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1.0 	INTRODUCTION 

1.1	This policy sets out standards to ensure that all staff in Cambridgeshire Community Services (CCS) NHS Trust are committed to offering all children/young people the opportunity to have their growth monitored and assessed, in a variety of settings’ in accordance with the guidance from the Royal College of Paediatrics and Child Health (RCPCH), National Institute Clinical Excellence (NICE) guidance’s and to avoid conflicting advice to parents and carers according to the Nursing and Midwifery Council (NMC, 2018). 

1.2	Deviation from normal growth can be associated with illness, neglect (physical and emotional) under and over nutrition, and a range of syndromes /special needs. It can also indicate concerns of a safeguarding nature, such as neglect. The timely detection of any deviation in growth, and appropriate referral, can be crucial to maintaining an individual child’s health and wellbeing.


2.0 	DEFINITIONS

2.1	Faltering Growth (also known as failure to thrive or under-nutrition) is a term used to describe a lower weight, or rate of weight gain, than expected for age and sex in childhood it indicates that the child is not receiving adequate nutrition for optimal growth and development.

2.2	Malnutrition is a state of nutrition in which a deficiency or excess (or imbalance) of energy protein and other nutrients that causes measurable adverse effects, defined when an individual’s diet does not contain the right amount of nutrients. Malnutrition means poor nutrition and does include obesity (BAPEN- British Association of Parental and Enteral Nutrition, Sept, 2018).

2.3	Overweight - the term overweight rather than obese is often used when discussing childhood obesity, especially in open discussion, as it is less stigmatizing.

2.4	Obesity - Childhood obesity is a condition where excess body fat negatively affects a child's health or well-being. As methods to determine body fat directly are difficult, the diagnosis of obesity is often based on BMI. Due to the rising prevalence of obesity in children and its many adverse health effects it is being recognized as a serious public health concern. 

2.5	Centiles describe the optimum range of measurements. The current World Health Organisation (WHO) growth charts consist of 9 centile lines (0.4th, 2nd, 9th, 25th, 50th, 75th, 91st, 98th, & 99.6th). The distance between each centile line (2/3 of a standard deviation) is known as a centile space. The lowest centile, 0.4th has been chosen to identify extreme low measurement, below which only 1/250 (0-4%) of growing children will fall.


3.0 	BACKGROUND

3.1	The World Health Organisation (WHO) Child Growth Standards charts for infants and children, up to the age of 5 years were published in April 2006. They are based on the growth of healthy breastfed children in optimal conditions from six different countries. Data was collected from around 8,500 children who were exclusively breastfed for the first 4 months, and were living in a well-supported health environment. In consequence, the WHO aims are to provide, for the first time, a standard on “how children should grow”, rather than a traditional growth reference that describes “how children are growing”. This standard was adopted in 2009 by the UK for children under 4 years and used to construct the UK-WHO charts.

3.2	It is important for staff to ensure that they are only using these charts, UK-WHO 0-4 and 2-18 growth charts.


4.0 	OBJECTIVES & AIMS

4.1	This policy aims to ensure that all children/young people when having their growth monitored and/or assessed, is done accurately and by appropriately trained staff in accordance with the guidance from the RCPCH and NICE.

4.2	To support accurate identification of growth concerns

4.3	To ensure that parents understand the relevant importance of growth monitoring in relation to the health and development outcomes for their child.

4.4	To enable community health staff to signpost parents in how to be supported and facilitated to appropriately monitor their child’s growth at drop-in clinics, health clinics or community settings/GP’s/children’s centres where scales can be accessed.

4.5	To enable staff to adhere to the guidance on growth monitoring and assessment provided by RCPCH and NICE.

4.6	To encourage liaison with all partner agencies to ensure all are working together to deliver a whole systems approach in care and equity of standard. Partner agencies include: General Practitioners, Paediatricians, Midwives and Social Workers and Children’s’ Centres (this list is not exhaustive).


5.0  	DUTIES, ROLES & RESPONSIBILITIES 

5.1 	Heads of Services and Managers for our Children Services: 

Will ensure that all new clinical staff are familiar with this policy within one month of commencement of their employment. 

New staff working with our Healthy Child Programme 0-19 age range will receive mandatory training, in growth monitoring of children 0-19 age, within one months of commencement of employment, as appropriate to their role.

For those services that are outside of Healthy Child Programme who may undertake weight management or monitoring, they should adhere to the best practices outlined within this policy. 

