving units. These methods can help to reinvigorate
and embed your changes for improvement.

Summary

Initiating, maintaining and supporting longevity of MBM
provision for preterm babies is vital with substantial long-term
benefits. Those working in neonatology should be encouraged to
foster a collaborative perinatal environment, working hand in
hand with parents so that more preterm babies are fed an
exclusive human milk diet on their neonatal journey. The holistic,
multidisciplinary and family-centred approach to this cannot be
over emphasised. The MBM toolkit for preterm infants and its
associated resources will support units to develop and implement
specific and pertinent QI projects to improve access to MBM for
those preterm infants whose outcomes we aim to improve.

QUALITY IMPROVEMENT

Acknowledgements

This toolkit was developed by an MDT representing all areas of
the perinatal pathway including midwives, neonatal nurses,
neonatologists, infant feeding specialists, speech therapists,
dietitians and parent representatives: Sarah Bates, Great Western
Hospitals NHS Foundation Trust and BAPM Executive
Committee; Julie-Clare Becher, Royal Infirmary of Edinburgh and
BAPM Quality Collaborative Lead; Gillian Bowker, NHS Greater
Glasgow and Clyde; Cathy Budd, North Bristol NHS Trust; Sara
Clarke, West Midlands Neonatal ODN; Lindsay Cracknell, Parent
Representative; Aniko Deierl, Imperial College NHS Healthcare
Trust; Kate Dinwiddy, BAPM Chief Executive; Cora Doherty,
University Hospital of Wales; Kelly Harvey, North West Neonatal
ODN; Marcus Hook, BAPM; Genevieve Howell, Parent
Representative; Minesh Khashu, Poole Hospital NHS Foundation
Trust; llana Levene, University of Oxford; Jo Marks, Professional
Lead for Speech and Language Therapy; Tanya Miles, Great
Western Hospitals NHS Foundation Trust; Nicola Williamson,
Parent Representative. Parent Representatives were recruited with
generous assistance from Bliss.

References

1. Patel AL, Johnson TJ, Engstrom JL, et al. Impact of early human milk on sepsis and
health-care costs in very low birth weight infants. J Perinatol 2013;33:514-19.

2. Corpeleijn WE, de Waard M, Christmann V, et al. Effect of donor milk on severe
infections and mortality in very low-birth-weight infants: the Early Nutrition
Study Randomized Clinical Trial. JAMA Pediatr. 2016;170:654-61.

3. Belfort MB, Anderson PJ, Nowak VA, et al. Breast milk feeding, brain
development, and neurocognitive outcomes: a 7-year longitudinal study in
infants born at less than 30 weeks’ gestation. J Pediatr 2016;177:133-39.e1.

4. Kim LY, McGrath-Morrow SA, Collaco JM. Impact of breast milk on respiratory
outcomes in infants with bronchopulmonary dysplasia. Pediatr Pulmonol
2019;54:313-18.

5. Zhou J, Shukla WV, John D, Chen C. Human milk feeding as a protective factor for
retinopathy of prematurity: a meta-analysis. Pediatrics 2015;136:21576-86.

6. Vohr BR, Poindexter BB, Dusick AM, et al. Persistent beneficial effects of breast
milk ingested in the neonatal intensive care unit on outcomes of extremely low
birth weight infants at 30 months of age. Pediatrics 2007;120:€953-59.

7. World Health Organization. Optimal feeding of low-birth-weight infants:
technical review. 2006 online at: https://apps.who.int/iris/handle/10665/43602

8. Sweet DG, Carnielli V, Greisen G, et al. European Consensus Guidelines on the
Management of Respiratory Distress Syndrome: 2019 Update. Neonatology

JULY 2020
Early maternal breast milk measures: how well did we do this month in babies <34 weeks?
6 out of 10 babies received their own mother’s milk 60%
within 24h of birth 0
9 out of 10 mothers received information \ 90% | 3 out of 10 mothers were supported 2 30%
about breast milk before birth \ to express within 2h of birth 5N )
7 out of 10 mothers held or touched O 6 out of 10 mothers were supported »r

: : . ; 70% o . -6 - 60%
their baby in the first 6h after birth y to express within 6h of birth B )

Recommendations:

benefits of mother’s milk for preterm babies.

Establish a documentation process to record that all delivery suite staff have read the new ‘Early Expression’ guideline and understand the

Ensure all staff across service are aware of new expression checklist to improve communication between teams.

Neonatal unit to develop guideline to support early physical contact between mother and her baby.

FIGURE 5 Example of staff feedback poster for MBM.

infant VOLUME 17 ISSUE 3 2021

101



QUALITY IMPROVEMENT

2019;115:432-50.

9. Kumar RK, Singhal A, Vaidya U, et al. Optimizing nutrition in preterm low birth
weight infants - consensus summary. Front Nutr 2017;4:20.

10. Gephart SM, Hanson C, Wetzel CM, et al. NEC-zero recommendations from
scoping review of evidence to prevent and foster timely recognition of necrotizing
enterocolitis. Matern Heal Neonatol Perinatol 2017;3:23.

11. National Neonatal Audit Progamme. NNAP online at: https://nnap.rcpch.ac.uk

12.Renfrew M, Pokhrel S, Quigley M. Preventing disease and saving resources: the
potential contribution of increasing breastfeeding rates in the UK. UNICEF UK:
2012.

13.Victora CG, Bahl R, Barros AJD, et al. Breastfeeding in the 21st century:
epidemiology, mechanisms, and lifelong effect. Lancet 2016;387(10017):475-90.

14.Taylor SN, Basile LA, Ebeling M, Wagner CL. Intestinal permeability in preterm
infants by feeding type: mother’s milk versus formula. Breastfeed Med Off J Acad
Breastfeed Med 2009;4:11-15.

