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Abstract
Background Breast milk has significant benefits for preterm babies, but ‘very preterm’ babies are unable to feed 
directly from the breast at birth. Their mothers have to initiate and sustain lactation through expressing milk for tube 
feeding until their babies are developmentally ready to feed orally. There are wide disparities between neonatal units 
in England in rates of breast milk feeding at discharge. This study explored health professionals’ experiences of barriers 
and facilitators to their role in supporting breast milk feeding and breastfeeding for very preterm babies.

Methods 12 health professionals were interviewed, from four neonatal units in England with high or low rates of 
breast milk feeding at discharge. Interviews were analysed using comparative thematic analysis.

Results Five themes were developed: ‘The role of the infant feeding specialist’, ‘Achieving a whole team approach 
to breast milk feeding’, ‘Supporting initiation of breastfeeding’ ‘Supporting long-term expressing’, ‘Supporting the 
transition to breastfeeding’. There were notable differences between neonatal units in the time allocated to specialist 
feeding support, the team’s sense of collective responsibility for supporting feeding, leadership, the use of external 
standards as levers for change, and training for the multi-disciplinary team. The feeding challenges faced by mothers 
of very preterm babies could be made worse where there was no joined-up working between neonatal and 
postnatal staff; inadequate facilities for mothers to stay with their babies; and when opportunities were missed to give 
information about the importance of early initiation of expressing and to support mothers’ confidence during the 
transition to direct breastfeeding.

Conclusions Effective support can be influenced by having a supernumerary post dedicated to infant feeding; 
strong leadership that champions breast milk feeding and breastfeeding within Family Integrated Care; maintaining 
accountability by using existing quality improvement tools and accredited standards for neonatal units; and training 
for the whole multi-disciplinary team that encourages and enables every member of staff to take an appropriate 
share of responsibility for consistently informing and assisting mothers with expressing and breastfeeding. Joined-up 
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Background
Breast milk, which is optimal nutrition for all babies, has 
significant additional benefits for preterm babies, such 
as lower rates of infections and necrotising enterocoli-
tis, faster development of the gastrointestinal tract, and 
improved neurodevelopmental outcomes [1–3]. Provid-
ing breast milk for a baby in a neonatal unit may also 
have psychological benefits for the mother [4]. Establish-
ing and sustaining lactation is particularly challenging for 
mothers who have had a ‘very preterm’ birth (before 32 
completed weeks of gestation) [4, 5]. Their production of 
breast milk may be delayed, and they need to maintain 
lactation by expressing milk for tube feeding during a 
prolonged period until the baby is developmentally ready 
to feed directly from the breast [4, 6]. Production of 
breast milk is optimised by stimulating lactation as soon 
as possible after birth, and maintaining it by expressing 
multiple times every day, with frequency and duration of 
pumping being associated with higher volumes of milk 
production [7–9].

Establishing direct breastfeeding is also challenging 
for mothers of very preterm babies on neonatal units [4], 
but this is important as exclusive direct breastfeeding is 
associated with longer term breastfeeding after leaving 
the neonatal unit [10, 11]. Transition to direct breastfeed-
ing for preterm babies may be supported by enabling the 
baby to practice non-nutritive sucking before they are 
ready for oral feeding [12], having single family rooms to 
enable parents to stay with their babies 24 h a day [7, 13, 
14], and a Family Integrated Care model, in which par-
ents are supported to be their babies’ primary caregivers 
on the neonatal unit [15].

Recent guidance, quality improvement tools and 
accredited standards for neonatal units in the United 
Kingdom recommend giving parents early and consis-
tent information about the value of breast milk; teach-
ing mothers to express by hand and by pump; enabling 
mothers to express within two hours of birth and sup-
porting them to express 8–10 times per 24 h in the first 
weeks; formally reviewing their expressing at least five 
times in the first two weeks and informally thereafter; 
promoting skin-to-skin contact; supporting mothers 
with positioning, attachment and recognising feeding 
cues; and giving mothers access to specialist support 
when needed [16–19]. This guidance positions these 
staff actions within the context of seeing parents as equal 
partners in their babies’ care; providing suitable facilities 
and equipment for expressing and for parents to be with 

their babies; training for all staff; and supporting feed-
ing as a multidisciplinary team issue but with a dedicated 
lead professional.

The ability of neonatal units to implement these mea-
sures has been hampered by chronic and serious under-
staffing [20], with only 71.1% of neonatal nurse shifts 
staffed to recommended levels in 2022 [21]. There are 
also wide disparities in breast milk feeding rates between 
individual neonatal units measured by the proportion of 
very preterm babies receiving some of their own mother’s 
milk at the time of discharge from neonatal care. Nation-
ally, 60.1% of very preterm babies received their own 
mother’s milk at discharge in 2022, either exclusively or 
combined with another form of feeding, but rates in local 
networks of neonatal units ranged from 48.6 to 79.3% 
[21, 22]. These disparities are likely to reflect service 
organisation and delivery issues within individual neona-
tal units as well as local background population rates of 
breastfeeding, which are affected by socio-demographic 
factors [20, 23–25].

Staff on neonatal units have an essential role in pro-
viding mothers of preterm babies with information and 
support to establish and maintain breast milk feeding 
and breastfeeding [26]. There is, however, very little evi-
dence about health professionals’ experiences of sup-
porting mothers of very preterm babies with breast milk 
feeding and breastfeeding, and how this may contribute 
to disparities between units. The 2019 report from the 
National Neonatal Audit Programme [27] recommended 
that neonatal units in England and Wales should identify 
barriers to breastfeeding across the patient pathway. The 
aim of our study was to explore and compare health pro-
fessionals’ experiences of barriers and facilitators to their 
own role in supporting breast milk feeding and breast-
feeding across the patient pathway in neonatal units 
in England. This study is part of a programme of work 
which also explored the experiences of mothers of very 
preterm babies at the same neonatal units [28].

