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[bookmark: _Toc212467800]Guideline statement
Brain growth and neural network formation occur at a rapid pace during the first 2 years of a child’s life (1). The environment in which a child’s brain develops is important (1).  Developmental care is an individualised approach to reducing infant stress and promoting positive sensory experiences. The aim is to support a developing newborn and their family with the aim of optimising their short- and long-term health and neurological outcomes. This includes reducing infant stress, supporting growth and wellbeing, supporting parental mental health, supporting parent-infant attachment, protecting sleep and recognising a baby’s individual needs and behaviours.  
Background
This document outlines strategies to provide care for infants that will reduce stress, support their development and support their family’s engagement parent-baby attachment and wellbeing 
Key Objective
Infants cared for in the Department of Neonatology will receive care that is family and baby centred, creates an environment that reduces stress, is neuro-developmentally appropriate and is individualised to each infant and family.  
This includes:
Supporting and empowering parents to understand their baby’s cues and form strong parent-infant attachment.
Supporting parent wellbeing.
Optimising the environment to reduce stress and expose infants to positive sensory experiences.
Practicing cue-based care and protecting sleep.
Managing pain at every opportunity.
Practicing cue-based feeding.
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This document applies to all infants cared for in the Neonatal Intensive Care Unit (NICU) and Special Care Nursery (SCN) at Centenary Hospital for Women and Children and North Canberra Hospital within the Canberra Health Services (CHS) Network. This document applies to the following CHS team members working within their scope of practice: 
Medical Officers and Medical students
Nurses and Midwives
Nursing and Midwifery students
Allied health professionals that work in NICU & SCN.
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Goals of family centred care:
For parents to be recognised as essential members of the team and to be supported to work in partnership with the multidisciplinary team.
For parents to be supported in their role as the most important care givers for their baby to facilitate secure attachment between babies and parents.
To empower parents to feel confident caring for their baby in a healthcare environment.
The relationship between a baby and their parent is important for the social and cognitive development (2). Parent-infant relationships are complex but essential in supporting childhood emotional development and wellbeing. Parenting a NICU baby is challenging and is associated with increased parent psychiatric distress and lower parental self-confidence in carrying out their parent role (3,4). This makes it harder for NICU parents to be sensitive to their infants’ cues, and parental sensitivity to infants emotional and physical needs is important for infant wellbeing, development and mental health (4). Support parents in understanding their baby’s cues and empower them in their parent role. Provide families with educational resources to support their understanding of their baby and cues.
	[bookmark: _Hlk172532356]Note
Implement trauma informed care principles - of Safety, Trustworthiness, Choice, Collaboration and Empowerment.
Provide a calm, predictable environment, with any changes communicated as early as possible.
Offer as much privacy and dignity as possible.
Highlight/encourage opportunities for parents to rest and attend to their own needs.
Provide written information on wellbeing for NICU/SCN families
Ask parents about their level of support, from both their formal and informal networks. Offer referrals to other disciplines (including Social Work) if more support is needed
Facilitate/encourage parent-to-parent peer support
Promote a sense of safety and security for parents by: 
· acknowledging any distress as it arises:
· ensuring good levels of communication between parents and the multidisciplinary team (including when planning for discharge or transfer)
· being aware of parents’ individual needs in terms of communication style, culture, sensory sensitivities, health literacy 
Support parents in learning about their baby’s cues
Use parent communication tools 
Prioritise parent engagement in care where able.
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Refer to Attachment 1 for a summary of sensory development and appropriate environmental management.
Limiting noise and encouraging exposure to voice and sound
	Note: 
Reduce noise by:
· Avoiding tapping or writing on isolettes.
· Closing port holes gently
· Decreasing the volume of conversations at the bedside.
· Setting monitor alarm limits and tone at low levels. Try to silence them as soon as possible.
· Turning suction off following use
· Preventing water build-up in Continuous Positive Airway Pressure (CPAP) and ventilator circuits and
· Ensuring that if medical equipment is noisy consideration is given to using earmuffs.
Encourage exposure to voice and sound by:
· Using infant-directed speech during cares and handling (slowed speech, higher pitch and expanded pitch range, short sentences with rhyme and musicality) 
· Encouraging parents to speak to their baby using infant directed speech.
· Encouraging parents to read to and sing softly to their babies at the bedside and during skin-to-skin time.


