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BACKGROU N D

Breastfeeding plays a crucial “medicinal role” for 
preterm infants by reducing the incidence of necrotiz-
ing enterocolitis (NEC), severe infections, retinopathy 
of prematurity, and chronic lung disease.1 In particu-
lar, the prevention of NEC in very preterm infants is 
of utmost importance because the survival rate of the 
disease is low. However, even if the infant survives their 
future quality of life is compromised.2 Breast milk is 

the first choice for enteral nutrition (EN) in preterm in-
fants, especially in very- low- birthweight (VLBWIs) or 
high- risk neonates with gastrointestinal or cardiac dis-
ease. However, depending on the mother's condition, it 
may not be possible to obtain or feed the mother's own 
milk (MOM) to the infant consistently. In such cases, 
pediatric societies recommend using donor human 
milk (DHM) which carries a lower risk of causing NEC 
than formula milk.3– 5 In addition, early use of DHM is 
known to shorten the duration of parenteral nutrition 
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Abstract

Background: Since 2019, neonatal intensive care units (NICUs) with access 

to human milk banks (HMBs) have increased in Japan. In this study, using a 

questionnaire survey, we explored an understanding of the purpose, status, and 

problems of donor human milk (DHM) use and the status of enteral nutrition (EN) 

in very- low- birthweight infants (VLBWIs) in NICUs with access to HMBs.

Methods: A questionnaire was sent to 47 NICUs that had access to HMBs. Participants 

were surveyed from the begining of January to the end of February 2022.

Results: In total, 37 of 47 (78.9%) NICUs responded to the questionnaire. The 

most common indications for DHM were gestational age of less than 28 weeks 

(78.3%) and birthweight of less than 1500 g (100%). Informed consent was 

obtained from the physicians and most parents accepted DHM. All NICUs 

responded that EN for VLBWIs should start ideally within 24 h of birth, but 

in reality, nine NICUs (25%) and 18 NICUs (50%) began EN within 12 and 

24 h of birth, respectively. Additionally, seven of the nine NICUs that started 

EN within 12 h after birth routinely used DHM for VLBWIs. For infants with 

birthweights of 1000– 1499 g, it was not uncommon to start EN within 24 h of 

birth with formula milk.

Conclusion: All NICUs responded that the indication for DHM was very- low 

birthweight and that such infants would receive health benefits from DHM. In 

Japan, there is a trend of starting EN early in VLBWIs. Accessibility to HMB may 

be important for starting EN within 24 h of birth.
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and lead to better weight gain. Therefore, EN should be 
started immediately after birth during neonatal inten-
sive care unit (NICU) admission to improve neonatal 
care.6,7 The Japan Human Milk Bank Association was 
established in 2017, and the Japan Pediatric Society is-
sued a policy statement on EN for preterm and VLBWIs 
in 2019,5 leading to an increase in the number of NICUs 
using DHM. In 2021, DHM was used in 47 institutions 
for more than 360 infants.

However, only a quarter of the 192 NICUs that are 
members of the Neonatal Clinical Research Network 
have used DHM. In other words, it is assumed that the 
majority of VLBW infants are fed formula milk or un-
pasteurized breast milk (from other mothers) when their 
mothers' milk is unavailable or inaccessible.

A questionnaire survey conducted in 2020 by the 
Health and Labor Sciences Research Grants research 
group found that 91% of 154 NICUs acknowledged 
the need for human milk banks (HMB).8 Additionally, 
nearly 70% of the facilities that did not currently use 
DHM indicated an interest in using it in future. The re-
sults of this survey also revealed that the reasons for not 
using the HMB were the time and effort required to ob-
tain facility approval (e.g., ethics review) and the cost of 
DHM. Therefore, to clarify issues related to HMB use 
we conducted a questionnaire survey of facilities that al-
ready use the banks.

M ETHODS

A questionnaire survey was sent by email to 47 
NICUs that used DHM under a contract with the 
Japan Human Milk Bank Association. The study was 
conducted as part of the Health and Labor Sciences 
Research Grants- in- Aid for Scientific Research ini-
tiative, titled “The Research to Develop Human Milk 
Banks that can Provide a Stable Supply of Donor 
Milk.” The questionnaire is presented in Appendix A. 
To increase response rates, up to three email reminders 

were sent to participating institutions. For statisti-
cal analysis, we used GraphPad Prism (version 9.3.1) 
to evaluate the relationship between the belief in the 
health benefits of DHM for infants and the degree of 
prematurity using the chi- square test. To evaluate the 
relationship between the timing of EN initiation in 
VLBW infants and EN standardization we used the 
Mann– Whitney U test.