Methods
This was a qualitative comparative interview-based study, 
theoretically informed by phenomenological social psy-
chology, which focuses attention on participants’ lived 
experiences and the meanings of social interactions [29]. 
It had a descriptive design, so aimed to stay close to par-
ticipants’ accounts of their experiences while acknowl-
edging the role of both participants’ understandings 
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and the researchers’ interpretations in the production of 
knowledge [30].

Four neonatal units in England were purposively 
selected based on their rates of breast milk feeding for 
very preterm babies at discharge [31]. Two units (called 
Units A and B in this article) were chosen because they 
had high rates of breast milk feeding at discharge com-
pared with the national average and two because they 
had low rates (Units C and D). Units B and D were Neo-
natal Intensive Care Units providing tertiary level care 
for babies of all gestations and prolonged intensive care; 
units A and C were Local Neonatal Units providing ini-
tial care for babies down to 27–28 gestational weeks and 
short periods of intensive care. The target recruitment 
was three members of staff from each unit: an infant 
feeding specialist (‘specialist’ is used in this article to 
imply specialist responsibility rather than professional 
qualification), and two other members of staff from any 
professional background who had experience of working 
with very preterm babies and their families. The sample 
size was calculated on the basis that three staff per unit, 
interviewed in-depth about their professional experience 
of a specific aspect of their work, would provide suffi-
cient information power [32]; this was reviewed during 
data collection and no additional recruitment was neces-
sary. A key contact at each neonatal unit invited eligible 
staff to participate in interviews, and passed the contact 
details of those who agreed to the research team. Par-
ticipant information and consent forms were emailed to 
participants at least 24  h in advance; informed consent 
was obtained at the beginning of the interview. Each par-
ticipant took part in a single semi-structured telephone 
interview between March and November 2022. Interview 
topic guides were developed with the support of a Parent, 
Patient and Public Involvement (PPPI) group comprising 
representatives of charities working with families of very 
preterm babies.

Interviews were audio-recorded and professionally 
transcribed. Interview transcripts were analysed using 
comparative thematic analysis [33], in parallel with 
ongoing data collection. Interviews from each unit were 
initially treated as separate datasets. Transcripts were 
checked against audio-recordings and reread for familiar-
ity. Coding was both deductive, guided by expectations 
derived from the literature and the PPPI group’s expe-
rience (for example ‘unit culture and leadership’), and 
inductive, responding to new points raised by interview-
ees (for example, ‘disconnect between postnatal ward and 
neonatal unit’). Codes were recorded using NVIVO soft-
ware and were refined and combined as data collection 
continued. A comparative analytic stage was added in 
which the differences and similarities between the partic-
ipating neonatal units were identified by comparing the 
coding derived from the four datasets, and sub-themes 

and themes were developed. JM analysed all transcripts 
and FA and AA each analysed a subset; codes and themes 
were discussed and agreed. The researchers had no prior 
relationship with interviewees, and reflected critically on 
their own varied personal experiences of infant feeding 
and professional experiences of working in neonatal units 
caring for very preterm babies and their parents.

Results
Participants
Twelve health professionals took part in interviews – 
three from each neonatal unit. Infant feeding specialists 
at each unit have not been separately identified to pro-
tect confidentiality. Interviews lasted 35–64  min (mean 
45  min). Participants’ pseudonyms and occupations are 
shown in Table 1.

Findings
Five topic-based themes were developed to describe the 
differences between the neonatal units in how they sup-
ported breast milk feeding and breastfeeding for very 
preterm babies, shown with subthemes in Fig.  1. The 
first two relate to the organisation of the neonatal unit 
(‘The role of the infant feeding specialist’ and ‘Achieving 
a whole team approach to breast milk feeding’), and the 
remaining three relate to key points in the feeding jour-
ney (‘Supporting initiation of expressing’, ‘Supporting 
long-term expressing’ and ‘Supporting the transition to 
breastfeeding’.)

The role of the infant feeding specialist
Time allocated to infant feeding support
All the units had some staff who were designated as 
infant feeding specialists or leads, but the organisation 
of these roles varied greatly. At Unit A, the infant feed-
ing lead had 15 h a week for this role, and had only basic 
training. At Unit B, there was a well-developed infant 
feeding team including a supernumerary full-time nurse 
dedicated to infant feeding support. Staff felt this had 
made an enormous difference to mothers.

“Her role is purely to support mums who are 
expressing, breastfeeding and bottle feeding…We’ve 
definitely seen an increase in mums who are express-
ing, but also who are expressing for a lot longer.” B02.

At Unit C, specialist support was provided by infant feed-
ing midwives, but they were not encouraged to spend 
time on the neonatal unit except to support mothers who 
were under the care of the midwifery team, and their 
time could be reallocated to fill maternity shortages:

“We do visit the neonatal unit if we’re asked to, how-
ever I’m paid by maternity services, so it’s coming 
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out of the maternity budget not the neonate budget 
… I can be taken off to go and do clinical … and for 
that day there’s no [infant feeding support].” C03.

At Unit D there was also very little staff time dedicated 
to feeding support, with the infant feeding nurse having 
only 7.5 h a week for her role.

“We all have other jobs to do. And whilst I would 
absolutely adore to go and help mum straight after 
delivery and say, ‘This is your golden hour … this 
is when to start asking your boobs to start making 
milk,’ I’m actually usually ventilating the baby and 
putting lines in, so I can’t do both.” D03.

At Units C and D, staff also highlighted that there was no 
consistent way to ensure that mothers who needed sup-
port were seen by the specialist.

“If I found a mum who was really struggling with it, 
at that point we can ask an infant feeding sister to 
see that mum, but we don’t have a specific referral 
process for that, that would just be me off my own 
back trying to find the infant feeding sister.” D02.