The way in which preterm infants in the NICU experience sound is very different from a foetus of the same gestational age (5). In the womb the low frequency sounds (less than 300Hz) are transmitted and high frequency sounds (greater than300Hz) are attenuated (6).  This means that a neonate in the NICU is exposed to more high frequency noise from their environment. Incubators quieten noises coming from outside of the incubator (including human speech) but amplify sounds arising from the incubator or within the incubator (when knocking the incubator, opening/closing doors, or respiratory support (6). The American Academy of Pediatric (AAP) and World Health Organisation (WHO) recommend keeping sound levels less than 45dB (7). Sounds greater than 68dB have been associated with physiological instability (8).
Babies of 23-25 weeks gestational age have a well enough developed auditory system to have physiologic responses to sound (5). Language studies in older infants and children demonstrate that the more a child is exposed to parent speech the better their language development (9). Babies respond best to infant directed speech from a parent but also response to infant-directed speech from non-parents more than adult directed speech (10).  Maternal speaking and singing have been associated with improved oxygen saturations and the prevalence of a calm alert state (9). Infant directed speech can vary across cultures but characteristics that are universal include slowed speech, raised pitch and expanded pitch (10). Preterm infants start to make vocalisations from as early as 32 weeks gestation, vocalise more when their parents are visiting and have a greater number of reciprocal vocalisations the more they are exposed to parent speech (11).
Music therapy
	Note:
Ask parents if they have a lullaby or song that has meaning to their family/culture
Encourage parents to expose their babies to infant directed speech and singing whilst they are present rather than playing recorded music   
Consider playing a lullaby for term newborns during painful procedures as an adjunct to usual pain relief.
Consider playing music for babies greater than greater than or equal to 32 weeks GA softly during awake alert time, without exceeding intended decibel levels providing this doesn’t reduce their exposure to human speech.


Soft infant directed speech and song from parents and caregivers should always be offered in preference to other sounds. Currently there is no strong evidence to support that music therapy improves infant oxygenation or parental mental health however does result in reductions in infant heart rate (12). Music therapy has been shown to activate cortical networks using functional MRI in term infants (13). Term infants randomised to sucrose with music (‘Bedtime Mozart lullaby’) had lower pain scores during heel pricks than babies with sucrose alone (13)
Managing light in the NICU
There is some evidence that cycling light can help babies develop a diurnal rhythm, improve weight gain and shorten time to discharge (14).
Recommendations for light management by gestational age
	
	Less than 32 weeks
	32-34 weeks
	More than 34 weeks

	Daytime 
	Incubator covers on 
Soft natural light in room (shade blinds down)
	Incubator covers off
Soft natural light in room (shade blinds down)
	Natural light during the day (not direct bright light but natural light with shade blinds up)

	Night-time
	Incubator covers on
Room darker
	Incubator covers off unless room lights on
Room darker
	Low light at night


Supporting visual development
Note:
Encourage parents to position their babies 20-30 cm from their face during skin-to-skin cuddles
Only use mobiles and contrasting black and white images once infants are term corrected age or older and when they are in a quiet alert state.
As preterm babies mature their ability to see improves. When preterm infants are less than 32 weeks gestational age, their pupillary reflexes are poor developed. Keep cot covers over incubators to protect them from bright lights. From 32 weeks preterm infants may tolerate light better but continue to protect them from bright light.  Late preterm and term babies can fix on faces or contrasting black and white images that are 20-30 cm from their face.  Encourage parents to have babies 20-30 cm from their face during skin-to-skin cuddle
Taste and smell
	Note: 
Provide infants with a scent cloth that has the scent of their mother’s breastmilk (or donor milk if no expressed breast milk (EBM) is available).
Ensure the scent cloth is available and that the infant can smell breastmilk prior to painful procedures. If a scent cloth isn’t available provide a small amount of breastmilk on gauze.
Offer a taste and smell of breastmilk with tube feeds (0.2mls of milk in the mouth and 0.1-0.5mls of milk on a scent cloth).
Avoid exposing an infant to the smell of hand sanitiser or strong perfume and provide education to families about this.