RESU LTS

Of the 47 NICUs who received the questionnaire, 37 
(78.9%) responded. According to the responses, 567 
VLBW infants and 525 extremely- low-  birthweight 
infants (ELBWIs) were admitted to these NICUs. 
Additionally, during the same year, 32 NICUs (86%) 
had treated infants with postoperative gastrointestinal 
tract disease and 15 (41%) had treated infants with 
complications of NEC.

Questions about donor milk

In 2021, a median of 6 (interquartile range 17.5– 2.5) indi-
viduals used DHM at each NICU. A total of 354 infants 
were provided with DHM. In addition, seven NICUs 
used DHM for more than 20 infants per year, and these 
seven NICUs provided DHM to 218 out of the 292 (74.6%) 
VLBWIs admitted to the NICUs in 2021.

Informed consent to use DHM was obtained by 34 
participating facilities (three NICUs did not respond). 
Among these, 30 NICUs (88%) reported that the at-
tending physician obtained consent from the parents for 
the use of DHM. Two NICUs had a specific physician 
in charge of DHM who obtained consent for the use 
of DHM. In the other two cases, the physician who ex-
plained the use of DHM at the time of hospitalization 
obtained parental consent. There were no NICUs in 
which nurses obtained consent.

F I G U R E  1  One hundred percent of neonatal intensive care units (NICUs) believe that there is a health benefit of donor human milk 
(DHM) for very preterm infants. For late preterm infants, 14% agreed, 75% somewhat agreed, and 11% somewhat disagreed. Meanwhile, for 
term infants, 11% agreed, 36% somewhat agreed, 47% somewhat disagreed, and 6% disagreed.

user1
ノート注釈
Fig 1
grayの濃さが微妙でわかりづらいので、パターン表示にしていただくのがよいかもしれません。
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Health benefits of donor human milk for infants

All 37 NICUs reported health benefits of using DHM in 
very preterm infants (Figure 1). For late preterm infants, 
5 of 36 (14%) responded with “agree”, 27 of 36 (75%) with 
“somewhat agree”, and 4 of 36 (11%) with “somewhat 
disagree”. Conversely, for term infants 4 of 36 (11%) 
responded with “agree”, 13 of 36 (36%) with “somewhat 
agree”, 17 of 36 (47%) with “somewhat disagree”, and 2 
of 36 (6%) with “disagree”. The “agree” or “somewhat 
agree” was significantly different from “disagree” or 
“somewhat disagree” according to the chi- square test, 
p  < 0.0001. These results indicate that the participants 
belief in the health benefits of DHM for infants was 
determined by their degree of prematurity.

Indications for donor human milk

As shown in Figure 2, 27 NICUs responded to the item 
on gestational age as an indication for use of DHM, with 
20 of 27 (74.1%) responding “less than 28 weeks,” 6 of 27 
(22.2%) responding “28– 32 weeks,” and 1 of 27 (3.7%) 
responding “33– 36 weeks.” In contrast, the 26 NICUs 
that responded to the question on birthweight as an 
indication for DHM, reported a birthweight of “less than 
1500 g.” In addition to gestation and weight, more than 
15 NICUs responded that they used DHM NPO period 
after medical NEC abstinence, gastrointestinal surgery, 
and milk allergies.

Criteria for transitioning from donor human 
milk to formula milk

Seventeen out of 37 (45.9%) NICUs based the transition 
from DHM to formular milk (FM) on the time- lapse after 
birth, such as 28– 30 weeks, 32 weeks, and 34 weeks post-
menstrual age, or 7 days, 14 days, and 1 month after birth.

Five of 37 (13.5%) NICUs set the transition from 
DHM to occur when weight reached 1500 g, while 3 of 
37 (8.1%) set it at when the EN volume reached 100 or 
160 ml/kg/day. As a result, nearly 25 of 37 (67.6%) NICUs 
decided the transition from DHM to FM based on post-
menstrual age, time- lapse after birth, target weight, and 
target EN volume, while the other NICUs depended on 
the attending physician's judgment.

