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Infant feeding
Welcome to the December 2015 issue of Perspective.

With the theme Infant Feeding, this issue focuses on the 
multitude of social and psychological pressures on new mothers 
as they begin feeding their babies. Trying to breastfeed or 
formula feed can go smoothly for some but may be fraught 
with difficulty for others. Above all they need support that is 
mother-centred, friendly and non-judgemental. Our articles 
demonstrate vital work that is taking place within and outside of 
NCT, to help parents on the way. 

Julie Clayton
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Heather Neil tells Julie Clayton about the cultural 
pressures on new mothers and the role of 
breastfeeding counsellors to support them in 
whichever way they feed their babies

How did you first become involved with NCT?
Before having children I worked as Assistant Editor for a now-defunct magazine 
called Parent and became aware of issues relating to parents. We had a regular 
health and advice section and I would select readers’ letters for publication, and 
send their questions to experts to be answered – before the days of email. 

We had a regular freelance writer Máire Messenger who was a breastfeeding 
counsellor (BFC) and very active in what was then known as the Breastfeeding 
Promotion Group. I got to know about the NCT through that. At the same time 
a friend of mine did NCT classes and found them to be very good, and when I 
became pregnant I did NCT classes with antenatal teacher Chris Treweek. 

I also got to know Penny and Andrew Stanway who wrote the book ‘Breast is 
Best’ in the 1970s. Although we don’t use that slogan any more the book was 
quite groundbreaking. It was the first popular UK book to explain just how 
badly women who wanted to breastfeed were served with information that 
was coming out of the NHS.

In late 1970s mothers were told to feed baby according to schedule, and 
that topping up with formula was normal. Unsurprisingly, lots of women 
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We’re less interested 
in banging on about 
breastfeeding than 
in supporting the 
mother in having a 
happy experience 
feeding her baby.

did not have a happy experience with breastfeeding because the way that 
breastfeeding works is not really supported by putting them on a schedule 
and then topping up with formula. When my daughter Beth was born in 
January 1980, I got a lot of help from a BFC Valerie Osmotherley. I then started 
training to become a BFC when Beth was about six months old. Training 
was much simpler then, very basic, nothing like the in-depth and assessed 
training that we do now. I remember doing my final piece of writing on the 
day that my next baby was born, in November 1981. I qualified as a BFC in 
1982 and became a breastfeeding tutor in 1993. I find the whole topic very 
engaging – it’s a real privilege to be part of people’s lives at this time. 

All NCT tutors remain active practitioners - that’s one of the strengths of 
NCT’s practitioner system. I still speak to mothers on the phone, see them 
face-to-face and still do the breastfeeding sessions in antenatal classes. This 
means you never lose touch with the basics. 

And you’re still acutely aware of the issues?
Absolutely. You’re still very in touch with the concerns, problems, difficulties 
and challenges that parents face. Still 30 years on, some of the same 
issues that Penny & Andrew Stanway challenged in their book ‘Breast is 
Best’ are the same issues: the difficulties that others have, in our culture, 
about mothers feeding responsively and having the baby close all the time. 
Mothers approach breastfeeding with a lack of confidence and not much 
understanding, and can be undermined by the same cultural expectations 
as 30 years ago - that babies should be fed in a predictable way, and that if 
you’re feeding often it means you’ve not got enough milk. Although they are 
aware of the idea of responsive feeding it’s competing with a stronger cultural 
feeling that this is all wrong and the baby needs to be put on a routine. The 
old myths haven’t yet died and they’re still quite powerful. So we still have the 
same sort of job to do. 

NCT works really hard and effectively to make sure the correct information 
is out there. We have been very influential in supporting the training of 
healthcare professionals and making sure that they are more informed about 
responsive breastfeeding. The UNICEF Baby Friendly Initiative has definitely 
been influenced by the NCT’s approach. We’re less interested in banging 
on about breastfeeding than in supporting the mother in having a happy 
experience feeding her baby. Baby Friendly training has changed to bring in 
much more of a mother-centred approach and support early relationships, 
however that baby is fed. 

We no longer say that we promote breastfeeding. NCT’s 2011 infant feeding 
message framework encapsulates our approach, which is to understand that 
breastfeeding is a culturally and socially mediated set of behaviours, rather 
than just a biologically appropriate way of feeding babies. It’s much more 
complex than that. We start with enabling parents to be more confident and 
more effective. We listen to parents and help them find out what they need. 

Most mothers would like to breastfeed - they recognise it as a nice thing 
that they can do for their baby. The BFC’s role is to enable women to do this 
happily and comfortably wherever they happen to be, without restrictions 
such as the clock or other people’s opinions. 



Our approach is to 
understand that 
breastfeeding is a 
culturally and socially 
mediated set of 
behaviours, rather 
than just a biologically 
appropriate way of 
feeding babies. 

Mothers may be feeling very vulnerable when 
they come to a breastfeeding counsellor with a 
problem. Are they expecting you to be an expert?
Sometimes yes, and we would use counselling techniques to put the 
mother at the centre of her own situation. The Centre for Parenting Culture 
Studies has identified a whole slew of experts that are telling people what 
to do and imposing a particular view, with the downside that parents feel 
not just unconfident but also guilty. They feel that whatever they do isn’t 
right and that they’re being judged. But we don’t do that. We recognise the 
phenomenon but we are not part of it. We are the solution not the problem. 

There is a continual challenge for NCT not to be lumped with everybody else 
who’s telling parents what to do, and judging them if they don’t do it. Parents 
come to NCT with other influences – we are just one of many encounters that 
pregnant and new families will have. 

Sometimes BFCs are burdened with mothers’ high expectations and when 
we fail to meet them mothers can become quite angry and it’s mixed up with 
their own distress. BFCs are supporting mothers at quite sensitive times. 
We put ourselves out there as volunteers but the risk to us is that mothers 
will feel angry with us if they have an unhappy breastfeeding experience. 
Sometimes seeing anything about the health effects of breastfeeding will 
make them very unhappy and they blame NCT for ridiculous things such as, 
‘NCT made me think that formula was poison.’ We wouldn’t do that! But in 
most of the feedback, women are very happy with the counselling that we’ve 
done.

I was one of the small groups that got the NCT Breastfeeding helpline started. 
Nine out of ten would recommend it to their friends. It runs from 8am to 
midnight and means that we can reach more people more efficiently. 

How do you view the use of Biological Nurturing 
and laid-back positions? 
All BFCs are aware of that as a technique. We are probably ahead of most 
healthcare professionals in seeing this as part of a routine way of getting 
breastfeeding off to a good start. A lot of published information is still very 
prescriptive about ways to help a mother to get the baby latched on. So we 
still have a way to go to move our knowledge outside the work of BFCs. It’s 
more than just a technique to do when something goes wrong. It can be 
a default position for breastfeeding comfortably. It goes along with being 
responsive and working out the most comfortable positions for you and your 
baby.

It is part of self-efficacy, self-agency, and the mother being at the centre of 
her own experience, rather than somebody telling her what to do. 

What about your other work at NCT?
I really like the way that NCT has been doing research and making sure our 
practice is subject to research, particularly over the past five to ten years. That 
is really valuable and I’ve been delighted to be part of that. Five years ago I did 

http://blogs.kent.ac.uk/parentingculturestudies/


The old myths haven’t 
yet died and they’re 
still quite powerful. So 
we still have the same 
sort of job to do.

an MSc, researching whether home visiting supported early maternal infant 
relationships. It keyed into my existing interest in emotional attachment and 
how that can best be supported by outside agencies. Within NCT it allowed 
me to become involved with CAN Parenting (started 2011), a Government 
initiative inviting different agencies to run parent support courses. 

What are your future plans?
I’m likely to be retiring as an NCT tutor at the end of 2015 or early 2016 but 
will carry on as a BFC. I still find it very interesting. Being involved in NCT has 
allowed me to develop in many ways. I’ve got three grown up children and a 
little grandson and it’s incredibly rewarding to be a grandparent having the 
knowledge and experience that NCT has given me. It’s also been wonderful to 
see that my daughter had a very positive experience with NCT classes and has 
friends she made through the classes. 



WORKING WITH PARENTSperspective
NCT’s journal on preparing parents for birth and early parenthood

Issue 29 December 2015

The value of introducing laid-
back breastfeeding
Biological Nurturing or ‘laid–back breastfeeding’ 
taps into mothers’ and babies’ own instincts for 
getting breastfeeding successfully underway. Here 
NCT breastfeeding counsellor Ros Vinall shares how 
she introduces parents to the concept of Biological 
Nurturing and the reasons for doing so.
Biological Nurturing, or ‘laid-back breastfeeding’ is an approach to feeding 
that can have remarkable results. It helps the baby to latch-on to the 
mother’s breast in positions she finds comfortable to sustain breastfeeding, 
and so reducing the prospect of mothers giving up early. This approach helps 
to condition feeding reflexes. 

As a breastfeeding counsellor (BFC) I began suggesting ‘laid-back’ positions 
to mothers after hearing about the work of Suzanne Colson, a research 
midwife, which built on the already known benefits of having skin-to-skin 
contact between mothers and babies straight after birth. She demonstrated 
that when mothers adopted reclining or laid-back postures to breastfeed 

Ros Vinall

Ros Vinall has been an NCT 
breastfeeding counsellor 
(BFC) for 19 years, providing 
antenatal breastfeeding 
sessions and individual 
counselling locally. Before 
that she was a registered 
general nurse and mother to 
three children, and now has 
five grandchildren.  She has 
trained as a BFC supervisor 
and assessor (Excellent 
Practitioner, or EP) working 
across the UK, and has 
facilitated breastfeeding 
peer supporter training 
locally for 12 years. She 
retired as a BFC tutor in 
2015. She has represented 
BFCs and practitioners 
on many national NCT 
committees as well as on 
her local Breastfeeding 
Strategy Group and MSLC. 
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these positions enabled their babies’ release of primitive neonatal reflex 
movements to ‘crawl’ up the mother’s tummy, aided by gravity, reach the 
nipple area and latch on themselves to her nipple to start suckling. Her 
research demonstrated that the Biological Nurturing approach helped to 
condition the feeding reflexes earlier.1 

In her book ‘Optimal positions for the release of primitive neonatal reflexes 
stimulating breastfeeding,’ Suzanne talks about the baby’s position. She 
describes how after birth babies who remain lying prone on top of the 
mothers reclining body go in and out of drowsy sleep states. Independent 
of hunger, babies will often latch again and again in response to positional 
stimuli releasing feeding reflexes.’1

Concerns about mothers lying flat
Many parents and practitioners may have viewed some of the impressive 
demonstrations of laid-back breastfeeding  available online.2,3.4 However, 
there are concerns about examples in which mothers are lying flat on their 
backs which may not be optimal for the baby’s breathing. As Susanne Colson 
explains on her website, Biological Nurturing involves a range of semi-
reclining positions for breastfeeding.5 In her book Colson explains further 
about maternal and baby positions, adding caution about using flat-lying 
postures. This may be uncomfortable for the mother and does not enable 
good eye-to-eye contact with her baby.6

Colson found that many early breastfeeding problems could be avoided by 
initiating breastfeeding using laid-back postures.1 

I have facilitated study days on Biological Nurturing for seven years for BFCs. 
Colson’s work has been a revelation because it fits so well with our person–
centred, hands-off ethos. We acknowledge in our counselling and facilitation 
that parents have a lot of information and experience within themselves to 

Baby Gwenevere ‘just got on with it’ after being born at home, according to mother Naomi Williams. 
‘It just came naturally. We were all wrapped up in towels and blankets. I was propped up on pillows – I 
wasn’t completely flat. She was skin to skin with a blanket and towel over her. She had eyes wide open, 
bobbing her head up and down around my breast, and she just latched on and had a feed.’ Now aged 
one year, Gwenevere still likes sitting on her mother’s lap and feeding sitting upright. ‘When you’re a 
busy mum it’s quite inconvenient to prop yourself upright with lots of pillows and be comfortable. To 
just be able to slouch back a bit and have your baby on your front is a lot easier.’ 



draw upon. We can help couples understand the importance of following their 
baby’s instinctual feeding reflexes and picking up on their early feeding cues.

I and many other BFCs have found that laid-back positions are more 
conducive to mothers being able to relax, sustain the positions comfortably 
and enjoy breastfeeding. I believe we owe it to parents to share this 
information with them.  During antenatal sessions, phone calls, home visits 
and local drop-in groups we are getting fantastic responses and pain-free 
breastfeeding. There is a real need for this support. In my 16 years as a BFC 
I have often heard mothers say, ‘the midwife showed me how to’ and /or 
‘the midwife got the baby on’ and ‘when I got home (or she left), I could not 
remember how to do it myself.’ A lot of women find breastfeeding a struggle, 
exhausting and painful, so they give up; hence the big drop-off rates in the 
early weeks.7

My aim when facilitating a breastfeeding antenatal session is for parents to 
explore different positions and find the most comfortable. This enables them 
to experience the laid-back positions as a normal way to initiate breastfeeding 
and to understand how they can respond to their babies’ feeding cues and 
make breastfeeding an enjoyable time with their baby. Mothers rarely see the 
laid-back positions being used and health professionals are generally not yet 
supporting mothers in this way. 