Smell and taste develop together in utero. The first smell and taste experiences for a foetus are from amniotic fluid, which is unique to each pregnancy and influenced by maternal diet (15). Infants seek out their own amniotic fluid smell over that of other mothers following delivery. The smell of breast milk may reduce pain scores in infants exposed prior to a painful procedure (16) and may lessen heart rate variability (17). Pain is reduced more when an infant smells their own mother’s milk. In the absence of mother’s milk, the smell of donated breastmilk is better than no smell (18). There is moderate to low certainty evidence that breast milk and breastfeeding can reduce pain in infants undergoing painful procedure (17) Strong smells (hand sanitiser, perfume) can cause a pain response in newborn infants. There is ongoing research examining whether providing newborns who are tube fed with a taste and smell of milk with each tube feed can reduce time to reach full suck feeds (15) 
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	Note:
Practice cue-based care by defining a care window (usually around 40 minutes) and begin cares when the baby is in a drowsy or quiet alert state). 
Do not wake a baby during deep or active sleep unless you need to provide urgent care or there is a need to facilitate Kangaroo care.
If you need to wake a baby do so with voice followed by gentle touch
Role model protecting sleep for parents in the nursery.


Protecting sleep and cue-based cares:
Sleep is very important for early brain maturation, brain growth, memory formation and brain plasticity (19) The newborn intensive care and special care nurseries are noisy and disruptive environments in which sleep is frequently interrupted.   It can be hard to identify sleep stages accurately in preterm or even term newborns, however it is important to try to protect sleep where possible.  Active sleep is when memories are made and neuronal connections are formed (20).  The average infant sleep cycle is 40-60 minutes.
Sleep states, signs and response* 
	[bookmark: _Hlk195782515]State
	Signs
	What to do

	Deep sleep
	Regular heart rate (HR) and respiratory rate (RR)
Little eye movement
No body movement
Can have bursts of sucking
Not easily woken

	Don’t wake unless necessary.
If waking cannot be avoided use voice and gentle touch to wake.


	Active sleep
	Faster HR and RR with irregular breathing
Rapid eye movements
More movements and facial movements
Easily woken
	

	Drowsy
	May open/close eyes
Yawn or fuss
Variable movement with irregular breathing 
	Support transition to sleep.
Wake a baby for cares at this point, if possible, using first voice, then touch

	Quiet alert
	Eyes open, some body movement
Steady and regular breathing
Very responsive and wants to interact
	Encourage talking, feeding, singing, and spending time looking at a caregiver’s face

	Active alert
	Lots of movement, irregular breathing may be unsettled, common state when a feed is due
	May need support to transition to quiet alert state with swaddling or environmental modification (if too loud/bright)

	Crying
	Tears, jerky movements, colour changes, increased muscle tension
	Support the baby to transition to quiet state. Always respond to crying.


*Adapted from the RCH COCOON guidelines (21).
Managing pain
Painful procedures are very common in newborn intensive care units. Pain and stress in the neonatal period have been associated with brain dysmaturity (22) and may alter response to painful stimuli later in life(20). Pain can be managed using both nonpharmacological and pharmacological strategies.  
[bookmark: _Toc212467805]Section 4 – Kangaroo Care and positioning 
Kangaroo Care
Kangaroo Care (KC) is skin to skin contact with a parent or caregiver. Please note that uncomfortable procedures such as eye checks and immunisation do not make a baby ineligible for KC that day as KC is shown to reduce pain response and improve physiological stability (23,24).  
	Note: 
Assess all infants for eligibility for Kangaroo Care (KC) within the first 24 hours of admission and daily thereafter.
Document KC eligibility in DHR.
Aim to offer all eligible babies and parents KC at least daily for ideally at least 1 hour.
Educate and support families providing KC to their babies, respecting their individual needs.
Once infants are no longer on respiratory support or IV infusions parents can initiate cuddles
There is no maximum number of cuddles per day however fragile babies requiring intensive care support should generally have fewer longer cuddles rather than frequent short cuddles.