Percentage of refusals from families to using 
donor human milk at each NICU

Twenty- six of 35 (74%) NICUs reported “no refusals,” 4 
of 35 (11%) reported “less than 5% refusals,” 2 of 35 (6%) 
reported “5%– 10% refusals,” and 3 of 35 (9%) reported 
“more than 10% refusals”.

Donor human milk payment

Twenty- four of 37 (64.9%) NICUs indicated that the 
hospital pays for DHM, (4 of 37 (10.8%)) indicated that 
the pediatric department pays for DHM, and 2 of 37 
(5.4%) indicated that the patient's family pays for DHM. 
Seven of 37 (19%) NICUs responded “other.”

Donor human milk user fee (annual contract fee)

Of the NICUs, 29 out of 36 (80.6%) responded that the 
DHM user fee was “adequate” or “somewhat adequate” 
1 of 36 (2.78%) answered, “not adequate.”

Time from order to receipt of donor human milk

Thirty- five out of 36 (97.2%) NICUs stated that the time 
from the order to receipt of DHM was adequate, while 
1 of 36 (2.78%) said that it was inadequate. However, 
this case was unavoidable because the facility was in 
Okinawa and the delivery took 3 days.

When asked if they thought the DHM provided by the 
HMB was safe, all NICUs answered “yes” or “somewhat 
agree.” When asked whether parents, nurses, and neo-
natologists were receptive to DHM, all but one facility 
answered “yes” or “somewhat agree” to each question. 
Initiation of EN was standardized at half of the NICUs 
and at the discretion of the attending physician at the 
other half.

We compared the actual timing of EN initiation in 
VLBWIs in NICUs where EN initiation was standard-
ized and in NICUs where it was left to the attending phy-
sician. The median time of EN initiation in standardized 
NICUs was 12– 24 h after birth, whereas the median time 
in physician- directed NICUs was 24– 48 h after birth. We 
asked if the actual timing of EN initiation depended on the 

F I G U R E  2  About 75% of the centers set the indication for using 
donor human milk (DHM) as gestational age less than 28 weeks; all 
centers set the birthweight as less than 1500 g.



4 of 12 |   ODA and MIZUNO

presence of EN standardization. The actual EN initiation 
was divided into (1) <12 h, (2) 12– 24 h, (3) 24– 48 h, (4) >48 h, 
and using the Mann– Whitney U test the result showed no 
significant difference (p = 0.064), but NICUs where EN ini-
tiation was standardized tended to start EN earlier.

The ideal and actual start time and type of 
initial enteral nutrition

The queries about the timing of initial EN and the kinds 
of initial EN were sought from 36 NICUs. These queries 
were divided into four categories: ELBWIs (appropriate 
for gestational age [AGA]), ELBWIs (small for gesta-
tional age [SGA]), VLBWIs (AGA), and VLBWIs (SGA).

Extremely- low- birthweight infants –  
appropriate for gestational age

The ideal starting time for EN in AGA ELBWIs was 
within 6 h at 6 out of 36 (16.7%) NICUs, 6– 12 h at 15 
of 36 (41.6%) NICUs, and 12– 24 h at 15 of 36 (41.6%) 

NICUs. In contrast, the actual start times were within 
12 h and 12– 24 h at 9 of 36 (25%) NICUs each, 24– 48 h 
at 8 of 36 (22%) NICUs, and 48– 72 h at 10 of 36 (28%) 
NICUs (Figure 3).

All NICUs used MOM or DHM for EN initiation. 
Two NICUs started with FM if MOM was unavailable. 
All nine NICUs that initiated EN within 12 h of birth 
used DHM. They all believed that DHM was benefi-
cial for extremely preterm infants and stated that both 
neonatologists and nurses were receptive to DHM. 
(Figure 3b).

