FEEDING TOPICS IN THE NEONATAL UNIT

EXPRESSED BREAST MILK – Principles of handling and storage


Some key points taken from the UNICEF Guidance for health professionals. To reduce the risk of cross infection or contamination of breast milk, all mothers should be taught how to express, label and store their milk in line with the local Trust standard.

Some general principles:
Within the hospital setting, milk should be used within –
· 4 hours if stored at room temperature
· 24 hours if stored in the fridge
· 24 hours from time removed from the freezer
· may be frozen for 3 months.

Milk should be used in order as was expressed for first 14 days to ensure baby gets all colostrum.

Unused breast milk will be discarded if not used after being stored at -
· room temperature for 4 hours
· refrigerated for 24 hours (in hospital)
· frozen for 3 months (in hospital)
· 24 hours after being removed from the freezer

Ensure each mother is given a new, sterile collection set each time she expresses. Ensure each mother knows how to correctly wash, rinse and dry her collection set after each use. Ensure each mother knows how to label her milk correctly. Ensure each mother knows where her designated part in the fridge/freezer is to store her milk.


Additional Information for the duration of stored milk.

The fridge temperature should be 2oC - 4oC. Bacterial growth has shown to be inhibited at this temperature for up to 48 hours. However, it is difficult to ensure this temperature is maintained in a frequently opened fridge. Therefore, 24 hours is recommended for a Neonatal Unit.

The freezer temperature should be -20oC. Temperatures must be recorded daily.  This is to ensure that milk does not rise above 10 oC which will cause bacterial growth.

Parents storing milk in their fridge at home should be reminded to store it towards the back and not in the fridge door, to maintain a cooler temperature. When transporting the milk to hospital, they should keep it cool, ideally in a freezer bag with an ice block.

Never re-freeze milk, as this may increase the risk of bacterial growth.
Unused expressed breast milk must be discarded after 3 months. Lipolysis is known to occur in frozen milk after 3 months.

This guide is based on hospital based care. 

Guidelines for home storage differ as follows…….
At home, breast milk can be stored in a sterilised container: 
· in the fridge for up to five days at 4°C or lower 
· for two weeks in the ice compartment of a fridge 
· for up to six months in a freezer 

References- 
http://www.nhs.uk/conditions/pregnancy-and-baby/pages/expressing-storing-breast-milk.aspx#close            
http://www.unicef.org.uk/babyfriendly/
http://www.unicef.org.uk/Documents/Baby_Friendly/Guidance/Baby_Friendly_Quick_Guide.pdf
http://www.unicef.org.uk/BabyFriendly/Resources/Guidance-for-Health-Professionals/Writing-policies-and-guidelines/Sample-infant-feeding-policies/
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Principles of making up Formula feeds

Guidance from the DoH was disseminated to ensure that when staff are 
making up powdered infant formula, it is prepared safely.

· Powdered infant formulae is not a sterile product; they can contain bacteria such as Enterobacter sakazakii and more rarely Salmonella. (DOH 2007)
· If the feed is not prepared safely, these bacteria can cause infection. Although this is rare they can be life threatening.
· Formula should be made up with water at a temperature of 70 degrees Celsius, which will kill these bacteria.
· A full kettle should be boiled and left to cool for no longer then 30minutes.
· It is recommended to make up a fresh bottle for each feed. Bacteria may multiply slowly in some fridges.

(DOH 2007)


Making up a feed:
· Clean and disinfect the work surface in the milk kitchen
· Wash your hands
· Use a sterile bottle
· Fill kettle with fresh tap water allow to boil using kettle provided.
· Allow kettle to cool no longer then 30minutes.
· It is important the water is still hot, 70 ◦C, otherwise the bacteria in the milk powder may not be destroyed.
· Pour the correct amount of water as per instructions into the sterile bottle.
· Loosely fill the scoop provided in the carton of powder and level it off using the leveller provided.
· Add the number of scoops of milk powder as per instructions to the water
· Place lid on the bottle and shake the bottler until the powder is dissolved.
· ALWAYS TAKE CARE AS 70 DEGRERE WATER IS STILL HOT ENOUGH TO SCALD
· To cool milk, once powder is dissolved, hold the bottle under cold running water.
· Place sterile teat onto bottle if to be used.
· Test temperature of milk before giving it to the intended baby.
· Empty out the remaining water left in the kettle down the sink.

http://www.nrls.npsa.nhs.uk/resources/type/alerts/?entryid45=12964
http://www.nrls.npsa.nhs.uk/EasySiteWeb/getresource.axd?AssetID=60018&..


