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I. Purpose
To establish and promote a philosophy and policy on breastfeed-
ing that is congruent with the recommendations and breastfeed-
ing policy statements published by the American Academy of 
Pediatrics (AAP), American College of Obstetricians and Gyne-
cologists, and American Academy of Family Physicians.

II. Policy

A. Responsibility

The perinatal program leadership will assign a director to chair a 
multi-specialty task force that will be responsible for the imple-
mentation of the written breastfeeding policy. The task force will 
meet quarterly to develop and revise breastfeeding policies and 
procedures as needed and develop strategies for their imple-
mentation. This written policy will be regularly communicated 
to all health care staff who provide care for mothers and their 
newborns.

B. Staff Training for Policy Implementation

All providers for the mother-baby dyad will be responsible for 
acquainting themselves with the breastfeeding policy statement 
and acquiring the knowledge and skills to support the policy. 
Nursing staff will take responsibility for completing continuing 
education related to breastfeeding and should be capable of pass-
ing an annual competency evaluation. Identifiable members of 
the professional staff of the hospital (such as physicians, nurses, 
and licensed certified lactation consultants) will assume pri-
mary responsibility for supervising this continuous educational 

process.

III. Process

III-a. Process for Pregnant Mothers and 
Mothers With Healthy Newborns

A. Maternal Education

The decision whether to breastfeed or provide breast milk 
for her newborn should be an informed choice made by the 
mother. The obstetric, pediatric, and family physician staff shall 
recommend human milk for all babies in whom breastfeeding 
is not specifically contraindicated and provide parents with 
complete, up-to-date information to ensure that their feeding 
decision is a fully informed one. Exclusive breastfeeding will 
be recommended as the ideal nutrition for newborns. When 
appropriate, mothers who plan to combine breastfeeding and 
formula feeding should be educated about the advantages of 
beginning with full breastfeeding to establish milk supply. 
Mothers who choose not to breastfeed for medical or personal 
reasons shall be treated with respect and support.

The Hospital will not provide formula marketing materials to 
mothers and will discourage promotional paraphernalia and 
marketing efforts in all areas accessible to patients. 

Clear contraindications to breastfeeding include maternal 
HIV, human T-lymphotropic virus (HTLV)-1 and HTLV-2 
infection, herpes simplex virus infection (when a lesion 
is present on the breast), active tuberculosis (milk can 
be pumped and given to baby by another care provider), 
mothers on medications that contraindicate breastfeeding (eg, 
antimetabolites, therapeutic doses of radiopharmaceuticals, 
penicillamine), and a newborn with galactosemia. In the face 
of any situation where the presence or level of risk is unclear, 
the benefits should be weighed against the theoretic risk for 
the hazard involved and a decision made on an individual 
basis. When the risk is temporary, the mother should be taught 
methods to maintain her milk production.

B. Initiation of Breastfeeding

Except under unusual circumstances, the recommendations of 
the AAP to promote successful breastfeeding will be followed.

Healthy term newborns with no evidence of respiratory •	
compromise will be placed and remain in direct skin-to-
skin contact with their mothers immediately after delivery 
until the first feeding is accomplished, unless medically 
contraindicated. Babies for whom an immediate pediatric 
assessment should take precedence over skin-to-skin contact 
include those who are preterm (born before 37 weeks’ 
gestation), exhibit respiratory distress or cyanosis, have major 
congenital anomalies that might lead to cardiorespiratory 
compromise, are born through meconium-stained amniotic 
fluid and exhibit hypotonia or weak cry, are born in the 
context of markedly elevated infection risk (maternal 
temperature ≥101°F), or have evidence of perinatal depression 
(eg, decreased muscle tone, apnea, bradycardia). 