Evidence of benefit from KC in developed countries (25-32)
Baby wellbeing:	
Better oxygenation and less bradycardia
Less stress (lower cortisol, higher oxytocin)
Infection risk	
Baby more likely to be colonised with parental flora
Breastmilk and breastfeeding	
Receive a higher proportion of breastmilk
More likely to go home breastfeeding
Establish breastfeeding earlier
Parental wellbeing	
Less parental anxiety and depression
Better attachment
Improved confidence in parental role 
Reduced parental cortisol
Reduced paternal blood pressure
Developmental outcomes	
Better developmental scores in some ex preterm infants 
Pain management	
Pain relief that is at least as effective as sucrose. 


Process for evaluation of KC eligibility
Figure 1:  Process for evaluation of KC eligibility. *UAC = Umbilical Arterial Catheterisation, UVC = Umbilical Venous Catheterisation.
Not eligible today, document reason in DHR
Provide education to family
Consider cuddle on the cooling blanked in a parents’ lap if not eligible for skin to skin due to cooling
Assess eligibility each day and document in DHR
Babies undergoing therapeutic hypothermia.
Babies less than 24 hours post major surgery
Pre-operative gastroschisis
Babies undergoing intensive phototherapy approaching exchange range serum bilirubin levels.
Non availability of staff or parents
Parents not feeling ready for cuddles.
Eligible for a cuddle
Does the baby have a UVC/UAC/invasive ventilation/inotropes/iNo or a chest drain
Contact parents to discuss cares windows to suit their availability
No
Discuss suitability with senior medical/nursing team on call
Yes
No
Yes