15.Borra C, lacovou M, Sevilla A. New evidence on breastfeeding and postpartum
depression: the importance of understanding women’s intentions. Matern Child
Health J 2015;19:897-907.

16.Lewandowski AJ, Lamata P, Francis JM, et al. Breast milk consumption in preterm
neonates and cardiac shape in adulthood. Pediatrics 2016;138.

17.BAPM. Neonatal Service Quality Indicators: standards relating to structures and
processes. 2017 online at: www.bapm.org/resources/11-neonatal-service-quality-
indicators-standards-relating-to-structures-and-processes-2017

18. Wilson E, Christensson K, Brandt L, et al. Early provision of mother's own milk and
other predictors of successful breast milk feeding after very preterm birth: a
regional observational study. ] Hum Lact 2015;31:393-400.

19. Murase M, Nommsen-Rivers L, Morrow AL, et al. Predictors of low milk volume
among mothers who delivered preterm.J Hum Lact Off J Int Lact Consult Assoc
2014;30:425-35.

20. Hill PD, Aldag JC. Milk volume on day 4 and income predictive of lactation
adequacy at 6 weeks of mothers of non-nursing preterm infants. J Perinat
Neonatal Nurs 2005;19:273-82.

21.Entwistle FM. The evidence and rationale for the UNICEF UK Baby Friendly
Initiative standards. UNICEF UK: 2013.

22.Bliss. Bliss Baby Charter. Online at: www.bliss.org.uk/health-professionals/bliss-
baby-charter

23.0’Brien K, Bracht M, Macdonell K; et al. A pilot cohort analytic study of family
integrated care in a Canadian neonatal intensive care unit. BMC Pregnancy
Childbirth 2013;13(Suppl 1):512.

24.0'Brien K, Robson K, Bracht M, et al. Effectiveness of family integrated care in
neonatal intensive care units on infant and parent outcomes: a multicentre,
multinational, cluster-randomised controlled trial. Lancet Child Adolesc Health
2018;2:245-54.

25. Mitha A, Piedvache A, Khoshnood B, et al. The impact of neonatal unit policies on
breast milk feeding at discharge of moderate preterm infants: the EPIPAGE-2
cohort study. Matern Child Nutr 2019;15:€12875.

25.Friedman S, Flidel-Rimon O, Lavie E, Shinwell ES. The effect of prenatal
consultation with a neonatologist on human milk feeding in preterm infants.
Acta Paediatr 2004;93:775-78.

26.Sisk PM, Lovelady CA, Dillard RG, Gruber KJ. Lactation counseling for mothers of
very low birth weight infants: effect on maternal anxiety and infant intake of
human milk. Pediatrics 2006;117:67-75.

27.Miracle DJ, Meier PP, Bennett PA. Mothers’ decisions to change from formula to
mothers” milk for very-low-birth-weight infants. J Obstet Gynecol Neonatal Nurs
2004;33:692-703.

28 Parker LA, Sullivan S, Krueger C, et al. Effect of early breast milk expression on
milk volume and timing of lactogenesis stage Il among mothers of very low birth
weight infants: a pilot study. J Perinatol 2012;32:205-09.

29.Parker L, Mueller M, Sullivan S, Krueger C. Optimal time to initiate breast milk
expression in mothers delivering extremely premature infants. FASEB J
2018;31(51):650.19.

30.Lee J, Kim H-S, Jung YH, et al. Oropharyngeal colostrum administration in
extremely premature infants: an RCT. Pediatrics 2015;135:€357-66.

31.Abd-Elgawad M, Eldegla H, Khashaba M, Nasef N. Oropharyngeal administration
of mother’s milk prior to gavage feeding in preterm infants: a pilot randomized
control trial. J Parenter Enteral Nutr 2020;44:92-104.

32.Ma A, YangJ, LiY, et al. Oropharyngeal colostrum therapy reduces the incidence
of ventilator-associated pneumonia in very low birth weight infants: a systematic
review and meta-analysis. Pediatr Res 2021;89:54-62.

33.Snyder R, Herdt A, Mejias-Cepeda N, et al. Early provision of oropharyngeal
colostrum leads to sustained breast milk feedings in preterm infants. Pediatr
Neonatol 2017;58:534-40.

34. Acuna-Muga J, Ureta-Velasco N, de la Cruz-Bertolo J, et al. Volume of milk
obtained in relation to location and circumstances of expression in mothers of
very low birth weight infants. ) Hum Lact 2014;30:41-46.

35. Mehler K, Hucklenbruch-Rother E, Trautmann-Villalba P, et al. Delivery room skin-
to-skin contact for preterm infants - a randomized clinical trial. Acta Paediatr
2020;109:518-26.

36.Conde-Agudelo A, Diaz-Rossello JL. Kangaroo mother care to reduce morbidity
and mortality in low birthweight infants. Cochrane database Syst Rev
2016:CD002771.

To find out more about the BAPM Maternal Breast
Milk Toolkit visit:
www.bapm.org/pages/196-maternal-breast-milk-toolkit

infant
Call for papers

Infant journal supports neonatal and
paediatric nursing and medical practice
and develops professional education and
health promotion skills.

I Review articles

I Education

The journal contains peer-reviewed
practical and clinical articles covering all
aspects of caring for premature babies
and critically ill infants.

I Reports

I Management

B Original research

B Clinical practice

I Audits and surveys

I Advances in practice
I Conference reports I Research studies
B Clinical case studies 1 Guidelines
I Editorials

I Updates in practice

I Service development
I Quality improvement

I Parental support I Patient safety

To discuss your ideas or submit an article email lisa@infantjournal.co.uk
See our guide for authors at www.infantjournal.co.uk/writing.html

102

VOLUME 17 ISSUE 3 2021 infant