Supportive relationships and proactive, personalised support
Interviewees reflected on the ways in which an infant 
feeding specialist role could help mothers. Staff in Units 
A and B highlighted the benefits of being able to build a 
relationship over time, and taking responsibility for per-
sonalised continuity of care through the different stages 
of a mother’s feeding journey.

“What we’ve changed massively is having that per-
son who takes ownership to support these mums …I 
make a plan with my mums. I will know where each 
mum is at in her journey … If that mum needs me 
for an hour, I can sit with that mum for an hour.” 
B03.

Another valued aspect of specialist roles at all units was 
that these staff proactively talked to mothers about how 
their expressing or breastfeeding was going, which was 
not necessarily something for which mothers felt able to 
seek help from busy nurses who were focused on clinical 
tasks. Infant feeding specialists were able to have these 
conversations sensitively and in the context of wider rela-
tional support that was not solely focused on maximis-
ing milk volumes for the baby, but was also empathetic 
towards the mother as an individual.

“Being around to check in on them and see how 
they’re doing and explaining things to them. A lot 
of these mums tend to talk to me about how they’re 
feeling in general because I’m a separate person to 
who’s looking after their baby at that time.” A01.

Shared responsibility for feeding support
Staff said that the effectiveness of a specialised role 
was maximised if the whole staff team saw support 
for breast milk feeding as a shared responsibility, with 
all staff understanding the importance of giving time-
critical information and identifying mothers in need 
of additional help. However, staff at Units A, C and D 
reported that overstretched neonatal staff tended to over-
rely on an under-resourced specialist who had limited 

Table 1 Participating units and interviewees
Unit pseudonym Level of neonatal care Rate of very preterm babies 

receiving breast milk at dis-
charge, compared to England 
average*

Rate of breastfeed-
ing initiation in local 
population, compared to 
England average**

Interviewee 
pseudonym

Occupation

Unit A Local Neonatal Unit Higher rate Above average A01 Nurse
A02 Allied health 

professional
A03 Doctor

Unit B Neonatal Intensive 
Care Unit

Higher rate Average B01 Nurse

B02 Nurse
B03 Nurse

Unit C Local Neonatal Unit Lower rate Below average C01 Nurse
C02 Nurse
C03 Midwife

Unit D Neonatal Intensive 
Care Unit

Lower rate Average D01 Nurse

D02 Nurse
D03 Doctor

* Based on figures from the National Neonatal Audit Programme [31]

**Based on the last published figures for breastfeeding initiation by NHS Trust [34]
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availability, instead of incorporating basic feeding sup-
port into their own work. Consequently mothers could 
fall through the gaps.

“Everybody pushes the responsibility of that partic-
ular role onto whoever else can do it. For instance, 
a woman has delivered the day before … she hasn’t 
had the conversation [about early initiation], she’s 
had nothing until an infant feeding midwife has 
come in the next day.” C03.

It was also noted that mothers’ confidence could be inad-
vertently undermined if they were asked about volumes 
of milk by lots of members of staff, insensitively and 
without co-ordination.

“People have gone, ‘How much milk are you getting 
every time you express? Oh, that’s not enough you 
need to be getting this amount.’ … Some mums do 
then start to question whether they’re doing enough. 

We’ve had that feedback before, that asking too 
much pushes them away.” D01.

To help make feeding support a whole-team respon-
sibility while lactation was being established, Unit A 
had introduced a structured assessment tool to ensure 
that mothers were consistently asked about express-
ing by whichever nurses were on shift, every day for the 
first week. Interviewees at Unit D believed that a simi-
lar approach would help their team, but this had been 
opposed by colleagues because of a perception that this 
would add to their workload.

“I tried to implement [an assessment checklist from 
Baby Friendly Initiative] but got told, ‘No, we don’t 
need more paperwork.’” D01.

Shared responsibility for feeding support without ade-
quate training also created problems when staff gave 
mothers non-evidence based or inconsistent information. 

Fig. 1 Themes and subthemes
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Although interviewees at all four units reported that 
some staff gave mothers conflicting information, it was a 
particular problem at Units C and D.

“The information that parents get is quite different 
from person to person … [Staff] give information 
based off their own experience or what they’ve seen, 
not necessarily with a mum who’s got a baby that’s 
25 weeks.” D02.

Achieving a whole team approach to breast milk feeding
Leadership and the feeding culture
Interviewees highlighted the importance of leadership in 
supporting cultural change around breast milk feeding 
on neonatal units. In particular, leadership was needed 
to change staff perspectives, for example moving beyond 
seeing breast milk only as food to seeing feeding as part 
of a relationship between mother and baby. At Units A 
and B there were active efforts to persuade staff to see 
support for parents as integral to the neonatal nursing 
role, and to promote full partnership between parents 
and staff (Family Integrated Care).

“The family needs to be seen as the baby with par-
ents, [but] a lot of staff still like that little bit of con-
trol….As [an infant feeding] group we’ve got a very 
supportive matron. So it’s very much a team effort.” 
B02.

In units where this leadership was not yet in place, staff 
who championed breast milk feeding described efforts to 
bring together a multi-disciplinary group and in partic-
ular to encourage buy-in from doctors and other senior 
staff:

“Getting the right people on board, I think the higher 
you go, the better…That’s usually how it goes, if you 
can get doctors or paediatricians on board then you 
can get changes.” C03.

Using external standards as levers
Unit B was actively working towards full Baby Friendly 
Initiative (BFI) accreditation [16], and Unit D had reg-
istered to begin the process. Interviewees at all units 
believed that BFI could be an important lever to drive 
change within their units.

“BFI gives us a lot of access to educational tools and 
things that will help us, and I think it focuses the 
unit’s culture in terms of ‘watch our mouths’ when it 
comes to the language we use around breastfeeding 
and breast milk.” D03.