5.2	Staff who Monitor Growth as part of their role will:

Use the UK-WHO growth charts provided by CCS on SystmOne (electronic records) and parent held child health record (PHCHR) or ‘red book’ inserts when recording measurements.

Ensure that they are competent in the skills required to monitor and assess growth accurately and they have a duty to maintain this competency if it is within their role.

Adhere to the responsibility as a trained member of staff performing growth monitoring to liaise with the child’s medical attendance (Paediatrician/GP) should concerns arise about the child’s health. Referral for medical assessment should take place in the following circumstances:-

· When a trend of faltering measurements is identified using NICE guidelines.
· When a single measurement falls below 0.4 centile or above the 99.6 centile.
· When an underlying illness is suspected to have an impact on growth.
· When social or environmental impact on growth is suspected, such as neglect or other forms of safeguarding.
· When there is a failure to respond to interventions delivered in primary care or when known in secondary care.

Consider refer to specialist services if faltering growth is suspected (following local pathways).


6.0	CORE STANDARDS

6.1 	Equipment /Documents

All staff will use the UK-WHO growth charts within the Parent Held Child Records (PHCR) provided by the Trust, unless a diagnosed health condition indicates a specialist chart such as children with Down’s syndrome or Achondroplasia.

· The age of each child measured will be calculated using an appropriate age in week’s calculator (sourced from NHS or DH approved) on each occasion and the age will not be calculated from the previous age noted.
· All measurements will be taken and recorded on charts in metric only.
· All measurement will take place using equipment which is appropriate and in good working order, Class 3 electronic scales which are maintained and regularly calibrated by an approved maintenance contract should be used. Evidence of compliance for the maintenance and calibration will be available as required.
· Scales will be stored in the appropriate way as per manufacturer’s recommendations to ensure that they work correctly e.g. flat on a hard surface, turned off, with no weight resting on the tray during storage.
· Length and height should be measured using standardised length mats and Leicester height tool, in good working order using the two wall stabilisers to ensure an accurate height is obtained.
· Staff are responsible for cleaning scales between uses as required by CCS infection control policy.

Example of the Who growth monitoring chart
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6.2 	Monitoring

Weight and head circumference and length should be measured when an assessment suggest that growth may be affected including when a child transfers into the area if necessary. These are required so that a base line set of measurements are documented, these can be used for future comparisons. Body Mass Index (BMI) centile should be calculated and recorded at any assessment from the age of 2 onwards including two year development reviews. 5-19 practitioners should include height and weight and conversion to BMI centile at any health needs assessment. 

6.3 	Weight 

Following the initial contact and once feeding is established effectively, parents should be advised to have their children weighed no more than:

· Once a month until aged 6 months.
· Once every two months until 1 year.
· Once every 3 months after the age of 1 year (DOH 2009).

Weights can be used as part of the Healthy Child Programme mandatory contacts or as local policy states. All school age children will be weighed at school entry (year R) and year 6 as part of the National Childhood Measurement Programme (NCMP)

6.4 	Length/Height 

Length or height should always be measured if there are any concerns about a child’s growth. Up to the age of 2, a child’s length (i.e. lying down) is measured, rather than height. Special equipment is needed to measure length accurately. 

From age 2, height (i.e. standing up) will be measured using a Leicester height measure.    

Children should not be wearing shoes when their length or height is measured.
Length should be measured where there are concerns with growth or where it has been requested as part of a safeguarding concern.
Height should be measured at the 2 year review (3 year in Bedfordshire). Furthermore, at school entry review and in year 6, if the Children’s service is commissioned to carry out these school checks (as part of the Healthy Child Programme).

6.5 	Head Circumference 

· Should be measured at the New Birth Visit, 6-8 week review and one year review.
· Head circumference usually tracks within one centile, less than 1% of infants show a rise or drop through two or more centiles after the first few weeks.
· Head circumference should be measured using a narrow plastic or disposable paper tape (lasso) and measurement should be taken where the head circumference is widest. The tape must be threaded correctly and stored carefully to maintain shape. Plastic household tape measures are not permitted as they can be inaccurate.
· If the head circumference rises across two centile an assessment by the GP is required and appropriate referral made (RCPCH 2009).

6.6	When are children unusually big or small?

There is not an exact point at which it can be said that a child’s weight or height is definitely abnormal. However, only four in every thousand healthy children are at or below the 0.4th centile. A paediatrician usually assesses these children to make sure that there are no problems. Being very small can sometimes indicate a medical or health problem. Babies on the top weight or length centile are usually healthy. If the child’s weight goes above the top centile after 12 months of age, this may be a sign that they are overweight. Further assessment will be required.