I am realistic with mothers (and BFC’s) in telling them that many hospital staff 
still instruct the use of upright positions (even with skin-to-skin contact), 
manually positioning the baby’s head against the breast, using a side lying 
position with the baby’s nose opposite the nipple, rather than allowing the 
baby to be an active participant. 

The following facilitation ideas are ones that I use in antenatal sessions and 
during one-to-one contact with mothers. They are based on my personal 
experience of postnatal contact with mothers and in doing antenatal sessions 
in NCT courses and in NHS courses, as well as on the experiences of friends 
and my own daughters in more recent years.

Antenatal sessions:

• Take a drip-feed approach by referring repeatedly to laid-back positions, to 
reinforce the idea for parents that breastfeeding can be a part of everyday 
life with their baby, in a way that does not rely on timing or routine feeds. 
Displaying pictures and modelling these positions yourself with a doll can 
also help to reinforce the message.

• Help mothers see that with laid-back positions they have more options and 
can relax. Babies can do some of the work while mothers can pick up on 
their own instincts to achieve stress-free feeding. I include discussion of 
how babies will react instinctually in order to find food, comfort, warmth and 
love, and doesn’t know about the clock yet! 

•  Making gravity work. After discussing the benefits of skin-to-skin contact, 
invite parents to get into different laid-back positions, using dolls as 
babies. They will see how gravity helps to keep the baby on the breast as 
the mother’s body supports its weight, which means that they can keep 
the baby in place with just one hand on its bottom, freeing the other hand 
to do something else – send a text message, use a remote control, eat 
and drink. The position is also usually more sustainable and comfortable 



for the mother, sometimes in the more upright positions the mother can 
experience back pain if she leans forward too much, or she might find it hard 
to support the baby’s weight for an extended period of time. Mothers do not 
need to hold the baby on firmly during the whole feed as in more upright 
positions.  You can also set up two stations with a display of leaflets showing  
both upright and laid-back positions, and invite parents in small groups 
(say two or three couples per group) to visit and discuss questions the 
differences.  With more parents you could have a separate group discussion 
about how to tell if a baby is feeding well, or do an exercise on feeding cues.  

• Using video clips, or pictures, talk through what signs to look for – the 
baby’s suckling pattern, differences in how babies use their bodies to search 
for and self-attach to the breast and adjust their nose position to breathe 
and reattach if they come off.   Ask the parents ‘how do the mothers 
look using laid-back positions?’ The responses I often hear include that 
the mothers look ‘more natural’ and ‘so relaxed, comfortable and happy.’ 
This is a very positive image to take away – that laid-back positions are 
comfortable and enable mothers to enjoy breastfeeding whilst cuddling 
their baby too. Feedback from antenatal session evaluations is very positive. 

• Discuss the early feeding cues and sleep states of a newborn baby. This 
can help couples (in both antenatal sessions and postnatal one-to-one 
counselling) to explore how their baby can react when trying to attach. 
They will get a better feel for whether their baby is relaxed, when to initiate 
a feed and what may be hindering a good attachment. Colson’s research 
showed that babies can feed even when in a light/drowsy sleep, without the 
stronger feeding cues that often make a good latch more difficult. This is 
especially useful in the early days when mother and baby are learning.

• Talk about breastfeeding out of the house, and how mothers will develop 
and learn what positions are comfortable for them. What seems to be 
important is to get away from being prescriptive on positioning and try to 
empower parents to use laid-back positions when initiating breastfeeding  
and then combine laid-back and upright po-sitions to maintain comfort and 
a good ‘attachment’ (both physical and emotional). 

Postnatal contacts:

• Help the mother to find a comfortable space that supports her back in 
a reclining position and suggest how to respond to early feeding cues 
which the baby will show when in the right position to breastfeed. In my 
experience, a comfortable mother and a calm baby are paramount to 
success.

• Step reflexes help babies to latch onto the nipple: allowing their feet to 
push against the mother’s tummy rather than being left dangling in the air 
enables babies to get themselves into the right position to breastfeed.  

• Baby’s mouth when attaching in laid-back positions is often not as wide 
at first – babies may be able to adjust this as the feed goes on and can 
control the flow of milk better, coming off and going back on at their own 
pace without mothers having to reposition them. Mothers can be aware 
of whether they are experiencing nipple pain from poor latch, and can try 
listening for the sound of the baby swallowing milk (although at first this is 
almost impossible with colostrum due to small volumes).

• For mothers who are using nipple shields to help a baby to latch on, once 



the full milk is in, show them how they can start off in an upright position 
for the baby to attach, then lay back. They can then try taking the shield off 
more easily without disturbing the feed as gravity helps the baby to latch 
on again immediately. Remember that laid back positions can slow the flow 
of milk but getting a better attachment throughout the feed will enable the 
baby to adjust their demand and improve milk transfer.

•  For mothers whose babies are crying a lot, encourage them to try feeding 
their babies while still in a drowsy sleep state.6 This allows the mother and 
baby to be more relaxed and gives plenty of time for cuddles. She can try 
giving a hungry distressed baby a little milk by cup or bottle to help to calm 
them before trying again.

Note that mothers may show resistance to using these positions for 
different reasons:

a. Self-consciousness about exposing their breasts in public.  BFCs can point 
out to the mother that once they have established breastfeeding a laid-
back position will feel more natural and so they are likely to be less self-
conscious than when first starting to breastfeed. They will also be able then 
to mix and match different positions and therefore have more control over 
how much breast is exposed.

b. Pain due to the baby’s head bobbing around over sore nipples. Suggest 
to mothers that they try feeding their baby while still in a light sleep state, 
before stronger feeding cues appear. Alternatively, they could start in an 
upright position with an exaggerated (wide-open mouthed) latch, then lay 
back. 

c. Pain due to a tender wound (for example due to a caesarean or perineal 
tear) – encourage the mother to adopt any laid-back position she finds 
comfortable and which ensures that the baby’s whole body and feet are 
supported. This may mean placing the baby at an oblique angle with legs 
placed to the side of her body and a pillow or cushion to support her feet.

Biological Nurturing and the Baby Friendly 
Initiative
Of course, as Colson herself makes clear, laid-back breastfeeding is only 
new in the context of modern society, where mothers and babies are often 
separated at birth for some period of time before the mother is told to take 
an upright position for breastfeeding. For millennia women have held their 
babies close to their bodies immediately after birth and successfully initiated 
feeding.  But it’s only relatively recently that researchers have gathered 
evidence showing the benefits of allowing close contact between mother 
and baby immediately after birth. The practice of having skin-to-skin contact 
between mother and baby is now a central part of UNICEF’s Baby Friendly 
Initiative which is being implemented in UK maternity services. Colson 
developed the concept of Biological Nurturing after initially observing some 
semi-reclined and flat-lying positions in the early 1990s.6

Biological Nurturing fits well within this initiative8 but there is still some way 
to go before it is widely adopted.9 It seems that even if skin-to-skin in laid-
back positions is encouraged in the first hour or two after birth, mothers are 
instructed in upright positions on how to attach their baby. We hear from 

Laid-Back 
Breastfeeding for 
Mothers 
This is excellent for 
antenatal sessions as 
it shows mothers in 
different situations 
using laid-back 
positions – in hospital 
with a sleepy baby, 
comparing upright and 
laid-back positions, at 
home relaxing, or out 
and about after the 
baby has learnt how to 
attach effectively. We 
know breastfeeding 
is so much more 
than getting milk 
into a baby and this 
DVD really brings 
the relationship and 
baby’s instinctive 
behaviour to the fore.

S Colson S,, Frantz 
K, Mohrbacher N. 
Biological Nurturing.’ 
USA: Geddes 
productions;2011. 

Available from NCT 
Shop 

http://www.nctshop.co.uk/Biological-Nurturing-DVD-Laid-Back-Breastfeeding-for-Mothers/productinfo/4102
http://www.nctshop.co.uk/Biological-Nurturing-DVD-Laid-Back-Breastfeeding-for-Mothers/productinfo/4102


mothers that babies are often left in their cots to sleep for long periods early 
on and hence the earlier feeding cues are being missed. The result can be 
stressed babies and mothers when initiating breastfeeding! If babies can 
self-attach with skin-to-skin contact there is no reason why they should not 
continue when on the postnatal ward.

BFI implementation has raised breastfeeding hospital discharge rates, but the 
continuation rates have been static for years.7

Breastfeeding supporters can help create an environment that enables 
mothers to feel comfortable and enjoy breastfeeding in laid-back positions as 
a way of becoming acquainted with their new baby. This gets away from the 
idea that feeding is a tiring task that has to be endured many times a day. 

I feel that the Biological Nurturing approach can take breastfeeding out of 
the medical model with its need for instruction and prescriptive rules. Just as 
antenatal teachers and some midwives have been working on normalising 
birth, we can try and help women normalise breastfeeding. It means working 
in a mother-centred way, giving breastfeeding back to mothers, making it an 
enjoyable experience from the start.

Tips and additional resources
• Some children’s centres are investing in ‘moon chairs’ - moon-shaped 

folding picnic chairs - that are perfect for women to practise these 
positions in. The idea has spread by word of mouth between BFCs and 
mothers and has proven popular, anectdotally. 

• Rapley G and Murkett T. Baby-led Breastfeeding: how to make 
breastfeeding work with your baby’s help. UK: Vermilion;2012.  
This is a useful addition which has pictures of laid- back positions 
including a close up sequence of a baby attaching on top and another 
in the traditional upright ones with baby on its side, as well as all the 
essential information parents may need on breastfeeding.
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‘Trust me, I’m a breastfeeding 
counsellor…’ the hidden agenda of 
the breastfeeding session
Although parents may not realise it, for many 
breastfeeding counsellors (BFCs) the heart of their 
antenatal session is more about establishing a trusting 
relationship than teaching facts about infant feeding.
Many UK mothers stop breastfeeding before they want to1 whereas mothers 
who believe they will be able to deal with difficulties are more likely to start 
breastfeeding and to meet their feeding goals.2 It is not possible to convey all 
that parents might need to know about feeding their baby in a typical two or 
three hour ‘breastfeeding session’ on an NCT Signature antenatal course. But 
we don’t have to; our main role as volunteers starts after baby is born.

Mothers who receive support are more likely to continue breastfeeding1 and 
BFCs have the privilege of walking alongside parents as they make their often 
difficult decisions about feeding.  Parents might contact us via phone, text, 
email us or social media; we might see them at a drop-in centre or home visit.  
But this will only happen if they feel comfortable in contacting us.
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How do we build our relationship with parents?
In the antenatal session we hope to come across as 

•  Approachable: Like all NCT practitioners we want to be warm and friendly 
towards parents, and ready to listen, taking their concerns seriously.  We 
ensure parents know how and when to contact us.

•  Knowledgeable: Although the aims of the session are not primarily about 
transferring facts, parents may expect otherwise and BFCs are often more 
knowledgeable in our field than midwives or health visitors.3 We hope that 
our knowledge and readiness to find out what we don’t know will inspire 
confidence.

• Non-judgmental: Some parents may be surprised that the session is not 
about persuading mothers to breastfeed. Rather, the focus is on building 
parents’ confidence, which can help make breastfeeding a realistic option.4  

The use of bottles and formula may come up during the discussions and 
much of the information we share applies however parents decide to feed 
their baby.5

• Part of a wider network:  We also raise awareness of the wider support 
available, locally and nationally.  After all, we’re not available 24 hours a day 
and, just as parents may not hit it off with a certain midwife, some may not 
connect with our particular style.

How do NCT antenatal practitioners enable 
parents to seek support?
Courses with a breastfeeding counsellor
•  Presenting the session with the BFC as an integral part of the course, even if 

it will be at a different venue.
•  Referring to the BFC as their colleague or teammate.  Parents may forge 

such a strong bond with their antenatal teacher that it’s trickier to make 
another relationship too.

• Reinforcing the message of how valuable partners’ support is for feeding 
as well as birth - the breastfeeding session will be for couples unless 
specifically marked as women only.

•  Handling any session feedback sensitively and encouraging parents to 
communicate with their BFC directly.

Getting breastfeeding support
• Information about local BFCs is often on the Branch page of the 

NCT website.

• NCT practitioners can ask BFCs about local support on the 
Practitioners’ e-group.

• Parents can speak to an NCT BFC 365 days a year from 8am-
midnight on the NCT Helpline 0300 330 0700, option 1.

tel:0300 330 0700


Courses without a breastfeeding counsellor
If practitioners facilitate a course where parents do not have the opportunity 
to meet a local BFC they can still foster parents’ confidence in seeking 
support.

• Providing up-to-date information about local and national breastfeeding 
support.

• Letting parents know they can contact an NCT BFC with any questions or 
concerns they may have about feeding their baby.  They do not have to be 
NCT members; they do not have to be breastfeeding.