Extremely- low- birthweight infants –  small for 
gestational age

The ideal starting time for EN for SGA ELBWIs was 
similar to those who were AGA, with 6 of 36 (16.7%) 
NICUs starting within 6 h, 15 of 36 (41.7%) within 6– 12 h, 
and 15 of 36 (41.7%) within 12– 24 h. In contrast, the ac-
tual starting times were within 12 h for 9 of 38 (23.7%) 
NICUs, 12– 24 h for 10 of 38 (26.3%), 24– 48 h for 7of 38 
(18.4%), and 48– 72 h for 12 of 38 (31.6%) (Figure 4). Most 

F I G U R E  3  (a) The ideal starting time for enteral nutrition (EN) 
in appropriate for gestational age (AGA) extremely- low- birthweight 
infants (ELBWIs) was within 6 h at six centers (16.7%), 6– 12 h at 
15 centers (41.6%), and 12– 24 h at 15 centers (41.6%). In contrast, 
nine of the centers (25%) reported actual start times of 12 h or less 
and nine (25%) 12– 24 h, eight centers (22%) 24– 48 h, and 10 centers 
(28%) 48– 72 h. (b) Most of the centers (19) used breast milk or donor 
human milk (DHM) to initiate EN. In cases where breast milk was 
not available, two centers started EN with formula milk (FM). In 
fact, all nine centers that started EN within 12 h of birth used DHM. 
MOM: mother's own milk.

F I G U R E  4  (a) The ideal start time for enteral nutrition (EN) in 
small for gestational age (SGA) extremely- low- birthweight infants 
(ELBWIs) was similar to those born appropriate for gestational 
age (AGA): 17% within 6 h, 41% within 6– 12 h, and 42% within 12– 
24 h. In contrast, actual starting times were 24% within 12 h, 26% 
within 12– 24 h, 18% within 24– 48 h, and 32% within 48– 72 h. (b) An 
overwhelming majority of neonatal intensive care units (NICUs) 
used breast milk or donor human milk (DHM) to initiate EN. Four 
NICUs started with formula milk (FM). MOM, mother's own milk.
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NICUs reported using MOM or DHM to initiate EN. 
Four NICUs started EN using FM (Figure 4b).

Very- low- birthweight infants –  appropriate for 
gestational age

The ideal start time for EN in AGA VLBWIs was 6 h for 
4 of 36 (11.1%) NICUs, 6– 12 h for 18 of 36 (50%), and 12– 
24 h for 14 of 36 (38.9%). The actual start time for EN was 
within 12 h for 9 of 36 (25%) NICUs, 12– 24 h for 11 of 36 
(30.6%), 24– 48 h for 9 of 36 (25%), and 48– 72 h for 7 of 
36 (19.4%) (Figure 5). Most NICUs reported using MOM 
or DHM to initiate EN. However, the number of NICUs 
that started with FM increased to 12 from 2– 4 for the 
ELBWIs (Figure 5b).

Very- low- birthweight infants –  small for 
gestational age

The ideal start time for EN in SGA VLBWIs was within 
6 h in 4 of 36 (11.1%) NICUs, 6– 12 h in 19 of 36 (52.8%), 
and 12– 24 h in 13 of 36; (36.1%; Figure 6). Most NICUs 
use breast milk or DHM to initiate EN therapy. Twelve 
NICUs initiated EN by FM (Figure 6b).

DISCUSSION

At the end of 2021, 47 out of 192 NICUs (24.4%), who 
were members of the Neonatal Clinical Research net-
work, had access to HMB. According to a recent report 
the DHM utilization rate in Germany, Austria, and 
Switzerland is 35%.9 In the United States, the percentage 
of NICUs with donor milk programs is 66% and 73% in 
Level 3 and Level 4 NICUs, respectively.10

The NICUs, which responded to the questionnaire, 
took care of a total of 1046 VLBWIs in 2021, which was 
approximately 1/6th of the 6228 VLBW infants born 
in Japan in 2020. In Japan, 97% of the parents pro-
vided written consent and 3% gave verbal consent. In 
contrast, in the United States, 78.7% of parents gave 
written consent and 18.9% provided verbal consent.11 
This result indicates that written consent is a common 
method adopted in Japan. In terms of the healthcare 
providers who obtained consent from parents, in the 
United States 43.3% were physicians or nurse practi-
tioners, 21.3% were registered nurses, 32.9% were phy-
sicians, nurse practitioners, or registered nurses, and 
1.6% of parents did not provide consent.11 In contrast, 
100% of respondents in Japan were physicians. Perhaps 
because of the differences in the medical system, there 
were no cases in which nurses performed the procedure 
without consent.

F I G U R E  5  (a) The ideal starting time for enteral nutrition 
(EN) in appropriate for gestational age (AGA) very- low- birthweight 
infants (VLBWIs) was within 6 h (6%), 50% within 6– 12 h, and 44% 
within 12– 24 h. (b) Most of the centers used breast milk or donor 
human milk (DHM) to start EN. However, the number of neonatal 
intensive care units (NICUS) starting with FM increased to 12. 
MOM, mother's own milk.