At Unit C which was not engaged with BFI, an inter-
viewee was trying to convince her colleagues to prioritise 
breast milk using other external standards, such as the 
PERIPrem bundle which includes promotion of maternal 
early breast milk [35] and the Saving Babies’ Lives care 
bundle for reducing perinatal mortality [36].

“PERIPrem as a strategy, you have that as a leverage 
. To say [to colleagues], ‘This isn’t about food, this is 
gut treatment, this is like giving the probiotics and 
the antibiotics.’” C03.

At Unit A, interviewees noted that external criteria 
such as those used by the National Neonatal Audit Pro-
gramme were influential but could have unintended con-
sequences when staff prioritised supporting breast milk 
feeding (which was recorded and reported) but not direct 
breastfeeding (which was not).

“We scored really high on all babies having breast 
milk, but in terms of babies actually being breastfed, 
we didn’t do that well. I think because it’s not some-
thing that’s particularly measured, there’s no fund-
ing attached to that, people are not maybe as vigi-
lant or as committed to making it work.” A03.

Training for the multi-disciplinary team
At Unit B, neonatal infant feeding training for all staff 
was a priority. At the other units, lack of training on 
expressing and breastfeeding specifically for very preterm 
babies was repeatedly mentioned as an obstacle to sup-
porting mothers effectively.

“The long term expressing is so much more challeng-
ing … The training that’s provided by the midwives is 
not really helping in that sense for us nursing staff … 
They do a small portion on preterm babies but most 
of it’s about full-term babies.” A01.

This specific training was felt to be important for doc-
tors as well as nurses, as some parents turned for advice 
to professionals who they perceived as more senior, to 
double check information given by nurses with more 
training:

“If [doctors] had the same training as [nurses], that 
would be a real positive in terms of helping certain 
families who like that reassurance from somebody 
more senior.” D02.

Interviewees suggested that infant feeding training 
should also include communication skills because par-
ents, who were trying to make sense of a confusing and 
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stressful situation, were liable to read unintended mean-
ings into what staff said.

“Parents pick up on so much, staff sometimes think 
that parents aren’t listening or aren’t aware, but 
they are, they’re full of adrenaline, they’re very acute 
…[It’s] a very frightening situation as well, very vul-
nerable … so I think body language is a massive 
thing. Use of words, definitely.” B02.

Interviewees also acknowledged that training was not 
the whole solution, as it was not necessarily enough to 
change the practices of some colleagues who were set in 
their ways. This required deeper cultural change.

“On our unit a lot of the staff have been there for a 
really long time and you can’t change attitudes that 
are ingrained in people …They’ve had the infant 
feeding coordinators come in to do specific training 
with them … so there’s no excuse really.” A03.

Supporting initiation of expressing
Attitudes to early initiation of expressing
Interviewees at all four units were keen to motivate 
mothers to express their colostrum and then breast 
milk, by explaining its unique benefits. They encouraged 
mothers to start expressing milk irrespective of how they 
planned to feed their babies later.

“At the beginning my question to a mum isn’t, ‘How 
do you want to feed your baby?’ It’s, ‘Would you be 
willing to express your breast milk, because actu-
ally your milk is golden medicine for your baby?’ A 
22-weeker, it doesn’t matter how a mum wants to 
feed down the line … it’s actually the importance of 
expressing that milk and getting that milk into the 
baby.” D01.

They noted that this approach was often successful for 
mothers who had no intention of breastfeeding.

“Once you explain to parents the importance of the 
breast milk, a lot of parents will change their mind 
… even if they don’t go on to breastfeed but just give 
the milk by bottle…‘We didn’t want to do this, but 
because my baby is poorly I’ll do it for a little while.’” 
C02.

Interviewees at all the units believed that it was benefi-
cial, where possible, to talk about feeding with mothers 
before the birth, as they might be too distressed to absorb 
this information postnatally. At Unit B, the infant feed-
ing nurse spent time with all pregnant women admit-
ted to the hospital with the risk of premature birth. She 

explained feeding choices and the support available, 
underlined the importance of starting to express shortly 
after birth, and began to build a relationship with the 
mother that would continue throughout their baby’s time 
on the neonatal unit.

“I sit with them and very gently ask them how I 
can support them with their choices of feeding. I go 
through the [feeding] pack, and I’ll say to them, ‘I 
will see you on the unit’… The hardest thing is getting 
mums to hand express within that hour of babies 
being born, and so I go through the importance of it 
… and I ask them to ask the midwives to help them 
with the hand expressing very quickly after birth. I’m 
almost giving them the confidence to say to someone, 
‘Please will you help me?’” B03.

At Units A, C and D, interviewees said there was no 
capacity for neonatal staff to do this and no system to 
alert neonatal staff when pregnant women were admitted 
at risk of very preterm birth. They also noted that doctors 
who saw the mother in the antenatal or immediate post-
natal period did not necessarily give them time-critical 
information about starting to express.

“It’s a battle… [Doctors] appreciate what breast milk 
is for a premature baby, but then they feel like it’s 
not a priority to be telling mum straightaway.” D01.

Joined-up working with the postnatal ward
At all four units there were challenges in the working 
relationships between the midwives caring for mothers 
on the postnatal ward, and staff caring for the babies on 
the neonatal unit. Interviewees believed that when mid-
wives did not promote early expressing this could be due 
to lack of time, lack of understanding, or feeling protec-
tive of the wellbeing of the mother in the short term.