Reasons for early termination of a KC
KC cuddles should ideally be of at least 1 hour duration however there is no maximum duration of a cuddle. Support parents in providing what is manageable for them.  
Early termination of KC may be indicated if there is:
Sustained increase in fractional concentration of inspired oxygen (FiO2) of more than 20% above baseline for more than 20 minutes
Hypothermia less than 36.5 degrees despite an attempt at warming with blankets
Infant distress (apnoea, bradycardia, desaturation, colour change) not improving with repositioning/time to settle..
Parent initiated KC
Once a newborn is no longer requiring respiratory support or IV access and is medically stable, parents can choose to initiate a KC when they are present in the unit. Nursing staff should support parents in learning how to position their newborn during KC and should continue to document duration of KC and adverse events on the flow chart. The team should continue to encourage parents to offer longer cuddles rather than short frequent cuddles to limit handling.
Positioning and swaddling
Note:
Alternate positioning based on the individualised need of the infant (prone and side-lying whilst preterm, supine once off monitoring)
Keep babies less than 32 weeks head midline for the first 3 days after delivery.
Keep all infants in a flexed midline position.
Allow the hands to be near the face and midline.
Swaddle preterm babies for transfers or during nest changes
Preterm infants who are fully monitored can remain nested until they are ready to have their nest removed.
Positioning is important to minimise stress, promote sleep and support motor development (33). In the womb infants have a natural boundary keeping them in a flexed position and are not exposed to the force of gravity in the same way as a preterm newborn. Prone positioning can improve physiological stability in critically unwell infants(34).
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Note:
Support a parents’ chosen mode of feeding.
Ensure that early feeding experiences are pleasurable. 
Be responsive to a baby’s feeding cues when offering suck feeds.
Feed success is measured by quality of a feed rather than the volume taken.
Offer oral suck feeds when an infant shows signs of readiness and stop if they show signs of stress.
Non-nutritive sucking begins from around 28-33 weeks and is characterised by short sharp sucking bursts (35), becoming slower and more organised from 32-34 weeks gestation (35,36). Feeding difficulties are common in preterm infants likely as a result of multiple external oral stimulae (intubations), medical complications (respiratory distress), differences in brain development and differences in their oesophageal motility and a greater risk of eosinophilic oesophagitis (36). Long term feeding difficulties include oral aversion (37), dysphagia, and feeding tube dependency. The prevalence of feeding problems in preterm survivors is 42% in the first 4 years of life (37)
It is important to support vulnerable babies in developing feeding skills, whilst ensuring that their early feeding experiences are not stressful.
Immuno-supportive oral care 
Providing the scent and taste of the mother’s milk facilitates mouthing, sucking, arousal and calms the infant. This can be provided by introduction of the “wombat” cloth and use of breast milk for mouth care. All infants should receive breast milk and/or immune-supportive oral care with available colostrum, as soon as possible after birth, preferably within four hours.
Use of dummies/pacifiers for non-nutritive sucking
Non-nutritive sucking is a self-soothing behaviour that promotes quiet sleep and has been found to reduce activity and pain. Before offering an infant a dummy, staff should explain to parents the benefits of non-nutritive sucking and ask for consent.  Be led by the baby and never force a dummy into a baby’s mouth
Non-nutritive sucking may be encouraged by:
Positioning the infant to encourage hand to mouth to allow the infant to suck their own fingers/thumb.
Offer a dummy to preterm infants for about five minutes before tube or oral feeds as this assists with state organisation and calming of the infant.
Offering support during tube feeding
Encourage KC during feeds.
Offer babies the opportunity to suck. Either on a dummy or at the breast.
Provide the taste and smell of breastmilk with tube feeds by using breastmilk for mouth care. Use ‘wombat’ cloth (30).

[bookmark: _Toc165976724]Introduction of oral feeding
Breastfeeding is the preferred method of feeding for all infants providing this is in line with parental wishes. Breastfeeding supports the mother-infant interaction and bonding.  If a mother intends to breastfeed ensure that a baby has been latching well and sucking at the breast before starting bottle feeds.
Oral feeding in preterm or unwell babies:
Feeding should be safe, nurturing and developmentally appropriate. Factors to consider when assessing an infant’s readiness to feed include:
Haemodynamic stability of the infant.
The degree of respiratory distress.  Feeds may begin whilst a baby is stable on high flow (i.e. not significantly tachypnoeic and able to coordinate sucking with swallowing and breathing).
Developmentally able to co-ordinate suck/swallow/breathe during feeding.
The presence of feeding cues.
When feeding orally the focus must be on the quality of feeding experience rather than the quantity of feed taken.
Signs of suck readiness:
Wakes spontaneously at feed times.
Demonstrates hunger cues prior to or during feeds (rooting, hands to mouth, sucking on dummy/hands).
Maintains tone and has a flexed posture. 
Transitions to and maintains an awake alert state.
Physiologically stable with handling.
Initiation of feeding in preterm or vulnerable babies
Well term babies should be offered suck feeds in line with parents’ wishes (breast or bottle) Breastfeeds can be offered at any age providing they are not stressful for the infant.  Watch for disengagement cues during feeds. Babies who are born preterm or who are at risk of feeding complications should be assessed for signs of feed readiness prior to initiating bottle feeds.  
General principles for bottle feeds:
Consider initiating the feeds side-lying.
Choose slow teats over faster teats 
Wrapping for feeds can improve posture, tone and regulation
Focus on quality rather than quantity of feeds
Avoid strategies aimed at forcing feeds such as chin support, wriggling or moving teats or feeding when disengaged.
Initiating breastfeeding in vulnerable babies
Start encouraging babies to latch and feed once they are showing signs of suck readiness. Help mothers recognised the sequence of hand mouth movements that are positive feeding cues such as:
Arms flexes
Hands stroking breast or grasping nipple
Hands and arm pushing away from the chest to see the mothers face and breast
Hand to mouth non-nutritive sucking
Tongue movement
Mouth opening ready to latch.
The modified LATCH assessment tool (see Figure 2) should be used to determine the quality of a breastfeed and help guide top-up requirement. It is for use in mothers with an established supply. If this is being used in mothers with a low supply top ups may be required independent from the quality of a feed.  If there is inadequate weight gain despite use of this tool the medical team may choose to recommend larger top-up volumes to support growth.
Use the modified LATCH assessment tool to document feed success and determine how much top up is required following a breast-feed.  This tool should be used for all babies born at less than 37 weeks gestational age.  The tool is most effective when a mothers’ milk supply is established. 