F I G U R E  6  (a) The ideal starting time for enteral nutrition (EN) 
in small for gestational age (SGA) very- low- birthweight infants 
(VLBWIs) was within 6 h in 11%, of neonatal intensive care units 
(NICUs) 6– 12 h in 53%, and 12– 24 h in 36%. (b) Most NICUs use 
breast milk or donor human milk (DHM) to initiate EN. Twelve 
NICUs started with formula milk (FM). MOM, mother's own milk.
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In the United States, 86.3% of the participants estab-
lished that the refusal rate of using DHM was less than 
10%, while 10% of the NICUs established a refusal rate 
of 10%– 25%.11 In contrast, in Japan, the percentage of no 
refusal was 74%, while 11% of NICUs responded that the 
refusal rate was less than 5%. Although there is a long his-
tory of HMB use in the United States, there is little concern 
about DHM use. Interestingly, 91% of families in Japan re-
fused to use DHM less than 10% of the time, which is not 
a large number compared to the United States. This is pos-
sibly because many women in Japan have always desired 
to breastfeed their children.12 In the three NICUs, more 
than 10% refused to use DHM, and the annual number of 
DHM users was less than five. Conversely, the median an-
nual number of DHM uses was 7 (25th and 75th percentile: 
2.5 and 13.75) at 26 NICUs that had never refused DHM, 
suggesting that DHM refusal may be less likely to occur at 
NICUs that are relatively familiar with DHM use.

In the United States, 86% of the cost of DHM was 
covered by the hospitals and 13.8% by insurance.11 
Further, five US states have legislated insurance to cover 
the actual costs of using DHM for preterm infants. In 
this survey, two hospitals reported that they charged the 
patient's family for DHM as an inpatient meal fee, which 
is covered by medical care for preterm babies.

Regarding the cost of DHM, the United States pro-
vides it at $4 per ounce (30 ml). A study investigating the 
approximate cost of DHM reported that the average cost 
was $27 per infant when the mother produced breast milk 
adequately and $154 per infant when the mother had an 
inadequate milk supply.13 The annual contracted cost for 
DHM in Japan is also based on $4 per ounce, which is 
15 000 yen/L (calculated at 120 yen/dollar; the cost would 
be 15 840 yen/L). Although the contract cost is set at 
300 000 yen per year for a facility that plans to use 20 L 
per year, it has been found that NICUs use more than the 
contracted amount. The total annual contracted amount 
was 285 L, but the actual amount delivered to the NICU 
was 778 L. Although most NICUs view the annual con-
tract fee as adequate, when considering sustainability in 
terms of HMB activities, they are required to pay appro-
priately, according to the volume of deliveries. As some 
NICUs use research funds to pay for the contract, rais-
ing the annual contract fee (in case of increased demand) 
may be an issue in the future.

Owing to the excellent Japanese distribution system, 
all NICUs (except for one facility in Okinawa) judged 
the time required to receive the order of DHM as ad-
equate. However, in the future, it may be necessary to 
establish small- scale HMBs in several locations in Japan 
to enhance delivery. Regarding the safety of DHM and 
acceptance from NICUs and families, it is assumed that 
NICUs that have used HMBs in the past have a sense of 
security regarding using DHM from HMBs. As a result, 
doctors and nurses may be more likely to accept DHM.

Half of the respondents reported that EN initiation 
was standardized at their NICUs, while the other half 

reported that EN was initiated at the discretion of the 
attending physician. In a previous survey, 35% of the 
respondents answered that EN was standardized; there-
fore, NICUs that have access to HMBs may have a higher 
rate of standardization.14 The benefits of standardizing 
EN, as discussed previously, are expected to spread in 
Japan, considering that the use of DHM has increased 
over the years.15