“There is quite a lot of resistance from the midwives, 
quite often the parents aren’t shown how to express 
or encouraged to express on the wards … The mid-
wives are very much, ‘The women’s their job, once the 
baby’s born it’s not their problem.’ … So, where we 
will say, ‘Have a go at expressing, it’s really impor-
tant to get it started,’ then they go back up to the 
ward [and] they get the opposite.” C02.
“The midwives have obviously got a lot of other 
things going on and being able to sit with [mothers] 
in a dedicated supportive fashion and teach them a 
brand new skill, it’s time-consuming and sadly that 
time is not always freely available, gets interrupted, 
gets put off, or mum’s tired because she’s delivered 
and they go, ‘We don’t want to push her,’ and it gets 
delayed and delayed.” D03.
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At Unit C, there were also inconsistent policies between 
the neonatal unit and the postnatal ward on how best to 
initiate expressing after very preterm birth, leaving moth-
ers confused in the middle.

“We know that getting babies’ mums on the pump is 
beneficial right from the very beginning, and they’re 
still being told by our midwifery team that you can’t 
pump for 48 hours, you should just hand express … 
I had a mum where I said to her, ‘Yes, go and pump 
now.’ ‘But the midwife told me not to.’” C02.

At Units A and B, the infant feeding specialist from 
the neonatal unit would visit mothers on the postnatal 
ward to proactively offer support with early initiation of 
expressing. They had to overcome initial opposition from 
postnatal staff and build trust to be ‘allowed’ to support 
mothers:

“It was very much ‘them and us’ … To begin with 
when I went over to [the postnatal ward] they were 
a little bit, ‘Who is this? Why is she interfering?’ But 
now they know I’m a great help to them …I’m tak-
ing a job away from them which is another job that 
they’re sometimes struggling to get round to doing.” 
B03.

Supporting long term expressing
Positive feedback
Interviewees at all four units said that giving moth-
ers praise and positive feedback was important at all 
stages to reinforce their motivation, but they particularly 
emphasised the challenges mothers faced in expressing 
for weeks or months before a very preterm baby was able 
to feed orally.

“I think a constant reinforcement of the importance 
of her breast milk, and also the fact that we recog-
nise mums, how hard it is and how laborious it must 
be, and how committed they are in order to provide 
breast milk for their baby for such a long period of 
time.” B02.

However this promotion of breast milk had to be han-
dled sensitively, as some mothers were unable to pro-
duce enough milk or found it too difficult to keep up the 
demanding schedule of expressing, particularly if they 
were looking after other children. Interviewees recog-
nised that worrying about maintaining the milk supply 
could in itself reduce the milk supply, and some contin-
ued to emphasise the process rather than the amount of 
milk produced.

“We try to take the pressure off, because it is a lot 
of pressure… The more they stress, the less they pro-
duce. … So we say, ‘Just do what you can and the 
baby will get fed anyway.’” C01.

Troubleshooting challenges
At all the units, specialist staff responded to mothers’ 
milk supply difficulties by personalised troubleshooting 
with them to consider ways they could increase lacta-
tion, such as lifestyle changes (eating well and resting), 
spending time skin-to-skin with the baby, power pump-
ing (a session of short periods of repetitive pumping 
interspersed with short rest periods, intended to mimic a 
baby cluster feeding [37]), pumping regularly including at 
night, and taking medication. When a mother was highly 
motivated but her milk supply remained insufficient to 
meet her baby’s needs, specialist staff tried to support the 
mother to avoid feeling she had failed her baby, by help-
ing her to understand possible reasons and to focus on 
what she had achieved.

“It may help them come to terms with the fact that 
what they’re doing is absolutely fantastic, but we’ve 
perhaps got to the limit of what they’re going to be 
able to do. …Going through their history, going 
through what they’ve done since they started to 
express, they can then visualise, ‘Actually, I’ve done 
everything you’ve asked me to do and obviously my 
body is not going to be able to do anything more.’” 
B02.

Provision of breast pumps and facilities
There were differences between units in the equipment 
provided to support expressing milk. Unit D had fewer 
pumps than cots so mothers had to queue to express milk 
if the pumps were in use:

“We don’t have enough pumps on the unit, ide-
ally it’s a pump per space, isn’t it? That would be 
great. But actually, let’s go for a pump in each bay 
and then have the expressing room kitted out with 
pumps.” D01.

Units B, C and D had hospital grade breast pumps to lend 
to mothers for expressing at home while their baby was 
on the unit, but Units C and D did not have robust sys-
tems for monitoring the return of these free loans, and 
at both sites most of the loaned pumps were currently 
missing.

All of the units had a separate room where mothers 
could express milk, but interviewees noted that these 
were not particularly comfortable places where moth-
ers would feel relaxed, which would encourage milk flow. 
They also said that while they encouraged mothers to 
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express beside their babies, this could be difficult if the 
unit had not been designed with this in mind, and the 
cots were in a cramped, crowded environment with little 
privacy.

“I don’t think parents feel that they can sit and 
express cot-side very often … It’s a very noisy, stress-
ful environment…We don’t have curtains, we only 
have screens on wheels, which aren’t the greatest and 
they’re not always available.” B02.

Supporting the transition to breastfeeding
Attitudes to direct breastfeeding
The units had different levels of success in supporting 
mothers to begin directly breastfeeding when their babies 
were developmentally ready, and these reflected different 
staff attitudes. Breastfeeding was strongly supported at 
Unit B, where there was intensive support from special-
ist staff to help mothers and babies with the transition. 
Mothers were supported to introduce babies to the breast 
at a much earlier stage than in the other units, which was 
believed to be motivating as well as enabling mothers and 
babies to learn the practical skills of breastfeeding over a 
much longer period.

“If I’ve got a 28-weeker who is stable, I look at all the 
observations, I’ll also talk to the medical team … I 
think it’s so important that these babies start tast-
ing, and the closeness as well for mum. All that hard 
work these mums have done to get to this point, so 
they feel that they’re getting somewhere.” B03.