Principles of inserting and checking gastric tubes: Guidance from NPSA

1- Insertion of a gastric tube (nasogastric (ngt) or orogastric (ogt))

· This procedure is carried out to keep stomach deflated or to instill enteral feeds when full oral feeding is not possible.
· The procedure is the same for both nasogastric and orogastric tubes -nasogastric (ngt) will be the term used here however.
· An appropriately sized ngt should be chosen – e.g. 6FG or 8FG for feeding according to the neonate’s size. Larger bore (8-10), shorter tubes should be used for gastric decompression (during abdominal distension / obstruction). 
· Markings to enable accurate measurement of depth and length.

Equipment - 10 mL syringe, pH testing paper, Subject to unit guidance – method of securing the tube. One example is Duoderm –to protect the skin from the adhesive tape, adhesive tape (e.g. Transpore or Hyperfix) & gloves

· Wash hands and prepare equipment
· Prepare the neonate and position appropriately
· Prepare the family as required and explain the procedure
· Determine length of tube to be inserted - keeping tube in its packet, extend tip of tube from nose to earlobe and then down from the ear to the stomach, aiming for the space in between the xiphisternum and the umbilicus below the ribs; note the mark on the tube on the point measured
· With clean hands, put on gloves and pass tube slowly until required pre-measured depth is reached
· Observe baby throughout procedure for colour change, vomiting, respiratory distress or resistance; If any distress occurs, stop and remove tube
· Neonatal units and carers in the community should use pH indicator
· strips or paper
· X-ray should not be used ‘routinely’ but, if an x-ray is given for another reason, confirm position is satisfactory by noting the position on film
· Do not use ‘Whoosh test’ (auscultation of injected air entering the stomach) to determine position of nasogastric tubes as it is unreliable


2- Checking position of gastric feeding tube

· Aspirate stomach contents with a 10 mL syringe and test for an acid response using pH paper
· Ensure you work through the NPSA flowchart and record findings
· pH should be 5.5 or less to proceed with feeding via the inserted tube
· If the pH is 6, the multidisciplinary care team should then discuss possible actions, balancing the risk between feeding (with a possibility of the tube being in the lungs) and not feeding in the short term
· The following factors can contribute to a high gastric pH (6) -Presence of amniotic fluid in a neonate <48 hr, milk in stomach, particularly if receiving 1-2 hrly feeds, use of medication to reduce stomach acid.
· Once correct position of tube ascertained, secure to face with approved method and adhesive tape 
· Record procedure in nursing documentation, noting size of tube, length passed 
· Check integrity of skin around nostril at frequent intervals for signs of deterioration
· If signs of pressure appear, reposition tube and/or tape, or re-pass nasogastric tube via opposite nostril, or use orogastric route if necessary
· Check nasogastric tube position using pH following initial insertion and subsequent reinsertions, before administering each feed & before giving medication, following vomiting, retching or coughing, if evidence of tube displacement (e.g. if tape loose or visible tube appears longer or kinked)
· If on continuous feeds, synchronise tube checking with syringe changes
· when continuous feeding has stopped, wait 15-30 min to allow stomach to empty of milk and for pH level to fall
· When changing nasogastric tubes, follow manufacturer’s recommendations
· Pass new nasogastric tube via opposite nostril wherever possible
· Report all misplaced feeding tube incidents using local risk management procedure
· Further details on determining correct position of oro-/nasogastric tubes in infants are available from NPSA (2005)
· http://www.npsa.nhs.uk/site/media/documents/1298_InterimAdvice.pdf


















Checking the position of a naso / oro gastric feeding tube
(NPSA, 2005)
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