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Abstract: Premature infants are born prior to a critical window of rapid placental nutrient transfer
and fetal growth—particularly brain development—that occurs during the third trimester of preg-
nancy. Subsequently, a large proportion of preterm neonates experience extrauterine growth failure
and associated neurodevelopmental impairments. Human milk (maternal or donor breast milk) is
the recommended source of enteral nutrition for preterm infants, but requires additional fortification
of macronutrient, micronutrient, and energy content to meet the nutritional demands of the preterm
infant in attempts at replicating in utero nutrient accretion and growth rates. Traditional standardized
fortification practices that add a fixed amount of multicomponent fortifier based on assumed breast
milk composition do not take into account the considerable variations in breast milk content or indi-
vidual neonatal metabolism. Emerging methods of individualized fortification—including targeted
and adjusted fortification—show promise in improving postnatal growth and neurodevelopmental
outcomes in preterm infants.
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1. Introduction

The third trimester of pregnancy represents a period of rapid fetal growth resulting
from increased placental nutrient and energy transfer. The rate of fetal protein accretion
during the second half of pregnancy is estimated to be approximately 2 g/kg/day [1,2].
Fat accretion occurs almost entirely after 25 weeks’ gestation, increasing exponentially
thereafter and peaking at 7 g/day by term [3]. Adequate nutrient transfer during this
timeframe is particularly essential for the developing human brain, with cerebral and
cerebellar volumes increasing by 230% and 384%, respectively, between 25- and 37-weeks’
gestation in healthy fetuses [4].

In comparison to the developing fetus, preterm infants born during this critical de-
velopmental window are exposed to unique environmental stressors and systemic illness
within the extrauterine environment that pose additional nutritional demands to achieve
growth rates that parallel in utero nutrient accretion [2]. Despite advances in neonatal
nutrition, half of all very low birth weight (VLBW, <1500 g) infants continue to experience
extrauterine growth restriction, which has been closely tied to poor neurodevelopmental
outcomes [5–7]. Postnatal growth has major implications for preterm brain development, as
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greater increases in weight, linear growth, and head circumference have all been associated
with improved long-term neurodevelopment outcomes [8,9].

Substrates for enteral nutrition in these high-risk infants include bovine or human-
milk-derived products. Human milk administration has several well-established benefits
in this population, conferring protection against common morbidities associated with
impaired growth and neurodevelopment—including sepsis, necrotizing enterocolitis, and
bronchopulmonary dysplasia [10,11]. Breast milk intake has also been associated with
superior brain growth and microstructural development, as well as short and long-term
neurodevelopmental outcomes compared to preterm formula, likely as a result of its unique
bioactive and nutritional components [11,12]. Exclusive human milk feeding is therefore
recommended as the standard of care for preterm infants, with the provision of donor
breast milk when the mother’s own milk is not available [10,13]. However, unfortified
human milk does not adequately meet the nutritional demands of the growing preterm
infant, warranting fortification with additional macro- and micronutrients [10,14]. In this
review, we aim to discuss current and evolving methods of breast milk fortification with
the aim of optimizing postnatal growth rates and neurodevelopment, including the use of
individualized fortification and human milk analysis.

2. Human Milk Analysis
2.1. Crematocrit

Human milk analysis began in the late 1970s based on a microcentrifugation technique
originally used for estimating the fat content in goats’ milk [15]. This method for estimation
of human milk’s energy and fat content advertised a “rapid and cheap” analysis of the
percentage of cream within the milk, thus named the “creamatocrit” [15]. In this process, a
homogenized sample of human milk is drawn into a standard capillary tube. The sample is
centrifuged and then immediately removed and placed upright, and the layer of fat at the top
of the tube is then measured with calipers [15,16]. This value represents a percentage of the
total volume of milk in the tube, and an estimation of fat and energy content (kcal/30 mL)
may subsequently be derived using the following calculations [14,15,17].

fat (g/L) =
(creamatocrit [%]− 0.59)

0.146
(1)

kcal/L = (290 + 66.8) × creamatocrit (%) (2)

Unfortunately, despite the simplicity of obtaining a creamatocrit, this tool only provides
data for the fat content of the milk. Lucas et al. additionally reported the potential for
overestimation of the creamatocrit, dependent upon what location along the meniscus
(superior versus inferior border) the calipers measured [15]. This concern was confirmed
by O’Neill et al., who demonstrated an overestimation of the fat and energy content
of human milk using the creamatocrit microanalysis method in comparison to a human
milk analyzer (mid-infrared spectroscopy method) [16]. With newer technologies, the
creamatocrit has become a historical means of fat content analysis in human milk but may
have utility for late preterm and term infants in low-resource settings when alternate
technologies are unavailable. Nevertheless, this practice is cautioned for use in VLBW
and extremely low birth weight (ELBW, <1000 g) infants due to their increased nutritional
demands and the vast changes in breast milk content that take place over the initial weeks
of lactation for their mothers.

2.2. Biochemical Methods

Originating from the bovine dairy industry in Europe, several standardized laboratory
biochemical approaches to assess macronutrient content in human milk exist, including
the Gerber method for fat concentration, the biuret method for protein content, and Marier
and Boulet’s phenol-sulphuric acid colorimetric method for lactose content [18–23]. In the
Gerber method, homogenized milk is combined with sulfuric acid and amyl alcohol with
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centrifugation to produce separation of the fat [24]. This reaction utilizes a butyrometer,
a specialized scaled container that measures the percentage of fat following separation,
with each percentage representing a specific volume. For total protein analysis, the biuret
assay aims to induce formation of a complex between peptide molecules and copper salts
under alkaline conditions [23]. If the biuret reaction occurs, the complex will become
violet in appearance and a spectrophotometer is then utilized to measure the absorbance at
~540 nm in order to calculate the concentration of protein within the sample [23]. Lastly,
colorimetry may be utilized for determining the lactose content in human milk in which a
homogenized milk sample is mixed with phenol-sulphuric acid or a combination of zinc
sulfate and barium hydroxide and then centrifuged. The resultant clear supernatant is
further processed, and absorbance read at ~520 nm to calculate lactose concentration [25].
It should be noted that alternative biochemical methods are available for the measurement
of each of these macronutrients.

2.3. Spectroscopy

As with the previous methods of human milk analysis, spectroscopy use originated in
the bovine milk industry. Although human milk analyzers, which use either near-infrared
or mid-infrared spectroscopy (NIRS/MIRS, respectively), are reported in the literature for
targeted nutrition for premature infants since the 1980s, approval by the United States Food
and Drug Administration (FDA) for the use of a breast milk analyzer did not occur until
2018 [26,27]. Current human milk analyzers primarily use spectrophotometry to assess
the fat, carbohydrate (lactose), protein, and energy content [28]. The principle behind
the use of infrared analysis in human milk is the identification of chemical groups (fat,
lactose, and protein) through their absorbance of infrared energy [29]. The output from the
various analyzers represents each of these components (i.e., macronutrients) based on their
wavelength. Near-infrared spectroscopy differs from mid-infrared spectroscopy in the
portion of the wavelength spectrum the spectrophotometry is taking place; NIRS utilizes a
wavelength spectrum of 1200 to 2400 nm, while MIRS utilizes 1300 to 3000 nm [29].

There is considerable variation in the accuracy of spectroscopy as it compares to
traditional biochemical techniques in the dairy industry [16,21]. Much of this variability
arises from the multiple types of milk analyzers (e.g., different brands, near-infrared versus
mid-infrared) and the variety of biochemical techniques that are utilized globally for the
estimation of macronutrients. As such, the comparisons between different types and brands
of analyzers differ depending on the various biochemical techniques used. However, when
standardization and rigorous calibration are maintained, human milk analyzers provide
accurate, reliable, and rapid measurements of macronutrient and energy content [30–32].

2.4. Breast Milk Content

Numerous studies have revealed nutrient variability in human milk from lactating
mothers of preterm infants [33–35]. Although the estimated energy average of breast milk
for the purposes of standardizing fortification is 19–20 kcal/30 mL, human milk is a dy-
namic fluid that yields varying macronutrient and energy densities depending on time of
day, degree of premature delivery, and stage of lactation. Because of these variations, stan-
dardization of the fortification process may not meet the individual nutritional needs for
optimal growth and neurodevelopment in VLBW and ELBW infants. Maternal colostrum,
which is the early, small volume supply of human milk, constitutes the maximum density
of protein (reported as g/100 mL) during lactation [36]. As lactation continues, in addition
to diurnal variations, the content of protein continues to drop, such that premature human
milk resembles that of term milk within weeks of delivery (Figure 1) [33].

When an adequate supply of mother’s own milk is not available, supplementa-
tion with pasteurized donor breast milk from an established human milk bank is rec-
ommended [10]. In an effort to protect infants of mothers who donate their expressed
milk, most milk banks and donor human milk companies will not accept human milk
donations until several weeks postpartum and, in many cases, require demonstration of
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appropriate growth in the mother’s own infant. Therefore, donated human milk products
and their macronutrients more often resemble term milk and/or later stages of postpartum
lactation—including decreased protein, fat, and energy content as compared to preterm
milk [37]. One strategy utilized by international milk banking associations is to pool milk
from multiple donors for the collective benefits of variable macronutrient content and a uni-
form batch of donor milk [38]. Nevertheless, the energy content of even pooled donor milk
remains, before and after pasteurization, less than mother’s own milk (Figure 1) [39,40].
Fortification of either mother’s own milk or donor human milk with a bovine milk-derived
or human-milk-derived fortifier aims to increase the macro- and micronutrient content to
promote optimal growth of the high-risk preterm neonate [13].
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Figure 1. (A) Comparison of mother’s own milk and donor human milk mean macronutrient content
(protein, lactose and fat; g/100 mL). (B) Comparison of mother’s own milk and donor human
milk mean energy content. Means extracted from Piemontese et al. and Zachariassen et al. The
values presented represent native (unfortified) human milk [37,41]. * Values representing the weeks
after delivery are indicative of the mother’s own milk averages, whereas the donor human milk
(DHM) averages represent over 90% of donor milk mothers who delivered after 37 weeks’ gestation.
Donation began 2.9 ± 2.3 months after delivery [37].
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3. Breast Milk Fortification
3.1. Standardized Fortification

Standardized (also known as “fixed-dose” and “blind”) fortification is based on assumed
breast milk macronutrient (protein, fat, carbohydrate), micronutrient, and energy content from
reference values, wherein mother’s own milk and donor human milk are both estimated at
~20 kcal/30 mL [13]. Typically, a multicomponent fortifier is added to the human milk
substrate to achieve a desired energy content between 22–26 kcal/30 mL. As mentioned
previously, variations in diurnal and week-to-week maternal milk content throughout lactation
bring caution to the assumptions of a standard milk composition. The variable composition
of donor human milk, due to inter-donor variations in lactation phase and the impact of
pasteurization on nutritional content, raises added concerns (Figure 1). Additionally, the
differences between bovine and human-milk-derived fortifiers may affect the ability to
tailor the human milk substrate to optimal macronutrient content [13]. A variety of
concentrated bovine milk-derived fortifiers exist on the market to not only enhance caloric
density, but also improve delivery of higher protein content. Similarly, commercially
available human-milk-derived fortifiers incorporate a selection of macronutrient additives
with the aim to provide an exclusive human milk or human-milk-derived diet comparable
to the bovine milk-derived products (Figure 1) [41].

3.2. Individualized Fortification

With the variable content human milk over time, as well as the unique nutritional require-
ments of individual infants, it is not surprising that standardized fortification may not provide
optimal macronutrient content in half of very low birth weight infants [5,42,43]. Nutritional
and technological advances, including the development of modular macronutrient fortifiers
and the increased availability of breast milk analysis within the neonatal intensive care unit
(NICU), have led to a growing wave of ‘lacto-engineering’ and customized nutrition for the
high-risk neonate. Strategies for individualized breast milk fortification include adjusted
and targeted fortification, as well as combinations of both methods. Results from a recent
national survey of U.S. NICUs demonstrated that only 12% of respondents currently utilize
human milk analysis, whereas 41% employ adjusted fortification methods and 98% use
modular macronutrient products [44].

In targeted fortification, a sample of human milk (via NIRS/MIRS) is analyzed to
determine its specific macronutrient and energy content, and then additional macronutrient
supplementation is provided to achieve goal values. Targeted values for the macronutri-
ent and energy content of enteral feeds are typically based on consensus recommenda-
tions for preterm infants, including 3.5–4.5 g/kg/day protein, 4.8–6.6 g/kg/day lipids,
11.6–13.2 g/kg/day carbohydrates, 110–135 kcal/kg/day, and protein/energy ratios of
3.2–4.1 g/100 kcal [2]. Fortification may be achieved through a combination of multicompo-
nent fortifiers, as well as specific modular macronutrient products such as medium-chain
triglycerides, safflower oil, whey protein, casein-based liquid protein, maltrodextrin, and
glucose polymers [43,45–49]. A human-milk-derived cream fortifier is also commercially
available to provide additional fat, protein, and carbohydrate content [45]. The frequency
of human milk analysis in studies of targeted fortification has ranged from twice daily to
weekly [43,45,46,48–50]. In a study evaluating the effects of differing sampling intervals
ranging from daily to weekly, Rochow et al. found that twice weekly milk analysis achieved
macronutrient intake within 5% of targeted goals [50]. Although targeted fortification is
an appealing method of providing customized nutrition to preterm neonates, the process
can be time- and labor-intensive as well as cost-prohibitive. It requires the purchase of a
human milk analyzer, of which there is currently only one U.S. FDA-approved device. In
addition to equipment expenses, specialized training is also required to properly analyze
milk and provide tailored fortification. Coordination with lactating mothers is also neces-
sary to obtain accurate milk samples that are reflective of average macronutrient content.
This process may involve large, multidisciplinary care teams including pharmacy or milk
laboratory technicians, registered dieticians, lactation consultants, and physicians [44].
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Adjustable fortification poses a less labor-intensive approach to individualized for-
tification, in which neonatal growth velocity along with laboratory markers of protein
metabolism are utilized to estimate protein requirements [13]. Blood urea nitrogen (BUN)
level is the most commonly utilized laboratory value in this tailored approach, although
additional markers that have been cited in the literature include the BUN-to-creatine ratio
and corrected serum urea nitrogen (adjusted for the serum creatinine level) [51–56]. The
majority of published protocols aim for BUN levels ranging from 9–16 mg/dL, although tar-
gets as low as >3–5 mg/dL have been utilized [10,51–56]. Laboratory values are monitored
once or twice weekly and protein fortification is adjusted accordingly utilizing either multi-
component fortifiers or modular protein additives. Recently, the urinary urea-to-creatinine
ratio has been explored as a potential non-invasive marker of protein metabolism, demon-
strating a high correlation between the urinary urea-to-creatinine ratio, serum BUN levels,
and actual protein intake in preterm neonates [57]. In contrast to targeted fortification,
adjustable fortification only allows for estimation of an infant’s protein requirements, but
it is more easily implemented and titrates protein administration based on an individual
neonate’s metabolic response [13].

Some individualized fortification protocols have utilized a combination of targeted
and adjustable fortification. In one such approach, the mother’s milk is first analyzed and
fortified to achieve preset targeted goals for macronutrient and energy content. Protein
supplementation is then further tailored based on laboratory monitoring [58].

4. Growth Outcomes
4.1. Standardized Fortification

Before the fortification of breast milk in preterm neonates became the standard of
care, several small studies were conducted beginning in the 1980s comparing growth rates
between infants receiving standardized fortification and unfortified breast milk. In a 2016
Cochrane review of randomized-controlled trials, Brown et al. found evidence supporting
increased in-hospital weight gain, length, and head circumference in infants receiving
standardized fortification compared to unfortified breast milk, although included studies
were characterized as being small with weak methodology [59]. For infants born small-
for-gestational-age (SGA), one study suggested a greater positive effect of fortification
on growth rates compared to those born appropriate-for-gestational age (AGA) [60]. A
recent large umbrella review of breast milk fortification in VLBW infants found evidence
that the multicomponent fortification—with the addition of protein and energy (as fat or
carbohydrate)—led to significant increases in weight, length, and head circumference [61].

Human-milk-derived fortifiers are an appealing option to provide an exclusive human
milk diet to preterm infants [62]. In a recent systematic review of randomized-controlled
trials, Ananathan et al. noted significantly lower weight gain infants receiving human-
milk-derived fortifiers in comparison to bovine-derived, without any difference in length
or head growth between groups [63]. O’Connor et al. also noted slower weight gain in
infants receiving human versus bovine-derived fortification, although this difference was
no longer significant when weights were converted into z-scores [64]. In a large study of
SGA infants, those receiving human-milk-derived fortification exhibited greater length
z-scores by hospital discharge than those receiving bovine milk-derived fortification [62].

In evaluating the timing of fortification, one large cohort study found a significant
association between earlier fortification and improved in-hospital length and weight gain in
neonates receiving both human-milk-derived and bovine-based fortification [65]. However,
these results were not replicated in three randomized controlled trials that showed no
difference in growth velocities between infants receiving early versus delayed fortification
with either human or cow’s milk-derived products [66–68].



Nutrients 2021, 13, 4307 7 of 12

There is no consensus on the optimal post-discharge feeding regimen for breast milk-
fed preterm infants, and few studies have evaluated the use of multicomponent breast milk
fortifiers in the outpatient setting. When fortification was provided in 50% of daily feeds for
12 weeks, infants demonstrated significantly greater weight and length at 12 months of age
compared to those receiving unfortified milk, with additional benefits in head growth seen
in those born <1250 g [64,69]. Similar growth benefits at one year of age were seen in a study
that provided fortifier via breast milk ‘shots’ given prior to direct breastfeeding through
2 months corrected age [70]. In contrast, no benefits from fortification were noted when
a considerably lower volume of fortifier was administered once a day through 4 months
corrected age [71].

4.2. Individualized Fortification

Targeted fortification utilizing human milk analysis has been associated with improved
growth rates compared to standardized methods [43,45,46]. Studies using a combination
of multicomponent fortifier and modular macronutrient supplements have demonstrated
superior weight, length, and head circumference in infants receiving targeted fortifica-
tion [43,46]. One study that achieved targeted fortification utilizing the addition of a human
milk-based cream also found superior growth velocities for weight and length compared
to standardized fortification [45]. In two studies that did not find any growth benefits from
targeted fortification, the macronutrient content of analyzed milk was actually greater than
assumed reference values, such that infants in the targeted fortification group received less
supplementation compared to controls receiving standardized fortification [48,49].

Recent studies of adjustable fortification strategies utilizing goal BUN values of
>3 mg/dL, >5 mg/dL, 9–14 mg/dL, and 10–16 mg/dL have all demonstrated superior
growth rates compared to standardized fortification [51–56]. Studies of in-hospital growth
have revealed improved weight, length, and head circumference in infants receiving ad-
justable fortification [51,52,56]. Picauld et al. similarly demonstrated improved weight,
length, and head circumference z-scores following the implementation of adjustable for-
tification [53]. Biasini et al. did not observe an overall effect of adjustable fortification
on in-hospital growth rates, but infants who received adjustable fortification experienced
greater post-discharge length at 9 months corrected age compared to standardized for-
tification [54]. ELBW infants managed with adjustable versus standardized fortification
have demonstrated superior in-hospital growth velocities for weight, length, and head
circumference, as well as greater post-discharge head circumference through 24 months
corrected age [54,55].

A recent systematic review evaluating growth outcomes following individualized
fortification revealed stronger evidence for the growth benefits of adjustable versus tar-
geted fortification based on available studies [72]. One study comparing targeted versus
adjustable fortification strategies noted a greater daily increase in weight and head circum-
ference in the targeted group, although a low BUN threshold (>5 mg/dL) was utilized in
the adjustable fortification group [73]. A study by Simsek et al. found that both targeted
and adjustable fortification methods achieved greater weight and head circumference
compared to standardized fortification [74].

5. Neurodevelopment
5.1. Standardized Fortification

Few studies have specifically evaluated the effects of breast milk fortification on
neurodevelopmental outcomes. Lucas et al. did not find any significant differences in
Bayley Scale of Infant Development (BSID) scores at 9 and 18 months between infants
receiving bovine-derived standardized fortification versus unfortified breast milk. How-
ever, these results should be interpreted with caution, as this study was performed more
than two decades ago and breast milk comprised less than 50% of milk intake in both
groups [75]. Kashaki et al. followed preterm neonates through 3 years of age to evaluate
the long-term neurodevelopmental impact of high protein administration versus lower
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protein administration utilizing a bovine-based multicomponent fortifier. The high-protein
group demonstrated greater communication and gross motor scores based on the Ages
and Stages Questionnaire, as well as improved development in auditory, verbal language
and perception, and cognitive domains using the Newsha Developmental Scale [76].

A comparison of BSID-III scores at 18 months corrected age between human and
bovine-milk derived fortification found no significant differences between groups, al-
though investigators acknowledged that the study may not have been powered to detect
all clinically-significant differences [77]. Similarly, a study of ELBW infants who received
human versus bovine-derived fortification failed to demonstrate any significant differences
in BSID III cognitive scores through 18 months corrected age [78]. A potential neuropro-
tective effect of human versus bovine-derived fortification was noted in a study of ELBW
infants, which found that fortification with a human-milk-derived fortifier was associ-
ated with a decreased incidence of severe intraventricular hemorrhage or periventricular
leukomolacia [79].

Studies of post-discharge fortification have demonstrated modest, if any, neurodevel-
opmental benefits [69,80,81]. Twice daily supplementation of breast milk with a bovine-
based fortifier through 4–6 months corrected age was not associated with any improve-
ments in 12-month BSID-III scores [81]. Fortification of 50% of breast milk feeds with a
bovine-based fortifier for 12 weeks was associated with improved visual acuity at 4 and
6 months corrected age, although no significant impact on BSID-III scores was seen at
18 months corrected age [69,80].

5.2. Individualized Fortification

Adjustable fortification has been associated with improved neurodevelopmental out-
comes through 2 years of age [52,54,55]. Ergenekon et al. found significantly higher BSID-
III scores at 18 months corrected age in preterm neonates who had received adjustable
versus standardized fortification for both the mental and psychomotor developmental
index [52]. Using the Griffiths Mean Developmental Score (GMDS), Biasini et al. demon-
strated significantly higher hearing and language scores at 12 and 18 months corrected
age in infants receiving adjustable fortification. The greatest developmental benefits of
adjustable fortification were seen in the subset of SGA infants, who exhibited superior
GDMS scores in nearly all domains at 18 and 24 months corrected age [54]. Those ELBW
infants who received adjustable fortification demonstrated higher GDMS performance
scores at 3 months and hearing and language scores at 12 months corrected age. In a
study comparing ELBW infants managed with the same adjustable fortification protocol
to controls receiving standardized fortification, Mariani et al. noted a drop in GMDS
scores between 12 and 24 months corrected age in the standardized but not the adjustable
fortification group [55].

5.3. Future Directions

It is difficult to elucidate the precise impact of early breast milk feeding on long-term
neurodevelopment, especially when the decision to breastfeed is highly correlated with
a multitude of genetic and environmental factors that may also influence brain develop-
ment including maternal race/ethnicity, socio-economic status, intelligence quotient, and
educational level [82]. Novel quantitative magnetic resonance imaging (MRI) techniques—
including volumetric segmentation and diffusion tensor imaging—are emerging as non-
invasive methods for evaluating the impact of early nutritional interventions on preterm
brain development at the microstructural level [12]. Quantitative MRI has already been
utilized to demonstrate the effects of early breast milk, macronutrient, and energy intake
on preterm brain development by term-equivalent age, and could potentially be utilized as
a future tool in determining ideal breast milk fortification practices [12,82–84].
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6. Conclusions

The evolving practices of individualized human milk fortification through targeted
and adjustable methods show promise in improving postnatal growth and neurodevelop-
mental outcomes in preterm neonates. Additional research is needed to elucidate the ideal
fortification method to support adequate postnatal growth and long-term neurodevelop-
ment in this vulnerable population.

Author Contributions: K.M.O. and E.V.S. conceptualized, prepared the original draft, and edited
the manuscript. C.L. and N.A. conceptualized, reviewed, and edited the manuscript. All authors
have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: Not applicable.

Informed Consent Statement: Not applicable.

Data Availability Statement: Not applicable.

Conflicts of Interest: The authors declare no conflict of interest. The contents of this article are solely
the responsibility of the authors and do not necessarily represent the official views of the Department
of Defense or the United States Air Force.

References
1. Poindexter, B.B.; Denne, S.C. Protein Needs of the Preterm Infant. NeoReviews 2003, 4, e52–e59. [CrossRef]
2. Agostoni, C.; Buonocore, G.; Carnielli, V.P.; Darmaun, D.; Decsi, T.; Domellof, M.; Ebleton, N.D.; Fusch, C.; Genzel-Boroviczeny, O.;

Goulet, O.; et al. Enteral nutrient supply for preterm infants: Commentary from the European society of paediatric gastroenterol-
ogy, hepatology and nutrition committee on nutrition. J. Pediatr. Gastroenterol. Nutr. 2010, 50, 85–91. [CrossRef]

3. Haggarty, P. Fatty acid supply to the human fetus. Annu. Rev. Nutr. 2010, 30, 237–255. [CrossRef] [PubMed]
4. Clouchoux, C.; Guizard, N.; Evans, A.C.; du Plessis, A.J.; Limperopoulos, C. Normative fetal brain growth by quantitative in vivo

magnetic resonance imaging. Am. J. Obstet. Gynecol. 2012, 206, 173.e1–173.e8. [CrossRef] [PubMed]
5. Horbar, J.D.; Ehrenkranz, R.A.; Badger, G.J.; Edwards, E.M.; Morrow, K.A.; Soll, R.F.; Buzas, J.S.; Bertino, E.; Gagliardi, L.; Bellù,

R. Weight growth velocity and postnatal growth failure in infants 501 to 1500 grams: 2000–2013. Pediatrics 2015, 136, e84–92.
[CrossRef] [PubMed]

6. Ramel, S.E.; Demerath, E.W.; Gray, H.L.; Younge, N.; Boys, C.; Georgieff, M.K. The relationship of poor linear growth velocity
with neonatal illness and two-year neurodevelopment in preterm infants. Neonatology 2012, 102, 19–24. [CrossRef] [PubMed]

7. Latal-Hajnal, B.; von Siebenthal, K.; Kovari, H.; Bucher, H.U.; Largo, R.H. Postnatal growth in VLBW infants: Significant
association with neurodevelopmental outcome. J. Pediatr. 2003, 143, 63–170. [CrossRef]

8. Ehrenkranz, R.A.; Dusick, A.M.; Vohr, B.R.; Wright, L.L.; Wrage, L.A.; Poole, W.K. Growth in the neonatal intensive care unit
influences neurodevelopmental and growth outcomes of extremely low birth weight infants. Pediatrics 2006, 117, 1253–1261.
[CrossRef]

9. Sammallahti, S.; Kajantie, E.; Matinolli, H.-M.; Pyhälä, R.; Lahti, J.; Heinonen, K.; Lahti, M.; Pesonen, A.-K.; Eriksson, J.G.;
Hovi, P.; et al. Nutrition after preterm birth and adult neurocognitive outcomes. PLoS ONE 2017, 12, e0185632. [CrossRef]

10. Moro, G.E.; Minoli, I.; Ostrom, M.; Jacobs, J.R.; Picone, T.A.; Räihä, N.C.; Ziegler, E.E. Fortification of human milk: Evaluation of a
novel fortification scheme and of a new fortifier. J. Pediatr. Gastroenterol. Nutr. 1995, 20, 162–172. [CrossRef]

11. Chetta, K.E.; Schulz, E.V.; Wagner, C.L. Outcomes improved with human milk intake in preterm and full-term infants. Semin.
Perinatol. 2021, 45, 151384. [CrossRef]

12. Ottolini, K.M.; Andescavage, N.; Keller, S.; Limperopoulos, C. Nutrition and the developing brain: The road to optimizing early
neurodevelopment: A systematic review. Pediatr. Res. 2020, 87, 194–201. [CrossRef] [PubMed]

13. Arslanoglu, S.; Boquien, C.-Y.; King, C.; Lamireau, D.; Tonetto, P.; Barnett, D.; Bertino, E.; Gaya, A.; Gebauer, C.; Grovslien, A.; et al.
Fortification of human milk for preterm infants: Update and recommendations of the European Milk Bank Association (EMBA)
working group on human milk fortification. Front. Pediatr. 2019, 7, 76. [CrossRef] [PubMed]

14. De Curtis, M.; Rigo, J. The nutrition of preterm infants. Early Hum. Dev. 2012, 88, S5–S7. [CrossRef]
15. Lucas, A.; Gibbs, J.A.; Lyster, R.L.; Baum, J.D. Creamatocrit: Simple clinical technique for estimating fat concentration and energy

value of human milk. Br. Med. J. 1978, 1, 1018–1020. [CrossRef]
16. O’Neill, E.F.; Radmacher, P.G.; Sparks, B.; Adamkin, D.H. Creamatocrit analysis of human milk overestimates fat and energy

content when compared to a human milk analyzer using mid-infrared spectroscopy. J. Pediatr. Gastroenterol. Nutr. 2013, 56,
569–572. [CrossRef] [PubMed]

17. Lemons, J.A.; Schreiner, R.L.; Gresham, E.L. Simple method for determining the caloric and fat content of human milk. Pediatrics
1980, 66, 626–628.

http://doi.org/10.1542/neo.4-2-e52
http://doi.org/10.1097/MPG.0b013e3181adaee0
http://doi.org/10.1146/annurev.nutr.012809.104742
http://www.ncbi.nlm.nih.gov/pubmed/20438366
http://doi.org/10.1016/j.ajog.2011.10.002
http://www.ncbi.nlm.nih.gov/pubmed/22055336
http://doi.org/10.1542/peds.2015-0129
http://www.ncbi.nlm.nih.gov/pubmed/26101360
http://doi.org/10.1159/000336127
http://www.ncbi.nlm.nih.gov/pubmed/22441508
http://doi.org/10.1067/S0022-3476(03)00243-9
http://doi.org/10.1542/peds.2005-1368
http://doi.org/10.1371/journal.pone.0185632
http://doi.org/10.1097/00005176-199502000-00005
http://doi.org/10.1016/j.semperi.2020.151384
http://doi.org/10.1038/s41390-019-0508-3
http://www.ncbi.nlm.nih.gov/pubmed/31349359
http://doi.org/10.3389/fped.2019.00076
http://www.ncbi.nlm.nih.gov/pubmed/30968003
http://doi.org/10.1016/j.earlhumdev.2011.12.020
http://doi.org/10.1136/bmj.1.6119.1018
http://doi.org/10.1097/MPG.0b013e31828390e4
http://www.ncbi.nlm.nih.gov/pubmed/23274342


Nutrients 2021, 13, 4307 10 of 12

18. Fusch, G.; Rochow, N.; Choi, A.; Fusch, S.; Poeschl, S.; Ubah, A.O.; Lee, S.-Y.; Raja, P.; Fusch, C. Rapid measurement of
macronutrients in breast milk: How reliable are infrared milk analyzers? Clin. Nutr. 2015, 34, 465–476. [CrossRef]

19. Casadio, Y.S.; Williams, T.M.; Lai, C.T.; Olsson, S.E.; Hepworth, A.R.; Hartmann, P.E. Evaluation of a mid-infrared analyzer for
the determination of the macronutrient composition of human milk. J. Hum. Lact. 2010, 26, 376–383. [CrossRef]

20. Menjo, A.; Mizuno, K.; Murase, M.; Nishida, Y.; Taki, M.; Itabashi, K.; Shimono, T.; Namba, K. Bedside analysis of human milk for
adjustable nutrition strategy. Acta Paediatr. 2009, 98, 380–384. [CrossRef] [PubMed]

21. Silvestre, D.; Fraga, M.; Gormaz, M.; Torres, E.; Vento, M. Comparison of mid-infrared transmission spectroscopy with biochemical
methods for the determination of macronutrients in human milk. Matern. Child Nutr. 2014, 10, 373–382. [CrossRef]

22. Bosset, J.; Blanc, B.; Plattner, E. New method of automatic photometric determination of proteins in whole milk. I. theoretical
basis and improvements in the principle parameters of the test. Anal. Chim. Acta 1974, 70, 327–329. [CrossRef]

23. Gornall, A.G.; Bardawill, C.J.; David, M.M. Determination of serum proteins by means of the biuret reaction. J. Biol. Chem. 1949,
177, 751–766. [CrossRef]

24. Mlcek, J.; Dvorak, L.; Sustova, K.; Szwedziak, K. Accuracy of the FT-NIR method in evaluating the fat content of milk using
calibration models developed for the reference methods according to röse-gottlieb and gerber. J. AOAC Int. 2016, 99, 1305–1309.
[CrossRef] [PubMed]

25. Feitosa Teles, F.F.; Young, C.K.; Still, J.W. A method for rapid determination of lactose. J. Dairy Sci. 1978, 61, 506–508. [CrossRef]
26. Michaelsen, K.F.; Pedersen, S.B.; Skafte, L.; Jaeger, P.; Peitersen, B. Infrared analysis for determining macronutrients in human

milk. J. Pediatr. Gastroenterol. Nutr. 1988, 7, 229–235. [CrossRef]
27. Food and drug administration. FDA Permits Marketing of a Diagnostic Test to Aid in Measuring Nutrients in Breast Milk.

21 December 2018. Available online: https://www.fda.gov/news-events/press-announcements/fda-permits-marketing-
diagnostic-test-aid-measuring-nutrients-breast-milk (accessed on 15 October 2021).

28. Sauer, C.W.; Kim, J.H. Human milk macronutrient analysis using point-of-care near-infrared spectrophotometry. J. Perinatol. 2011,
31, 339–343. [CrossRef]

29. Lynch, J.M.; Barbano, D.M.; Schweisthal, M.; Fleming, J.R. Precalibration evaluation procedures for mid-infrared milk analyzers.
J. Dairy Sci. 2006, 89, 2761–2774. [CrossRef]

30. Perrin, M.T.; Festival, J.; Starks, S.; Mondeaux, L.; Brownell, E.A.; Vickers, A. Accuracy and reliability of infrared analyzers for
measuring human milk macronutrients in a milk bank setting. Curr. Dev. Nutr. 2019, 3, nzz116. [CrossRef]

31. Zhu, M.; Yang, Z.; Ren, Y.; Duan, Y.; Gao, H.; Liu, B.; Ye, W.; Wang, J.; Yin, S. Comparison of macronutrient contents in human
milk measured using mid-infrared human milk analyser in a field study vs. chemical reference methods. Matern. Child Nutr.
2017, 13. [CrossRef]

32. Giuffrida, F.; Austin, S.; Cuany, D.; Sanchez-Bridge, B.; Longet, K.; Bertschy, E.; Sauser, J.; Thakkar, S.K.; Lee, L.Y.; Affolter, M.
Comparison of macronutrient content in human milk measured by mid-infrared human milk analyzer and reference methods. J.
Perinatol. 2019, 39, 497–503. [CrossRef]

33. Gidrewicz, D.A.; Fenton, T.R. A systematic review and meta-analysis of the nutrient content of preterm and term breast milk.
BMC Pediatr. 2014, 14, 216. [CrossRef]

34. Fischer Fumeaux, C.J.; Garcia-Rodenas, C.L.; De Castro, C.A.; Courtet-Compondu, M.C.; Thakkar, S.K.; Beauport, L.; Tolsa, J.F.;
Affolter, M. Longitudinal analysis of macronutrient composition in preterm and term human milk: A prospective cohort study.
Nutrients 2019, 11, 1525. [CrossRef] [PubMed]

35. Sahin, S.; Ozdemir, T.; Katipoglu, N.; Akcan, A.B.; Kaynak Turkmen, M. Comparison of changes in breast milk macronutrient
content during the first month in preterm and term infants. Breastfeed. Med. 2020, 15, 56–62. [CrossRef] [PubMed]

36. Adamkin, D.H.; Radmacher, P.G. Fortification of human milk in very low birth weight infants (VLBW <1500 g birth weight). Clin.
Perinatol. 2014, 41, 405–421. [CrossRef] [PubMed]

37. Piemontese, P.; Mallardi, D.; Liotto, N.; Tabasso, C.; Menis, C.; Perrone, M.; Roggero, P.; Mosca, F. Macronutrient content of
pooled donor human milk before and after holder pasteurization. BMC Pediatr. 2019, 19, 58. [CrossRef]

38. Updegrove, K.; Festival, J.; Hackney, R. HMBANA Standards for Donor Human Milk Banking: An Overview, Public Version 1.0.
September 2020. Available online: https://www.hmbana.org/our-work/publications.html (accessed on 15 October 2021).

39. García-Lara, N.R.; Vieco, D.E.; De la Cruz-Bértolo, J.; Lora-Pablos, D.; Velasco, N.U.; Pallás-Alonso, C.R. Effect of holder
pasteurization and frozen storage on macronutrients and energy content of breast milk. J. Pediatr. Gastroenterol. Nutr. 2013, 57,
77–382. [CrossRef] [PubMed]

40. Vieira, A.A.; Soares, F.V.; Pimenta, H.P.; Abranches, A.D.; Moreira, M.E. Analysis of the influence of pasteurization, freez-
ing/thawing, and offer processes on human milk’s macronutrient concentrations. Early Hum. Dev. 2011, 87, 577–580. [CrossRef]
[PubMed]

41. Zachariassen, G.; Fenger-Gron, J.; Hviid, M.V.; Halken, S. The content of macronutrients in milk from mothers of very preterm
infants is highly variable. Dan. Med. J. 2013, 60, A4631.

42. Henriksen, C.; Westerberg, A.C.; Rønnestad, A.; Nakstad, B.; Veierød, M.B.; Drevon, C.A.; Iversen, P.O. Growth and nutrient
intake among very-low-birth-weight infants fed fortified human milk during hospitalisation. Br. J. Nutr. 2009, 102, 1179–1186.
[CrossRef]

http://doi.org/10.1016/j.clnu.2014.05.005
http://doi.org/10.1177/0890334410376948
http://doi.org/10.1111/j.1651-2227.2008.01042.x
http://www.ncbi.nlm.nih.gov/pubmed/19143668
http://doi.org/10.1111/j.1740-8709.2012.00431.x
http://doi.org/10.1016/S0003-2670(01)85186-2
http://doi.org/10.1016/S0021-9258(18)57021-6
http://doi.org/10.5740/jaoacint.16-0107
http://www.ncbi.nlm.nih.gov/pubmed/27324807
http://doi.org/10.3168/jds.S0022-0302(78)83626-1
http://doi.org/10.1097/00005176-198803000-00013
https://www.fda.gov/news-events/press-announcements/fda-permits-marketing-diagnostic-test-aid-measuring-nutrients-breast-milk
https://www.fda.gov/news-events/press-announcements/fda-permits-marketing-diagnostic-test-aid-measuring-nutrients-breast-milk
http://doi.org/10.1038/jp.2010.123
http://doi.org/10.3168/jds.S0022-0302(06)72353-0
http://doi.org/10.1093/cdn/nzz116
http://doi.org/10.1111/mcn.12248
http://doi.org/10.1038/s41372-018-0291-8
http://doi.org/10.1186/1471-2431-14-216
http://doi.org/10.3390/nu11071525
http://www.ncbi.nlm.nih.gov/pubmed/31277502
http://doi.org/10.1089/bfm.2019.0141
http://www.ncbi.nlm.nih.gov/pubmed/31765240
http://doi.org/10.1016/j.clp.2014.02.010
http://www.ncbi.nlm.nih.gov/pubmed/24873840
http://doi.org/10.1186/s12887-019-1427-5
https://www.hmbana.org/our-work/publications.html
http://doi.org/10.1097/MPG.0b013e31829d4f82
http://www.ncbi.nlm.nih.gov/pubmed/23752081
http://doi.org/10.1016/j.earlhumdev.2011.04.016
http://www.ncbi.nlm.nih.gov/pubmed/21592688
http://doi.org/10.1017/S0007114509371755


Nutrients 2021, 13, 4307 11 of 12

43. Rochow, N.; Fusch, G.; Ali, A.; Bhatia, A.; So, H.Y.; Iskander, R.; Chessell, L.; El Helou, S.; Fusch, C. Individualized target
fortification of breast milk with protein, carbohydrates, and fat for preterm infants: A double-blind randomized controlled trial.
Clin. Nutr. 2021, 40, 54–63. [CrossRef]

44. Ramey, S.R.; Merlino Barr, S.; Moore, K.A.; Groh-Wargo, S. Exploring innovations in human milk analysis in the neonatal intensive
care unit: A survey of the United States. Front. Nutr. 2021, 8, 692600. [CrossRef] [PubMed]

45. Hair, A.B.; Blanco, C.L.; Moreira, A.G.; Hawthorne, K.M.; Lee, M.L.; Rechtman, D.J.; Abrams, S.A. Randomized trial of human
milk cream as a supplement to standard fortification of an exclusive human milk-based diet in infants 750–1250 g birth weight. J.
Pediatr. 2014, 165, 915–920. [CrossRef] [PubMed]

46. Morlacchi, L.; Mallardi, D.; Giannì, M.L.; Roggero, P.; Amato, O.; Piemontese, P.; Consonni, D.; Mosca, F. Is targeted fortification
of human breast milk an optimal nutrition strategy for preterm infants? an interventional study. J. Transl. Med. 2016, 14, 195.
[CrossRef]

47. Salas, A.A.; Jerome, M.; Finck, A.; Razzaghy, J.; Chandler-Laney, P.; Carlo, W.A. Body composition of extremely preterm infants
fed protein-enriched, fortified milk: A randomized trial. Pediatr. Res. 2021, 1–7. [CrossRef]

48. Agakidou, E.; Karagiozoglou-Lampoudi, T.; Parlapani, E.; Fletouris, D.J.; Sarafidis, K.; Tzimouli, V.; Diamanti, E.; Agakidis,
C. Modifications of own mothers’ milk fortification protocol affect early plasma IGF-I and ghrelin levels in preterm infants. A
randomized clinical trial. Nutrients 2019, 11, 3056. [CrossRef]

49. McLeod, G.; Sherriff, J.; Hartmann, P.E.; Nathan, E.; Geddes, D.; Simmer, K. Comparing different methods of human breast milk
fortification using measured v. assumed macronutrient composition to target reference growth: A randomised controlled trial. Br.
J. Nutr. 2016, 115, 431–439. [CrossRef]

50. Rochow, N.; Fusch, G.; Zapanta, B.; Ali, A.; Barui, S.; Fusch, C. Target fortification of breast milk: How often should milk analysis
be done? Nutrients 2015, 7, 2297–2310. [CrossRef]

51. Alan, S.; Atasay, B.; Cakir, U.; Yildiz, D.; Kilic, A.; Kahvecioglu, D.; Erdeve, O.; Arsan, S. An intention to achieve better postnatal
in-hospital-growth for preterm infants: Adjustable protein fortification of human milk. Early Hum. Dev. 2013, 89, 1017–1023.
[CrossRef] [PubMed]
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