At Unit A, breast milk feeding was a high priority for the 
wider staff team but encouraging direct breastfeeding 
was not, as noted above under subtheme ‘Using external 
standards as levers’. Likewise at Units C and D, establish-
ing breastfeeding was not seen as particularly impor-
tant or even feasible, compared to bottle feeding with 
expressed milk.

“I don’t think we’ve recently had many mums go 
home exclusively breastfeeding and I don’t blame 
them to be honest, it’s just really hard … I think most 
mums are happy if it’s their milk to bottle feed any-
way.” C01.

Overcoming separation of mothers and babies
All of the units had transitional care rooms where parents 
could stay immediately before their baby was discharged, 
but none had space for all parents to routinely room-in. 
Staff at all four units said that having only limited facili-
ties for parents to stay on site was particularly problem-
atic at the point where the mother was trying to establish 

direct breastfeeding, and therefore needed to be with her 
baby as much as possible.

“If we had more facilities where the mums could 
room-in and establish breastfeeding 24/7 they might 
be more successful with exclusive breastfeeding, but 
we’ve only got two parent bedrooms and the mum is 
only there at the time of discharge.” C01.

At Unit A, night staff were reported to obstruct mothers’ 
attempts to spend time with their babies on the ward to 
breastfeed at night.

“They don’t want mums on the unit at night, because 
one of them even said to the mum, ‘This is not a 
hotel, you can’t come and go as you please.’” A03.

At Unit B, mothers were encouraged to room-in while 
they were establishing breastfeeding, but there could be 
competing needs for the limited rooms such as accom-
modating the parents of a critically ill baby. To avoid the 
problem of separation the unit had changed their dis-
charge criteria so that mothers could establish breast-
feeding at home with the support of an an outreach team:

“As soon as baby starts to show feeding cues for 
breastfeeding … we will get that mum to come in 
and stay until their baby goes home… It used to be 
the fact that [to be discharged] babies had to be hav-
ing half and half, so half their requirements would 
be either by the bottle or by the breast, and then the 
other half could be down the tube … Things have 
now changed where [with] our outreach team, as 
soon as the baby is having at least one breastfeed a 
day and we can see effective feeding and mum rec-
ognises effective feeding, then we get that baby home 
for her then to establish her breastfeeding at home.” 
B02.

Breastfeeding as the only oral feeding
At all four units there was pressure from some staff for 
mothers to agree to give expressed milk or formula by 
bottle, rather than continuing partial tube feeds while the 
mother and baby established breastfeeding. Staff typically 
proposed this as a solution when breastfeeding was slow 
to be established, or because of their desire to respond to 
the baby’s feeding cues when the mother was not on the 
unit.

“If a baby’s awake and rooting for a feed, we ask the 
mum would she consent to a bottle feed, because it’s 
not nice tube feeding a baby that’s awake and want-
ing a feed.” C01.
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Pressure to introduce bottles could also be driven by a 
lack of time or skills to support the transition to breast-
feeding, which could be a long process for a very preterm 
baby.

“Because of our short staffing the priority of most 
people is to do those things like basically keeping the 
babies alive, and although breastfeeding is an addi-
tion helping them thrive, it’s not in that moment 
going to keep them alive.” D02.

This pressure could undermine mothers’ resolve to 
breastfeed, and some staff were also reported to make 
unhelpful critical comments to mothers who were trying 
to establish breastfeeding.

“It’s a difficult culture to change because the staff are 
quite fixated on ‘The baby needs to bottle feed and 
if the baby’s looking to suck, why are we not offer-
ing bottles’?’ … [They] make the mum feel really bad 
about wanting to breastfeed or that she’s not there 
in the evenings, so it makes it very difficult and very 
uncomfortable, then all the work that you have done 
before gets undone.” A02.

Maintaining confidence without measuring volume
Parents sometimes preferred to introduce bottles of 
expressed milk or formula rather than establish breast-
feeding, because there was an objective measure of the 
volume of milk a baby had taken. Interviewees said they 
tried to reassure parents about other ways of assessing 
the efficacy of a breastfeed, but this was time-consuming.

“Parents get very institutionalised with focusing on 
numbers, so if they can see that the baby’s had a 
certain number [of ml] then they feel less anxious, 
whereas a breastfeed you’re not seeing any numbers 
…You’ve got to find other things to make them feel 
confident in what they’re doing. It’s time again, just 
spending time with them.” B01.

Less experienced staff might undermine mothers’ confi-
dence by communicating their own desire for certainty:

“Some staff members, they’re more interested in the 
figures, how many mls a baby has had. With more 
experience you know whether a baby has [breast]fed 
properly or not.” C01.

Once a mother had begun direct breastfeeding, nurses 
typically used a time-based rating scale to assess the effi-
cacy of a feed and thus the amount of top-up that would 
be given by tube. However, some interviewees said that 
that these mechanistic ways of assessing breast milk 

transfer were flawed, and again the key support was 
to build a mother’s own confidence to assess a feed by 
observing the baby and her own bodily sensations.

“There’s a general expectation that there’s some kind 
of linear relationship between the length of a feed 
and how much milk has been taken in, and as many 
times as I tell them that’s complete nonsense, [the 
nurses] still ask me. Because they want a plan … I 
talk to the parents about how their breasts are feel-
ing before, during and after a feed, what the babies 
look like when they’re feeding, are they actively feed-
ing or are they having a few sucks and then drifting 
off to sleep?” D03.

Reassurance about weight gain
All the interviewees were aware that it was common for 
babies’ weight gain to falter briefly when they began to 
fully breastfeed. They tried to reassure parents that tem-
porary slowing of growth was usual, but they described 
interactions where colleagues had undermined mothers’ 
confidence by telling them that that this was a sign that 
breastfeeding was not succeeding, so top-ups should be 
given.

“Sometimes the difficulty has been where mum has 
mostly established breastfeeding, and the baby has 
maybe dropped 50 g, and then [staff say], ‘Oh well, 
you need to top up with a bottle or you need top up 
with a tube.’ And then it’s all panic stations.” A03.