The alert, healthy newborn is capable of latching onto •	
a breast without specific assistance within the first hour 
after birth. Dry the baby, assign Apgar scores, provide 
identification bracelets to mother and baby, and perform 
initial physical assessment while the newborn is with the 
mother. The mother is an optimal heat source for the 
neonate. Normal newborn care such as weighing, measuring, 
bathing, needlesticks, vitamin K, and eye prophylaxis 
should not delay early initiation of breastfeeding. Newborns 
affected by maternal medication and primiparous mothers 
may require assistance for effective latch-on and initiation 
of breastfeeding. Except under special circumstances, the 
newborn should remain with the mother throughout the 
recovery period. 
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C. Management of Lactation

Staff Assistance and Maternal Education

Nursing staff will offer each mother further assistance with 
breastfeeding within 6 hours of delivery. The mother should be 
guided so that she can help the newborn latch onto the breast 
properly. During the course of her hospitalization, she shall 
receive instruction on and be evaluated for

Nutritional guidelines and expectations•	
 a. Normalcy of weight loss (average of 7%, not to exceed 10%  
  in term newborns)

 b. Normal timing to regain birth weight (by day 10)

 c. Expected feeding volumes in first 2 days (1–2 tsp or 5–10  
  mL/feed; 1–2 oz/d, term newborn)

 d. Indicators of adequate hydration and nutrition (bright  
  yellow bowel movements by day 4–5)

Positioning and latch-on•	
Hand expression and (if indicated) use of breast pump•	

Trained caregivers will undertake daily formal evaluation of 
the breastfeeding process in each mother-baby dyad, including 
observation of position, latch, and suckling. Each nursing shift 
will document these evaluations in the medical record. 

Breastfeeding babies will be weighed each day. Weight loss in 
the first 72 hours of 7% or more from birth weight indicates 
a possible breastfeeding problem and requires more intensive 
evaluation of breastfeeding and possible intervention to correct 
problems and improve milk production and transfer.

Supplementation

It is uncommon for breastfeeding newborns to need any 
supplementation during the first week; thus, routine 
supplements (water, glucose water, formula, and other fluids) 
should not be given to breastfeeding newborns unless ordered 
by a physician. For mothers who choose partial breastfeeding, 
the request for formula for their babies should be respected 
by the staff and their preference should be documented in the 
chart.

For mothers who intend to breastfeed, distribution of formula 
on discharge will be discouraged, unless medically indicated. 
For breastfeeding mothers who intend to feed their newborns 
with formula, the distribution of formula on discharge will be 
consistent with the physician’s written order. Newborns with 
hyperbilirubinemia may continue breastfeeding unless there are 
specific orders from the physician to the contrary. 

Rooming-in

The establishment of successful breastfeeding is facilitated 
by continuous rooming-in, both day and night. Therefore, the 
newborn will remain with the mother throughout the postpartum 
period, except under unusual circumstances. 

Frequency of Feeds

Mothers will be encouraged to offer a minimum of 8 feedings 
at the breast every 24 hours and to nurse whenever the newborn 
shows early signs of hunger, such as increased alertness, physical 
activity, mouthing, or rooting. Crying is a late sign of hunger. 
Nondemanding babies should be aroused to feed if 4 hours 
have elapsed since the beginning of the last nursing. Mothers 
separated from their healthy newborns will be encouraged 
and provided appropriate assistance with the same feeding 
frequency. Time limits for breastfeeding will be avoided. After 
24 hours of life, if the baby has not latched onto the breast or 
latches on but feeds poorly, the mother will be instructed to 
initiate hand expression and electric pumping every 3 hours. 
Any collected colostrum will be fed to the newborn by an 
alternative method. Skin-to-skin contact will be encouraged. 
Until the mother’s milk is available, a collaborative decision 
should be made among the mother, nurse, and clinician about 
the need to supplement the baby, the type of formula, the 
volume, and the mode of delivery. (If available, advice from a 
lactation consultant will be requested.) 

Selective Use of Pacifiers and Assurance of Adequate 
Breastfeeding Assessment and Education

A series of observational studies and 2 limited clinical trials 
have investigated the relationship between pacifier use and 
breastfeeding. All but one study detected an association 
between pacifier use and earlier termination of breastfeeding. 
There are at least 2 possible explanations for these findings. 
Inadequate knowledge of breastfeeding principles and 
techniques or other problems with breastfeeding might 
contribute to pacifier use in association with early weaning. It 
is also possible that pacifier use interferes with breastfeeding 
by reinforcing maladaptive maternal breastfeeding practices, 
by disrupting suck mechanics, or through another mechanism. 
Pacifier use appears to be most strongly associated with 
termination of breastfeeding when it occurs in combination 
with improper newborn feeding or dysfunctional maternal 
styles of breastfeeding. Because existing data do not differentiate 
whether pacifier use causes disruption of breastfeeding or simply 
is a marker of breastfeeding difficulties, it is reasonable to advise 
parents to use pacifiers only when necessary. 