If there is a rise or decrease of two centiles or more consideration should be given to seeking a medical opinion. 

6.7	Measuring and Plotting

Good practice requires:
· Children under the age of 2 years should be weighed naked.
· When clinically indicated, children under the age of 2 will be measured lying down naked, using an appropriate measuring mat (or in a clean / dry nappy).
· Children over the age of 2 years will be weighed in light clothing (vest and pants or nappy) without socks or shoes.
· Children older than 2 years will have their height measured dressed in light clothing and without socks and shoes, using the “Leicester Height Measure”. Staff will ensure that all sections of this measure are in use when measuring children.
· Children who are measured as part of the School Entry Review or National Childhood Measurements Programme will be measured in minimal clothing as appropriate to the setting. As per SOP for the NCMP 
· All measurements will be recorded in the PCHR if available. Plotting on the centile chart will be in pencil, (this is because it allows for errors in plotting to be corrected without defacing the chart) but written in black ink on the page “Measurement Record” along with the date.  


6.8 	Errors in plotting are the most common source of anxiety and referral.

Measurements by a practitioner should be documented on the individual’s records using SystmOne, recording these measurements results in automatic plotting on the child’s electronic growth chart. If plotting does not happen automatically the electronic charts can be found in the clinical tools section of SystmOne, where the measurements can be entered and will be plotted automatically.

In all cases, once plotted all entries on the centile chart should be viewed and trend analysed. This may then facilitate early interventions or referral being made

NB This is for guidance only. 
The total picture of the health and wellbeing of the child needs to be taken into account. Young infants are particularly vulnerable. A fall off in weight centile usually exceeds and comes before any fall off in height centile. A fall off in head circumference centile usually only occurs in children with very severe growth faltering. 

An equivalent fall off in weight and height centile, or a falloff in height centile, in excess of weight centile, may suggest an endocrine cause.   

7.0 	GROWTH CHARTS including Specialist Conditions

7.1 	Preterm babies

· Children that are born before 32 completed weeks will be monitored and measurements plotted using the UK WHO Neonatal and Infant Close Monitoring Chart (usually in the hospital setting and by transitional care teams in the Community).
· These children will transfer to the 0-4 year section of the UK WHO 0-4 year’s charts once they have reached 2 years of age.
· Children that are born between 24 and 37 completed weeks will be monitored and plotted using the preterm section of the UK WHO 0-4 years charts. These children will transfer over to the 0-4 year’s section of this chart once they have reached 42 weeks gestation. The draw back arrow method of plotting recordings will be used until the child is aged 1 year for babies born from 32 weeks to 37 weeks and for 2 years for babies born from 24 weeks to 32 weeks.
· When the drawn back arrow method is used the point made on the chart identifies the child’s actual age and the arrow head identifiers the gestational correction measurement.
· Once gestational correction stops this should be clearly marked on the chart to alert practitioner and parents. 

7.2 	Other specialist conditions
Growth charts for children with the following conditions are available for use alongside the PCHR:

· Children born with Down’s syndrome will be monitored using the 2011 DSMIG/RCPCH growth charts for children with Down’s syndrome. The frequency of assessment of growth for these children differs from the recommendations in 7.2 as they will be subject to regular medical review
· Babies who are part of Care Of Next Infant (CONI) and CONI Plus Programmes will be weighed as per CONI guidance and recommended charts used.
· BMI in a child is not a static measurement and BMI centile charts, adjusted for growth are available from the Child Growth Foundation.  For clinical use, obese children are defined as those with a BMI ≥ 98 centile.  For clinical use, overweight children are defined as those with a BMI ≥ 91 centile

This is not an exhaustive list please see RCPCH website (link below in Section 12).

8.0 	ABNORMAL GROWTH PATTERNS

8.1	Faltering Growth 
Faltering Growth (also known as failure to thrive or under-nutrition) is a term used to describe a lower weight, or rate of weight gain, than expected for age and sex in childhood — it indicates that the child is not receiving adequate nutrition for optimal growth and development.  See Appendix 5 for visual summary.