• Sharing stories of how support has helped others, as vicarious experiences 
can help to build parents’ confidence and their self-efficacy.4 

Years ago when I was a student we were asked to imagine having to 
condense all that we wanted to cover in our antenatal session onto a small 
Post-it note.  We worked in small groups (of course) debating what that vital 
point would be: milk supply? Sore nipples? Feeding cues? In the end, every 
group came up with a variation of, ‘Here’s my phone number, call me.’  Much 
has changed since then but that’s still what I’d write on my Post-it.
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Infant feeding gets more 
mother and baby friendly
Improvements in breastfeeding rates and better 
support for mothers who choose to formula feed 
are taking place in the NHS due to the UNICEF Baby 
Friendly Initiative, as revealed by Julie Clayton and 
Elizabeth Mayo, NCT Breastfeeding Counsellor, tutor 
and southwest coordinator for the National Infant 
Feeding Network, and through testimonies from 
Infant Feeding Leads and breastfeeding counsellors.
It’s a familiar story – mothers in hospital struggling to establish breastfeeding 
with their baby, and midwives too overwhelmed with other duties or lack of 
training to give the help they need, or to support those who formula feed. After 
mothers get home, the problems can get worse without the right support.

Helena Stopes Roe knows the situation in hospitals only too well. She was an 
NCT antenatal practitioner, doula and breastfeeding counsellor (BFC) before 
becoming an Infant Feeding Lead 11 years ago. ‘It can sometimes be stressful 
as it can be difficult with staff shortages, very busy wards, no budget and 
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very little dedicated help. Feeding support can be last on the list of priorities, 
and breastfeeding support can be fraught with all the internal and external 
pressures on each individual member of staff.’

Despite such widespread pressures, real change is taking place at the heart 
of NHS maternity and community services in how infant feeding is managed 
– with hugely positive results thanks to the Baby Friendly Initiative. This 
worldwide initiative is led by UNICEF and promotes minimum standards of 
best practice in the care of mothers and babies, and includes the aim of 
improving breastfeeding rates. The Initiative began in 1996 with a 10-step 
maternity plan that encouraged, for example, skin-to-skin contact between 
mothers and babies immediately after birth. The standards quickly expanded 
to cover our health visiting services. In 2012, a revised set of BFI standards 
were introduced, with a more mother-centred approach that emphasised the 
need to build close relationships between mothers and babies, and to give 
more support to mothers who bottle-feed their babies. This also fits well with 
what mothers have always known and the NCT Message Framework – ‘Values 
around infant feeding’.1

BFC Elena Rossi has witnessed extraordinary change with the implementation 
of BFI standards. In 2006 she volunteered to support breastfeeding in her 
local hospital maternity ward and found herself ‘alone’ in her training and 
enthusiasm. ‘You can understand the shock I had when I realised the amount 
of bottles of formula used and not much hand expressing at all. I remember 
once suggesting to a midwife that we could use a home-made nursing 
supplementer and, obviously not knowing nor understanding what I was 
talking about, she said, in front of many midwives and nurses, “You can’t do 
that. That is dangerous”! That was a big learning moment and I realised I had 
to be patient, do what I could, and swallow the frustration of not been able to 
change big things by myself.’

Elena had to reconcile her understanding of how breastfeeding works with 
how situations were managed on a busy ward. ‘What kept me going was 
seeing that I was making a difference for many mothers and babies.’

The first changes followed the appointment of an Infant Feeding Specialist 
Midwife in around 2010, who has led the hospital through Baby Friendly 
accreditation. ‘Slowly but surely going into the ward became a different 
experience’, says Elena. ‘Among the many other achievements, the 
breastfeeding policy is not a mystery any more, hand expressing and the use 
of feeding cups are a common practice and the breastfeeding volunteers 
have supervision and regular update training sessions. Elena won the NCT 
*Over and Above* volunteers’ award at babble Live! In September 2015.

The change that Elena has seen is being repeated around the UK, where 52% 
of maternity services, and 54% of health visiting services had achieved full BFI 
accreditation by September 2015. Scotland and Northern Ireland, in particular, 
are leading the way in the numbers of births taking place in fully accredited 
hospitals, at 84% and 92%, respectively.2 

In 2013, for example, Bristol became the first city to achieve consistent city-wide 
implementation of the BFI standards through training of health visitors, nursery 
nurses, Children’s Centre staff, midwives and neonatal nurses, with a significant 
increase in breastfeeding initiation and continuation at eight weeks postpartum.3 

Feeding support 
can be last on the 
list of priorities, 
and breastfeeding 
support can be 
fraught with all the 
internal and external 
pressures on each 
individual member 
of staff.



This followed the finding that BFI implementation had led to an increase in 
breastfeeding initiation in hospitals, but that breastfeeding rates at six to 
eight weeks had remained static. Extending BFI standards to the community 
means that women are receiving more and better support to continue 
breastfeeding at home. 

Sheffield later joined the roll-call of Baby Friendly cities, and in 2012 Cornwall 
became the UK’s first Baby Friendly county. There are now five types of award 
pathways, covering maternity services, health visiting, Children’s Centres, 
neonatal units and universities.

See the Baby Friendly Initiative website for full details of the Baby Friendly Awards.4 

Neonatal units
The BFI maternity standards included hospital neonatal units but with 
limited scope, focusing on how mothers were helped with expressing milk 
for their babies. The new 2012 Neonatal Unit Award encourages a whole 
new philosophy of care whereby parents are partners in care rather than 
just visitors. It focuses on the mother-baby relationship and the baby’s brain 
development. Babies may be hooked up to drips and may be recovering from 
surgery, but they still need cuddles and skin contact from mum. In some 
units this just means pulling together innovations in neonatal care that were 
already taking place. But elsewhere, parents are still reporting that they feel 
this is not their baby and that it is the experts who are looking after their baby.

Great interest has been shown and one unit in the South West has progressed 
quickly to nearly being fully accredited.

The neonatal team 
has a new role: from 
carers to educators, 
from doers to 
empowerers... the 
whole team are 
being asked to 
hand over power. 
To transfer the 
power they have 
traditionally held, so 
parents are able to 
parent.

Royal Devon and 
Exeter Hospitals, 
Neonatal Unit, Exeter.

Formula feeding
Support for mothers who are formula feeding their babies is also a key part 
of the 2012 revised standards. Previously, some mothers would report 
feeling that they weren’t able to ask questions about bottle-feeding with 
formula milk and that some health professionals just wanted to talk about 
breastfeeding. 

The 2012 revised BFI standards recommend starting the conversation with 
mothers antenatally in a very mother-centred way, accepting and respecting 
her decision. When her decision is to bottle-feed with formula then staff can 
discuss the importance of bottle-feeding responsively, so as to help promote 
close loving and consistent relationships with primary carers. 

Key features of the Baby Friendly Initiative revised standards
• Mother-centred discussions rather than a checklist approach
• Talking about responsive breastfeeding as a whole new concept – putting your baby to your breast 

whenever you want. It’s not possible to overfeed or spoil your baby!
•  Maximising breastmilk – exclusive breastfeeding gives the optimal health outcomes. Value all 

breastmilk that a baby receives
• Enhancing the mother-baby relationship – the new BFI standards are the bridge between feeding 

and relationship building
•  Responsive bottle-feeding with closeness: pacing the feed, watching the baby’s cues for finishing 

the feed, limiting the number of people who feed him in the early weeks.

http://www.unicef.org.uk/BabyFriendly/About-Baby-Friendly/Awards/


‘With the introduction of the new standards, I feel I can stay longer with 
mothers and have a conversation about the needs of the baby and how 
important it is to make bottle-feeding also a positive experience for both 
mother and baby,’ says Elena.
For mothers who choose to breastfeed, again responsive feeding means 
reassuring mothers than they can breastfeed whenever they want to, 
in response to the baby’s cues, that they cannot overfeed or spoil their 
breastfed baby. Typical quotes from mothers gathered at assessment 
include: ‘They said it’s not just about food. That makes the frequent feeds 
easier to deal with.’

Responsive bottle-feeding
• Rather than putting the teat into the baby’s mouth, offer the teat to allow the baby to have some control.
•  Pace the feed by offering the bottle steadily with lots of pauses.
•  Do not overfeed – to help reduce the risk of obesity – instead allow the baby to finish when he wants.
• Hold the baby close to enable eye contact.
• Limit the number of people who feed the baby to allow him/her to get used to their main carers.

Investment in training
BFI implementation has required huge investment in staff training, usually 
coordinated by an infant feeding lead whose responsibility is to drive the overall 
change process. The revised 2012 standards also specify the responsibility of 
hospital managers in helping to ensure that implementation takes place.
The infant feeding lead will organise seminars and training sessions, practical 
skills reviews and audits to determine how effective the training is. Audits will 
include interviews with both staff and mothers to find out whether practice 
is changing and if standards are being maintained. They devise action plans 
to tackle weaker areas and determine when the service is ready for external 
assessment. 
The whole process can take five years or more, to enable new policies and 
plans to be established, new knowledge and skills to be developed, and 
final accreditation by an external BFI team of assessors. The accreditation is 
repeated every few years.
A key to success often seen is the nurturing of a more collaborative culture in which 
health professionals and the voluntary sector including breastfeeding counsellors 
and peer supporters work together, sharing their knowledge and experience and 
providing a continuum of social and specialist support for mothers. 
Karen Fell is a BFC and Baby Friendly support worker in a community health 
setting, working in a small team alongside health visitors and a strategic Baby 
Friendly Coordinator. She is involved the training of other team members and 
Children’s Centre staff, plus staff and mothers’ audits, managing drop-ins and 
peer supporters and conducting home visits. ‘We all support each other. I can 
sometimes bring new ideas to our ways of working which we hear about as 
BFCs before they filter through to health. As a BFC, we sometimes only hear the 
bad things about health professionals, and working with them has opened my 
eyes to the fact that there are really positive and dynamic members of staff out 
there. On the whole, I feel that staff respect and value my BFC experience.’



Sharing breastfeeding knowledge and skills
In some instances, the role of Infant Feeding Lead has gone to breastfeeding 
counsellors; elsewhere it may be midwives or health visitors who are 
appointed. Through their feedback, we are seeing how compatible the 
new BFI standards have become with the NCT’s approach to infant feeding. 
Amanda Chapman, for example, began as a breastfeeding peer supporter 
and NCT breastfeeding counsellor, and is now a Health Improvement 
Practitioner with a focus on Early Years, in a public health team. She conducts 
staff training and management of breastfeeding support for hospital and 
community staff, incorporating the BFI standards. ‘The BFI standards work 
very well in both NHS and NCT roles and the emphasis on close responsive 
relationships also works from a public health and Children’s Centre viewpoint, 
and for midwives and health visitors. The implementation has been relatively 
straightforward. The BFI standards naturally carry over into my NCT sessions 
and the consistency of message hopefully helps the parents in their journey 
through the different services.’

Helena Stopes Roe found that her training as an NCT breastfeeding 
counsellor proved enormously useful at Birmingham Women’s Hospital, 
which achieved full BFI accreditation in April 2013. ‘As an NCT practitioner, 
my background is one of providing women with information, listening as 
they explore their options and then supporting them in their decisions. Had 
I simply been providing antenatal education or direct support for mothers 
with feeding, I would have had less influence. In my role as Infant Feeding 
Coordinator, however, I had a level of input – attending meetings, teaching 
all staff, creating protocols, writing policies/guidelines/leaflets, rewriting 
the postnatal notes – which meant that the mother-centred language I 
automatically use had an impact both subtle and powerful. It has also proved 
invaluable when working with BFI standards as the holistic, mother/baby 
relationship-centred approach is at their core.’ 

Liz Ginty was also able to draw upon her insights as a health visitor, BFC and 
later, Infant Feeding Lead for Greenwich health visiting service. ‘The biggest 
challenge for me has always been managing situations where mothers have 
not had the best possible care, information or support. I really do feel very 
lucky that having experience of both perspectives – and being a mother on 
the receiving end – helps me try to manage this constructively and keep 
the mothers in mind. Yes, we do need to know when and how things can be 
improved but also, as an Infant Feeding Lead, I know that positive stories 
from mothers make a huge impact on health professionals’ practice. A major 
part of achieving Baby Friendly has been feeding back to staff how their new 
knowledge and skills and care have made a difference to mothers and babies.’

Rapid implementation in health visiting 
Health visiting services have embraced the revised Baby Friendly standards as 
part of their core remit.5 As Liz Ginty comments, ‘When I started in my infant 
feeding post in 2006, supporting breastfeeding definitely felt like a minority 
sport in health visiting; now health visitors are really engaging with new Baby 
Friendly standards.’ 

This enthusiastic uptake may be due to the focus that health visitors already 
have on early mother-infant relationships. It can require a newer change 



in practice for midwives and neonatal nurses, whose postnatal work has 
traditionally been focused more on the mother’s postnatal emotional health 
and postnatal depression, and not on the baby’s brain development.

However, many midwives are welcoming the new emphasis on the mother-
baby relationship and communication with parents. Ruth Oscroft began her 
career as an NHS midwife in 1977 before becoming an Infant Feeding Advisor, 
first in hospital and now within a health visiting team, and has been involved 
with BFI implementation across a whole county. She also qualified as a BFC over 
20 years ago. She notes, ‘Implementation of Baby Friendly principles, practice 
and standards has been part of my working life for many years. Something 
positive is how the new BFI standards highlight a mother-centred approach 
which ‘backs-up’ what I feel I have been saying to colleagues for years! I 
have been pleased to see the emphasis on a non-directive approach, while 
recognising that there will always be the natural desire for health professionals 
to help and support breastfeeding mothers in a more directive way.’

Ellen Simon, BFC and Infant Feeding Lead reports, ‘The health professionals 
loved the sense it gave them of being more respected and able to make their 
own judgements… Some midwives and support workers really felt they were 
coming home – that what they had been doing over time was at last being 
respected and made available. In the hospital where I work, they and student 
midwives from Bournemouth University are well versed in the BFI.’

Challenges
While implementation of the revised BFI standards seems to be going 
well, there remain some challenges to full accreditation in all settings, 
including staff time constraints. Ruth Oscroft says, ‘I have concerns 
that time constraints compromise service delivery and how current re-
structuring within the NHS and Local Authority impacts on the efficiency of 
implementing the new standards.’

Another obstacle is the cost of accreditation. In Scotland, Wales and Northern 
Ireland there is government financial assistance available, whereas in England 
each service has to fund its own assessment process which can cost £10,000.

Negative attitudes also persist, and in some settings health professionals can 
be reluctant to change. 

According to Karen Fell, ‘The most difficult aspect is those members of staff 
who might not be so positive and dynamic. In health, staff have many other 
pressures on their time apart from infant feeding. Indeed, a few really don’t 
have it high on their list of priorities. Negativity is something that I do find 
challenging. I hope that by remaining professional and helping staff to see 
what’s in it for them, we will gradually change those mindsets!’

Mutual wariness can also pose a barrier, as explained by Kerry Radden, Infant 
Feeding Coordinator and Baby Friendly Lead, health visiting service, and NCT 
BFC: ‘I regularly have to listen to midwives or health visitors or even Children’s 
Centre staff telling me how NCT is at fault for raising the expectations of 
parents around breastfeeding, for telling them it’s easy or for telling them 
that formula is poison. I have to balance the relationship and make a careful 
decision about whether to disclose my NCT role and whether – and how – to 
challenge their viewpoint, especially when I’m pretty sure it has no factual 
basis. Likewise, I often have to listen to NCT practitioners criticising health 



professionals or constantly feeding back negative stories and not looking for 
the positives. It can be hard being in the middle.’

Helena Stopes Roe too has had mixed responses from staff who learn that she 
is not a midwife. ‘For some it makes no difference, for others it visibly reduces 
my status and credibility in their eyes. Occasionally – mostly when they work 
with me – respect increases. Some have deeply entrenched and outdated 
practices, having been ‘doing the breastfeeding – I can get any baby on’ for 
many years. Even midwives newly qualified from a BFI-accredited university 
may be influenced by the poor practice of their mentors.’

How can breastfeeding counsellors and peer 
supporters help with the change process?
• Support local Infant Feeding Leads (and so help improve services)
• Take (or create) opportunities to build relationships with infant leads and 

health professionals including midwives and health visitors
• Tell them what is happening for local families – they may not know what BFCs 

do or how they and NCT can support them to achieve BFI accreditation.
•  Not all health visiting services have an Infant Feeding Lead. If you haven’t 

got one, badger your local MSLC and ask why not?
• Apply for roles such as Peer Support Coordinators, Breastfeeding Support 

Workers or Infant Feeding Coordinators, especially if you have transferrable 
skills from other roles. Much of the NHS is starting to recognise that 
breastfeeding ‘expertise’ can come from non-health professional sources.

• Proactively approach public health teams about peer support, 
breastfeeding support services or building relationships. 

•  Join your local MSLC or equivalent, and think about how to operate in 
their world. We can alienate ourselves if we speak a different language.

•  BFI requires engagement with the voluntary sector. What can you offer? 
• Share your expertise – work within your local strategy team or MSLC 

and put together resource packs for GPs or health visitors, or share 
information gleaned from conferences. Create a professionals’ newsletter 
with new breastfeeding research findings and disseminate it to your local 
community health team.

•  Embody the core conditions – health professionals need caring for too.
•  Recognise that culture change takes a long time and celebrate every step 

of progress.
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Refining the assessment of NCT 
practitioners
Assessment – that vital part of continuous learning 
– is undergoing revision at NCT. Assessor Kathryn 
Kelly explains why
In order to ensure the quality of NCT’s service to parents, the ongoing 
assessment of NCT practitioners is being re-examined by an NCT cross-
specialism team.  Some practitioners have queried the need for ongoing 
assessment after NCT’s robust training, while others have expressed concern 
that the recent change of name from ‘review’ to ‘assessment’ heralds a move 
to a ‘pass/fail’ culture, without any nurturing element.  This article aims to 
address both these points.

The purpose of assessment 
As the ‘check/study’ element of the PDCA or Deming Cycle,1 assessment 
is a universal improvement methodology aimed at reducing the difference 
between performance and requirements.2

As stated by Gibbs, ‘Assessment frames learning, creates learning activity and 
orients all aspects of learning behaviour.’3  As reflective practitioners we have 
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never finished learning, so despite rigorous training, assessment remains a 
vital part of our continuous development.

NCT’s existing ongoing assessment for antenatal practitioners includes a 
succinct and supportive description of its purpose:4

•  to provide ongoing support for [practitioners]
•  to promote personal and professional development
• to assure quality of NCT classes
• to assess competency to retain your NCT License to Practice

The cross-specialism team  

Virginia Campbell (NCT College Operations Manager) 

Ann Carrington (Assessor/EP Co-ordinator, Tutor) 

Bette Duncan (Quality and Competencies Manager) 

Rebecca Stevens (NCT College Practice Manager) 

Sophie Macfadyen (BFC, L5 Tutor/Coordinator, BF PS Education Coordinator) 

Helen Allmark (PNL, Complaints Officer) 

Kathryn Kelly (ANT)

Reliability and validity
As the practitioner embodies NCT for our clients, NCT assessment concerns 
the face of the organisation.  Having reliable assessment system means that 
NCT consistently delivers a known quality of practitioner. A valid assessment 
therefore produces an organisation and a practitioner fit for purpose.  

The NCT model fits Clegg and Bryan’s characteristics of a ‘new assessment 
culture’ which recognises the provisional nature of assessment5:

• Active participation in authentic, real-life tasks that require the application 
of existing knowledge and skills;

•  Participation in a dialogue and conversation between learners (including tutors);
• Engagement with and development of criteria and self-regulation of one’s 

own work;
• Employment of a range of diverse assessment modes and methods adapted 

from different subject disciplines;
• Opportunity to develop and apply attributes such as reflection, resilience, 

resourcefulness and professional judgement and conduct in relation to 
problems;

• Acceptance of the limitations of judgement and the value of dialogue in 
development new ways of working.

Plan Act

DoCheck/
Study



Stakeholder views of appreciation, quality 
assurance, and development
The parents and babies we work with are among the stakeholders in NCT’s 
ongoing assessment process and parents want a product of known parameters 
and quality. Other stakeholders include practitioners and assessors – who need 
validation, motivation and personal development – and the wider NCT, which 
needs to maintain standards for organisational development, retention of 
quality practitioners, effective marketing and income generation.

Billikopf suggests that ‘encouraging affirmation’ and ’letting workers know 
that you have noticed their efforts’ are crucial to a motivated workforce.6 
Stone and Heen expand this by stating that feedback should include 
appreciation, evaluation and coaching, to meet different human needs. 
However, they also add that ‘often the receiver wants or hears one kind of 
feedback, while the giver actually means another.’7  

In order to ensure that the changes being proposed do not take us down the 
wrong path, the NCT Assessment Team has identified the following values:

Values underpinning Assessment of Practice Project 
NCT recognises practitioners’ efforts and wishes to support them in their 
personal and professional development.  To that end, assessment is a safe, 
respectful and individualised process of listening and communication, 
which trusts the individual practitioner’s desire to uphold NCT values, and 
is undertaken with generosity of spirit and shared wisdom. 
NCT assessors and practitioners recognise that assessment must be 
aligned with organisational objectives and the role of the NCT practitioner.  
They will appreciate the need to protect the public, and will have the 
emotional maturity and moral courage to recognise that the reflective 
process can be discomforting at times. As all NCT practitioners are 
reflective, the process leads with self-assessment.  Part of the assessor’s 
role is to ensure that all stakeholders are represented in that reflection.  

What is being assessed?
To ensure validity the assessment should be constructively aligned with an 
overarching job and person description for the role.8  Within NCT assessment 
has evolved organically, so the project team are tying up loose ends and 
aiming for consistency across specialisms (while continuing to acknowledge 
differences between specialisms), and across assessors. 

Some authors question the appropriateness of using practice observation 
simultaneously for both quality assurance and development, as evaluation 
can ‘drown out’ the appreciation and coaching,7,9  and Peel suggests that 
developmental work should take priority over judgemental.10  Chapman 
emphasises the ‘whole person’,11 and NCT’s system attempts this though 
there is always room to look for improvement.

Adams Equity Theory states that it is comparison with relevant others that 
truly affects satisfaction with our situation,12 however practitioners by now 
will be aware that the link between assessment and pay band is being re-
instituted from October 2015, so that an assessment  which demonstrates a 
quality service is recognised and rewarded.  



Self-assessment and lifelong learning
The NCT practitioner is usually working far from UK Office (UKO), meeting 
clients, developing her skills, and representing NCT, so must constantly 
monitor and develop her own performance.  As a lifelong learner her 
engagement and ‘self-knowledge [are] fundamental to professional 
development.’13,3  

Self-assessment is integral to NCT training, because engagement with 
marking significantly contributes to students’ improvements,14 as illustrated in 
Figure 2.  Students also become more open to external points of view and to 
innovation,13,15 collaborate more productively, and solve problems more easily.7

On qualification reflection becomes the practitioner’s own responsibility, 
supervising herself according to internalised academic and professional 
standards, recognising implicit as well as explicit criteria for action while 
working in isolation.3,16,17  Therefore, the NCT Practitioner is never ‘finished’.

It follows that the action plan arising out of ongoing assessment should 
be an autotelic process whereby the practitioner is more motivated to 
work towards her own goals.18  ‘It is … human nature to prefer to point out 
our own shortcomings rather than having someone else do it’.6  Chapman 
prefers the term ‘learning plan’19 which acknowledges practitioner autonomy 
and the possibility of informed refusal.7  At times the assessor will make 
recommendations, i.e. explore movement to Excellent Practitioner (EP) 
status, or set actions which are required by the needs of other stakeholders, 
i.e. to address shortcomings in practice.

1 
Explicit criteria

2 Active 
engagement with 

explicit criteria

3

Self assessment 
wIth submission 

of work

4 Active 
engagement 

with feedback

Hypothetical example 1 
Practitioner A qualified as a BFC three years ago, and has established 
good links within her community with health professionals and Children’s 
Centres.  She is observed facilitating a very good session, and the assessor 
encourages her to consider becoming an EP, and then an assessor in the 
future as there are few assessors in her area.



Hypothetical example 2 
Practitioner B qualified as an NCT postnatal leader 10 years ago, and when 
assessed notes in her reflective piece that she is feeling stale, distanced 
from the immediate post-birth experience, and that she may not be giving 
her best to clients.  Following discussion with the assessor, she agrees that 
a period of mentoring to help her decide where she wants to take her NCT 
career would be helpful.

Hypothetical example 3 
An assessor observes that practitioner C spends most of the two hour 
session with the group sitting in a horseshoe around her, while she either 
imparts information or answers questions.  While her client feedback 
is generally positive, she has not employed active learning or group 
facilitation, and following discussion it is clear that the practitioner doesn’t 
have a strong grasp of learning theory.  The assessor suggests that the 
practitioner reviews her understanding of learning theory, and reviews her 
course plan.  She offers a period of mentoring as support, and recommends 
a repeat assessment in 12 months.  The practitioner decides whether she 
wishes to put in the work and make the requested changes, or prefers to 
draw her NCT career to a close.

It’s easy to make the mistake of thinking that assessment is something that 
happens only once every three years, and is ‘daunting and time-consuming… 
[an] administrative chore and emotionally challenging.’11  However, a 
moment’s consideration will remind us that critical self-reflection is ongoing 
self-assessment, and we know that such reflection is ‘…not a contemplative 
state; rather, ..a challenging process.’20  We could perhaps view the three year 
assessment as summative, and ongoing self-assessment – which includes 
Study Days, contacts with other practitioners, contacts with and feedback 
from clients, holistic continuing professional development, personal 
reflection, and group reflective support – as formative.

Rating scales, grids, and feedback
The rating scales may be used inconsistently by different practitioners 
and assessors, which leads to confusion and distortion21 and the pitfalls 
of focusing on a mark.3,22  During training and when moving to EP status 
criterion referenced grids are used, and so the new assessment tool being 
proposed will include a grid, with guidelines for practitioners and assessors.  It 
is also expected to make reference to the professional attributes introduced 
for students since 2012.  Additional room for self-assessment comments 
will help make the post-observation conversation practitioner-led and 
constructive, encouraging the practitioner to identify what she wants to 
address, providing some challenge where necessary, and supporting her in 
identifying the means or resources to improve her practice continuously.  

The NCT assessment process
The project currently underway to review assessment within NCT practice has 
two parts. The first involves review of the pro-forma assessment tool, with the 
aim of removing unnecessary variation between specialisms (while retaining 



necessary variation), moving from scales to grid and comment, and clarifying 
the tool for all. Assessors began their introduction to the new tool in the 
winter of 2014, and practitioners will begin using it from early 2016. 

The second part of the project will include an examination of the wider 
assessment process.  Current ideas include: exploring the use of video to 
supplement observation; and use of cross-specialism assessment in areas 
where there is a shortage of specialist assessors.

Level 6
The Assessment module is available at Level 6 study through the University 
of Worcester, either as a stand-alone module or as part of the BA (Hons) 
Birth and Beyond Educator course.23  Antenatal teacher Katherine Walker, 
who completed the module in 2014, says that she is ‘enjoying working with 
practitioners to enhance their practice and develop their NCT career. Lucy 
Joyce ’feels confident and secure in the future quality of NCT standards.’  
Practitioners interested in developing their practice are encouraged to find 
out more about the module.

Conclusion 
While this article has focussed on ongoing assessment, many of the points 
raised are relevant throughout NCT assessment – the need for clarity of 
purpose and simplicity of method, the need to promote every learning 
opportunity, and to see assessment as a continual learning process.   
Assessment is a part of our normal work as reflective practitioners, and this 
project will address some weaknesses in the current system. It will also seek 
opportunities for development, and is intended to make the process more 
effective for practitioners and assessors, and more robust for parents, their 
babies, and NCT.
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New research on the social and psychological 
pressures facing new mothers around infant 
feeding
Conceptualising breastfeeding: responsibility and shame.  Sarah 
Childs reports on the ESRC Breastfeeding Seminars

‘Perhaps sit in a corner,’ suggested UKIP leader Nigel Farrage in response to 
how a mother might go about breastfeeding her baby at the hotel Claridges. 
His contentious remark caused a media stir that emphasised the intensity 
of the emotions aroused by the act of breastfeeding in both mothers and 
the wider public, according to Queen’s University Belfast sociologist Lisa 
Smyth, who explored the sources of these emotions at the first of a six-part 
ESRC Breastfeeding Seminar Series.1 As Jo Swinson MP was reported to have 
said, the fact that the breastfeeding mother at the centre of the story felt 
compelled to drape a napkin over her baby’s head suggested that something 
illicit and shameful was going on. Yet everywhere a mother looks there are 
exhortations to breastfeed. The NHS website proclaims that breastfeeding 
is natural and good for the mother; it will give her a sense of pride and 
achievement and will help her bond with her baby. These values seem to 
equate breastfeeding with a morally superior model of mothering: if you are a 
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Spotlight on research
Sarah Childs

Sarah Childs has been a 
qualified breastfeeding 
counsellor (BFC) for 
18 months, providing 
breastfeeding services in Mid 
Wales through the medium of 
Welsh. She is closely involved 
with her local peer support 
project. She divides her time 
between teaching English, 
looking after her pre-schooler 
and getting involved with 
whatever interesting projects 
come up.

Heather Trickey

Heather Trickey is a final year 
PhD student and Research 
Associate at DECIPHer and also 
works as a Research Manager 
for NCT. Her research interests 
relate to the effectiveness 
and experience and ethics 
of interventions to improve 
public health outcomes 
in pregnancy, birth and in 
early parenthood. Her PhD 
research explores the theory 
underpinning community 
based interventions which aim 
to support breastfeeding and 
other forms of infant feeding.

Contents >>



good mother, breastfeeding will provide an opportunity to develop a bond of 
love with your baby and promote his or her healthy development. Conversely, 
an inability to breastfeed is construed as the opposite: morally problematic 
and a signal of reproductive failure. 

Any reassurance that women who do not breastfeed should not be made 
to feel guilty seems to be empty rhetoric. It is this moral emphasis on 
breastfeeding which generates such strong emotions on both sides, says 
Smyth.

As mothers and as social entities, we routinely seek positive feedback from 
one another to know we are doing a good job. The feedback tells us what the 
social norms are – and when there’s normative conflict, there’s emotional 
conflict. Smyth argues that the conflicted feelings that mothers struggle with 
stem from their inability to resolve the conflict between the norms around 
being a good mother and around being modest in public. This conflict is 
related to the dominant social norm that breasts are primarily sexual. Trying 
not to cause offence all the time requires an intense effort from mothers. This 
also requires the concealment of much of the work of early motherhood. 

When we deviate from these social norms, we typically experience the shame 
response, which, as Smyth explains, is the most social of emotions – indeed it 
is a most overwhelming and painful emotion when we experience it. We might 
say to ourselves, ‘I’m a bad person,’ ‘I’m stupid,’ or ‘I’m not good enough,’ 
and this can feel intensely unpleasant, encouraging us to conform to social 
norms. Smyth divides response to shame into two categories. When we feel 
compelled to change our behaviour to fit in with others, this can be seen as 
situational shame. For example, we might take our baby into the ladies’ toilets 
to feed so as to avoid conflicting with the social norm that one doesn’t openly 
breastfeed in public. When we feel overwhelmed by feelings of unworthiness, 
this can be seen as narcissistic shame. We may tell ourselves we are inferior 
mothers if we give up breastfeeding before we are ready.

Formula milk producers are well aware of these competing norms and devise 
advertising accordingly. Smyth illustrated this by showing a TV advert for 
follow-on milk which portrayed the mother who chose follow-on formula as 
being nurturing and morally intact.

The pervasiveness of the shame response in humans is well-illustrated by 
the huge popularity of shame researcher Brené Brown’s TED talk on shame 
(over five million views to date). Shame has enormous power to make us feel 
disconnected from our friends and family, and yet most of the time we are 
unaware of its influence on our decisions. The difficult feelings engendered 
by the inability to simultaneously meet two conflicting social norms of 
motherhood (of being physically ‘modest’ whilst simultaneously providing 
optimal nourishment for one’s baby) reflect both my own conflicting feelings 
and those of mothers that I meet as a breastfeeding counsellor. I frequently 
hear statements such as, ‘I’m afraid that I didn’t really manage to breastfeed,’ 
spoken in an apologetic and self-effacing tone; it is clear that mothers can 
experience narcissistic shame for not having breastfed, decades after the 
birth. Smyth’s presentation made me wonder how different things could be 
if more pregnant women were able to explore their conflicting values around 
feeding and motherhood, and resolve those conflicts consciously before the 
arrival of their baby. Perhaps, as practitioners, we have a role to play in being 

http://www.ted.com/talks/brene_brown_listening_to_shame?language=en


attentive to mothers’ expressed and unexpressed feelings of shame around 
their feeding decisions, and supporting them in making those decisions 
consciously.
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Nain and Mam and Me: Historical artefacts, social history and opening 
the conversation about infant feeding in Wales

Heather Trickey, Laurence Totelin and Julia Sanders report on a cross-
disciplinary research project, led by Cardiff University and funded by 
the Wellcome Trust, which aims to use historical artefacts to stimulate 
discussion about infant feeding decisions

Achieving improved breastfeeding rates is part of the public health improvement 
agenda in Wales.1 Welsh breastfeeding rates are internationally very low, and a 
majority of Welsh mothers stop breastfeeding before they intend to do so.2  As 
elsewhere in the UK, lower income parents are less likely to breastfeed their 
children. In many less well off Welsh communities breastfeeding beyond the 
early days is unusual, and more than a decade of public health policy to promote 
breastfeeding has had little impact on decisions.

Infant feeding decisions are influenced from many directions - from what 
happens during and after the birth, to broader societal factors such as the 
influence of formula milk advertising, employment conditions and norms 
about feeding in public places.3 The beliefs, attitudes and experiences of 
mothers’ immediate social networks are particularly influential;4 where 
generations live in the same community, grandparents have a key role in 
providing practical help and support to new mothers, and grandparents’ own 
feeding experience will affect the support and advice they feel comfortable 
to give. The health service cannot work in isolation from these influences. 
Simple public health messages about feeding and weaning may come into 
conflict with family social norms, and cause grandparents themselves to feel 
criticised for their own decisions. This may have the effect of closing down 
conversations within families about how norms have changed, or might be 
different in the future. 

There is a growing interest in the use of historical artefacts as an entry into 
conversation about sensitive public health topics. Historical artefacts used 
to discuss how sexual practices and conventions have changed can prompt 
young people to discuss their own views, ideas and concerns.5 This cross-
disciplinary project uses glass feeding bottles, tins of formula milk, breast-
pumps, shawls, old advertisements and advice manuals, as well as images of 
Welsh mothers feeding during different historical periods,  to provide a non-
directive opening for reflection and conversation about the ways that babies 
have been fed at different times.
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In August 2015 we held a four-day pilot event at the Welsh National 
Eisteddfod. We had well over 100 visitors to the stand. Formal feedback 
indicates that participants responded positively to the exhibition, whether 
their own children were breastfed or bottle-fed. Participants provided new 
information about artefacts and pointed to gaps in our collection. Some 
congratulated us on raising breastfeeding awareness; others told us it was 
refreshing to see all infant feeding practices covered in the same exhibition. 
Everyone was fascinated by the infamous ‘murder bottles’, a Victorian 
feeding bottle with a tube that was almost impossible to clean, making it 
an ideal breeding ground for bacteria.  We are in the process of analysing 
observational and narrative interview data and it is premature to draw 
conclusions. However, given the context for the event, we were struck by the 
words of a grandfather who compared loss of the art of breastfeeding to the 
loss of the Welsh language - wiped out in one generation. 

Over the next 18 months, we will be holding events in Welsh communities 
with low breastfeeding rates. We seek particularly to understand how 
grandparents reflect on, accommodate and make sense of changes in 
feeding behaviours up and down the generations.  Findings will inform the 
development of family and community-based public health interventions, 
and to enhance our understanding of the potential for historical artefacts to 
contribute to public health intervention. 

For further information about the project, please contact Heather Trickey at 
DECIPHer, Cardiff University - on TrickeyHJ@Cardiff.ac.uk
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Evidence 
made easy

Reflux 
Breastfeeding counsellor Jessica Figueras examines 
the evidence-base for diagnosing and managing 
reflux in infants

What is infant reflux?
Reflux, or gastro-oesophageal reflux (GOR), is not a medical condition in 
itself but a normal and harmless process for many babies and also known as 
posseting. It is what happens when the muscle at the top of the stomach (the 
oesophageal sphincter) relaxes, allowing the stomach contents to come back 
up again. Babies have an immature digestive system and many experience 
reflux, especially when their stomach is put under pressure by a large milk feed. 

Reflux usually begins before eight weeks. At least four in 10 babies will show 
signs of reflux, and one in 20 will regurgitate feeds six or more times a day; 
but the vast majority of these babies are healthy and will not need further 
investigation or treatment. When a baby experiences reflux without actually 
regurgitating the feed, this is called ‘silent’ or ‘occult’ reflux.1  

When reflux is associated with other problematic symptoms, described below, 
it is called gastro-oesophageal reflux disease (GORD). GORD is more common 
in babies who are preterm or have neurodisabilities, such as cerebral palsy.
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How is it diagnosed?
Normal, physiologic reflux can be self-diagnosed by parents since it is just a 
medical label for normal regurgitation or posseting. Silent, or occult, reflux, 
when part of the feed comes up the oesophagus but not out of the mouth, is 
also normal; it might be suspected if the baby is showing signs of discomfort 
after feeds but not regurgitating. 

It is only when reflux becomes GORD that it needs to be treated; but diagnosis 
of GORD has become quite controversial in recent years.2 There is some 
difficulty in distinguishing symptoms of GORD from normal baby behaviour, in 
particular the crying and sleeping problems experienced by many new parents.3 
A ‘false positive’ diagnosis could have unwanted consequences, such as 
unnecessary interventions (which may be distressing or risky in themselves), or 
failure to detect another underlying condition.4 

The 2015 NICE guidelines on infant reflux respond to these concerns by setting 
stricter criteria for the diagnosis of GORD, while acknowledging that diagnosis 
is far from an exact science. Most diagnoses will be made on the basis of expert 
clinical assessment by a paediatrician. According to NICE, GORD might be a 
possibility if a baby’s frequent regurgitation seems to be causing symptoms 
such as distressed behaviour, oesophagitis (an irritated gullet, perhaps 
indicated by coughing), recurrent chest and/or ear infections, or faltering 
growth. In isolation, frequent regurgitation, excessive crying, back-arching, 
sleep or feeding problems do not indicate GORD (and indeed a baby with all of 
these may still be completely healthy).  