On Unit B, fully breastfed babies could be given a ‘shot’ 
of breast milk fortifier just before a breastfeed to help 
maintain their growth. As described above, this unit had 
an early discharge policy that did not require weight gain 
before discharge but enabled mothers to initiate breast-
feeding on the unit, and their babies to be discharged 
primarily tube feeding, so that breastfeeding could be 
established at home with the support of an outreach 
team.

Discussion
Comparing the experiences of staff at four neonatal units 
in England has revealed substantial variation in support 
for breast milk feeding for very preterm babies across 
different time points in the neonatal feeding journey 
from pre-admission to discharge, despite the same guid-
ance, quality improvement tools and accredited stan-
dards being available to all units [16–19]. Unit B had a 
higher rate of breast milk feeding at discharge compared 
with other neonatal units in England, despite an aver-
age breastfeeding initiation rate in the local population. 
It had committed leadership, a dedicated full time infant 
feeding specialist who saw mothers on the antenatal 
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and postnatal wards as well as the neonatal unit, regular 
infant feeding training for all staff, and a culture of Family 
Integrated Care. Unit A, which had a higher rate of breast 
milk feeding at discharge that may have been influenced 
by an above average rate of breastfeeding initiation in its 
local population, had an infant feeding specialist with 
15 h a week of protected time. Staff at Unit A said that 
their high rate of breast milk feeding at discharge masked 
a low rate of direct breastfeeding, which was not an indi-
cator measured by the National Neonatal Audit Pro-
gramme, although it is recorded in neonatal electronic 
healthcare records.

Units C and D had a lower rate of breast milk feeding at 
discharge and an average (Unit D) or below average (Unit 
C) breastfeeding initiation rate in the local population. 
There was minimal protected time allocated to the infant 
feeding specialist role (Unit D) or reliance on infant feed-
ing midwives from the postnatal ward (Unit C). Despite 
the commitment of individual members of staff, there 
was no strategic leadership or systematic support for 
breast milk feeding and breastfeeding across these units, 
and some staff were fatalistic in their perception that 
exclusive direct breastfeeding at discharge was an almost 
unattainable goal for a very preterm baby. These issues 
resulted in missed opportunities to support mothers 
effectively at each point on the feeding timeline, echoing 
the findings of Shattnawi [38] that overworked neonatal 
staff saw breastfeeding promotion as ‘a nicety instead of 
a necessity’ and abdicated the responsibility to support 
mothers to others.

To achieve cultural change, Bliss recommends that 
each neonatal unit should have a dedicated lead profes-
sional to champion the issue and support mothers, and 
also that feeding should be seen as an issue for the multi-
disciplinary team, who should be trained on the benefits 
of breast milk, lactation physiology, and how to support 
parents [19]. The experience of these four neonatal units 
illustrates the importance of these two recommendations 
being implemented together. Where the lead profes-
sional role existed but was under-resourced, inadequately 
trained staff would nonetheless treat support for breast 
milk feeding and breastfeeding as the responsibility of the 
lead, whether or not the lead was present on the ward. 
The support and information that staff gave parents was 
uncoordinated and inconsistent, and the time-critical 
optimal window for initiating lactation could be missed. 
By contrast, an adequately-resourced infant feeding lead 
could build an empathetic relationship with mothers that 
enabled her to give proactive, personalised, and consis-
tent feeding support throughout the very preterm babies’ 
time on the neonatal unit. Where this role was part of 
a core infant feeding team and embedded in a multi-
disciplinary staff team who regularly took part in infant 
feeding training that was specifically relevant to preterm 

babies, mothers could be effectively supported to initi-
ate and sustain prolonged expressing and then to transfer 
to direct breastfeeding, which is associated with longer 
term breast milk feeding after leaving the neonatal unit 
[7, 10]. The importance of protected time for the infant 
feeding lead role has been recognised in guidance [18], 
but current guidance does not specify specialist staffing 
levels [16], leading to extreme variation in the allocated 
hours, banding and job descriptions between neonatal 
units in England (Personal communication from Karen 
Read, Neonatal Professional Lead for UNICEF Baby 
Friendly Initiative, shared with permission).

The policy focus in England on improving informa-
tion sharing and partnership working between mid-
wives and health visitors in the community [39, 40] has 
not extended to a similar focus on partnership between 
midwifery and neonatal care. This study has highlighted 
the gaps for mothers antenatally if the neonatal team 
were not aware of admissions of mothers at risk of very 
preterm birth, and postnatally if there was no joined-
up working between midwives caring for the mother 
on the postnatal ward and the neonatal team caring for 
the baby, contrary to guidance from the Baby Friendly 
Initiative (BFI) [16]. In some cases mothers were given 
directly contradictory advice by nurses and midwives 
about when or how to start expressing, or midwives were 
actively opposed to neonatal infant feeding staff support-
ing ‘their’ mothers on the postnatal ward. Some neonatal 
units in Sweden and Finland offer ‘couplet care’, where 
mothers stay on the neonatal ward from birth and receive 
postnatal care for their own recovery there [41]. In this 
model it is the postnatal team which moves around the 
hospital, rather than the mother, or there may even be an 
integrated team with midwives employed as part of the 
neonatal team and extensive cross-training between the 
nurses and midwives [42]. While most English neonatal 
units lack the space and resources to reorganise care this 
way, neonatal and maternity staff could commit to joint 
working to provide integrated care for the mother-baby 
dyad, recognising both the mother’s own need to rest 
and recover and the importance of the mother starting 
to express milk within the first hours after very preterm 
birth in order to optimise her chance of reaching and 
maintaining a full supply [16, 17].