8.2	Centile lines begin at two weeks of age on the UK-WHO growth chart. The measurements of babies who are younger than two weeks cannot be plotted due to the absence of centile lines. Babies who are weighed during this period require the % weight loss calculating instead of plotting. A percentage weight loss is calculated as follows:

· Weight change is the difference between the birth weight and the latest   weight.
· E.G. BW 2.900-2.700=200g…a fall of 200gms Percentage weight loss is the weight change divided by birth weight x 100% e.g. 200 ÷ 2.9 x 100% = 6.9%.

8.3	All staff must be aware that weighing children more frequently than is necessary may add to parental anxiety.

8.4	Where there are safeguarding concerns, abuse or neglect, weight length/height and head circumference should be commenced immediately. The growth monitoring frequency stated above should then be followed.

8.5	When any child falls through centiles by: 

· 1 or more  weight centile spaces, if birthweight was below the 9th centile
· 2 or more weight centile spaces, if birthweight was between the 9th and 91st centile
· 3 or more weight centile spaces, if birthweight was above the 91st centile
· When current weight is below the 2nd centile for age whatever the birthweight.

A referral should be made for a medical opinion with all documented measurements taken and details included in the referral. Onward referral to local paediatric dietetic service may be appropriate following local pathways. 

8.6	Slow or static weight gain in breastfed infants
May be as a result of ineffective milk transfer from mother to baby. This is commonly a result of poor attachment and positioning at the breast, or infrequent or interrupted feeding. In most cases the problem can be overcome with good breastfeeding management. See Infant Feeding Policy.  
 
More rarely, it may be due to a medical condition or physical abnormality of either the 
mother or baby and a prompt referral for a medical opinion would be necessary.

8.7	Obesity
Overweight and obesity are defined as ''abnormal or excessive fat accumulation that presents a risk to health''. Raised BMI is a major risk factor for non-communicable diseases such as:

· Cardiovascular diseases (mainly heart disease and stroke), which were the leading cause of death in 2012
· Diabetes
· Musculoskeletal disorders (especially osteoarthritis – a highly disabling degenerative disease of the joints)
· Some cancers (including endometrial, breast, ovarian, prostate, liver, gallbladder, kidney, and colon)
· The risk for these non-communicable diseases increases, with increases in BMI. 

Childhood obesity is associated with a higher chance of obesity, premature death and disability in adulthood. But in addition to increased future risks, obese children experience breathing difficulties, increased risk of fractures, hypertension, and early markers of cardiovascular disease, insulin resistance and psychological effects (WHO, February 2018).

8.8 	Overweight
Body Mass Index (BMI) over the 91st Centile is classified as overweight. 

BMI centiles should be calculated over the age of 2 years when height and weight are measured using the NHS BMI calculator or an appropriate BMI centile chart/tool.

When a child’s BMI is over 91st Centile parents should be informed their child is in the unhealthy weight range and the health risks associated with this. (Not naming the issue has been linked to continuing to drive the obesity.
 
8.9 	Safeguarding 
Under two years weight length and head circumference must be taken prior to Child Protection Conference and in line local pathways (e.g. UPP). All growth charts should be included in Conference reports. 

Where faltering growth or obesity presents, this should be considered as a Safeguarding issue during an assessment of need/ risk.

Childhood obesity can become a child protection concern if parents fail to provide their child adequate treatment or when Parents behave in a way that actively promotes treatment failure, as with any chronic illness in a child (R Viner, BMJ 2010).

Parental behaviour concerns include:

· Consistently failing to attend appointments
· Refusing to engage with various professionals or with weight management initiative or
· Actively not follow weight management initiatives.

See Safeguarding Trigger points in Appendix 2.


9.0 	Reporting and Referral Terminology

	When describing measurements for reports and referrals it is important that these are clear and accurate and therefore the following terminology should be used: 

· A measurement which is plotted on the line or within ¼ of a space from the centile line, the measurement described as being on the centile
· Measurements which are plotted midway between  centile lines are described as being between the centiles X and Y. Falls or rises in weight height of head circumference can be described as falling or rising through X centile spaces.

A copy of the electronic centile chart should be included in all reports for Child Protection conferences, core group meetings and Team around the child, this should be accompanied by a supportive narrative explaining the analysis of the growth monitoring including any interventions in place.