Regarding the age indications for DHM, 74.1% of the 
respondents stated less than 28 weeks' gestational age, 
22.2% 28– 32 weeks, and 3.7% said 33– 36 weeks. In contrast, 
in the United States 49.9% of the NICUs stated less than 
32 weeks and 42.0% indicated 33– 36 weeks.11 Regarding 
birthweight, 100% of the NICUs in this study set DHM in-
dication to less than 1500 g. In the United States, 18.3% of 
the NICUs set DHM indication at less than 1500 g, 55.3% 
to 1500 g, and 26.4% did not specify it by weight.11 In terms 
of indications for DHM, insufficient MOM was the high-
est in the United States.11 Conversely, in Japan, the most 
common indications for DHM were medical NEC (40.5%), 
gastrointestinal surgery (43.2%), and milk allergy (40.5%). 
Therefore, DHM is used to treat higher weight and/or 
more mature preterm infants in the united States than in 
Japan. In other countries, parental requests are one of the 
reasons for the use of DHM.10,11

All the NICUs in the study reported that DHM had 
health benefits for very preterm infants. Nearly 90% 
of the NICUs favored DHM for late preterm infants, 
responding with “strongly agree” and “somewhat 
agree.” For term infants, 47% of the NICUs answered 
“strongly agree” or “somewhat agree.” It can be in-
ferred that the demand for DHM is not limited to 
very preterm infants in NICUs with HMB programs. 
However, Japanese neonatologists believe that the 
health benefits of DHM depend on the degree of pre-
maturity of the infants.

The most common criteria for transitioning from 
DHM to FM in the United States were specific postmen-
strual age (PMA; 76.9%) and target weight (44.3%).11 In 
contrast, the highest percentage of Japanese respon-
dents used the 32 weeks PMA for the transition (19%), 
but each facility often set its own standards.

Forty- one percent of NICUs treated infants with 
NEC, but among the seven NICUs that used DHM rou-
tinely (>20 infants per year), only two treated infants 
with NEC. One infant was born at 22 weeks' gestation 
and used only MOM. At another facility, two cases of 
NEC occurred: one was artificially fed before the use of 
DHM, and the other infant developed NEC under DHM 
use because of significant ductus arteriosus. Therefore, 
there was only one case of NEC in these seven NICUs 
which took care of a total of 292 VLBW infants in 2021 
(NEC incidence rate: 1/292, 0.34%).

In 2020, we conducted a questionnaire survey of all the 
NICUs that are members of the Japanese Neonatologist 
Association. The results showed that the ideal starting 
time for EN for ELBW infants was within 12 and 24 h 
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after the birth of 18% and 58% NICUs, respectively.8 In 
this current study, the NICUs that had access to HMB 
replied that the ideal starting time for EN for ELBW in-
fants was within 12 (58.3%) and 24 h (41.7%) after birth. 
The percentage of NICUs that start EN within 24 h was 
30% in all NICUs8 on the 2020 study and 50% in this 
study. In other words, NICUs that have access to HMB 
not only plan to start EN but also start EN as they de-
sire. Regarding the use of FM, a previous survey found 
that 24% of NICUs used FM for the first EN; how-
ever, only two of 37 NICUs (5%) used FM if MOM was 
unavailable.

Regarding VLBWIs, the ideal starting times for EN 
were within 12 h (25%) and 24 h (62%) after birth. For 
the NICUs that had access to HMB the ideal starting 
time was within 12 h (56%) and 24 h (44%) after birth. 
The percentage of NICUs that started EN within 24 h 
was 62% in all NICUs and 56% in NICUs with HMB 
access. A previous survey found that 56% of NICUs 
used FM for the first EN; however, in the NICUs with 
access to HMB, 12 of 37 NICUs (32.4%) used FM. In 
other words, more NICUs start EN for VLBWIs within 
24 h after birth, partly because they are not reluctant 
to use FM as the first enteral feed. It would be desir-
able for NICUs with access to HMB to start EN for 
VLBWIs with DHM. Klotz et al. found that more than 
half of the NICUs that have access to HMB start EN 
with DHM immediately after birth.

Limitations

Most NICUs replied to all the questions; however, some 
questions were not answered. However, the number of 
unanswered items was limited, therefore, the findings 
did not significantly change. Although we asked NICUs 
that have access to a HMB to answer this questionnaire, 
not all the VLBW infants admitted to these NICUs re-
ceived DHM. In the near future, we would like to have 
a better understanding of the differences in clinical out-
comes of VLBW infants who do or do not receive DHM.

CONCLUSIONS

The HMB system is becoming familiar in NICUs in 
Japan. Most NICU staff and parents of the recipients are 
receptive to DHM. As expected, NICUs with access to 
HMB start enteral feeding with DHM earlier.
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