More important than the focus on pacifier use, however, is 
provision of resources and support services that maximizes 
the number of mothers who choose to breastfeed and 
ensures their success. We recommend that each institution 
implement a formal assessment structure and individualized 
educational program to enhance breastfeeding success. To 
optimize breastfeeding success, each mother-baby dyad 
should undergo at least 2 formal, individualized, structured 
breastfeeding assessments by qualified personnel as well as 
expert individualized breastfeeding guidance before postpartum 
discharge to home. Examples of instruments that can be used 
for such an assessment are included in the AAP Safe & Health 
Beginnings: A Resource Toolkit for Hospitals and Physicians’ Offices 
(Infant Breastfeeding Assessment Tool [IBFAT], LATCH: 
A Breastfeeding Charting System and Documentation Tool, 
Mother-Baby Assessment Tool). In addition, each mother 
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should receive a detailed education and counseling session 
that teaches the complexities of breastfeeding, including the 
importance of frequent on-demand breastfeeding, especially in 
the first weeks when breast milk supply is being regulated by 
baby demand and a healthy mother-baby dyad is established. 
Mothers should be counseled to routinely offer breastfeeding 
rather than a pacifier, reinforcing that a pacifier should not be 
used to diminish the frequency or duration of breastfeeding. 
Scheduled breastfeeding should be discouraged.

Although we recommend a conservative approach regarding 
pacifier use, we do not endorse a complete ban on the use of 
pacifiers, nor do we support an approach that induces parental 
guilt concerning their choices about the use of pacifiers. Five 
meta-analyses have shown an association between pacifier use 
and reduced risk of sudden infant death syndrome (SIDS). The 
AAP Task Force on Infant Positioning and SIDS recommends 
pacifier use at nap and bedtime as a SIDS reduction strategy 
(for breastfed newborns, after breastfeeding has been firmly 
established). Further, there are medical situations in which 
pacifier use is appropriate, including the use of pacifiers to 
provide comfort via oral stimulation for babies undergoing 
painful procedures or who are medically permitted no 
enteral intake and among whom developmentally supportive 
interventions have proven inadequate. Breastfeeding has been 
shown to have analgesic properties and also is an effective 
comfort strategy before or after a painful intervention.

D. Preparation for Discharge

An educational checklist designed to complement each 
mother’s lactation needs is recommended for the nursing staff 
to help address any outstanding questions or concerns. Prior 
to discharge, mothers will be given the names and telephone 
numbers of community resources to contact for help with 
breastfeeding. According to the recommendations of the AAP, 
all breastfeeding newborns will be referred to a physician or 
other knowledgeable and experienced health care professional 
for a visit on the third to fifth day of age or within 24 to 72 
hours. The newborn should be assessed for jaundice, adequate 
hydration, and age-appropriate elimination patterns.

If a newborn is not latching on or feeding well by the time of 
discharge, the feeding/pumping/supplementing plan will be 
reviewed and arrangements made for follow-up within 24 to 
72 hours of discharge. Prior to discharge, arrangements will be 
made to secure an appropriate pump for home use, if needed. 

III-b. Process for Mothers Who Deliver Prema-
turely or Are Separated From Their Newborns 
for Medical Reasons

A. Maternal Education

Mothers who deliver prematurely may not be aware of the 
benefits of human milk for their preterm newborns and 
commonly base their decisions on health-related issues. Staff 
(physicians and nurses) will therefore stress the protective 
properties of breast milk and recommend mothers provide 
breast milk without necessarily making the commitment to 
breastfeed.

B. Initiating Pumping

When direct breastfeeding is not possible, expressed human 
milk, fortified when necessary for the premature baby, is 
the preferred diet. Banked human milk may be a suitable 
feeding alternative for newborns whose mothers are unable or 
unwilling to provide their own milk. Human milk banks in 
North America adhere to national guidelines for quality control 
of screening and testing of donors and pasteurize all milk before 
distribution. Fresh human milk from unscreened donors is not 
recommended because of the risk of transmitting infectious 
agents.