Figure 2: Modified LATCH assessment tool. Initiating bottle feeds in vulnerable babies
[image: Figure shows details of the modified latch assessment tool. The tool assesses if the infant needs feeding assistance, attaches to the breast, sucks and swallows, if the mothers breasts are drained and the length of the breast feed.  the infants score after the feed is completed advised if the infant requires a full top up feed, half top up feed or no extra feed is required. ]
Initiating bottle feeds in vulnerable babies
Breastfeeding gives a baby more control over the volume of milk that they receive. Bottles can be initiated if this is a parent’s chosen mode of feeding from 34 weeks once there are signs of suck readiness. If a parent’s chosen mode of feeding is breastfeeding, only add bottles with the parent’s consent once the baby is latching and sucking at the breast regularly.


When to initiate bottle feeding in babies at risk of aspiration/poor feeding
Figure 3: Initiating bottle feeds in at risk infants
Encourage breast-cuddles as guided by newborn interest and parental wishes
Prioritise newborn comfort and enjoyment of feeding experience over latching and sucking
Offer all newborns skin to skin regularly in line with the Kangaroo Care guideline
Allow newborns to nuzzle, lick and explore the breast during Kangaroo Care 
Provide the smell and taste of milk for comfort and during tube feeds
Newborns with abnormal voice (hoarse or quiet cry) or clinical concerns about aspiration such as desaturation or bradycardia during a feed
Newborns with risk factors for feeding difficulty:
Born less than 36 weeks GA 
Hypoxic Ischemic Encephalopathy (HIE) grade 2-3
Hydrocephalus
Peri-ventricular leukomalacia
Post major surgery
Genetic diagnosis with a risk of poor feeding/hypotonia
Chronic lung disease/respiratory support beyond 36 weeks
All GA
From 32 GA
Document suck readiness daily from 34 weeks
Consider introducing bottle feeds in line with parents’ wishes once the newborn can latch and suck at the breast consistently (if mother wants to breastfeed or mix feed). Once showing signs of readiness (start with a newborn slow flow teat)
From 34 GA
Not showing signs of readiness by 37 weeks or clinical concerns about quality of feeds (desaturation/bradycardia, spilling, stress cues)
Refer speech pathology
























How to determine feed quality and need for referral to speech pathology
Figure 4:  How to bottle feed a vulnerable baby. Subtle and overt cues are listed in Table 3 below.
No
Consider initiating the feeds side-lying. Choose slow teats over faster teats. wrapping for feeds can improve posture, tone and regulation. Focus on quality rather than quantity of feeds
· Avoid strategies aimed at forcing feeds such as chin support, wriggling or moving teats or feeding when disengaged

Observe for disengagement cues
2 or more subtle cues
1 or more overt cue
Tilt bottle to slow flow (external pacing)
Return to baseline state within 2  minutes
Resume oral feed and continue to observe
Pause feed
Return to baseline state with 2 minutes
Yes
No
Yes
Discontinue oral feed and refer to speech pathology

Subtle and overt disengagement cues for bottle feeding* relates to figure 4 flow chart.
	Subtle cues
	Overt cues