10.0	TRAINING AND COMPETENCY

· This policy is to be communicated to all staff that work within Cambridgeshire Community Health Services, and will be available on the CCS intranet.
· All new clinical staff identified as being responsible for growth monitoring will be orientated to the policy and shown/assessed as to how to weigh, measure length, height, and head circumference for all ages of children by the appointed person for each team/locality, within one month of employment (see appendix 1).
· Staff within our Children’s Services who monitor weigh as part of their role should be trained so they are able to support parents in appropriate monitoring of their child’s growth and when appropriate by using challenging conversations and motivational interviewing techniques.
· All new clinical staff identified as being responsible for growth monitoring will be expected to complete mandatory growth monitoring and assessment training through ESR, within one month of employment (see appendix 4).
· All clinical practitioners who advise parents about growth will be responsible for ensuring that they are competent to provide evidenced based information to all parents (see appendix 5 for further reading recommendations).
· All clinical staff who are involved in the measurement of children will receive annual refresher training in growth monitoring and assessment through ESR (see appendix 4).
· Training will be facilitated by the 0-19 team service according to RCPCH and Healthy Child Programme requirements and recommendations.


11.0 	MONITORING AND AUDIT

Local monitoring and compliance will be recorded locally for each Children’s service with local training records and an annual clinical audit against practice standards. 

The results will be published and communicated to via the Children’s Governance meetings to share outcomes and best practice. 

This policy will be reviewed every three years. 


12.0	REFERENCES
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Appendix 1



Signature Sheet for Approved Policy / Procedure



Name of Policy/Procedure: Growth Monitoring Policy 3.0

Intranet Pathway: Knowledge Hub /Documents Library/Our Policies

Statement:

I have read the above and understand its contents. If there are any difficulties regarding implementation or any training needs, I will raise and resolve these with my line manager. 


I agree to implement the content of the above policy.



	Staff Name 
	Role
	Signature
	Date 

	
	
	
	




On completion this sheet will be kept by the line manager and become part of the training record.






Appendix 2: Safeguarding Trigger points

Lack of capacity to engage:
· Parent unable to effectively provide for the health needs of a child due to family factor, i.e. learning difficulty, socio-economic issues unmet parental needs
· Unable to attend appointments and make necessary changes to lifestyle
· Weight continues to increase rapidly 
· Evidence that their making not steps to achieve their child specific goals Weight continues to increase or not to decrease.
Unwilling to engage:
· Not attending appointments
· Transient/intermittent engagement
· Unwilling to make changes to a child lifestyle even with support and intervention
· Parents refusing rejecting or ignoring professional advice
· Actively frustrating efforts of professionals or child to reduce weight
Oppositional behaviour unable/unwilling to set and maintain boundaries to manage child lifestyle to effect change in weight.

Disguised compliance:
· Parents appear to follow advice, but are not making changes to lifestyle 
· Parents unwilling/unable to model appropriate behaviour to facilitate lifestyle changes
· Parents playing professional off against each other
· Agencies need to be aware of behaviour which distract professionals
· Appearing helpless/overwhelmed
· Being aggressive/confrontational
· Using media/politicians/legal advisors to challenge professionals
· Over sensationalising particular comments/issues to detract from significant harm being experienced
· Parents may use medical diagnoses to justify their inability to adhere to recommended advice
Warning signs and indicators to identify safeguarding concerns for children who are visibly overweight:
· Sleep deprivation/sleep apnoea affecting day to day function.
· Incontinence
· Inability/unwillingness to participate in physical activity
· Requires medical assessment to manage weight
· Avoids school weight/height measurements
· A&E attendance with mobility issues
· Co-morbidity
· Continuous and persistent weight gain after obesity diagnosis
· Unkempt appearance
· Depression
· Low Self-esteem/ Self Harm
· Poor/ non-school attendance
· Socially isolated
· Parents not engaging in weight management programmes
· Parent’s poor mental health
· Family identify linked to obesity/intergenerational weight issues
· Any other features of neglect
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Appendix 4: e-Learning for Training for Growth Monitoring

There is a module on ESR - ''HCP 0-5 Growth and Nutrition''

This contains sections on: 
· 08 Growth and Nutrition/08_07 Weighing and Measuring Infants and Children
· 08 Growth and Nutrition/08_08 Growth Charts and their Interpretation
· 08 Growth and Nutrition/08_09 Faltering Growth


