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shared decision-making and communicating consistently, they empower families
through personalized care plans that consider cultural, social, and emotional factors
influencing breastfeeding practices. This holistic approach not only supports maternal
mental health but also contributes to the development of secure attachments between
mothers and infants. Continued professional development and interdisciplinary training
in lactation support are essential for both professions to remain current with best
practices, ensuring that mothers receive the most effective care possible. Ultimately,
this collaboration directly influences the breastfeeding rates and quality of maternal-

infant bonding, providing a foundation for lifelong health outcomes.

1. Introduction

The journey from pregnancy through the
postpartum period represents one of the most
profound physiological, psychological, and social
transitions in the human experience. At the heart of
this transition lie two interconnected and critical
processes: the establishment of successful
breastfeeding and the formation of a secure
maternal-infant bond. These are not merely discrete
tasks but foundational pillars of public health, with
demonstrable, lifelong implications for the well-
being of both mother and child. Breastfeeding, as
unequivocally endorsed by the World Health
Organization and a vast body of scientific evidence,
provides optimal nutrition, confers immunological
protection, and reduces risks for a spectrum of
acute and chronic conditions for the infant, while
also offering significant health benefits to the
mother, including reduced risks of certain cancers
and improved metabolic health [1,2]. Concurrently,
the process of maternal-infant bonding—the
emotional tie and attuned relationship that
develops—is crucial for the infant’s emotional,
cognitive, and social development, setting the
trajectory for future relational health and resilience
[3].

However, the path to achieving these optimal
outcomes is often fraught with biological
challenges, logistical barriers, and socio-cultural
complexities.  Mothers  frequently  encounter
difficulties such as perceived or real insufficient
milk supply, latching problems, breast pain, and
exhaustion, which can lead to early discontinuation
of breastfeeding [4]. Similarly, factors like maternal
mental health conditions, particularly postpartum
depression, birth-related trauma, infant prematurity
or illness, and lack of social support can
significantly impede the natural progression of
bonding [5]. In this vulnerable and pivotal context,
the healthcare professionals who provide
continuous, hands-on support—namely, nurses and
midwives—emerge as the linchpins of success.
Historically, the roles of nurses and midwives have
evolved through distinct professional pathways,
with midwifery focusing on the normality of
pregnancy and birth as a lifecycle event and nursing
providing holistic care across the wellness-illness
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continuum. Yet, in the modern maternity care
ecosystem, their spheres of practice and influence
powerfully converge, particularly in the arena of
postnatal and infant feeding support [3].

It is the central thesis of this discussion that the
conscious, structured, and respectful collaboration
between nursing and midwifery professionals is not
merely beneficial but essential for maximizing
positive outcomes in breastfeeding and maternal-
infant bonding. This interprofessional partnership,
grounded in shared goals but enriched by distinct
and complementary skillsets, creates a cohesive
safety net of support for families. When nurses and
midwives engage in effective teamwork, they
transcend the limitations of isolated practice,
ensuring continuity of care, minimizing conflicting
advice, and providing a consistent, evidence-based,
and compassionate framework for new parents [6].

2. Understanding Bonding, Attachment, and
Lactation Physiology

To appreciate the depth of intervention required
from healthcare professionals, one must first
understand  the intricate  biological  and
psychological processes at play. Maternal-infant
bonding is a multifaceted construct often discussed
alongside, but distinct from, the psychological
theory of attachment. The initial process of bonding
can be described as the mother’s emotional and
cognitive “falling in love” with her infant, a process
facilitated by neurohormonal changes around birth,
skin-to-skin  contact, and early caregiving
interactions [6]. Oxytocin, frequently termed the
“love hormone” or “bonding hormone,” plays a
dual role: it stimulates uterine contractions and milk
ejection while also promoting feelings of calm,
connection, and focused attention on the infant [7].
Interruptions to this delicate neurohormonal
cascade, such as a highly medicalized birth,
separation of mother and infant, or high levels of
maternal stress and catecholamines, can potentially
disrupt the early bonding process.

Attachment, a concept pioneered by John Bowlby
and Mary Ainsworth, develops over time as a result
of consistent, responsive, and sensitive caregiving.
It is the enduring emotional bond that shapes the
infant’s internal working model of relationships [8].
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Secure attachment, fostered by a parent who
reliably meets the infant’s needs, is linked to better
emotional regulation, higher self-esteem, and
healthier relationships later in life. The acts of
breastfeeding—nholding the infant close, responding
to hunger cues, and providing comfort—are potent,
repeated interactions that directly feed into the
development of a secure attachment bond.
Therefore, supporting breastfeeding is inherently a
direct intervention to promote secure attachment.
From a physiological standpoint, lactation is a
supply-and-demand endocrine process governed
primarily by prolactin and oxytocin. Effective,
frequent milk removal from the breast in the early
days and weeks is critical for establishing a robust
milk supply [9]. This process is heavily dependent
on a correct, comfortable latch, which is a skilled
behavior that neither mother nor infant is innately
perfect at executing. Challenges such as infant
tongue-tie, flat or inverted nipples, engorgement, or
mastitis are common and can derail the entire
process if not expertly managed. Furthermore, the
mother’s confidence, mental state, and perception
of support are powerful psychophysiological
modulators; anxiety and pain can inhibit the
oxytocin reflex, thereby physically preventing milk
flow, creating a vicious cycle of frustration and
perceived failure [10]. This complex interplay
between mind and body underscores why support
must be technically expert, psychologically astute,
and continuous.

3. The Nursing Perspective

Registered nurses, particularly those specializing in
pediatrics, neonatal intensive care, maternity, or
community health, bring a unique and vital skill set
to the care of the breastfeeding dyad and the
facilitation of bonding. The nursing model of care
is inherently holistic, viewing the patient (in this
case, both mother and infant) within the context of
their family, environment, and health-illness
continuum. In the immediate postpartum period in a
hospital setting, the bedside nurse is often the most
consistent presence, providing 24-hour surveillance
and support.

The nurse’s role is multifaceted. First, they are
crucial clinical assessors. They perform routine but
essential assessments of the newborn’s vital signs,
weight, hydration status (via output monitoring),
and jaundice, all of which provide objective data on
the effectiveness of Dbreastfeeding [11]. They
monitor the mother’s physical recovery, including
vital signs, uterine involution, lochia, and pain
levels, understanding that a mother in pain or
distress will struggle to engage optimally with her
infant. Second, nurses are primary educators. They
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provide hands-on, repetitive instruction on
breastfeeding positioning (cradle, cross-cradle,
football hold), latch techniques, and signs of
effective milk transfer. They educate on newborn
behavior, interpreting hunger cues (rooting, hand-
to-mouth movements) before crying escalates,
which promotes responsive feeding and reduces
stress for both parties [12].

Perhaps most importantly, nurses in hospital and
community settings are pivotal in screening for and
providing initial support for conditions that
severely impact bonding and feeding. They are
often the first to administer validated screening
tools for postpartum depression and anxiety,
initiating crucial conversations and referrals [13].
For infants admitted to the Neonatal Intensive Care
Unit (NICU), the role of the neonatal nurse
becomes even more critical. They are the architects
of family-integrated care, guiding and empowering
parents to participate in their fragile infant’s care
through kangaroo mother care (skin-to-skin
contact), which is proven to stabilize the infant’s
physiology, improve breastfeeding outcomes, and
strengthen parental bonding in the face of extreme
stress and separation [14,15]. The nurse’s expertise
in managing complex medical equipment while
facilitating intimate parental contact epitomizes the
synthesis of technological care and humanistic,
bonding-centered practice.

4. The Midwifery Perspective

The midwifery model of care is philosophically
rooted in the normalcy of pregnancy, birth, and the
postpartum period as natural, healthy processes.
Midwives are autonomous professionals whose
scope of practice is focused on providing holistic,
woman-centered care, emphasizing informed
choice, continuity, and minimal technological
intervention unless required [16]. This philosophy
profoundly shapes their approach to supporting
breastfeeding and bonding, which they view not as
medical events to be managed, but as integral parts
of the physiological continuum of reproduction.

A midwife’s support for breastfeeding and bonding
begins long before the birth. During prenatal visits,
midwives engage in anticipatory guidance,
discussing the benefits and mechanics of
breastfeeding, addressing fears and misconceptions,
and exploring the mother’s personal and cultural
context. This relationship-building establishes trust,
which becomes invaluable in the vulnerable
postpartum period. During labor and birth,
midwives employ practices that inherently promote
optimal starting conditions for both feeding and
bonding.  This includes  supporting  non-
pharmacological pain relief, facilitating freedom of



Hanan Murhi Bin Hassan Alanazi, Dalal Ayed Fadghash Almaradhi, May Awad Radhi Alhazmi et al. /1JCESEN 10-4(2024)3211-3218

movement, and most significantly, championing
immediate, uninterrupted skin-to-skin contact after
birth, regardless of the mode of delivery [17]. This
golden hour practice, mediated by innate newborn
reflexes, facilitates self-attachment and the first
feed, regulates the infant’s temperature and
glucose, and triggers the maternal release of

oxytocin, benefiting uterine contraction and
bonding simultaneously [18].
In the postnatal period, midwives provide

continuity of care, often through home visits or
dedicated postnatal clinics. This allows them to
assess the breastfeeding dyad in their home
environment, identifying challenges like
positioning in the mother’s own bed or chair that
may not be apparent in a hospital setting. Their
deep knowledge of lactation physiology allows
them to manage common concerns like
engorgement, blocked ducts, and mastitis with
hands-on techniques and detailed feeding plans.
Furthermore, midwives are particularly skilled in
providing psychological and emotional “mothering
of the mother.” They validate the mother’s
experience, offer reassurance, and help reframe
challenges, thereby protecting maternal
confidence—a key determinant of breastfeeding
duration [19]. Their care extends to supporting the
mother’s rest, nutrition, and integration of the
newborn into the family, all of which are
foundational for sustained breastfeeding and
positive bonding.

Effective

5. Models for

Collaboration

and Strategies

The true potential for improving outcomes is
realized not when nurses and midwives work in
parallel, but when they engage in intentional,
integrated collaboration. This requires moving
beyond simple co-existence to  structured
interprofessional practice characterized by mutual
respect, clear communication, and shared goals.
Several models and strategies facilitate this
synergy.

Continuity of care models, such as midwifery-led
group practices or integrated maternity care
pathways, naturally foster collaboration. In these
models, a known midwife provides care from
pregnancy through the postpartum period, but
seamlessly interfaces with hospital-based nurses
during birth and postnatal stays. Because the
midwife carries the longitudinal relationship, she
can provide crucial context to the nursing staff
about the woman’s preferences, fears, and social
situation, enabling personalized care. Conversely,
the nurse provides detailed handover about the
intrapartum and immediate postpartum events to
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the community midwife, ensuring a smooth
transition  home  [20]. This  closed-loop
communication prevents families from having to
repeat their story and eliminates the dangerous
scenario of receiving contradictory advice.
Interprofessional education (IPE) is a foundational
strategy for building collaborative capacity. When
nursing and midwifery students learn together—
through shared simulations, case studies, and
workshops on breastfeeding support and perinatal
mental health—they begin to understand each
other’s roles, values, and lexicons from the start of
their professional careers [21]. This breaks down
stereotypes and builds a culture of teamwork. In
clinical settings, regular interprofessional case
conferences or ward rounds focused on complex
feeding or bonding cases allow nurses and
midwives to jointly problem-solve, contributing
their respective expertise to create a unified,
comprehensive care plan [22].

The development and use of shared, evidence-based
clinical protocols is another powerful tool. When an
institution has a single, agreed-upon protocol for
managing initial  breastfeeding, performing
kangaroo care in the NICU, or screening for
postpartum depression, it creates a standard of care
that all professionals uphold. This does not erase
professional judgment but provides a common
framework, reducing variation and confusion for
parents. For instance, a protocol that mandates
offering skin-to-skin contact after a cesarean
section requires the coordinated efforts of the
midwife, obstetrician, anesthesia provider, and

recovery room nurse—a clear exercise in
collaborative practice for the benefit of bonding
[23].

Technology can also enhance collaboration. Secure
shared electronic health records allow community
midwives to see hospital nursing notes and vice
versa. Digital platforms for consultation, such as
secure messaging or telehealth huddles, enable a
community midwife to quickly consult with a
hospital-based lactation consultant (often a nurse
with advanced training) or a pediatric nurse about a
struggling infant without the family needing to
travel [24]. This creates a virtual circle of support
around the family.

6. Addressing Barriers and Challenges to
Collaborative Practice

Despite its clear benefits, effective nursing-
midwifery collaboration is not a universal reality.
Significant systemic, professional, and
interpersonal barriers can impede teamwork.
Historically rooted professional tribalism and role
ambiguity can lead to tensions. Nurses may
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perceive midwives as overly dogmatic or
dismissive of hospital routines, while midwives
may view some nursing practices as inflexible or
overly medicalized [25]. These perceptions are
often fueled by a lack of understanding of each
other’s educational preparation, scope of practice,
and philosophical underpinnings.

Workload pressures and fragmented care systems
are formidable structural barriers. Understaffing on
postnatal wards can leave nurses with minimal time
for intensive, one-on-one breastfeeding support,
leading them to rely on brief, task-focused
interactions. In many healthcare systems, the
community midwifery service is entirely separate
from the hospital, with poor communication
channels and no shared governance, making
continuity and collaboration a matter of individual
effort rather than a system-designed process [26].
Furthermore, the dominance of the medical model
in many hospitals can marginalize both nursing and
midwifery knowledge, positioning their inputs as
less valuable than those of physicians, thereby
undermining the confidence and authority needed
for collaborative leadership in areas like
breastfeeding support.

To overcome these challenges, intentional
leadership and cultural change are required.
Institutional leaders must actively champion
interprofessional collaboration, allocating resources
for joint training and creating formal liaison roles,
such as a “Breastfeeding Coordinator” who is either
a nurse or a midwife and acts as a bridge between
hospital and community services [27]. Creating
physical and temporal spaces for collaboration,
such as joint staff rooms and protected time for
handover meetings, signals its organizational
priority. Ultimately, fostering a culture of respect
where the unique contributions of both professions
are valued—where the nurse’s vigilant clinical
assessment is as respected as the midwife’s
expertise in normal physiology—is the bedrock
upon which successful collaboration is built.

7. Global and Cultural Contexts:

The imperative and manifestation of nursing-
midwifery collaboration vary across global
contexts, influenced by resources, healthcare
infrastructure, and cultural norms surrounding birth
and infant feeding. In high-resource countries with
established but sometimes siloed healthcare
systems, the challenge is often one of integration
and breaking down professional barriers, as
previously discussed. The collaboration may focus
on managing complex cases, such as supporting
breastfeeding after breast surgery or for infants with
cardiac anomalies, requiring close coordination
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between specialist nurses, midwives, lactation
consultants, and medical teams.

In low- and middle-resource settings, where the
burden of maternal and infant mortality is higher,
the collaboration between nurses and midwives (or
their community health worker analogues) can be a
literal lifesaving strategy. Here, the focus is often
on scaling up basic, evidence-based practices. For
example, the Baby-Friendly Hospital Initiative
(BFHI), a global program promoting breastfeeding,
relies heavily on the trained action of both nurses
and midwives to implement its Ten Steps to
Successful Breastfeeding [28]. In community-based
programs, a midwife might train and supervise a
network of community health nurses or peer
supporters to provide ongoing breastfeeding
counseling and monitor for danger signs in mothers
and newborns, effectively extending the reach of
professional care [29]. In these settings, their
collaborative work is not only about promoting
bonding but also a critical component of child
survival strategies, protecting against diarrhoea and
pneumonia through exclusive breastfeeding.
Cultural competency is a non-negotiable aspect of
effective collaboration in any setting. Both nurses
and midwives must collaborate not only with each
other but also with the family’s cultural framework.
This means jointly understanding and respecting

traditional postpartum practices, beliefs about
colostrum, and family structures. A unified,
culturally  sensitive  approach  from  both

professionals prevents families from being caught
between a traditional practice encouraged by elders
and a clinical recommendation, thereby building
trust and enhancing the effectiveness of their
support [30].

8. Case Studies and Evidence of Impact

The theoretical benefits of collaboration are
strongly borne out by empirical evidence and
practical case studies. Research consistently shows
that care models characterized by continuity and
collaboration, such as midwifery-led continuity of
care, result in higher rates of breastfeeding
initiation and continuation at six months, along
with greater maternal satisfaction [31,32]. For
instance, a study of an integrated care model where
midwives and pediatric nurses conducted joint
home visits post-discharge found significantly
lower rates of breastfeeding problems and higher
maternal confidence compared to standard care
[33].

In the NICU environment, where the threat to
bonding is acute, structured collaborative programs
have demonstrated remarkable outcomes. Programs
that formally train both neonatal nurses and



Hanan Murhi Bin Hassan Alanazi, Dalal Ayed Fadghash Almaradhi, May Awad Radhi Alhazmi et al. /1JCESEN 10-4(2024)3211-3218

midwives to support and empower parents in
providing kangaroo care and expressing milk show
increased rates of breast milk feeding at discharge,
reduced parental stress, and stronger parental
attachment scores [34,35]. The synergy here is
clear: the nurse ensures the infant’s medical
stability during skin-to-skin care, while the midwife
supports the mother’s physical and emotional
experience of pumping and connecting with her
fragile baby.Furthermore, collaborative approaches
to perinatal mental health, where midwives and
nurses use shared screening tools and have clear
referral pathways to specialist mental health nurses
or psychologists, lead to earlier identification and
treatment of postpartum depression, a condition
notoriously detrimental to both bonding and
breastfeeding [36,37]. When both professions are
attuned to the signs and speak a common language
about mental health, they create a safety net that
can catch struggling mothers who might otherwise
slip through the cracks.

9. Lactation Consultants and Advanced Practice
Roles

The landscape of breastfeeding support has been
further specialized with the emergence of the
International Board Certified Lactation Consultant
(IBCLC). This credential can be held by nurses,
midwives, dietitians, or other health professionals
who undergo additional rigorous training and
examination. The IBCLC often acts as a supreme
catalyst for collaboration, serving as a clinical
expert and educator for the entire interprofessional
team [38]. A nurse or midwife who is also an
IBCLC can bridge any remaining knowledge gaps,
provide advanced problem-solving for complex
cases like relactation or infant tongue-tie, and
develop staff education programs, thereby raising
the competency of the entire nursing and midwifery
workforce.

Similarly, the growth of advanced practice nursing
roles, such as the Nurse Practitioner in Pediatrics or
Women’s Health, and advanced midwifery roles
creates new opportunities for collaborative
leadership. These clinicians can prescribe for
conditions like mastitis, perform minor procedures
like frenotomies for tongue-tie, and manage
complex maternal-infant dyads in an outpatient
setting, working in close partnership with their
midwifery and nursing colleagues to provide a
seamless continuum of expert care [39].

10. Conclusion:

In conclusion, the promotion of breastfeeding and
maternal-infant bonding stands as a cornerstone of
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preventive medicine and holistic family health. It is
a complex endeavor that defies simplistic, unilateral
solutions. The challenges faced by new families are
multifaceted, intertwining the physical and the
emotional, the physiological and the psychological.
No single profession, working in isolation,
possesses the complete toolkit to navigate this
terrain successfully. The distinct yet profoundly
complementary expertise of nursing and midwifery
creates a powerful synergy when harnessed through
intentional collaboration.

Nurses, with their holistic assessment skills,
vigilant monitoring, and expertise in managing
wellness and illness across settings, provide the

essential safety net and clinical foundation.
Midwives, with their philosophy of normalcy,
expertise in  physiological  processes, and

commitment to continuity and woman-centered
care, provide the empowering, confidence-building
framework. Together, they can ensure that
evidence-based practice is delivered consistently,
that care is continuous across the transition from
hospital to home, that the mother’s physical and
emotional needs are met, and that the infant’s
nutritional and relational requirements are fulfilled.
The path forward requires a steadfast commitment
from educational institutions, healthcare
administrators, and the professions themselves to
break down silos, invest in interprofessional
education and practice models, and champion a
culture of mutual respect. The goal is a unified,
coherent system of support where families
experience not conflicting voices, but a harmonious
choir of expertise guiding them through one of
life’s most significant passages. By strengthening
the collaboration between nursing and midwifery,
we do more than improve breastfeeding rates or
bonding scores; we invest in the foundational health
of individuals, families, and societies, fostering
resilience and well-being that echoes across
generations. This collaborative imperative is not
merely a clinical strategy—it is a moral
commitment to nurturing the very beginnings of
human life and love.
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