	Sleepy or yawning
	Facial signs of distress

	Decreased tone from baseline
	Pushing or pulling away from person feeding

	Prolonged sucking bursts different from previous without pause to breathe
	Loss of seal/suck/compression Open mouth at rest

	Splayed fingers
	Falling asleep when offered a bottle

	Milk spilling from mouth 
Prolonged sucking bursts without pauses to breathe
	Hiccoughs

	Rapid eye blinking or gaze aversion
	Very floppy or very high tone (different from normal)

	Agitation
	Arching/coughing or choking 

	Tachypnoea
	Desaturation/colour change


*Adapted from Sunnybrook NICU Oral Feeding Challenges Algorithm (38)
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Outcome
Neonates admitted to the NICU and SCN receive the highest quality care consistent with their developmental care needs.
Measure
Review of:
Parent opinion received through regular parent surveys (received education, knowledge of sensory environment, support provided)
Audits of sensory inputs (sound levels in the NICU, spot audits of sensory environment)
Proportion of babies who are offered KC daily
Time to first KC cuddle
Results of annual ‘Readathon’ and ‘Kangaroo-a-thon’
[bookmark: _Hlk170467190]Audit of speech therapy referrals.
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Policies
Clinical Records Management 
Nursing and Midwifery Board of Australia (NMBA) Requirements for Practice
Procedures
Clinical Records Management
Infection Prevention and Control
Infection Prevention and Control – North Canberra Hospital (NCH)
Patient Identification and Health Care Activity Matching 
Guidelines 
Breastfeeding Guideline 
Consent for Healthcare Treatment
Neonatal Nutrition Guide
Neonatal Routine Care
Safe Sleeping Guidelines – Neonates and Infants up to 12 months of age
Legislation
· Health Records (Privacy and Access) Act 1997
· Human Rights Act 2004
· Work Health and Safety Act 2011
· Carers Recognition Act 2021
Other
Australian Charter of Healthcare Rights
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Wombat cloth - A soft cloth that is transferred between mother and infant, impregnated with both maternal scent and infant scent to facilitate bonding and attachment and to assist with lactation. Providing the scent and taste of the mother’s milk facilitates mouthing, sucking, arousal and calms the infant.  
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Attachment 1 - Developmental care summary table 
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	less than 32 weeks 
	32-27 weeks 
	Term 

	Sound and communication 
	I can hear and respond to noise with changes in my HR/RR/behavioural state. 
Keep my incubator closed and avoid loud noises. 
Speak or sing to me softly using infant directed language whenever I am awake, or you are touching/holding me  
	I may start to develop some initial vocalisations from 32 weeks and will vocalise more when my parents are talking to me. 
Expose me to as much quiet infant directed speech and song as possible. 
I might enjoy hearing soft recorded music  
	Expose me to as much quiet infant directed speech and song as possible during cares and skin to skin. 
I might enjoy hearing soft recorded music (see if my family have a lullaby that’s meaningful to them). 
Consider using music in addition to sucrose for painful procedures 

	Vision  
	My pupillary response isn’t fully developed. 
Avoid bright lights and keep my incubator covered 
	My pupillary reflex is more fully developed. 
Avoid bright lights but give me more time with my incubator uncovered. 
I may start to fix on human faces that are 20-30 cm from mine 
	I prefer to look at human faces and may be able to focus about 20-30cm from my face.   
I may begin to enjoy looking at visually contrasting black and white patterns 

	Light 
	Keep my incubator cover on 
During the daytime keep the shaded blinds down and at night make it darker 
	When I’m awake during the day take my cot cover off so I can experience low natural light with the shaded blinds down 
At night make it darker for me 
	When I’m awake during the day expose me to unshaded natural light or the room lights on when I’m awake.  At night make my environment darker. 