Learning Objectives

By the end of these 3 sessions you will be able to:
· Explain how growth charts are constructed and why we now use the new UK-WHO charts
· Describe good practice in plotting measurements and know how to adjust for prematurity
· Explain how to take into account parents’ heights when estimating adult height
· Calculate body mass index to identify overweight and obesity
· Recognise when patterns of weight gain, height and head circumference are of concern
· Identify a range of factors associated with weight faltering
· Explain what should be done if you have any concerns about a child’s health
· Identify what information can be obtained from a dietary assessment and make recommendations based on this
· Identify the main features to observe at mealtimes and provide feedback to parents
· State when and why you should refer the child on to other agencies
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Appendix 5: Faltering Growth
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Appendix 7: Rapid Equality and Diversity Impact Assessment Tool
The purpose of an Equality Impact Assessment is to improve the work of the Trust by ensuring that it does not discriminate and that, where possible, promotes equality.  It is a way to ensure individuals and teams think carefully about the likely impact of their work on service users and take action to improve activities, where appropriate.  As a public authority the Trust is required to carry out an assessment on all of its approved documents.

	Name of document being assessed:
	Growth Monitoring Policy 3.0



State the name and job role of the reviewer:
	Name:
	Sharon Duneclift 

	Job Role:
	Clinical Lead - Norfolk Healthy Child Programme 0-19 years

	Date:
	May 2021



	Choose either Positive or Negative impact.  POSITIVE it could benefit or would have very little or no impact.  NEGATIVE, it could disadvantage.  If you choose NEGATIVE you will be required to complete a FULL EQUALITY IMPACT ASSESSMENT

	Minority ethnic including Gypsy/travellers, refugees and asylum seekers
	Positive 

	Women and men
	Positive 

	People in religious/faith groups
	Positive 

	Disabled people
	Positive 

	Older people
	Positive 

	Children and young people
	Positive 

	Lesbian, gay, bisexual and transgender people 
	Positive 

	Marriage and Civil Partnership status
	Positive 

	Maternity status
	Positive 

	People of low income
	Positive 

	People with learning disabilities
	Positive 

	People with mental health problems
	Positive 

	Homeless people
	Positive 

	People involved in criminal justice system
	Positive 

	Staff 
	Positive 

	Diet and nutrition
	Positive 

	Exercise and physical activity
	Positive 

	Substance use: tobacco, alcohol or drugs
	Positive 

	Risk taking behaviour
	Positive 

	Education and learning, or skills
	Positive 

	Social status
	Positive 

	Employment (paid or unpaid)
	Positive 

	Social family support
	Positive 

	Stress
	Positive 

	Income
	Positive 

	Discrimination
	Positive 

	Equality of opportunity
	Positive 

	Relations between groups
	Positive 

	Living conditions
	Positive 

	Working conditions
	Positive 

	Pollution or climate change
	Positive 

	Accidental injuries or public safety
	Positive 

	Transmission of infectious disease
	Positive 

	Health care
	Positive 

	Transport
	Positive 

	Social services
	Positive 

	Housing services
	Positive 

	Education
	Positive 

	Any other areas
	Positive 

	Were any NEGATIVE impacts identified?
	NO

	If YES please contact the Assistant Director of Corporate Governance who is the Equality & Diversity Lead for the Trust to complete a full Equality Impact Assessment
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FRIENDLY
INITIATIVE

unicef &

UNITED KINGDOM

Insert from the Baby Friendly Initiative: Infant feeding and Relationships

Conversations guidance: please ask your health visitor to complete this
Conversations for the health visiting team: Key points

Remember: explore what parents already know —> accept —> offer relevant information*

All breastfeeding mother/baby dyads should have a feeding assessment using the breastfeeding assessment form during
the new birth visit and an appropriate plan of care made. This may include referral for additional/specialist support

All mothers are offered support and information on: All mothers are offered support and information on:

* The importance of closeness and responsiveness for e Appropriate introduction of solid foods
mother-baby well-being

How to hold their baby for feeding All breastfeeding mothers are offered support and information on:

Responsive feeding ¢ Feeding whilst out and about

Where to access feeding and social support within the * Maximising breastmilk if other milks have been
local area introduced

Caring for their baby at night ¢ Continuing to breastfeed upon return to work

All breastfeeding mothers are offered support and

. : Signature: Date: Comments:
information on:

¢ \Why hand expression is a useful skill and how to do it 1
e How to recognise effective feeding
¢ The value of breastfeeding

Mothers who formula feed are offered support on:

Sterilising equipment and making up feeds 2
Feeding their baby first milks

Responsive bottle feeding

Limiting the number of people who feed their baby

Signature: 3
Date:

Comments:

*refer to the health professionals’ guide for more information: http://unicef.uk/conversations
Insert on infant feeding and parent-infant relationships © Unicef UK Baby Friendly Initiative 2019
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