Previous research on training neonatal nurses in 
breastfeeding support for preterm babies found that this 
significantly increased the rate of preterm babies who 
were exclusively breastfed at discharge [26]. This study 
indicates the importance of extending training to neo-
natal doctors and the whole multi-disciplinary team, and 
indeed to any health professionals involved in intrapar-
tum care, fetal medicine and perinatal care, as recom-
mended by the National Neonatal Audit Programme 
[22]. This can ensure that mothers who experience very 
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preterm birth are given information about early initia-
tion of expressing at the first appropriate opportunity by 
whichever health professional is caring for them; that 
they receive consistent information and support about 
sustaining expressing from any staff members they 
encounter; and that they are enabled to transfer to direct 
breastfeeding without being undermined by a focus 
on weight gain or inflexible discharge criteria. Train-
ing could also address the challenge for nurses of how to 
feed a baby who is showing sucking behaviour but whose 
breastfeeding mother is not able to be on the unit for all 
of the baby’s feeds.

It is well established that physical separation of parents 
and their baby in neonatal care is one of the causes of 
breastfeeding difficulties as well as delays in establishing 
the parenting relationship [4, 43]. Parents’ experiences 
are very different in units where they are able to stay with 
their babies all the time, either in a private single family 
room or with a cotside bed or reclining chair that they 
are encouraged to see as their own space [44]. Accommo-
dating parents on the neonatal unit can facilitate Family 
Integrated Care where the family is seen as a team led by 
the needs and behaviour of the very preterm baby, and 
the role of staff is conceptualised as supporting and guid-
ing the family team in their feeding journey [45]. It has, 
however, also been noted that sleeping next to their baby 
may compromise the quality of parents’ sleep because of 
staff activity and noise; therefore parents’ mental health 
may be better protected by being offered a sleep space 
that is near but not with their baby [46].

None of the units in this study had the space or facili-
ties to routinely offer parents the ability to room-in with 
their babies until just before discharge. Staff said this both 
hampered the establishment of direct breastfeeding, and 
discouraged some mothers from even trying, because 
they believed their baby was likely to meet the discharge 
criteria about oral feeding and weight gain sooner if bot-
tlefed, as also reported by Bonet et al. [47] for French and 
English neonatal units. Unit B had addressed this issue in 
two ways: firstly by encouraging mothers to start putting 
their babies to the breast much earlier so that the tran-
sition to breastfeeding was a gentle process of familiari-
sation and closeness long before there was any nutritive 
feeding; and secondly by changing their discharge criteria 
so that a baby could be discharged home with a nasogas-
tric tube once breastfeeding was successfully initiated. 
This meant that mother and baby could transition to full 
breastfeeding at home without separation, with the active 
support of an outreach team from the neonatal unit. This 
system contrasts with the policies in Italy reported by 
Bonet et al. [47], where very preterm babies were bottle-
fed on the neonatal unit before being discharged to begin 
breastfeeding at home. There was as yet no evidence on 
the impact of Unit B’s approach on mothers’ ability to 

sustain longer term direct breastfeeding for very pre-
term babies, and given the lack of literature about the 
effectiveness of this practice [48], this could be a topic for 
future research.

Irrespective of facilities for rooming in, the BFI stan-
dards require that parents should have 24-hour access to 
their babies, consistent with valuing them as partners in 
care, with policies in other paediatric settings, and with 
the Convention on the Rights of the Child article 9.1 [49]. 
Although all four units adhered to this principle in the-
ory, some night staff at Unit A were reported to create an 
unwelcoming environment for parents, whose presence 
they found annoying, similar to some staff observed by 
Shattnawi [38]. This underlines the importance of build-
ing a culture of support for feeding as part of Family Inte-
grated Care throughout the whole neonatal team.

Strengths and limitations
It was a strength of this study that it involved health 
professionals from a range of professional backgrounds, 
working in four different neonatal units of different types 
in England and with different local population breast-
feeding rates, so giving insight into the successful and less 
successful implementation of national policy and practice 
recommendations. The interviewees included both staff 
with a lead responsibility for supporting feeding for very 
preterm babies and staff with general clinical responsi-
bilities. It was a limitation that all the staff who volun-
teered to be interviewed had a positive personal attitude 
to breast milk feeding and breastfeeding, so information 
about staff with less positive attitudes relied on inter-
viewees’ descriptions of colleagues. Transferability may 
be limited by the variety in organisation of neonatal care 
between different health systems.

Conclusion
There are different challenges for health professionals in 
supporting mothers of very preterm babies at different 
stages of their feeding journey, but the variation in prac-
tice in this study shows that there is much to learn from 
neonatal units that have high rates of breast milk feed-
ing at discharge. Effective support can be influenced by 
having a supernumerary post dedicated to infant feed-
ing; strong leadership that champions breast milk feeding 
and breastfeeding within Family Integrated Care; main-
taining accountability by using existing quality improve-
ment tools and accredited standards for neonatal units; 
and training for the whole multi-disciplinary team that 
encourages and enables every member of staff to take 
an appropriate share of responsibility for consistently 
informing and assisting mothers when the specialist is 
not available. National guidance could define recom-
mended staffing levels for infant feeding support. Even 
when neonatal units do not have rooms for parents to 
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live with their preterm babies, unit policies can support 
the transition to direct breastfeeding by encouraging 
mothers to start the process at the earliest opportunity, 
and potentially minimise separation by giving mothers 
sufficient outreach support to establish breastfeeding at 
home. Joined-up working between staff on antenatal and 
postnatal wards and neonatal units can enable integrated 
feeding support for the mother-baby dyad, overcoming 
the risk of staff seeing the mother’s and baby’s needs as 
unconnected or opposed. The National Neonatal Audit 
Programme could consider reporting the rate of exclusive 
direct breastfeeding at discharge in addition to breast 
milk feeding, so that this transition is treated with equal 
importance.
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