The first postdelivery encounter with the physician, or as soon 
as it is appropriate, should include discussion of human milk, its 
role in the preterm newborn’s care, and the urgency to begin 
expressing or pumping. The responsibility for initiating and 
maintaining an expressing or pumping routine (at least 6 times/
day with a hospital-grade pump) will belong to the nursing staff 
and should begin within the first 6 hours postpartum, or as soon 
after delivery as the mother is stable (not “recovered”). The aim 
is to mimic the optimal breastfeeding stimulation provided by a 
healthy full-term newborn.

C. Management of Lactation

Mothers who are separated from their newborns for more than 
8 hours will be

Assisted with and instructed on how to hand-express •	
colostrum.

Assisted with and instructed on how to use the double •	
electric pump every 3 hours (or 6–8 times per day, with no 
period >5 hours between 2 sessions).

Encouraged and taught how to provide small volumes of fresh •	
colostrum for their newborn.

Provided a pumping diary/log to record their pumping •	
history.

Encouraged to practice skin-to-skin care as soon as the baby •	
is stable.

Encouraged to initiate nonnutritive suckling as soon as •	
mother’s and baby’s condition permits. Initiating oral feedings 
at the breast is preferred over bottle feeding.

Encouraged to initiate breastfeeding on demand as soon as •	
mother’s and baby’s condition permits.

Taught proper collection, storage, and labeling of human •	
milk.

Instructed on how to hand express and, if needed, use •	
effective techniques with pumps once milk “comes in.”

Provided anticipatory guidance, when appropriate, on •	
management of engorgement.

Assisted with obtaining electric pump (hospital grade) for •	
home usage prior to discharge.

Sample Hospital Breastfeeding Policy for Newborns  Breastfeeding Support

Tools for Clinicians



PAGE 4 OF 6

References
I. Purpose
American Academy of Pediatrics, American College of 
Obstetricians and Gynecologists. Breastfeeding Handbook for 
Physicians. Elk Grove Village, IL: American Academy of 
Pediatrics; 2006

III-a. Process for Pregnant Mothers and Mothers With Healthy 
Newborns
American Academy of Pediatrics. New Mother’s Guide to 
Breastfeeding. Meeks JY, Tippins S, eds. New York, NY: Bantam 
Books; 2002

American Academy of Pediatrics. Red Book: 2006 Report of the 
Committee on Infectious Diseases. Pickering LK, ed. 27th ed. Elk 
Grove Village, IL: American Academy of Pediatrics; 2006

American Academy of Pediatrics, American College of 
Obstetricians and Gynecologists. Guidelines for Perinatal Care. 
6th ed. Elk Grove Village, IL: American Academy of Pediatrics; 
2007

American Academy of Pediatrics Committee on Drugs. 
The transfer of drugs and other chemicals into human milk. 
Pediatrics. 2001;108:776–789

American Academy of Pediatrics Committee on Nutrition. 
Nutritional needs of the preterm infant. In: Kleinman RE, 
ed. Pediatric Nutrition Handbook. 5th ed. Elk Grove Village, IL: 
American Academy of Pediatrics; 2004:23–54

American Academy of Pediatrics Section on Breastfeeding. 
Breastfeeding and the use of human milk. Pediatrics. 
2005;115:496–506

Academy of Breastfeeding Medicine. Clinical protocols. 
Available at: http://www.bfmed.org/index.asp?menuID=139& 
firstlevelmenuID=139. Accessed April 22, 2008

American College of Obstetricians and Gynecologists. 
Breastfeeding: maternal and infant aspects. ACOG Educational 
Bulletin No. 258. Washington, DC: American College of 
Obstetricians and Gynecologists; 2000

American Dietetic Association. Position of the American 
Dietetic Association: breaking the barriers to breastfeeding. J 
Am Diet Assoc. 2001;101:1213–1220

Gartner LM. Introduction. Semin Perinatol. 1994;18:475

Hale TW. Medications and Mothers’ Milk. 13th ed. Amarillo, TX: 
Pharmasoft; 2008

Lawrence RA, Lawrence RM. Breastfeeding: A Guide for the 
Medical Profession. 6th ed. St. Louis, MO: Mosby; 2005

US Department of Health and Human Services. HHS Blueprint 
for Action on Breastfeeding. Washington, DC: US Department of 
Health and Human Services, Office on Women’s Health; 2000

US National Library of Medicine, TOXNET: Toxicology Data 
Network. Drugs and lactation database (LactMed). