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Infant feeding
It’s great to see the latest feedback 
from parents about NCT’s antenatal, 
postnatal and breastfeeding support 
services – praise and suggestions 
for improvement – in this December 
2017 issue. NCT is helping individual 
practitioners to enhance their practice 
and identify areas for improvement 
across whole services.

We look at NCT’s emotional and practical support for infant 
feeding. This includes an important one-to-one support service 
by breastfeeding counsellors provided free of charge for women 
experiencing breastfeeding difficulties.

Likewise, breastfeeding peer supporters offer their time in 
hospitals, drop-in groups and other settings, and are highly 
valued for helping women to build their confidence and 
breastfeed their babies for longer than they might have 
expected. We reveal the range of available peer support services 
and the gaps across the UK, and review evidence around peer 
support interventions, with lessons for future design.

Illustrating the benefits of being parent-centred, we see the 
growing efforts to involve parents as partners in the care of 
their babies in neonatal units. We also bring you the new Child 
Feeding Guide, as well as a resource on caring for babies after  
tongue-tie division.

Any feedback or suggestions? Do get in touch!

Julie Clayton, Editor, NCT Perspective
Julie.clayton@nct.org.uk   @NCTLibrary
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What do parents say about  
NCT courses?
NCT is committed to providing excellent services for 
parents – building on what we know works, being 
open and honest about what doesn’t, and embracing 
opportunities to improve. Here the NCT Knowledge 
team summarises some of the feedback we have 
received from parents over the past year.
‘I found the pain relief info during labour really informative, and found the 
labour part very reassuring and calming! I feel much more confident going 
into it now! And my partner also feels a lot more ready and happy with how to 
help during the labour now.’

All parents who attend NCT courses and workshops are invited to give 
feedback, using a standardised UK-wide system of data collection. We ask 
parents to give feedback on course content and delivery, how well the course 
met their needs, and what difference it made to their experience of transition 
to parenthood. Around 30,000 parents give feedback on NCT’s paid-for 
services every year.

Contents >>



Parent feedback 2017
In November 2017 NCT practitioners received individual summaries of 
feedback from parents (given separately by mothers and partners) from 
October 2016 to September 2017 for the following NCT services:

• Signature antenatal courses
• Breastfeeding sessions as part of Signature antenatal courses
• Essentials antenatal courses
• Early Days Postnatal courses
• Introducing Solids workshops
• NCT Refresher antenatal courses

Good news at a glance
We have seen really positive feedback, including in areas where we have 
made quality interventions over the past 12 months. For example, our 
Signature antenatal classes resulted in very high satisfaction among mothers, 
with the vast majority (95%) rating them as either ‘Excellent’ or ‘Good’.

Within the Signature course, the session devoted to breastfeeding was also 
rated as ‘Good’ or ‘Excellent’ by 83% of mothers (compared to 81% in 2016), 
and by 85% of partners (compared to 81% in 2016). 

Mothers who rated the breastfeeding sessions positively found the 
information provided useful and felt that the course leader was 
knowledgeable and skilled. “Not pushy/opinionated about feeding (i.e. did 
not make judgements about bottle feeding should we decide to go down that 
route), instead encouraging/ supportive about breastfeeding and ways to 
make that succeed.”

Value for money
We also found that 78% of mothers rated their Signature course ‘Good’ or 
‘Excellent’ value for money compared with 75% in 2016, and 84% of partners 
agreed (compared with 80% in 2016).  We saw similar improvements in the 
ratings for our Essentials antenatal courses, and Early Days postnatal courses.

Personally it was 
beneficial to know 
the different 
processes you go 
through when in 
labour. I found this 
reassuring, as I now 
know what to expect

‘The course facilitator was full of knowledge and adapted to our group’s 
needs so well. Several of us didn’t have great birth experiences first time 
around and she has made me so much more confident that it won’t 
necessarily be the same and that there are options and things I can do 
to improve my own experience. I am so pleased I was able to get on to an 
NCT course this time around as I couldn’t last time. Also, she encouraged 
us to create a WhatsApp group which has already been a great resource 
and source of support and none of us have even given birth yet!’

Feedback following NCT Refresher antenatal course



How do we make use of feedback?
The evaluations are extremely valuable and interesting for NCT to reflect 
on and make use of for improving and developing our services, training of 
new practitioners and the continuing professional development of qualified 
practitioners. Parent feedback helps us to identify what is working well and to 
be transparent about what is working less well, and to identify opportunities 
to improve our support for parents. In addition, we use evaluation to capture 
the impact of our services for parents - as a measure of the difference we are 
making as a charity and as a service provider.

Quality improvement
Feedback is shared directly with NCT practitioners in either of two ways: 
summaries of parent feedback gathered nationally and anonymised are 
shared with all practitioners on an annual basis. Each practitioner also 
receives feedback from parents attending their individual courses. The 
feedback can be used to identify key emerging themes, and to identify areas 
of strength and areas for development. 

We welcome feedback that highlights areas for improvement. For example, 
some parents were less keen on the resources provided or the venues 
chosen for their course. In other cases, parents mentioned that they felt not 
enough was spent on practical baby care. Again, NCT is working on ideas for 
improvement in these and other areas.

In the case of NCT Signature antenatal classes, evaluation feedback revealed: 

• 14% of mothers rated their course materials as ‘Fair’ or ‘Poor’, with some 
parents pointing to the use of ‘outdated’ materials, and lack of information 
about caesarean birth.

• For labour and birth topics, mothers reported that ‘not enough’ time was 
spent on ‘physical skills for birth’ (22%) and ‘caesarean birth’ (11%).

‘Our tutor was absolutely fantastic. She made the course fun but 
informative and relaxed me personally about the challenges of labour.  
I feel much more prepared and ready for our little arrival.’

Feedback following NCT Essentials antenatal course

‘[Postnatal Leader] was so welcoming and very approachable. All the 
information was so useful and reassuring to hear. It was helpful to meet 
other mums who are experiencing similar experiences. I thought the 
course was excellent and would definitely recommend it to other  
new mums.’

Feedback following NCT Early Days postnatal course

‘Very friendly and approachable teacher. Small enough group that it felt 
friendly. Relaxed atmosphere. Really useful and made me feel a lot more 
confident about how and when to wean my baby. I feel less worried and 
more confident about trying baby-led weaning.’

Feedback following NCT Introducing Solid Foods Workshop



• Regarding postnatal topics, approximately a third (31%) of mothers said that 
‘not enough’ time was spent on ‘practical baby care’, and 22% felt this way 
about ‘baby’s crying and sleeping’. 

• Although rating of the breastfeeding session improved, 14% of mothers 
rated the session as ‘Fair’ or ‘Poor’.

• Comments revealed that they key reasons for dissatisfaction with the 
breastfeeding session were the ‘push to breastfeed’, and the lack of 
discussion about potential difficulties with breastfeeding or alternatives 
such as using a breast pump or formula feeding.

Feedback of immediate concern
Whilst the majority of feedback is very positive, we do have a responsibility to 
parents and practitioners to respond appropriately and immediately to any 
feedback of serious concern. Complaints may be investigated in line with the 
NCT complaints policy and procedure and information is treated sensitively 
and confidentially by the team. We aim to work through any negative 
feedback in a fair and supportive manner to enable practitioners to meet the 
high standards that parents, practitioners and the NCT expect. 

An overview of the quality improvement process following parent feedback 
is available, together with the 2017 evaluation summaries, on NCT’s intranet 
site babble.  

Our tutor... made 
the course fun 
but informative 
and relaxed me 
personally about the 
challenges of labour

https://babble.nct.org.uk/about-nct/our-work/research/parent-feedback-and-evaluation-services
https://babble.nct.org.uk/about-nct/our-work/research/parent-feedback-and-evaluation-services
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Women’s reflections on 
breastfeeding peer support
Vanita Bhavnani, senior research and evaluation officer, 
describes how NCT’s commissioned breastfeeding peer support 
services have enhanced women’s experiences of breastfeeding

Breastfeeding is important in improving public health and reducing health 
inequalities.1 Although 81% of UK mothers initiate breastfeeding, there 
is a steep decline in the early postnatal period with only 55% of women 
breastfeeding at six weeks and 34% at six months. Around 80% of women 
who stop breastfeeding during the first six weeks report that they would have 
liked to continue for longer. Many cite difficulties with latching on, painful 
breasts or nipples and insufficient milk supply as key reasons for stopping.2

Peer support is recognised as an important and effective method of 
supporting breastfeeding women, as part of a wider breastfeeding strategy 
within a co-ordinated programme of interventions.3 The training of women 
who have themselves breastfed to work alongside midwives, health visitors 
and breastfeeding counsellors, is designed to extend access to emotional 
support and reliable information, and offer access to skilled practitioners who 
can address a mother’s concerns.  

This is one of three 
linked articles in 
the December 
2017 issue of 
NCT Perspective 
journal. See also 
‘Breastfeeding peer 
support: lessons 
for design’, by 
Heather Trickey, 
and ‘Breastfeeding 
peer support: what’s 
available on the 
ground and where 
are the gaps?’ by 
Aimee Grant

Contents >>



This paper focuses on the experiences of women who accessed peer support 
through services that NCT has been commissioned to provide across the UK. 
We identify the aspects of peer support that were highly valued by women 
and contributed to positive experiences of breastfeeding. The article draws 
on the qualitative feedback provided by 130 women who took part in an 
online survey-based evaluation of NCT peer support services between June 
and September 2017, via NCT breastfeeding peer support Facebook pages. 
Thirteen of the women also agreed to a follow-up telephone interview. 

NCT breastfeeding peer support services
NCT is currently commissioned to provide both breastfeeding peer support 
training and support services in East Lancashire, Glasgow, Peterborough and 
Southampton, areas which are known to have pockets of deprivation and 
where breastfeeding prevalence rates at six to eight weeks are lower than 
the national average. NCT is commissioned by individual local authorities in 
these areas in England and funded by a grant from the Scottish government 
for services in Glasgow. The 10-week Open College Network-accredited 
peer support training is based on the principles of active listening and being 
mother-centred. Volunteers are trained to value the experience and views 
of individuals, respect confidentiality, offer appropriate information where 
needed, understand the limits of the role and refer women to appropriate 
support for more complex difficulties.  Breastfeeding peer support is provided 
in a range of settings, including one-to-one support offered in hospital on 
postnatal or neonatal wards, in Baby Cafés offering a combination of expert 
one to one support from a skilled professional with group-based social 
support from peer supporters and other breastfeeding mothers, home visits, 
on the telephone and via social media (Facebook) (see Table 1). 

In hospital, I 
remember that in 
the evening which I 
found harder, I had 
several ladies (peer 
supporters) who 
would come and sit 
with me, hold the 
baby, and they had 
all the time in the 
world for me

East Lancashire

N=33

Glasgow

N=37

Peterborough

N=37

Southampton 

N=22

Postnatal ward √ √ √ √

Telephone calls √ √ √ –

Text messaging √ – – –

Baby Café – √ √ √

Home visit √ – – –

Social media √ – √ √

Other –
√

Neonatal unit

√

Antenatal 
session

–

Table 1. NCT breastfeeding peer support service delivery arrangements



Survey participants
Women accessing NCT peer support were most frequently of white 
ethnicity (98%), aged 30-39 years (68%) and had a higher education (49%) 
or postgraduate degree (33%). Two thirds of women (65%) were first-time 
mothers and more than half (57%) had previously used an NCT service, such 
as an antenatal course or a mother and baby group at a local NCT branch, and 
18% had accessed support from an NCT breastfeeding counsellor.

Access to peer support services
The majority of women who accessed peer support services in Glasgow, 
Peterborough and Southampton did so via Baby Cafés (90%). In East 
Lancashire women were more likely to have received support via telephone 
calls (70%) and home visits (55%). The majority of women (69%) received 
support when their baby was under one month old. Women spoke about a 
wide variety of concerns (often more than one) with peer supporters, the 
most common being difficulties with positioning and attachment,  
expressing and storing breastmilk, tongue tie, painful feeding and nipples  
and milk supply.

What women valued about peer support
Overall, the qualitative feedback from women was very positive indicating 
they had benefitted considerably from contact with the service. Several 
themes emerged about what they particularly valued and the impact of peer 
support on their breastfeeding experiences.

A person-centered approach 
For many women peer supporters were seen as friendly, approachable, 
non-judgemental, taking time to listen to their concerns and providing the 
much-needed emotional support that was characterised by reassurance and 
encouragement.

‘The peer supporter stayed with me for as long as I needed to get my baby 
latched, she helped me to relax and gave me lots of encouragement and 
supported me with trying different positions. She made me feel like she 
wanted to stay with me until I got it right, there was no sense that she needed 
to be elsewhere.’ 

Woman 1 who received a home visit in East Lancashire

‘In hospital, I remember that in the evening which I found harder, I had several 
ladies (peer supporters) who would come and sit with me, hold the baby, and 
they had all the time in the world for me and it was nice to know that they 
could just spend that time with me to help me get him latch on. It was a relief 
that there was someone there to help me and I didn’t have to struggle on  
my own.’ 

Woman 1 who had support in hospital – Southampton

Women also described feeling that someone really ‘cared’ about them, which 
helped boost their emotional wellbeing at a time when they were trying to 
establish breastfeeding and lacked confidence. 



‘A lovely lady from NCT called me when I was home and asked me if I was 
alright. She at first did a telephone conversation and then contacted me via 
text message. You kind of feel that you are all alone when you come out of 
hospital even though you have friends and family around but because I was 
talking to the PS, it was more helpful to talk to her about it then a friend. She 
offered quite a lot of support and it was more just getting through the pain… 
She helped me loads even though I was on the phone for about 20 mins. She 
really put my mind at ease and I got the sense that she genuinely cared about 
me and what was happening.’ 

Woman 1 who received telephone support in East Lancashire

Mother-to-mother support
In areas where group support was available in Baby Cafés, peer supporters 
would often provide support whilst they breastfeed their own babies, which in 
itself left a positive impression. 

‘Most of them were mums like you who had been going through what you 
were going through. How good is that? They are one of us and they would go 
round and say how your week has been or just sit and have a coffee with you.  
I think if it wasn’t for that I would have stopped.’ 

Woman 1 attended a Baby Café – Glasgow

The quality of support from women who had breastfed was also clearly 
distinguished from that provided by health professionals who were perceived 
as having little time or offering support that was not responsive to  
personal needs.  

‘It’s less clinical and more understanding on an emotional level. Just knowing 
they have breastfeeding experience themselves helps versus some of the 
midwives you speak to who haven’t breastfed themselves and I think it’s 
just that you are not on your own but being with people who had difficulties. 
Having that through an emotional level helped me through the pain.’

Woman 1 who attended a Baby Café in Peterborough

Normalising experiences 
Women also talked about the importance of peer support in helping to 
normalise their experiences. Mothers derived hope and confidence through 
being able to identify with a peer supporter or other mothers who talked 
about having had similar difficulties and overcome them, which often had a 
huge impact.

‘The support that the NCT gave me helped me develop the breastfeeding 
relationship. I had this idea in my head that there being this magical six 
week period where you develop the relationship and all your troubles would 
disappear but at six weeks I was still struggling but through the group I met 
other mums who were also struggling. If I hadn’t had the support of the NCT, I 
can’t imagine my confidence would have developed that quickly as I really felt 
at first I was shooting in the dark.’

Woman 2 received a home visit and group support – East Lancashire

Just knowing they 
have breastfeeding 
experience 
themselves helps



The normalising of experiences was also particularly important for women 
who came from families or had friendship groups where breastfeeding was 
not socially acceptable. Peer support made women feel better able to cope 
with the pressure and for some, more confident about feeding in front of 
their families and in public.

The main thing I found useful with both my babies is the way they made 
everything feel normal. Most of my friends bottle feed, and they can get quite 
judgemental sometimes. Peer supporters help me to regain my confidence 
when I feel disheartened. 

Woman 2 attended a Baby Café – Southampton

This kind of role modelling had a powerful impact on women, helping them 
believe that they could breastfeed for longer than originally anticipated. 
Seeing women at different stages of their breastfeeding journey, including 
with older babies or toddlers, was particularly important for women who were 
at the early stages of breastfeeding. 

‘It was good that the peer supporters had their own kids there who were older 
and a year old they were breastfeeding their own babies and that was really 
good because I was hoping that I could do that too... I now plan to feed for 
two year before it was 6 months and I’d never met anyone who had fed for 
that long, I thought it was a myth but knowing that people do and the fact 
you can do it and even going back to work.’ 

Woman 3 attended a Baby Café – Glasgow

Acceptance of decisions 
For a small number of women feelings of acceptance and affirmation of their 
feeding decisions were also key. This was emphasised by several women 
including those who were not exclusively breastfeeding and who were 
concerned about being judged for introducing bottle feeding with expressed 
or formula milk.

‘I was expecting to get the usual feedback and that formula was a bad thing 
and I was worried that I was a bad mum. It was actually the complete opposite 
and the peer supporters was really supportive about what I was doing i.e. the 
expressed milk and formula. They were there to support you no matter what 
your choice.’ 

(Woman 3 – attended a Baby Café – Glasgow)

Strengths and limitations 
The strength of the evaluation is that it explored the perspective of women 
service users and focused on what aspects of breastfeeding peer support 
worked for them, helped them feel more confident and promoted a positive 
sense of wellbeing. All of these factors could potentially contribute to 
the public health outcomes of interest to commissioners. However, this 
retrospective evaluation does have limitations that need to be taken into 
account when interpreting women’s experiences. Women accessed a variety 
of other support for breastfeeding including from breastfeeding counsellors, 
mother and baby groups and from health professionals. Therefore, attributing 
benefits solely to peer support services is particularly challenging. It is also 
difficult to assess whether the service had reached women living in areas of 



high deprivation as more than half had previously used an NCT service and a 
significant proportion held higher educational qualifications. Therefore the 
findings may not be representative of all NCT peer support service users in 
these areas. 

Conclusions
Women find NCT’s breastfeeding peer support services highly valuable and 
an important factor in helping them to overcome the early challenges of 
breastfeeding and to continue breastfeeding. Peer supporters were seen 
as were approachable and non-judgemental. Women placed value on peer 
supporters having their own experiences of breastfeeding and understanding 
the difficulties involved. The peer supporters helped to normalise 
breastfeeding for many women whose own social support did not provide 
this, and acted as role models for breastfeeding older babies or toddlers. All 
these factors contributed to women feeling more confident to breastfeed, to 
breastfeed in public, and for as long as they wanted too. 
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Happy eaters: The story behind 
the Child Feeding Guide
The award-winning Child Feeding Guide website, 
App and online training courses provide  
evidence-based information and support to 
parents, caregivers and professionals around 
feeding children. Academic psychologists Emma 
Haycraft, Gemma Witcomb, and Claire Farrow,  
who co-developed the resources, tell us more.
We all know children who are fussy eaters. Half of parents report having a 
child who is fussy, faddy or only eats a limited selection of foods.1 Although 
commonplace, particularly in children aged 18-24 months,2 these fussy or 
difficult eating behaviours are significant, and how they are managed can 
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affect whether children outgrow them, or if the behaviours will persist over 
time.3 This is important because a poor diet in childhood can predict a poor 
diet in adulthood and is associated with obesity and a range of preventable 
diseases, such as diabetes and cancer.4 Parents have a vital role in helping 
their children to develop healthy eating habits but it can be stressful and 
worrying when their child is fussy or refuses to eat healthy foods.

There are various things that can be done to help to make mealtimes 
healthier for children. Health professionals are increasingly being called 
upon to support parents with establishing children’s healthy eating habits. 
However, both parents and professionals have reported a lack of credible, 
well-informed support and advice around feeding children. This is why we 
created the Child Feeding Guide, a website and App to bring together and 
disseminate evidence-based information and practical support for anyone 
who is concerned about children’s eating behaviours. 

The Child Feeding Guide website and App can be useful for any practitioners 
working with families, both as a source of information for themselves and as a 
resource to share with the families at any time, for free. 

How did it all begin?
We had been conducting research into children’s eating behaviours for many 
years and found more and more evidence emerging about what parents and 
caregivers can or should not do, to help resolve fussy eating in children. At 
the same time, after having her second child (a fussy eater!), Gemma joined 
the team and was aware that much of what we knew from research was 
not being communicated to parents via the NHS or other credible sources 
online. We therefore felt that there was a need to develop a novel resource 
for parents and health professionals which brought together evidence-
based information about how to respond to fussy eating, and our research 
confirmed that other parents agreed.5 

What does the Child Feeding Guide do?
The Child Feeding Guide explains the science behind children’s eating 
behaviour, allows parents to assess and monitor their own and their 
child’s responses around food and mealtimes, and provides strategies to 
address fussiness in a positive way. It aims to improve children’s eating 
behaviours and help them to establish healthy habits early on in life. It is 
also a valuable resource for professionals to use in supporting families, and 
has been developed into a successful online CPD training course for health 
professionals and childcare staff.

One unique feature of the Child Feeding Guide is that it describes the 
five most common feeding pitfalls that families encounter: food refusal, 
unhealthy food preferences, pressurising children to eat, using food as a 
reward, and restriction of foods. It explains what they are, why they occur, 
and advises parents about what to do when they are encountered. One 
such pitfall that lots of parents find worrying is food refusal. Many children go 
through a phase known as ‘food neophobia’, or fear of new foods, typically 
at around 18-24 months of age, becoming wary of either new foods or 
foods that they previously liked.6 While this is developmentally normal and 
predictable, many parents are unaware and unsure how to respond. There 

I have never actually 
read practical, 
informed advice on 
this subject before, 
despite it being an 
issue for so many 
families



is good evidence that food may need to be offered up to 15 times before 
children trust and are willing to taste it.7 Once the child deems a food to be 
‘safe’, it can take a further 15 offerings, or ‘exposures’, before they develop a 
liking for it.8 It is therefore vital that parents continue to offer foods that their 
child dislikes, as only by increasing children’s familiarity with a food will it 
become likely to be eaten.9 

However, we know that parents tend not to offer young children a disliked 
and refused food more than around five times10 which may be related to the 
difficulty in keeping track of offerings or ‘exposures’. In order to help with 
this, the Child Feeding Guide includes the Exposure Monitor: an interactive 
tool which allows parents to record how many times a food is offered to their 
child. We hope that this will encourage parents to continue to gently offer 
children healthy foods rather than assuming that the child does not like 
them. After setting up a personal profile on the website/App, parents can 
quickly and easily log each food offered, and in what way (cooked, raw, as a 
snack, as part of a meal, etc) and record whether their child ate or rejected 
it. This information is stored and enables parents to objectively monitor and 
review their child’s exposure to different foods.

Food exposures don’t have to just be part of a meal or snack, they can occur 
outside of meals when children may be more relaxed, for example, playing 
with food (e.g. messy play with cooked pasta or dried beans), singing songs 
about foods, or encouraging children to pick out and touch different foods 
when out shopping or at a market. With only one in five children consuming 
the recommended five portions of fruit and vegetables a day,11 the Child 
Feeding Guide also has sections on ways to increase children’s fruit and 
vegetable intake, decreasing unhealthy food preferences, and encouraging 
reflection on when and how food is being used (e.g., to distract or to soothe).

What do users say?
The Child Feeding Guide website and App have had more than 35,000 users. 
Parents have reported improvements in their children’s eating behaviour and 
also in their feeding practices: 

‘We have already started 
taking the pressure off 
my 4 year old son and 

mealtimes feel less 
stressful for me’

(Parent)

http://www.childfeedingguide.co.uk/tips-and-tools/exposure-monitor


Feedback from both parents and health professionals has been 
overwhelmingly positive, confirming that the resources have fulfilled a need:

• ‘I have never actually read practical, informed advice on this subject 
before, despite it being an issue for so many families’ (health professional).

•  ‘I’ve already (as the mother of 4 under 6!) found some useful hints and 
tips on it’ (parent).

• ‘This is offering something different and something more’ (parent).
• ‘Fabulous, I have waited a long time for something like this’  

(health professional).
We also formally invited health professionals to review the Child Feeding 
Guide. Of the 21 who took part, 91% felt that it contains useful information 
and 95% said they would recommend it to others. Health professionals told 
us that they find the Guide to be valuable and useful in their everyday work 
with families.

A new online training course
We have run successful face-to-face training courses and have just  
launched an online continuing professional development training course:  
Child Feeding Guide: Training for health professionals. With a mixture of text 
and videos, the online training shares the current research and scientific 
knowledge about child feeding and helps learners to really understand the 
psychology underpinning many feeding and eating problems. Learning 
is assessed by quizzes and reflective activities that test both knowledge 
and practical application. Learners will benefit not only from an increased 
understanding of child feeding, but also from a number of practical tips and 
strategies to help promote healthy eating in young children .

This training has CPD UK accreditation and will soon be available  
(www.bit.ly/CFGhealthprostraining).

Find out more
If you are interested in learning more about the Child Feeding Guide or 
training sessions, or have a question about child feeding, do get in touch: 
childfeeding@lboro.ac.uk.

Website: www.childfeedingguide.co.uk

Training course: www.bit.ly/CFGhealthprostraining

Twitter: @ChildFeedGuide

Facebook: www.facebook.com/ChildFeedingGuide 

Dr Emma Haycraft and Dr Gemma Witcomb work at Loughborough University. 
Dr Claire Farrow works at Aston University. They are active researchers into 
children’s eating and caregivers’ feeding practices. They are keen to share 
their research findings with those who can benefit from them and regularly 
publish research papers, present at conferences, and share their findings in 
the media.

Fabulous, I have 
waited a long time 
for something  
like this

http://bit.ly/CFGhealthprostraining
http://www.bit.ly/CFGhealthprostraining
http://childfeeding@lboro.ac.uk
http://www.childfeedingguide.co.uk/
http://www.bit.ly/CFGhealthprostraining
http://www.facebook.com/ChildFeedingGuide
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Caring for babies after tongue-tie 
division (frenulotomy)
Lynn Timms, Membership Secretary for the 
Association of Tongue-tie Practitioners, outlines a 
new resource
Tongue-tie (ankyloglossia) is a condition that can significantly affect feeding 
of both breast and bottle-fed babies. The number of babies affected varies 
from between 3.2 to 10.7% worldwide.1 It occurs when the membrane under 
the baby’s tongue (the lingual frenulum) is abnormally short or tight which 
may restrict the movement and function of the tongue. 

Tongue-tie division and after-care
Approximately half of those babies may benefit from minor surgery to divide 
their tongue-tie (frenulotomy).2 This is a low-risk procedure that can take 
place in the home or in a clinical setting. A crucial part of the consultation 
includes a pre-division discussion with parents about:

• How their baby may be unsettled for a few days and how this can  
be managed.

• Normal wound healing and steps to take if there are any concerns. 
• The unlikely event of further bleeding and appropriate action.
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In order to support both parents and healthcare providers who refer babies 
for tongue-tie division, The Association of Tongue-tie Practitioners (ATP) has 
developed a Care after frenulotomy factsheet, resulting from professional 
conversations within the membership and with parents about post-
frenulotomy care. This leaflet clearly outlines ways to manage the above 
issues that will support discussions during the clinical appointment and help 
both parents and supporting professionals with ongoing management.

Ongoing and expert infant feeding support
Some parents and their supporting professionals consider that dividing 
a baby’s tongue-tie will resolve all feeding issues. Whilst the procedure, if 
appropriate to perform, will enable the tongue to move more freely, the 
issues of entrenched feeding behaviour will still need to be addressed. This 
new ATP resource stresses the importance of ongoing feeding support to 
help mothers and babies manage their continuing needs and the value of 
body work.

Exercises and wound management 
The leaflet also states the importance of providing evidence-based 
information; reminds parents and professionals that there is no current 
evidence to recommend that wound massage or stretching is effective; 
suggests some gentle fun exercises that parents, with clean fingers, may wish 
to do to encourage tongue mobility in addition to frequent feeding.

Redivision of tongue-tie
For approximately 4% of babies, the wound heals so well that scar tissue 
forms with a restriction that can have the same effect on feeding as the 
original tongue-tie. The ATP Care after Frenulotomy resource advises that 
parents make contact with the original practitioner if a marked deterioration 
in feeding occurs two-to-three weeks after the procedure, for discussion 
about ongoing care which may include a redivision if needed. 

Reference 
1. Finigan V, Long T. The effectiveness of frenulotomy on infant-feeding outcomes: a systematic literature review. 

Royal College of Midwives Evidence Based Midwifery: June 2013.
2. Hazelbaker AK, Baeza C, Genna, CW, et al. Incidence and prevalence of tongue-tie. Clinical Lactation 2017 

8(3):89-92. 

Take home messages
• Babies identified with a tongue-tie that is affecting tongue function and 

feeding may benefit from the frenulotomy procedure.
• Anticipatory discussions supported by ongoing feeding support, 

bodywork and simple, fun exercises may also help address the 
presenting feeding issues.

•  Information within this ATP Care after Frenulotomy factsheet, which 
can be inserted into the Personal Child Health Record Book (The Red 
Book), will support discussions during the consultation and assist with 
continuity of care.

This new ATP 
resource stresses 
the importance of 
ongoing feeding 
support to help 
mothers and babies 
manage their 
continuing needs

http://www.tongue-tie.org.uk/


More information and resources
See the website of the Association of Tongue-tie Practitioners at  
http://www.tongue-tie.org.uk for more information about how to contact 
the Association, become a full or affiliate member and to access the Care 
after Frenulotomy leaflet and other resources. 

Additional ATP resources include:

•  Control of Bleeding Protocol: ATP has collaborated with both Mr Mervyn 
Griffiths, retired Consultant Paediatric Surgeon, and Professor Nigel 
Hall, Consultant Paediatric Surgeon, Head of Wessex Tongue-tie Service, 
Southampton, to ensure that our Control of Bleeding Protocol is still 
relevant and fit for purpose.

•  Updated Tongue-tie and Infant Feeding Leaflet developed through 
working closely with the Lactation Consultants of Great Britain.

• Tool for peer observation in practice for Tongue-tie practitioners to 
support learning and reflective practice, and to provide essential 
evidence for Nursing and Midwifery revalidation purposes.

• Adverse event document as an anonymous means of monitoring 
challenging post-frenulotomy events.

The Association of Tongue-tie Practitioners (ATP) was created in 2012 
by a small group of NHS and Independent dividers all passionate about 
maintaining the best feeding and parenting experience for mother and 
baby dyads coping with the effects of their baby’s tongue-tie. From these 
early beginnings, ATP has developed into an established and professionally 
recognised organisation.  

With an Honorary, Full and Affiliate base of over 160 members, the 
organisation thrives on a variety of professional experiences and 
disciplines with a shared ethos and interest in tongue-tie.  

One of the organisations foundational aims has been to provide resources 
and education for both parents and healthcare providers who refer babies 
for tongue-tie division.

http://www.tongue-tie.org.uk/
http://www.tongue-tie.org.uk/tongue-tie-division-control-of-bleeding.html
http://www.tongue-tie.org.uk/tongue-tie-information-leaflet.html
http://www.lcgb.org/
See the website of the Association of Tongue-tie Practitioners at http://www.tongue-tie.org.uk for more information about how to contact the Association, become a full or affiliate member and to access the Care after Frenulotomy leaflet and other resources. Additional ATP resources include:•	Control of Bleeding Protocol: ATP has collaborated with both Mr Mervyn Griffiths, retired Consultant Paediatric Surgeon, and Professor Nigel Hall, Consultant Paediatric Surgeon, Head of Wessex Tongue-tie Service, Southampton, to ensure that our Control of Bleeding Protocol is still relevant and fit for purpose.•	Updated Tongue-tie and Infant Feeding Leaflet developed through working closely with the Lactation Consultants of Great Britain.•	Tool for peer observation in practice for Tongue-tie practitioners to support learning and reflective practice, and to provide essential evidence for Nursing and Midwifery revalidation purposes.Adverse event document as an anonymous means of monitoring challenging post-frenulotomy events.
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Working with practitioners to 
improve their parent feedback
By Trina Warman, NCT Service Support and 
Improvement Manager, BFC, Tutor and Supervisor
Are you one of the practitioners who thinks ‘Oh no, not the parent feedback’, 
or one who looks forward to it? Whilst over two thirds of practitioners find 
their annual individual online feedback summary helpful to improve practice, 
many also find it challenging, upsetting, feel it isn’t relevant or perhaps have 
a combination of feelings. Analysing the online feedback database gives us 
the opportunity to reflect and improve our services to parents in order to best 
to meet their needs. Over the past year, an ongoing project has done this in 
two ways. Firstly, by identifying individual practitioners who may need help 
with their practice, and secondly, by identifying themes which emerge across 
whole services where improvements can be made.

The Forward Agenda quality project
In 2016, a reputational risk to NCT was identified due to a small but significant 
amount of negative feedback from some sessions and courses. As a result, 
we started a project as part of the quality strand on NCT’s new Forward 
Agenda operational plan. We formed team of tutors from each specialism 
with the remit of working with practitioners on a one to one basis to find ways 
of reducing the number of ‘poor’ and ‘fair’ ratings. The team was also tasked 
with bringing the learning from that project back to the wider NCT. The team 
concentrated on Feedback of Immediate Concern (FOIC): the comments 
parents make when rating an overall session or course ‘poor’.  

What is the project?
One of the first things to emerge from the initial analysis was an awareness 
of the relatively high percentages of poor ratings and negative comments 
from parents about the breastfeeding session of NCT Signature courses. 
17% parents rated the breastfeeding session as ‘poor’ or ‘fair compared with 
5% for Signature courses overall. There are known factors that make the 
breastfeeding session challenging to facilitate including the breastfeeding/
infant feeding dilemma and the single contact BFCs have with an already 
established group where there are perhaps very different facilitation styles 
between two practitioners. However, the evidence showed that many BFCs 
were getting very positive parent feedback: 74 BFCs (19%) had ‘good’ and 
‘excellent’ ratings from all the parents who gave online feedback, and for 
another 96 (25%) BFCs, over 90% parents who fed back rated their session 
as ‘good’ or ‘excellent’. So it was apparent that many BFCs have found ways 
to resolve the dilemmas in order to facilitate BFC Signature sessions which 
parents find both valuable and enjoyable. The challenge was to work out how. 
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Using the data
The data showed that there were a group of practitioners with a much higher 
percentage than average of ‘poor’ and ‘fair’ comments. These practitioners 
were selected as the first to be approached for one to one work. As NCT 
aims for all its courses to be rated ‘good’ or ‘excellent’, the team worked 
(and continues to work) on a 1-to-1 basis with practitioners whose overall 
‘poor’ and ‘fair’ ratings are over 30%. To date the team has worked with 47 
practitioners across all specialisms. Contacting practitioners is always done 
with the priority aim of supporting them to improve. Whilst recognising 
that the feedback may be difficult to hear it is an important opportunity to 
rebalance the needs of all stakeholders (the parents, practitioner and NCT).

Using the feedback
We know that for feedback to be useful it needs to be specific and timely. 
Through improved database processes it has been possible to access 
feedback and link it to course codes and venues thus making it more relevant 
and real to practitioners. Being able to drill down into individual courses and 
periods of time enables a more holistic and sensitive approach rather than 
comments being viewed as a disjointed set of statements. It also enables the 
differentiation between specific incidents, for example a poor venue which 
influenced the parents perceptions of the course, and a more general area for 
action, for example where a session plan would benefit from being reviewed. 
The timeliness of the data can still be challenging as new parent feedback 
databases are updated quarterly and parents may fill in their feedback forms 
weeks (or sometimes months) after sessions have finished.

Rationale for working with practitioners 1:1
Our starting point is always how can we support this practitioner to put things 
in place that makes improvements? Many practitioners have welcomed this 
and have been happy to work alongside us in developing and changing their 
session plans and methods of delivery. It is not an easy job to contact people 
with difficult feedback nor is it easy to hear upset or resistance to change.  
We have thought long and hard about the best way to make the initial contact 
however, for some, it can be an unwelcome shock. Whilst recognising that 
and attempting to remain person centred in the process we have been able 
to monitor progress and can now see that the majority of those worked 
with are getting fewer poor and fair comments. This has been as a result of 
practitioners working incredibly hard to firstly understand what the parents 
are saying and secondly being able and open to making changes.

NCT

PractitionersParents



Practitioner comment
‘When I, as a BFC, received poor feedback on my antenatal sessions x was 
assigned to help me improve my sessions … We had many, many email 
conversations and phone calls, discussing plans and materials for use in 
antenatal groups. She was able to help me work on my weaknesses and build 
on my strengths. Her feedback was always kind and constructive. As a result 
of her help I am now feeling more confident about my antenatal sessions.’

Identifying themes
We were able to identify common themes from closing working through the 
feedback with practitioners. We noticed recurring comments that parents 
had given and were able to separate many out in the the themes listed below.

Themes
An appearance of bias or agenda

Lack of a coherent session plan, so that parents didn’t understand why 
they were being asked to do the activities and how they related to  
their needs

Content not consistent with best practice

Poor facilitation skills

Poor venue

Disorganised – personally

Poor quality teaching aids

Tone & language 

Facilitating despite feeling ill or overwhelmed as they didn’t want to let 
parents/NCT down

Lack of joined up working between the ANT & BFC

Whilst some themes are related to individual practice others are clearly wider 
issues that we have been able to feed into other projects, for example; the 
work that has begin to improve both venues and resources. Other areas that 
we have noticed are that parents are often asking for more information about 
expressing and giving milk by other methods, again these themes will feed 
into other ongoing projects which form part of the NCT’s Forward Agenda, 
such as our Infant Feeding Message Framework.



What has been the outcome of the project?
Data shows that from the first groups of breastfeeding counsellors (BFCs) who 
received support, are now scoring lower rates of poor and fair ratings than the 
whole cohort of BFCs. 

What next?
The project started with looking at BFC feedback and has also looked at  
ITS feedback. The team have now started to work with antenatal teachers. 
Some of the work has moved into other projects and we will be feeding into 
other strands and workstreams on the Forward Agenda.

As important as the work with the individuals is the work going on across 
the NCT. The feedback is being used in the Level 4 and Level 5 practitioners 
training, in planning training in the form of Study Days and other regional 
events and is being shared with assessors and supervisors. Our aim is to 
continue to incorporate the feedback into getting the balance right between 
the parents needs, the practitioner’s skills and the NCT’s approach to parent 
education.
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Highly valued:  
NCT breastfeeding counsellors
Mothers express enormous appreciation to the 
volunteers who have helped and supported them 
in feeding their infants, as reported by Rebekah Fox, 
NCT Senior Research and Evaluation Officer
An important and often unseen service that NCT provides free of charge  
is one-to-one support for women experiencing breastfeeding difficulties.  
Our network of over 300 breastfeeding counsellors support over 10,000 
women each year to breastfeed, and they do so in various settings such as 
drop-in groups and home visits, or by telephone, text, email and Facebook.

To find out what women thought of the support they received, NCT 
conducted a pilot survey using an online SurveyMonkey questionnaire. 
We invited the views of women supported by eight selected breastfeeding 
counsellors across the UK, between April-September 2017. In total 143 
women gave responses and these were then anonymised. 

What follows is a summary of our findings.  
For the full report see the NCT intranet site babble.
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Survey highlights
Most of the women say they found out about the breastfeeding support 
available through NCT antenatal classes (66%), followed by recommendations 
from a health professional (17%) or a friend or family member (16%), 
suggesting that personal recommendations and antenatal courses are key in 
signposting women for postnatal support.

Women accessed support for a wide variety of reasons (often for several 
different reasons) with the most common being help with positioning and 
attachment (66%), concerns about milk supply / baby getting enough milk 
(42%), painful feeding / sore nipples (42%) and general breastfeeding support 
(42%). Other common concerns included the baby fussing at the breast, 
tongue-tie, expressing, weight loss / slow gain, frequent feeding and night 
time and sleep.

The survey showed that NCT breastfeeding counsellors were highly valued by 
the women they supported. They were seen as knowledgeable, approachable, 
non-judgemental and going to great lengths to provide women with the 
additional support that they required. They helped the women to feel listened 
to, provided useful information, helped them feel less anxious and worried 
and to feed their babies in the way they wanted.

Of the women responding to the survey:

• 95% said they found the support very useful. 
• 97% said the breastfeeding counsellor listened to their concerns and 

supported them to find a way forward. 
• 93% rated the support provided by the breastfeeding counsellor as excellent. 
• 75% said the support greatly increased their confidence about feeding 

their baby and a further 21% that it increased their confidence. Women 
particularly valued the personalised nature of the support and the fact that 
they felt listened to and given the time to discuss their concerns.  

‘She was friendly and approachable. She really listened to me and understood 
all my concerns and worries. All of my questions were answered and her 
knowledge showed. She was so supportive and encouraging. She always 
made me feel that I was doing so well, stopped me doubting myself and 
empowered me to continue feeding throughout some difficulties.’

‘She has consistently over the last 10 months given me sensible, practical, 
evidence-based and up-to-date advice that has been spot on every time. 
For example, after discussing the latest findings re: medication, she gave me 
links to the current published advice to enable effective discussions with my 
baby’s doctor re: oral thrush. She has gone above and beyond to support us 
and I trust her.’

More please
When asked for ways in which women could be better supported to feed their 
babies, there were few criticisms of NCT services except a desire for a greater 
availability of breastfeeding counsellors. Women felt that NHS staff were 
generally too overworked to provide effective breastfeeding support and that 
advice received was sometimes impersonal and conflicting.

We need 
breastfeeding 
counsellors available 
in hospitals, 
midwives just don’t 
have the time to 
spend with you and 
the more support 
you have in the early 
days of feeding the 
more confident  
you are



Women felt like it was crucial that more counsellors were available so that all 
women could receive the support they required, especially in the early days, 
possibly by having breastfeeding counsellors available on postnatal wards 
when mums needed help to establish breastfeeding.

‘We need breastfeeding counsellors available in hospitals, midwives just don’t 
have the time to spend with you and the more support you have in the early 
days of feeding the more confident you are.’

Conclusions  
Whilst it is important to note that the results of this survey are based upon a 
small sample of selected breastfeeding counsellors, they give an indication 
of the important and often undervalued role that breastfeeding counsellors 
play within NCT postnatal services, enabling women to establish and 
continue successful breastfeeding. Feedback from women completing the 
survey called for better signposting and funding of additional breastfeeding 
counsellors, embedding them further within routine NHS postnatal services 
to enable all women (including those who had not attended NCT antenatal 
classes) to access the support they require. Further evaluation could give a 
better indication of the scope of this important but often unseen service and 
further demonstrate its value. 

For the full survey report see:

Fox, R. Executive Summary: Report on women’s experiences of support from 
an NCT Breastfeeding Counsellor. NCT; September 2017. Available from: 
https://babble.nct.org.uk/sites/default/files/resources/Breastfeeding%20
Counsellor%20Report%20Sept%202017.pdf

https://babble.nct.org.uk/sites/default/files/resources/Breastfeeding Counsellor Report Sept 2017.pdf
https://babble.nct.org.uk/sites/default/files/resources/Breastfeeding Counsellor Report Sept 2017.pdf
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Parents as partners in neonatal 
care: The Integrated Family 
Delivered Care (IFDC) Project
By Annie Aloysius Clinical Specialist Neonatal SLT, 
IBCLC, Imperial College Healthcare NHS Trust

‘It’s all the beeping and strange equipment … it’s all 
so overwhelming. And it’s not what you expected or 
dreamed of. I mean nobody wants that you know.’
Parent of baby in neonatal unit

One in eight babies born in the UK will be admitted to a neonatal unit for 
specialist care for babies who are born prematurely, have a low birth weight, 
or have a medical condition requiring specialist treatment.

Over 95,000 families a year in England will be affected; some with multiple 
births – twins and triplets. No parent when imagining their pregnancy and 
delivery of their newborn baby wishes to be separated immediately after birth, 
but this is what happens to many new parents of sick and premature babies.1

The neonatal environment can be a shocking and frightening experience for 
parents. For most this was not what they imagined early parenthood would 
look like. One parent said, ‘I’ve lost the chance to look after my baby, to do the 
things that it’s usually the norm with most mothers; bring a baby home from 
the hospital right away and show them off to the world, I’ve lost that chance’.
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Their babies are often very sick or fragile, requiring medical support and 
interventions. They may be separated in an incubator or connected to 
breathing equipment and monitors, making it difficult to pick up and cuddle 
them. They may need tube feeding and are not able to feed from the breast 
or bottle yet. This environment can leave parents feeling helpless and scared. 

“‘ wasn’t there so much. I lay in the maternity unit in my bed. I wanted to see 
him but at the same time I didn’t because I didn’t want to get attached.  
I thought he would die and I had to be prepared for that.’  

For parents, neonatal care can arouse deep emotions and anxiety. Stress can 
be detrimental both to baby and parents and their developing relationship. 
They may feel like they have failed as parents which can lead to high levels 
of postnatal depression and post-traumatic stress for mothers and fathers.2,3 
Siblings and grandparents are often limited in the time they can spend with 
the new baby, and it can be an anxious and difficult time for the whole family.       

Nurturing parents
Supporting and nurturing the parents in this situation is vital to enable 
bonding and prevent longer-term problems of anxiety and trauma. Even 
in these early days babies know their parents voice, smell and touch and 
are soothed by their loving presence. It is essential to the baby’s care and 
outcome that their parents are with them as much as possible, getting to 
know and care for them. It can enable parents to reclaim an alternative 
parenting role: 

‘I felt like a true mother. Before he was so small and I couldn’t handle him.  
I knew I was his mother but now I was doing everything a mother is supposed 
to do and once I started doing all that it was more real.’

The traditional model of neonatal care is much the same as maternity care 
was in the 1950s; doctors and nurses know best. Newborn babies were taken 
to vast nurseries to be cared for and only returned to their parents when 
doctors deemed it appropriate. This early separation had consequences on 
bonding, breastfeeding and parenting confidence. While much of maternity 
care has progressed it has been more of a challenge to nurture parenthood  
in the neonatal environment. Further work is still needed to fully recognise 
the rights of the child — to be treated as human beings with a distinct set  
of rights instead of as passive objects of care, according to the UN 
Convention on the Rights of the Child. Neonatal care strives to save lives and 
improve outcomes and is a high tech, specialist, intensive environment. It has 
gradually adapted to consider the baby’s developmental needs and impacts 
on the family. But care needs to support building a family, not just nursing  
a baby. 

Child psychoanalyst Donald Winnicott once wrote, ‘there is no such thing as 
a baby… there is only a baby and someone’. He was referring to the complete 
dependence an infant has on his or her caregivers, and how crucial the first 
relationships are for later outcomes. Babies who have strong bonds with their 
parents have better neurodevelopmental outcomes.4

I felt like a true 
mother. Before he 
was so small and I 
couldn’t handle him.  
I knew I was 
his mother but 
now I was doing 
everything a mother 
is supposed to do 
and once I started 
doing all that it was 
more real



Promoting family-centred care
Family-centred care, involving families in the care of their own children, has 
been identified as key to future neonatal service delivery by NHS England (in 
2013) and the British Association of Perinatal Medicine (in 2014). The recent 
report from the National Maternity Review (2016) reiterates the importance 
of keeping premature and sick babies together with their parents and 
ensuring parents are actively encouraged to participate in their baby’s care.5 

The past 20 years have seen a shift in considering the environment for the 
baby and how we make it most conducive for optimal development. A bright 
and noisy neonatal nursery can impact on fragile developing brains, eyes and 
nervous systems. An incubator although warm is a very different environment 
to the womb, and care and interventions need to be done with support to 
avoid unnecessary stress and stimulation. Babies can be supported with 
appropriate bedding and positioning, and by considering how they can 
support themselves through pain or stress. This shift in neonatal care is 
known as ‘developmentally supportive care’.

However, even if our care is developmentally supportive and family-centred, 
parents can still be left feeling unconfident and excluded from their true role 
as parents: being the people who know their baby best and ultimately are 
responsible for them. Relationships between parents and staff require respect 
and support and for parents to be true partners in their neonatal care.

The concept of family-centred care began during the 1970s in Estonia and 
other low resource settings, where limited availability of neonatal nurses and 
high-tech care led doctors to allow parents to care for their sick and preterm 
babies. In this ‘humane neonatal care’, parents caring for their babies were 
seen to be careful and loving and doing the best they could, making sure 
their hands were clean to reduce infection and watching their babies closely, 
helping to prevent complications. The outcomes of these babies were better 
than with traditional care, with improvement in weight gain, reduction in 
infection, length of stay and improved satisfaction among parents and staff.6

Loving care helps babies grow
These ideas have been expanded, structured and evaluated, with similarly 
positive findings. Preliminary results from an international clustered 
randomised controlled trial of family-integrated care, the largest of its kind 
showed decreased parental anxiety and depression, increased bonding, 
improved infant health, a reduction in infection rates and a decreased length 
of stay. As well as medical benefits, the trial showed that babies receiving 
more care from their parents gained weight better.7 Loving care helps  
babies grow. Encouraging parents to spend as much time as possible in  
giving skin-to-skin/kangaroo care led to better bonding and increased rates 
of breastfeeding.8    

Preventing the separation of mothers and their babies, and keeping them 
in skin-to-skin contact to provide comfort, soothing and interaction with 
their babies, appears to buffer the potentially toxic effects of stress. Overall 
this improves outcomes and helps the development of coping strategies, 
reducing depression, anxiety and post-traumatic stress. This model of care 
is not new, it is intuitive and is what parents instinctively want to do when 
supported and given the chance. 



Can we deliver family-centred care in the UK?
The neonatal service at Imperial College Healthcare NHS Trust supports the 
principles of family-integrated care. We have an established multidisciplinary 
approach with 24/7 access for parents facilitated by headphones. Parents are 
encouraged to attend ward rounds, present their babies and participate in  
the decision making process, and have skin-to-skin cuddles. We have a  
donor milk bank and our breastfeeding rates at discharge are above the 
national average.  

Our project aims to support parents to become equal members of the 
neonatal team and participate in providing active care for their infant with  
the help of a comprehensive educational programme and competency  
based training.

‘We understand and believe that even the best medical care cannot replace a 
parent’s presence and the love they can provide their baby.’   

We have received a grant from Imperial Health Charity to implement and 
evaluate this model of care. With the help of veteran parent focus groups, 
the team has created education and training materials for parents. These are 
on our free-to-download Integrated Family Delivered Neonatal Care App for 
parents, which includes a diary to record skin-to-skin contact, expressing, 
feeding, growth and memories. This can be helpful to see a baby’s ups and 
downs and progress and can be a keepsake of a baby’s journey. Memories or 
news can be shared by parents by email which helps parents to update family 
and friends. A timeline maps development from 23 weeks gestation  
to term and provides parents with information about what they can do at 
each stage of their baby’s care. A glossary of medical terms helps navigate 
neonatal vocabulary.

Parents are informed of the project by one of our two funded project  
co-ordinators. They can access the App and parent teaching sessions and if 
they wish to participate will agree to work through the competencies and take 
over the majority of the care of their baby for about six to eight hours a day.9

We understand and 
believe that even 
the best medical 
care cannot replace 
a parent’s presence 
and the love they 
can provide their 
baby



We are supporting nurses making the shift in their relationship with parents 
from co-dependence, in which parents watch nurses as experts in their baby’s 
care, to independence with mutual trust and respect. This enables parents to 
become equal partners in their baby’s care.  

Nurturing families and supporting parenthood needs to start right at the 
beginning, especially for those with small, vulnerable and sick babies who 
have a frightening start. Bonding and ‘future proofing’ – building coping 
strategies and resilience – are even more important for families whose child 
who may go on to have longer-term healthcare needs. These families need 
to feel confident in their parenting abilities, and in how to interact and work 
with healthcare professionals. Parents are there for life, and as professionals 
we are there to support and equip them for that journey. Early results from 
a similar trial at the neonatal unit in St James Hospital in Leeds have shown 
that families who have had this model of care access healthcare services 
less post-discharge, hypothesised to be due to an increase in caregiver 
confidence and a reduction in anxiety.10

Hopefully this information will not just give insight into the experience of 
having a sick or preterm baby requiring neonatal care but also into this 
new care model to enable encouragement of parents to understand the 
importance of their involvement in their baby’s neonatal care.   

We hope our resources and experience can be useful to others. Follow our 
Facebook page and download the IFDC mobile App.    
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Further resources
The Bliss report ‘Families kept apart: barriers to parents involvement in the 
baby’s hospital care’ highlights the lack of support services and facilities 
available to parents on neonatal units and what you can do to support 
change.

Best Beginnings has a nice series of Small Wonders Films that give insight 
into life on the neonatal unit and what parents can do to support  
their journey. 

Unicef Baby Friendly Initiative New neonatal standards emphasise the need 
to develop a close and loving relationship and enable parents as partners  
in care.

Family Integrated Care gives details about the Canadian experience.

http://www.bliss.org.uk
http://www.bestbeginnings.org.uk/
http://www.unicef.org.uk/babyfriendly/
http://familyintegratedcare.com/
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Breastfeeding peer support: 
lessons for design
In one of three linked pieces, Heather Trickey, from 
DECIPHer at Cardiff University, highlights findings 
that may give new breastfeeding peer support 
interventions the best chance of working
See also ‘Breastfeeding peer support: what’s available on the ground 
and where are the gaps?’ by Aimee Grant, and Women’s reflections on 
breastfeeding peer support’ by Vanita Bhavnani.

In the UK most women stop breastfeeding before they plan to do so.1 Failure 
to offer support in the hours and days after the birth means that many 
mothers do not get the help they need to establish breastfeeding. One way 
to provide more support is through training breastfeeding peer supporters 
– usually local women, who have had their own experience of breastfeeding, 
to offer a listening ear, information and practical help for overcoming 
breastfeeding difficulties. 

This idea of lay and community support is recommended by the World 
Health Organization as part of national strategies to improve breastfeeding 
rates.2 It is particularly relevant to the UK, which has one of the lowest rates 
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of breastfeeding in the world.3 UK national guidance also recommends 
breastfeeding peer support.4

Exactly what kind of peer support is best to introduce, however, is not clear. 
Experiments of breastfeeding peer support have produced mixed results. 
International reviews indicate that additional support for breastfeeding 
can be effective in high income country settings.5 However, randomised 
controlled trials (RCTs) of breastfeeding peer support in the UK have shown 
little impact on breastfeeding rates,6 though findings from a recent natural 
experiment have been promising.7 Lack of evidence from UK experiments 
may be because these have tended to be based on interventions with a low 
intended number of contacts between mothers and peer supporters and 
have run into implementation problems.8 

In the UK there is a very uneven landscape for infant feeding behaviours 
and infant feeding support – in other words, breastfeeding rates vary 
considerably1 and not all maternity care facilities have achieved the same 
‘usual care’ standard of support for breastfeeding.9 Furthermore, the 
evidence for what is or is not effective is confusing, particularly because each 
intervention and its setting is contextually unique;10 experimental studies 
tend not to take account of the way small variations can cause interventions 
to play out differently.8 This means that UK providers and commissioners of 
peer support are left with many questions: 

• Which kinds of peer support interventions have the best chance of working 
in which areas?

• How does the health care system need to adapt to the intervention?
• How should peer supporters be selected and trained, when and how (and 

how much) should they make themselves available?
• Which mothers should peer support initially be directed to?
• What are the processes by which we expect change to happen?
• Thinking about individual mothers, and thinking about the whole locality, 

what change is it reasonable to expect, and over what time scale?

Unpicking the evidence around breastfeeding 
peer support
To address these sorts of questions we have conducted a different kind 
of study – a realist review of breastfeeding peer support experiments 
delivered in high income country settings. Realist reviews don’t ask ‘Did the 
intervention work?’ Instead they ask, ‘How and why did the intervention work, 
or not work, in this context or environment, with this population?’ And ‘What 
transferrable lessons can I draw?’11

Our realist review included 15 breastfeeding peer support intervention 
cases delivered in the USA, Canada and the UK. All were intended to improve 
breastfeeding rates among mothers of full-term babies. We found that each 
intervention case was unique. Interventions varied according to the number 
of contacts and time points for delivery along the woman’s pregnancy 
and postnatal journey. The interventions varied widely according to the 
motivation levels of women receiving support, the criteria by which peers 
were selected, the levels of training provided to peers, the healthcare settings 
and levels of social and economic deprivation of different areas.  

In communities 
where formula 
feeding is socially 
normal it is probably 
unrealistic to expect 
a peer support 
intervention to 
change the minds 
of large numbers 
of women who 
were not already 
considering 
breastfeeding



From our study, we have drawn lessons to give new breastfeeding peer 
support interventions the best chance of working. We hope these will be 
useful to anyone involved in developing and providing peer support, including 
volunteer breastfeeding counsellors and peer supporters, midwives and other 
health professionals, service providers and commissioners. 

A full account of the review findings is in Trickey H, Thomson G, Grant A, et al.  
A realist review of one-to-one breastfeeding peer support experiments 
conducted in developed country settings. Matern Child Nutr 2017; in press.  

Lessons for design and delivery
We found that one-to-one breastfeeding peer support interventions rely on a 
whole sequence of mechanisms – illustrated in Figure 1. An intervention will 
fall at the first hurdle if it does not consider upstream influences, such as local 
feeding behaviours or existing care pathways.

We identified seven areas for lessons for intervention design, indicated by  
the numbered boxes in Figure 1. Lessons for each of these areas are 
discussed below. 

1.  Fit with local feeding norms
In communities where formula feeding is socially normal it is probably 
unrealistic to expect a peer support intervention to change the minds of large 
numbers of women who were not already considering breastfeeding. In such 
areas, it may be fruitful to focus on making sure that women who do decide 
to breastfeed are well supported and have an experience from which they go 
on to tell positive stories about their experiences to others. If the aim is to 
reach a whole community, providers will need to think through how support 
can be inclusive without undermining a goal to encourage, enable and affirm 
(locally unusual) decisions to breastfeed – for example by including support 
for safe and responsive formula feeding and facilitating compassionate 
conversations between mothers who are feeding their babies in  
different ways.

Higher level

5.  Content of 
peer-mother 
interactions

3.  Peer 
accessibility

4.  Peer 
qualities

1.  Fit with infant 
feeding norms

Inter-personal Intra-personal

2.  Fit with  
existing health 
care pathway

6.  Peers & within 
intervention 
feedback

7.  Legacy 
feedback

Figure 1: Areas for consideration in design for one-to-one 
breastfeeding peer support interventions



2.  Fit with the existing health care pathway
Peer support interventions often rely on support from health professionals. 
Our review confirmed that it is unlikely that an intervention will work as hoped 
if maternity care professionals are ambivalent about breastfeeding or are 
not on board with the idea of working alongside peer supporters.12 If health 
professionals do not buy into the intervention, referral pathways won’t work 
and mothers will tend to receive mixed messages about the credibility of 
the intervention. Interventions are less likely to succeed in hospital settings 
where formula supplementation rates are high and health professionals 
themselves lack knowledge and skills to enable breastfeeding. In such 
settings peer support can end up being remedial rather than additional.  
An intervention is more likely to be accepted by health professionals if 
they have had a positive prior experience of working alongside volunteer 
breastfeeding supporters and if a respected health professional acts as 
‘champion’ for the intervention. For effective and mutually acceptable 
alongside working, roles of peer supporters need to be well defined.

3.  An accessible peer supporter
Help needs to be timely. Contact with mothers needs to reflect the ‘pivotal 
points’ where mothers run into difficulties and change their minds about 
breastfeeding.13 Women from all backgrounds feel uncomfortable about 
approaching volunteers for help with feeding. Most leave it until problems 
become serious, and many simply never ask for help.

In the UK, it is very common for women to stop breastfeeding in the first 
two days,1 during which time many women do not get the help they need 
to establish breastfeeding. Against a backdrop of NHS resource and time 
pressure, lack of support to establish breastfeeding represents a huge gap 
in the health care pathway. If volunteer peer support is intended to make a 
difference to the number of women establishing breastfeeding by filling this 
‘early days’ gap, then intervention design will need to enable peers to achieve 
a proactive contact with the mother during this period. 

4.  A peer with the ‘right’ qualities 
We were surprised to find that, for one-to-one peer support interventions, 
peers and mothers did not need to be matched socially or to have specialised 
breastfeeding knowledge to be perceived as friendly and competent by 
the mother. This may be because in one-to-one interventions mothers 
sometimes see peer supporters as paraprofessionals rather than just like 
them. Social similarity may be more important in group settings. There 
is some evidence that social similarity does help where there are specific 
cultural issues or anxieties about feeding, or a language barrier. Sometimes 
there may even be a downside to similarity, for example, if both peers and 
mothers have complex and unstable lives or many competing demands and 
responsibilities, then it may be difficult to recruit and retain peer supporters. 