	Sleep 
	Protect my sleep and don’t wake me from deep or active sleep for cares. 
Perform cares when I’m a in a drowsy or quiet alert state. 
If you need to wake me from sleep do this with voice and then gentle touch 

	Smell and taste 
	Always provide me with a scent cloth and the smell of my mum’s milk.  Keep this near my face 
 
	Always provide me with a scent cloth and the smell of my mum’s milk.  Offer me dummy dips with tube feeds if my cues suggest I’m ready for this 
	Always provide me with a scent cloth and the smell of my mum’s milk.   

	Feeding 
	Provide me with a taste of mum’s milk with every feed 
	Provide me with a taste of mum’s milk with every feed 
Allow me to attempt to latch at the breast if I’m interested during Kangaroo Cuddles with mum. 
Be guided by my feeding cues and consider offering suck feeds from 34 weeks depending on my feed readiness cues 
	Support the feeding mode chosen by my parents 
Be guided by my feeding cues. 
 

	My sense of position in space and balance 
	Keep my head midline in the first 3 days after birth as this may help with my brain oxygenation. 
Alternate my position between prone and left/right lateral  
Keep me in a flexed midline position 
Swaddle me for transfers and support me  
Make it easy for my hands to reach the midline and my mouth 
Prone or right sided positioning may help me with reflux 
	Keep me in a flexed position with my hands near my face and in the midline 
Once I’m off monitoring ensure I remain supine as per safe sleeping guidelines 
Be guided my cues.  If I am very jittery provide me with a boundary or swaddle.  If I am not jittery remove my nest. 

	Managing pain 
	Actively manage my pain every time you touch me 
Avoid painful stimuli like bright lights/strong smells 
Do a pain score every shift (more often if I’m receiving pharmacological pain management) 
When doing a painful procedure optimising non-pharmacological strategies including: 
Facilitated tucking, smell/taste of mother’s milk (if unavailable donor milk or sucrose) 
Offer but don’t force non-nutritive sucking. 
Provide pharmacological pain relief if needed 
Consider doing painful procedures during Kangaroo Care if parents/staff feel comfortable 
	Can consider softly playing a lullaby in addition to the non-pharmacological measures described for preterm infants  

	Kangaroo cuddles 
	Assess and document my eligibility for Kangaroo Cuddles every day 
Plan care windows around parent availability to support skin to skin Kangaroo cuddles 


.
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The Modified LATCH Assessment tool

Nurse
Feeding assistance assisted Nurse verbally guided Woman unassisted
Baby too Baby has repeated * Baby grasps
sleepy or unsuccessful attempts to breast
Attachment reluctantto  attach to breast. * Tongue down
breastfeed * Lips flanged
(Oral muscle tone) Holds nipple in mouth + Rhythmic sucking
No latch but doesn’t maintain
achieved attachment
Sucking and * Strong rhythmical
swallowing Intermittent sucking with sucking
(sucking efficiency None occasional swallowing e And /or audible
and maturity) swallowing
Breasts considerably
Breast drainage No change Breast a little softer softer
following feed
Length of feed <5mins 5-10 mins >10 mins

Add up total score following feed

Score 0-3
Do we Give full feed (IGT)
‘ ’ Score 4-6
tOp up Give half the usual feed(IGT)
this feed? Score 7-10

No extra feed required

Allow baby to feed as long as baby wants based on clinical condition

e Scoringis carried out in partnership with the woman

* Each category has a possible score of 2 and total possible score of 10

*  When baby is consistently scoring 8-10, consider increasing the number of breast feeds per day
¢ Low score in an individual element can identify a need for further intervention or education

*  When deciding top up amount consider feeding schedule

¢ Consider maternal supply when deciding on amount of top-up

For babies in the first 72 hours — woman may not have breast changes after feed so

consider elements B and C to assess

Notes:

* Baby’s sucking time is not limited to 10 mins at the breast, length of feeds will increase as they mature
*  Women are encouraged to watch the baby’s behavioral cues when feeding

*  Women are educated to know when the baby is sucking in a nutritive manor at the breast

¢ For women with low supply offer second breast if baby still cueing for feed
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