NICE recommends against the routine use of invasive diagnostic techniques 
such as endoscopy and pH monitoring, although these might play a role in 
the most complex of cases.  Doctors should look out for ‘red flags’ which 
might suggest other potentially serious conditions, including frequent 
projectile vomiting, or blood- or bile-stained vomit, as well as common 
symptoms of serious illness such as fever and lethargy. 

Does reflux have any long-term consequences?
There is little evidence of short- or long-term consequences for the vast 
majority of babies affected by reflux; nine in ten will grow out of it by 12 
months.1

For the most seriously affected babies, the complications of GORD 
may include faltering growth, oesophagitis (irritated gullet), ear and or/
chest infections and possibly dental erosion in toddlers.  However, most 
of these babies will be suffering from other serious conditions, such as 
neurodisabilities, which makes it difficult to assess the consequences of 
GORD in isolation. There is an association between GORD and asthma, but 
NICE found no evidence that one causes the other. 

A diagnosis in itself may have consequences for the relationships between 
parents and their babies. There is evidence suggesting that a medical 
diagnosis, even when the condition itself is completely harmless, can 
cause parents to perceive their child as more vulnerable and to treat them 
differently, with negative consequences for relationships as much as three 
years later.4 This is another reason why it is important to avoid over-diagnosis 
of GORD.



What are parents’ most common problems and 
concerns? 
The commonest problem is regurgitation. Depending on frequency, this may 
be extremely inconvenient; parents face additional washing and cleaning, 
as well as social factors such as unwillingness to go out in public, or to ask 
friends or relatives for help. 

The other common problems experienced by parents are excessive crying, 
poor sleep and feeding problems, such as a baby refusing feeds or showing 
distressed behaviour (crying, pulling away) during feeds. It is important to 
note that these problems in themselves do not necessarily indicate reflux. 
Nevertheless, parents do often attribute them to reflux, and so disentangling 
the different factors may be complex. One small study found that babies 
suffering from GORD had fewer positive feeding interactions with their 
mothers.5 Coping with a constantly distressed baby can be emotionally 
exhausting for parents.6 Mothers may describe every feed being a ‘battle’ or 
‘struggle’; considering how often young babies need to feed, this can add a 
significant burden on top of the stress already experienced by new parents. 

Breastfeeding mothers may face special challenges, being likely to receive 
advice on reflux that is formula milk-oriented from other parents7 or 
healthcare professionals.8 Some mothers may decide to end breastfeeding 
earlier than they had wanted to, either in order to give their baby a specialist 
formula, or because they believe that something in their diet is causing their 
baby’s symptoms (often due to misinformation). However, breastmilk is more 
rapidly digested, which is likely to be beneficial.15

The relationship between parents and healthcare professionals may come 
under strain. Perhaps due to the uncertainties and controversy around 
diagnosis, parents may receive conflicting information from different 
healthcare professionals.9 Well-meaning professionals may seek to reassure, 
perhaps describing the baby as a ‘happy spitter’ or the problem as a “laundry 
issue”, but some parents experience this as dismissive or even neglectful.10 
They may even feel a sense of relief when a diagnosis of reflux or GORD 
is given, and stories of repeated attempts to get a diagnosis seem to be 
common on social media.

How can it be managed?
Some researchers have noted that debates between parents about reflux tend 
to be highly medicalised, focusing on specialist formula milk7 or medication.11 
This can mean that simpler, more effective solutions are missed.3 

NICE recommends non-medical options are tried first before proceeding 
to higher levels of intervention, also stressing the primary importance of 
reassurance and information-giving. This is because research suggests that 
parents are more likely to seek medication for their baby’s reflux when they 
have received a diagnosis couched in medical language, even when the baby 
is unlikely to benefit from medication.12 

Parents may find it helpful to avoid pressure on stomach including tight-
fitting nappies, and to hold their baby upright, perhaps in a sling, for 30 
minutes after a feed, although as this is often not practical at night. Parents 
used to be advised to raise the head of their baby’s cot, but evidence reviews 



indicate this is not helpful.11 Until recently ‘positional management’ – laying 
the baby down on his front or side to sleep - was recommended for reflux, but 
NICE advises against this as it increases the risk of SIDS. 

Both breast and bottle-fed babies may benefit from smaller, more 
frequent feeds. NICE recommends that breastfeeding mothers receive 
a full assessment from someone with specific breastfeeding expertise. A 
breastfeeding counsellor might suggest a cause such as oversupply or fast 
flow, which can cause a baby to take in too much milk too quickly and/
or to swallow air. This can lead to signs of distress ranging from gagging, 
coughing or pulling away from the breast to outright breast refusal, as well as 
regurgitation after feeds. A breastfeeding counsellor can suggest simple ways 
to deal with these problems, such as hand-expressing before a feed, frequent 
winding, or block feeding.13 Breastfed infants seem to regurgitate less 
frequently than those receiving formula, and their GOR may resolve sooner.14 

There is a widely-held belief that reflux symptoms can be caused by cow’s 
milk protein intolerance, which might be tackled by eliminating cow’s 
milk protein from a breastfeeding mother’s diet or prescribing the baby an 
extensively hydrolysed formula, but NICE found the evidence in this area to 
be inconclusive. 

Formula-fed infants may be given a thickened formula which is designed to 
sit more heavily on the stomach. NICE found some evidence that thickened 
formula can lessen regurgitation, although noting that some babies showed 
an aversion to it and that it was not always convenient to feed. 

How can practitioners support parents? 
Although most babies with reflux are not ill, reflux can be incredibly 
distressing for parents. Our challenge as practitioners is to empathise and 
support, whilst being aware that inappropriate medicalisation could itself 
cause harm. 

• Do: set expectations about normal baby behaviour antenatally
• Do: signpost to the GP to rule out potentially serious conditions
• Do: signpost to a breastfeeding counsellor for help with feeding problems, 

including bottle-feeding
• Do: show empathy, listen actively and reflect back feelings
• Do: give information on practical solutions, such as baby-calming, coping 

at night and in social situations
• Do: let parents know how common reflux is (four in ten babies), and that 

nine in ten will grow out of it by their first birthday
•   Do: be aware that a small number of babies are genuinely affected by 

GORD, perhaps in combination with other medical conditions, and may 
need specialist care

• Don’t: use words or phrases that might sound dismissive, such as ‘laundry 
issue’ or ‘happy spitter’



What medical treatments might be prescribed? 
Many researchers are concerned at over-prescription of certain medications 
for babies with unproblematic reflux. There is some evidence questioning 
the safety of drugs which reduce stomach acidity (proton pump inhibitors 
and H2-receptor antagonists, such as Omeprazole and Ranitidine), and 
suggestions that these medications could even make reflux worse.2 NICE now 
encourages doctors to use these medications much more sparingly. Another 
class of drugs works by speeding emptying of the stomach (prokinetics such 
as metoclopramide, domperidone or erythromycin); NICE counsels doctors 
to avoid these medications where at all possible as they may cause adverse 
effects in babies. 

NICE recommends Infant Gaviscon, which increases the thickness of stomach 
contents, as the first option as there is some evidence that it is effective, and 
is considered to be a safe drug. It comes as a powder which can be added to 
a bottle feed, or dissolved in cool boiled water and fed to a baby in a spoon or 
syringe. 

A small number of the most severely affected babies, suffering from serious 
complications of GORD, might be treated with enteral feeds or even surgery 
in a few rare cases. 
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Dealing with post-traumatic 
stress disorder following 
childbirth
The emotional and psychological trauma that some 
women may feel after childbirth can seriously 
affect their ability to bond with and care for their 
baby. Psychologists Kirstie McKenzie-McHarg and 
Aimee Poote outline the impact of post-traumatic 
stress disorder following childbirth and how this 
can be approached by health professionals and 
practitioners.
‘I just can’t stop thinking about the birth. Every time I look at my baby, I jump 
in my head to the doctor’s face, telling me that my baby might die. And I’m 
just so furious about it, all the time. Why did that happen to me? Why can’t 
anyone understand that I can’t be a good mother when all I think about is 
how I nearly lost him? I know I didn’t, but it doesn’t feel that way, it feels like 
somehow I lost him anyway.’
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What is PTSD in relation to the perinatal period?
Post-traumatic stress disorder (PTSD) is a mental health issue following direct 
or indirect exposure to, or witnessing of, actual or threatened death, serious 
injury or sexual violence1 characterised by intrusive memories, avoidance of 
triggers, negative or anxious mood and alterations in physiological arousal. 

PTSD following childbirth (PTSD FC) is qualitatively different from PTSD after 
other types of trauma in that birth is predictable, typically voluntary and 
culturally positive.2 It may follow an objective (e.g. postpartum haemorrhage) 
or subjective (e.g. feelings of abandonment) trauma.3 Only 1% of births in the 
UK result in infant death or ‘life threatening near-miss episodes’2 indicating 
that subjective understanding of the event is crucial.4 Prevalence in partners 
is estimated at between 0 and 5%5,6 and health professionals are at risk of 
developing Secondary Traumatic Stress.7 

Causes and statistics
The prevalence of PTSD FC is estimated at 3.1%, rising to 15.7% in high-risk 
groups8 equating to 7,000–21,000 postnatal women in the UK annually. 
One third of women present with sub-clinical trauma9 and it is helpful to 
conceptualise trauma responses on a continuum.2 

‘My clinician told me that I used to have PTSD, but now I only have some 
trauma symptoms left. I found this really helpful because I like thinking that I 
got partly better on my own.’

Two literature reviews have found a range of risk factors for PTSD FC.4,10 

These have been categorised into four themes: perceived lack of care, poor 
communication, perceived unsafe care and perceived focus on outcome over 
experience of the mother.4 

How can practitioners recognise PTSD?
Women with PTSD may present with anger, low mood, self-blame, suicidal 
ideation, isolation and dissociation.11 PTSD FC is highly comorbid with 
postnatal depression (PND);12 intrusive and distressing flashbacks, thoughts 
or nightmares are unique to PTSD FC. While a small number have bonding 
difficulties13 including overly intrusive parenting styles or disengagement,14 
the long-term impact of this is unclear.15 Women may delay or avoid future 
pregnancies, request caesarean sections to avoid vaginal delivery16 and may 
avoid intimate physical relationships.17 While research is lacking, there are 
clinical indications too that some women find breastfeeding is impacted upon 
by their traumatic experiences, either rejecting breastfeeding altogether, or 
striving to succeed at breastfeeding in order to compensate for the birth at 
which they feel they ‘failed’.

What are the needs of women going through PTSD?
Women experiencing PTSD FC need early identification and appropriate 
onward referral. Where comorbid with PTSD FC, clinical experience shows that 
PND is nearly always secondary15 and thus treating PND alone will not resolve 
the PTSD symptoms. Women need sympathetic understanding from health 
professionals, as symptoms such as flashbacks can impact significantly on 
functioning. Recognising that women can develop PTSD due to subjective 
birth experiences (e.g. feeling unsupported in labour) is critical. These PTSD 



symptoms and experiences are as valid, and as disabling, as those developed 
following more objective causes such as significant haemorrhage.

‘After the birth I told my midwife that I couldn’t stop thinking about the 
delivery and she just laughed and said “oh that’s normal.” It didn’t feel 
normal, it was like a film going over and over in my head. And then I told my 
health visitor and she asked me about the birth. She said to me “but you had 
a really normal delivery, what are you worrying about?” I think she was trying 
to be kind and understand, but I felt useless and dismissed. I wanted her to 
understand that it didn’t feel normal to me, it felt scary and I felt alone. I know 
nothing really dramatic happened, but that doesn’t make any difference to 
the way I feel.’

How might these needs be met by services?
Antenatally, women should be provided with realistic depictions of labour and 
birth. This means being honest about the different ways deliveries can evolve, 
including induction, caesarean sections (both planned and in labour) and 
instrumental deliveries. It is important that accurate figures in terms of the 
likelihood of these occurring are presented, and that couples are supported 
to understand their choices. Professionals should aim to be clear and 
transparent about delivery, while balancing the needs of women who may be 
anxious about delivery already. If women are being given open and honest 
information, they are more likely to be positively prepared for the realities of 
birth, even if their reality turns out to be not as they had hoped. 

Trusting relationships in labour are crucial3 as poor relationships can result 
in a lack of trust in all health professionals. Women and their partners should 
be supported in informed and shared decision-making processes.18 Where 
birth is not proceeding as planned, professionals can support couples to 
understand what is happening, and why. Time can be made for this even in 
the midst of an emergency situation, simply by slowing down speech slightly 
and ensuring the woman and her partner are listening to what is being said.

Postnatally, counselling and/or debriefing should not be offered but a 
‘postnatal discussion’ where women have the chance to ask questions19 or 
birth listening services which allow women to share their experiences can be 
valuable20 as is the opportunity to repeatedly describe traumatic events21 in a 
supportive environment without intervention. 

Health professionals are well placed to identify women with PTSD FC,4 
facilitate social support22 and identify vulnerabilities which may be predictive 
of PTSD FC (previous trauma23 and tokophobia (fear of childbirth)) providing 
early referral on to and liaison with perinatal mental health services. Training 
should be accessed if professionals lack confidence regarding onward 
pathways24 as lack of training has been identified as a cause of anxiety for 
professionals.25 Referral on to specialist services should be provided as 
appropriate in addition to information about local services for information 
and support. 

Professionals also have a strong responsibility to ensure that they are aware 
of local services and are informed on relevant policies within associated 
services.



Signposting to specialist services – where to go 
for help and support
Specialist services can provide intensive and high level therapeutic input for 
PTSD26 and liaise with obstetric/midwifery teams to develop birth plans.21 
The use of birth flow charts may also help reduce PTSD.27 Referrals can be 
made through perinatal mental health services; where these are unavailable, 
referrals should be made using local systems to generic mental health 
services. For women who have bonding difficulties, referral to infant mental 
health, or Child and Adolescent Mental Health Services (CAMHS) may be 
appropriate. In addition, third sector services such as the Birth Trauma 
Association or the Association for Postnatal Illness (APNI) may be able to 
provide support. 
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Reflection points on dealing with birth trauma
Birth trauma is a multi-faceted and emotional topic to consider relevant to NCT 
practitioners’ work. NCT practitioner Amy  Delicate shares here a discussion model 
developed for the NCT Birth Trauma Study Day, as reflection points for practitioners. 

Antenatal phase 
Antenatal practitioners are well placed to use their knowledge, facilitation and support skills to enable 
parents to have a positive birth experience.  What you can do

Manage Medics - 
does your facilitation 
enable parents to 
choose and manage 
their healthcare team 
and setting?
Through facilitation of 
topics such as place of 
birth, use of birth plans 
and the responsibilities 
of healthcare 
professionals, 
practitioners can aid 
parents in having a more 
positive birth journey

Other support - are 
you informing parents 
of further sources 
of support for their 
birthing journey?
Further support for 
parents includes reliable 
sources of evidence-
based information 
as well as education 
about the role of birth 
partners and the use of 
other coping strategies 
that may enhance their 
experience. 

Realistic – is your 
teaching realistic and 
true to the experience 
of parents? 
Facilitating discussions 
of common labour and 
birth interventions 
can enable parents 
to prepare more 
realistically for birth 
and be aware of their 
choices. 

Empowerment – 
is your teaching 
empowering parents 
to take control of their 
experience and make 
informed decisions? 
Parents may feel more 
empowered after 
hearing a variety of 
positive birth stories, 
when their confidence 
and knowledge about 
birth and parenting 
increases, and when 
learning about informed 
decision-making tools

Postnatal phase
Postnatally, practitioners can support families affected by a difficult birth, using their expertise and 
knowledge to signpost and give support for recovery. Practitioners can help educate and empower 
parents who choose to have another baby.  What you can do.

Listen – are you 
giving parents enough 
time for their birth 
experience to be 
heard?
Practitioners are often 
well placed to really 
listen to a parent’s 
account of their birth 
experience in an 
affirming environment, 
which can be the 
starting point for 
recovery. 

Empathise – are 
you able to be 
compassionate and 
understanding?
Following a 
traumatic event, by 
acknowledging that 
the parents’ response 
is normal, that other 
parents have felt this 
way and that there is 
support for recovery, 
practitioners can assist 
with feelings of isolation 
and give hope for 
recovery. 

Strengthen – can you 
highlight positivity for 
the parent? 
Often what is lacking 
for parents with 
interactions with 
healthcare professionals 
is affirmation that 
they are doing a good 
job. Practitioners can 
often shine a light on 
a positive aspect of 
their parenting journey, 
despite their birth 
experience, to help give 
strength.

Signpost – do you 
know what help and 
support is available 
locally and nationally?
Parents may find 
support through books, 
the internet and by 
joining support groups. 
Useful sources may 
focus specifically on 
birth trauma or on 
wider topics relevant 
to parenting, or 
relationship or other life 
problems. 

When supporting 
parents over a traumatic 
birth, practitioners 
need to ensure that 
they have adequate 
support for their own 
emotions and learning, 
for example from 
colleagues, supervisors 
and crisis support. The 
NCT Study Day team 
also run a day dedicated 
to the impact of birth 
trauma on parents and 
how practitioners can 
respond.
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Amy Delicate is a NCT antenatal teacher and as excellent practitioner facilitates a birth trauma study 
day for fellow practitioners. Voluntarily, Amy co-ordinates a monthly birth experiences support group for 
parents in the NCT Lichfield and Tamworth Branch. Amy is also undertaking postgraduate research on 
the impact of traumatic birth on the couple relationship and the support required.
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Milk supply and breastfeeding 
decisions: the effects of new 
mothers’ experiences
Amy Brown explores the psychosocial and cultural 
issues around breastfeeding and their impact on 
the physiology of breastfeeding
In the UK significant numbers of mothers stop breastfeeding in the early 
weeks, typically before they are ready, commonly citing poor milk supply. This 
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• the layers of psychological, social, and cultural factors that affect milk 
supply and hence infant feeding decisions; and

• messages for breastfeeding support.

Breastfeeding in the UK
Increasing breastfeeding rates is a strategic priority for health, economic and 
environmental reasons.1 However, although breastfeeding initiation in the 
UK is rising slowly, continuation rates are still low, with only half of infants 
breastfed at all by six weeks and only 15% of babies exclusively breastfed by 
three months.2 The majority of mothers who stop within the first six weeks 
intended to breastfeed for longer, with many distressed by their decision to 
stop.3 

Although reasons for breastfeeding cessation are complex, a common reason 
given for deciding to stop breastfeeding is a perception of insufficient milk 
supply.4 Understanding this disparity is critical in supporting new mothers to 
reach their breastfeeding goals. 

Is breast milk insufficiency common?
Biological contraindications to breastfeeding can lead to low or absent breast 
milk supply. These include hypoplastic breasts (where the mammary tissue 
does not develop), medical disorders such as thyroid dysfunction and in some 
cases breast augmentation or reduction. Some medications and medical 
procedures are also contraindicated with breastfeeding, but there is usually 
an alternative that can be used. Other medications can reduce supply.5 Other 
maternal or infant health issues can make it more difficult to breastfeed but 
should not have a direct impact upon milk supply itself.

However, together these medical contraindications, alongside infant 
and maternal factors that truly prevent breastfeeding, affect a negligible 
proportion of new mothers.6 The vast majority of women when given the right 
environment and support to breastfeed should produce sufficient breastmilk. 
However, comparatively in the UK and many other Western countries, a 
significantly higher proportion of mothers stop breastfeeding stating that 
they can’t breastfeed, often due to a perception of poor milk supply.4 An 
examination of the literature illustrates that this disparity can predominantly 
be explained by psychological, social and cultural factors that interfere 
with a mother’s physiological ability to produce enough milk. even though 
physiologically she should be able to. Understanding these barriers is key to 
breaking them down. 

How breastfeeding works
For most women without a contraindication for breastfeeding, if the baby 
is latched on effectively and breastfed responsively following infant cues, 
then sufficient breast milk should be produced. Feeds will not typically be 
at set intervals or for set periods of time and most breastfeeding mothers 
notice that their baby’s feeding pattern varies over the course of the day or 
week.7 Attempting to alter this natural feeding pattern by lengthening the 
time between feeds, or feeding at a time set by the mother, not the infant, 
will signal to the mother’s body that less milk is needed, and she will produce 
less.8 Indeed mothers who attempt to breastfeed to a routine, or stretch out 



feeds, are more likely to stop breastfeeding,9 often due to perceived breast 
milk insufficiency.10 

It is also important not to replace these breastfeeds with formula milk during 
the early weeks when milk supply is being established. If breast milk is not 
taken often, supply will decrease.  Mothers who supplement with formula, 
particularly in the early days, are less likely to continue breastfeeding.11 

This is often the point where breastfeeding is damaged, as many babies 
in Western cultures are not breastfed truly on-demand. Rather than infant 
hunger cues, a multitude of environmental factors determine when, where 
and how often a baby is breastfed, and whether they receive additional 
formula milk. Psychological, social and cultural factors combine leading to 
feeds being stretched out or delayed, or formula given instead, often with 
little knowledge that this can affect milk supply. Thus although the majority 
of women should physiologically be able to breastfeed, their experiences 
may lead them to breastfeed their baby in a way that means ultimately they 
cannot breastfeed. Understanding what these experiences are and how they 
affect breastfeeding is key to promoting the knowledge, confidence – and 
indeed resilience - that new mothers need to successfully breastfeed. 

Understanding the wider influences on 
breastfeeding
Our behaviour is affected by many factors. Models of human behaviour 
such as the ‘theory of planned behaviour’ demonstrate how, despite our 
intentions, our own beliefs about ourselves, and the beliefs and behaviours 
of others, can affect how we behave.12  The culture in which we live also 
affects our behaviour. The ‘ecological systems model’ illustrates how layers 
of psychological, social and cultural factors inform normal behaviour and our 
ability to act.13 

These factors can explain why, although many women intend to breastfeed, 
continuation rates are low. Some of these factors may be direct e.g. a partner 
telling a mother they do not want her to breastfeed. Others may indirectly 
erode a woman’s ability to breastfeed by damaging on-demand breastfeeding 
and, in turn, milk supply. The mother may either lengthen the time between 
breastfeeds or give additional formula milk, both of which will affectmilk 
supply. 

Psychological factors
How a mother feels psychologically can impact upon her milk supply. 
Physiologically, high levels of stress hormones can inhibit oxytocin, which 
plays a critical role in milk production. Neurotransmitters such as serotonin 
and dopamine, which are often reduced during depression, are also linked to 
oxytocin production.14 However, links between a mother’s psychology and 
milk supply typically follow non-physiological pathways. How a mother feels 
about herself in ways such as knowledge, confidence and body image can 
affect whether she feeds responsively and, in turn, milk supply. 

1. Knowledge of how breastfeeding works
Knowledge of how breastfeeding works and the need for on-demand, 
frequent breastfeeding is low in the UK, in part due to the common use 



of formula.15 The majority of mothers in the UK use formula milk at some 
point, with over half giving some formula by the end of the first week.2 
Understanding what it is like to breastfeed and how this differs from formula 
feeding can therefore be very poor. 

Without understanding normal breastfeeding patterns, mothers may 
compare their infant to a formula fed baby and believe either that they are 
overfeeding their baby or that they do not have enough milk.16 Formula 
feeding usually involves feeds of a certain size being given at set time points, 
often three or four hours apart as formula milk takes longer to digest.17 
Formula fed babies feed faster with fewer pauses.18 If the only experience 
a mother and those around her have is of formula feeding then she may 
believe her baby is feeding too often, potentially because she has insufficient 
milk. She may stretch out feeds, resulting in an unsettled baby, or believe that 
she should give formula in addition.11  

Breastfeeding mothers may also compare the growth patterns of formula and 
breastfed infants and conclude that their infant is not getting enough milk. 
Although patterns of growth are similar in the first few months, at around 
four months, formula fed babies on average start to gain weight at a fast rate 
than breastfed infants.19 However, this difference in weight is often perceived 
as the breastfed infant being underweight rather than the formula fed infant 
being overweight. This difference, combined with considerable pressure 
during the first year to have a baby who gains weight quickly, can also lead 
mothers to believe that their infant is not getting sufficient milk and give 
additional formula.20 

2. Confidence and anxiety
Confidence directly predicts both starting and continuing breastfeeding.11 
Low confidence and/or high anxiety increase the risk that a mother perceives 
the normal patterns of breastfeeding as ‘wrong’, increasing her concerns 
about milk supply. She may offer a bottle ‘just in case’, which the infant 
accepts, strengthening a mother’s belief that they were hungry. The easily 
visible and measured nature of formula use may also offer her comfort. 

Moreover, low confidence and/or high anxiety may make a mother’s 
breastfeeding experience more challenging. She may feel more awkward 
breastfeeding in front of others, and more influenced by criticisms or offers 
to give a bottle.21 She may respond by stretching the time between feeds or 
giving formula  in order to avoid feeding in front of others or facing criticism.11 

3. Depression and anxiety
The relationship between mental health and breastfeeding is complex. 
Some studies show that exclusive breastfeeding is protective of wellbeing22 
and mothers who plan to breastfeed but do not are at greater risk of PND.23 
However, other studies suggest that breastfeeding, particularly if challenging 
for some mothers, can increase the risk of postnatal depression (PND).24 

Alternatively, mothers with PND may find breastfeeding (or parenting in 
general) more challenging and decide to stop. For example, PND has been 
associated with lower confidence and greater anxiety which may make 
the baby-led nature of breastfeeding more difficult. Not responding to or 
recognising infant cues may decrease milk supply. Exhaustion or needing 
someone else to care for the baby may also increase formula use. 25 



4. Weight and body image
Mothers who are overweight or obese are less likely to breastfeed.26 Obesity 
can reduce milk supply27 but often the association between weight and 
breastfeeding is psychological. Obese mothers are more likely to feel self-
conscious breastfeeding and may delay breastfeeds or use a bottle in front of 
others.  This can also apply to women who are not overweight but have poor 
body image.28 

Maternal eating style also affects breastfeeding. Mothers who are more 
restrained in their diet are less likely to breastfeed because they believe that 
this will help them to lose weight.29 They may also prefer to feed a baby to a 
timed routine because they are  concerned about overfeeding.30 

Social factors
The attitudes, beliefs and behaviours of other people can strongly influence 
a mother’s ability to breastfeed. Psychologically, mothers who are supported 
are more likely to feel confident about both breastfeeding and wider factors 
such as body image. Importantly, being surrounded by those who are 
supportive and knowledgeable about normal patterns of breastfeeding will 
increase her chances of breastfeeding on-demand. 

Partner
A supportive partner is a significant predictor of breastfeeding.31 However, 
not all men have a positive attitude, sometimes because they see it as 
impeding their relationship with the baby or their partner, interpreting 
breastfeeding as either time wasting or sexual.  The mother may compromise 
by allowing the father to give a bottle or for the baby to have an overnight 
visit to a grandparent. She may delay feeds or use formula milk in public. 
Conversely men may be supportive of breastfeeding but see their partner 
tired, distressed or in pain and want to help by giving a bottle.32 

Family and peers
One of the biggest predictors of whether a mother decides to breastfeed is 
whether she was breastfed herself. She is more likely to experience positive 
attitudes towards breastfeeding; those around her will understand how 
breastfeeding works and are more likely to be skilled in supporting her in a 
way that protects breastfeeding.33 

Of course families can be supportive even without the experience of 
breastfeeding, but may not be equipped to support a new mother facing 
difficulties. If formula feeding is normal to them, they may perceive 
breastfeeding patterns as abnormal. They may want to ‘solve’ pain or 
exhaustion with a bottle, and offer to give a feed or have the infant overnight.34

Conversely, families can also discourage breastfeeding through criticism. 
They may perceive the mother’s decision to breastfeed as judgmental which 
can lead to sabotage: a bottle being offered, pressure not to breastfeed in 
public or a suggestion that she does not have enough milk.35

Health professionals
Positive support from professionals who are informed and encouraging about 
breastfeeding plays a significant role in promoting breastfeeding.36 However, 
many women report that they cannot get sufficient or accurate information.16 



This can be a resource issue; midwives and health visitors pressurized to 
provide care for many women may have no time to sit with a woman needing 
support. Ensuring that the infant is fed becomes the priority, and mothers 
are advised to use formula rather than take time to solve breastfeeding 
difficulties. Poor support with latching the infant on may lead to pain and 
poor milk consumption, increasing concerns about milk supply.37 Weight 
concerns may lead to formula top-ups being suggested.38 

Broader cultural factors 
The wider cultural views of the country and area that women live in 
also influence breastfeeding. These can include public opinion about 
breastfeeding as well as attitudes towards the position of mothers in society. 
Industry and politics can also play a role. 

Societal beliefs towards breastfeeding in public
Around a third of the UK public believes that mothers should not breastfeed 
in public.39 Many mothers become affected by, or are anxious about, hearing 
negative comments when breastfeeding in public.40 Consequently, less than 
two thirds of breastfeeding mothers do so in public.2 A woman who feels self-
conscious breastfeeding in public may be more likely to cut a feed short or 
accept a poor latch, use a bottle or delay feeds. 

Views on infant care and mothering
Views on infant behaviour in Western culture often promote the idea that 
infants should sleep through the night and be settled during the day.  
Formula milk is often believed to promote sleep for both baby and mother, 
despite evidence to the contrary,41 2 Indeed, a number of popular baby care 
books encourage mothers to establish their infant in a sleeping and feeding 
routine that promotes independence from the infant and are at odds with 
baby-led breastfeeding. However, strict infant sleep and feeding routines 
are associated with stopping breastfeeding,43 probably because ignoring or 
missing feeding cues damages milk supply. 

Considerable pressure is also placed on new mothers to regain their pre-baby 
lifestyle through socializing, returning to work or losing their baby weight. 
Breastfeeding and its irregular patterns may be seen as an obstacle and 
mothers may attempt to delay feeds or give formula in order to settle the 
infant or be away for longer.11 

Childbirth
Promoting and supporting normal birth is a priority for many reasons related 
to the health and wellbeing of both mother and baby44 as well as to protect 
breastfeeding. Interventions during childbirth are associated with shorter 
breastfeeding duration for both physiological and behavioural reasons.45 

Infants who have had a forceps or ventouse-assisted delivery may be in pain, 
and medications used during emergency caesareans can cause infants to 
be sedated at birth and reluctant to latch.46 Epidural analgesia is associated 
with perceived poor milk supply, whilst opioids are associated with infant 
breathing difficulties, increased sedation and poorer suckling behaviour. 
Oxytocin, given to induce or augment labour, is also associated with poorer 
infant sucking.47 Similarly, giving oxytocin during the third stage can reduce 



subsequent natural prolactin and oxytocin, and is associated with a greater 
risk of breastfeeding difficulties.48 Residual pain and mobility post birth can be 
distressing or cause difficulty in lifting the infant.49 

Complications during the birth may also cause mother and baby to be 
separated post birth and prevent skin-to-skin contact, delaying milk 
production.50 Psychological consequences should not be underestimated: 
the mother who has lost confidence in her ability to birth may feel she is 
unable to breastfeed.51 Coupled with a delay in milk production, she may 
doubt she has enough breast milk. Well-meaning family members may offer 
to ‘just give one bottle so you can have some sleep’, or professionals may 
insist a baby receives formula, further complicating issues.52 

Industry 
Although it is illegal to promote formula milk intended for babies under six 
months old,53 the formula industry uses a number of techniques to appeal 
to mothers. A common technique is the concept of follow-on formula: milk 
for older infants that is advertised using the same brand name, colours and 
designs, knowing that subtle messages are promoted or parents misconceive 
the advert. Adverts promote the perceived health, practical or emotional 
benefits of follow-on milk. Other techniques include helplines for pregnant 
and new mothers, sponsoring healthcare events and offering training and 
branded free gifts to healthcare professionals.54 These techniques can lead to 
deliberately blurred messages that formula milk for younger infants will solve 
breastfeeding problems or is superior or equal to breastfeeding.55

Politics
Politics can affect infant feeding decisions, directly through the support 
and promotion of breastfeeding by governments, or more subtly through 
wider policy decisions surrounding benefits, work and family life. The UK 
government’s public health policy encourages mothers to follow World 
Health Organisation guidelines. However, there are inadequate resources for 
breastfeeding support: health professionals are pressed for time and peer 
support programmes are underfunded. More subtly, cancellation of initiatives 
that underpin and validate the need for breastfeeding support, such as the 
National Infant Feeding Survey (and Breastfeeding Awareness week in Wales), 
undermines the value placed on breastfeeding. 

Wider government decisions around benefits, work and families also affect 
breastfeeding, including, in recent years, reductions in benefits to new 
families which have encouraged more mothers back to work. Although 
maternity pay, benefits and law offers greater protection for mothers in the 
UK than in the US, financial pressures can mean an early return to work. 
Shorter maternity leave is associated with reduced breastfeeding duration,56 
particularly in jobs that do not provide mothers with the opportunity to 
breastfeed or to express milk without embarassment.57 Typically, this affects 
women in lower paid roles; finding a break and privacy is more difficult for 
an hourly-paid sales assistant job than for a mother with flexible hours and a 
private office space. Other mothers may not even initiate breastfeeding out 
of concern that their baby may refuse to take a bottle at a later date.58 

Mothers may be disproportionately affected by benefits cuts. A strong 
relationship exists between poverty and formula use:59  the pressure of 



poverty itself can reduce breastfeeding and responsive feeding and may 
cause mothers to take on additional work involving long and inflexible hours. 
Poverty is associated with poorer wellbeing such as increased anxiety and 
depression, lower confidence and poorer social relationships.60 A mother may 
worry that she is not eating a nutritious enough diet to breastfeed.61 Although 
breastfeeding is free and should be a useful resource for those in poverty, 
formula may appear to relieve some of the pressures, at least temporarily.62

Summary and conclusion 
This review has examined how although less than 2% of new mothers may 
be physiologically unable to breastfeed, the breastfeeding experiences of 
many mothers in the UK ultimately damage milk supply. It highlights how 
environmental influences – psychological, social and cultural – can strongly 
influence the physiology of breast milk supply by exerting pressure on new 
mothers to resist feeding their infant on-demand or to offer additional 
formula. This damages breast milk supply, leaving many new mothers unable 
to breastfeed.  

Understanding the impact that complex psychological, social and 
cultural factors have upon breastfeeding decisions is crucial to providing 
useful knowledge and support to new mothers. Although breastfeeding 
counsellors and supporters may not be able to change many of these factors, 
understanding the effect of these issues upon the physiology of milk supply is 
vital in influencing what support the new mother receives. Knowledge of how 
breastfeeding works, and the confidence to trust in this, is at the heart of this 
relationship and therefore enhancing maternal knowledge and confidence, 
self-efficacy and resilience, is central to overcoming the challenges that may 
prevent a mother from breastfeeding on-demand. 

There needs to be additional investment in ensuring that society understands 
how breastfeeding works. This of course includes giving the mother 
enhanced antenatal support, highlighting the importance of baby-led 
breastfeeding and the barriers that can prevent this. However, this knowledge 
also needs to extend to those around the mother, such as the father and 
grandparents. Enabling these individuals to support and protect the mother 
and baby-led breastfeeding will likely enhance a mother’s chances of 
breastfeeding on-demand. 

On a wider level, we need to continue to tackle cultural barriers to 
breastfeeding. Society needs to understand the importance of baby-led 
breastfeeding, not only for the health and wellbeing of the mother and baby, 
but also for the wider economic and environmental benefits to us all. Until 
new mothers are really supported and encouraged to breastfeed without 
restrictions, breastfeeding rates will remain low. 
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Optimising the start for baby
After over a decade of teaching in the NHS and 
NCT, Bridget Supple, an NCT Excellent Practitioner, 
will be offering Study Days for practitioners looking 
to add even more about the best start for baby, to 
their antenatal courses. 
This Study Day will look at the science of brain development, and how gut 
bacteria (the microbiome) influence health and wellbeing in the immediate 
and long term. Using practical teaching examples, Bridget will provide 
examples of how to convey this information to parents and encourage the 
best start for baby. 

The Study Day will look at the influence of both genes and experience on 
determining the baby’s future. The day will help you convey the importance 
of good attachment between parents and baby and the effects of responsive 
parenting, in an accessible and positive manner. The acquisition of language 
including the potential effect of bilingualism will be covered, so that you can 
feel confident in your information and messages to parents.

According to the Allen Report of 20111 the development score of a child at 
22 months can serve as an accurate predictor of educational outcomes at 
26 years. This Study Day will help practitioners to help parents make the first 
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1001 days as good as they can. We have a wonderful opportunity to help 
parents give babies the best start. The ‘Optimising the start for baby’ Study 
Day will help practitioners provide parents with up-to-date, and evidence-
based guidance and teaching ideas. 

Bridget also has available a series of visual aids to assist in teaching this 
fascinating topic. For more information please contact the NCT Study Day team.

Reference
1 Allen G. Early interventions: the next steps. An independent report to Her Majesty’s Government. 2011. HM 

Government. Available at https://www.gov.uk/government/publications/early-intervention-the-next-steps--2  
Accessed 29/9/2015

Baby Friendly Initiative
Breastfeeding counsellor and NCT Tutor Elizabeth Mayo is running NCT Study 
Days on the Baby Friendly Initiative (BFI), which promotes best practice in the 
care of mothers and babies in hospitals and community settings. Each study 
day is set in a Baby Friendly fully accredited maternity unit. Participants will 
have the opportunity to talk to the infant feeding lead, find out what it takes 
to manage the implementation of the revised BFI standards and how they 
can support the infant feeding leads. As Elizabeth says, ‘Most Infant Feeding 
Leads in the UK are not BFCs. With community support we can do loads to 
help them.’

See the NCT Study Days page on Babble for more details. 

Update Day on maternity services and 
research projects
The NCT Research Team are in the early stages of planning an update day 
for user reps involved with maternity services and research projects – 
hopefully in Bristol in March 2016. 

 Keep an eye on NCT’s internal updates for practitioners. 

Apply to study today at www.nct.org.uk/training

Build your skills 
with NCT College

Study with NCT College and 
develop your professional 
skills, supporting parents 
through their First 1,000 Days.

https://www.gov.uk/government/publications/early-intervention-the-next-steps--2
https://www.gov.uk/government/publications/early-intervention-the-next-steps--2
https://babble.nct.org.uk/info-resources/education/studydays-and-workshops/nct-optional-study-days-all-nct-practitioners
https://babble.nct.org.uk/info-resources/events/nct-events/nct-update-days-user-reps-mslcs-and-research-projects
https://www.nct.org.uk/training-enquiry-form
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