We were again surprised that extensive peer training did not emerge as 
important for helping mothers to initiate or continue breastfeeding. It may be 
that emotional support is key, or that what counts is having a way for mothers 
to access expert help from somewhere within the care pathway, with peer 
supporters providing a valuable referral point. Peer supporters benefit from 
opportunities to train and socialise with one another, and tend to be more 
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committed when they feel their support was valued and well integrated with 
other services. 

5.  Inside the peer-mother relationship 
We confirmed that mothers value warm and supportive relationships.14 
However, we were not able to identify any aspects of training or ways of 
delivering support (e.g. face-to-face/telephone, long-term/short term) that 
were consistently associated with the relationships mothers believed were 
helpful in initiating or continuing breastfeeding. We found that relationships 
between peer supporters and mothers can deepen over time: having contact 
with the same peer supporter over several months can help mothers to revisit 
and affirm their feeding decision. Short-term support can also be experienced 
as warm and enabling. And just knowing that peer support is available when 
needed may help mothers to overcome breastfeeding challenges. 

6.  Motivation for peer supporters
Over time peer supporters tend to direct their energy and time to supporting 
mothers who are more motivated to breastfeed and who appear to value 
the support they receive. Peer supporters can become demotivated if their 
help is repeatedly rejected. Although understandable, such preference 
for responding to women who show obvious motivation can mean that 
an intervention aimed at encouraging women who are ambivalent about 
breastfeeding may not fully succeed. It’s also worth noting that peer 
motivation is adversely affected when peers lack opportunities to develop 
their skills and share experiences with one another. 

7.  The legacy of breastfeeding peer support
Trials of peer support tend to look only at short-term impact on breastfeeding 
rates. It may be that peer support interventions can have a longer-term 
impact, for example, in raising awareness and acceptance of breastfeeding, 
influencing a whole community through visibility and changing conversations 
among partners, grandparents and community leaders, encouraging health 
professionals to improve their skills or creating a community of activists who 
campaign for local change. These kinds of outcomes may signal important 
steps on a causal pathway to improving breastfeeding rates in communities 
where formula feeding is the usual pattern. 

Conclusion
The realist review provides an evidence-based guide to what’s needed to 
give one-to-one breastfeeding peer support interventions the best chance 
of succeeding. One-to-one peer support interventions need to be relevant to 
the target population, properly embedded into existing health care pathways, 
and introduced in tandem with professional support. 

The lessons from the review do not replace the need for evaluation, though 
they do suggest the need to re-think how evaluation of breastfeeding peer 
support programmes is done. Peer support experiments often just measure 
change in breastfeeding rates over a period convenient for data collection, 
without specifying clearly how change is expected to happen or to be 
sustained. More attention needs to be paid to intervention theory, design and 
implementation, bearing in mind the unique circumstances of each setting. 



The UK continues to have internationally low breastfeeding rates and very 
high rates of ‘breastfeeding disappointment.’15 Breastfeeding support 
can only be one cog in the wheel of change. Given a goal to improve UK 
breastfeeding rates, there is a pressing need to understand how all the cogs 
work together. There is a need to evaluate how and where peer supporters 
can contribute to sustained changes in attitudes and beliefs, in services  
and culture.
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Heather Trickey led this review of peer support interventions as part of her PhD 
research, joint funded by MRC and NCT. The research was intended to inform 
the development of an NIHR funded peer support intervention, ‘Mam Kind’.16 
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Breastfeeding peer support: 
what’s available on the ground 
and where are the gaps?
In one of three linked articles, Aimee Grant, a 
qualitative researcher at Cardiff University, points  
to the lack of breastfeeding peer support services 
in many areas of the UK
See also ‘Peer support for breastfeeding: lessons for design’ by Heather Trickey, 
and ‘Women’s reflections on breastfeeding peer support’ by Vanita Bhavnani.

Breastfeeding peer support is one way in which parents who experience 
difficulties with breastfeeding can access support.1,2 However, there is 
little up-to-date evidence on what breastfeeding peer support services are 
available in the UK. We suspected that services were not equitable around 
the country, and that this could affect who received support when they were 
struggling with breastfeeding.

In order to fill this evidence gap, we surveyed infant feeding coordinators and 
other members of the UK infant feeding networks who were responsible for 
breastfeeding support services. We asked if there were peer support services 
and/or breastfeeding groups available in the area they worked in, and what 
services were provided.3 To fill any gaps and validate survey responses, we 
searched all NHS organisation websites, to see if they provided breastfeeding 
peer supporters or breastfeeding support groups. There was very little 
difference between our survey responses and the online search.

Our major finding was that peer support was only available in 56% of areas, 
with breastfeeding support groups available in 89% of areas, as illustrated 
in the maps below (see Figure 1). These show the provision of breastfeeding 
peer support, breastfeeding support groups, the presence of both or neither 
throughout the UK. It is important to note, however, that the chosen areas 
were large, covering entire NHS health board or NHS Trust boundaries. 
The health professionals who responded to the survey highlighted that 
services were not available equally throughout their area. As such, it would 
be incorrect to say that breastfeeding peer support is available in every city, 
town or village within an NHS Trust area with breastfeeding peer support.

Breastfeeding peer support services
As well as presence or absence of a service, there was also local variation in 
who managed and recruited peer supporters, and how training was provided. 
The third sector, including NCT, was identified as providing initial training for 
peer supporters. Overall, the available training varied in both content  
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and duration. In some areas, there was no training at all. There was also  
variation in ongoing training and support, with support missing in over a 
quarter of areas.

Where breastfeeding peer supporters were in place, their main activity 
was attending breastfeeding groups. This shows that in general mothers 
were supported in a group setting, rather than one to one. In summary, 
peer supporters were involved in a broad range of tasks, in hospitals (both 
antenatally and postnatally) and in the community.

Although peer supporters sometimes had a sizeable role in supporting 
breastfeeding, this was not always well integrated with other NHS services 
directed towards mothers. For greater integration, our survey highlighted 
the benefits of clear guidance on roles and responsibilities, visibility through 
shared work, and trust between the two groups. This point is also highlighted 
in the accompanying piece by Heather Trickey.

Peer support often aims to reach all parents, and three quarters of 
respondents felt that their services were accessible. However some 
participants went on to explain that services were delivered in areas of 
greatest need, but not necessarily accessed by parents who were felt to 
be most in need (such as those living on a low income, or living in areas  
of deprivation).

Breastfeeding support groups
As stated above, breastfeeding support groups were much more common 
than breastfeeding peer support services. With almost 90% of areas having 
at least one group, we asked participants to tell us more about how these 
groups functioned. When we compared the number of births within an area 
with the number of breastfeeding support groups, we found that the number 
of groups was not related to the number of mothers.

Those who organised breastfeeding groups were sometimes creative in how 
they were presented. For example groups took place in a range of settings, 
including cafes, children’s centres and alongside health visitor clinics where 
babies could be weighed. Groups were not always referred to as breastfeeding 
support groups, with some participants telling us that their breastfeeding 
support group was known as a ‘Baby Café’ or ‘First Friends’ group.

In many public health services, record-keeping is prioritised with metrics 
regularly prepared for internal and/or external consumption. Among 
breastfeeding support groups, the comprehensiveness of record-keeping 
varied both within NHS Trust areas and between them. Less than one 
third of participants reported that notes were kept on mothers who had 
problems breastfeeding, received support, or had been referred elsewhere for 
additional support.
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Money matters
Although we did not specifically ask questions about finances, it was clear 
from our survey that many services identified finances as problematic. Some 
participants noted that their services had received a reduction in funding; for 
some respondents from England, this was directly attributed to the change 
in public health departments from being part of the NHS to sitting within 
local authorities. In a few instances, breastfeeding support services had been 
decommissioned.

Participants noted that without adequate finance it was not always possible 
to train new peer supporters, or provide existing peer supporters with 
management and training updates, or pay their travel expenses. In order 
to meet the shortfall, some infant feeding coordinators were applying for 
further funds. In some areas, however, there was investment in breastfeeding 
support services, allowing for posts to supervise peer supporters. In an even 
smaller number of areas, funding was available to pay for peer supporters’ 
time, enabling support to be provided to more mothers.

Figure 1

London



Why does this matter?
Our research found inequalities in breastfeeding peer support and 
breastfeeding support groups both within and between NHS Trust areas. 
Some areas lacked support services altogether. In some areas, there was no 
training or ongoing management for peer supporters, which could lead to 
governance issues around what we should expect from lay volunteers.

At present we should not expect breastfeeding peer support services across 
the country to undertake the lion’s share of breastfeeding support in the 
community. Whilst breastfeeding peer support receives positive accolades 
from those who do receive it, many services are currently underfunded.  
Until the situation improves, breastfeeding support groups, third sector 
support and midwifery and health visiting services continue to play a 
dominant role in supporting mothers on their breastfeeding journey.
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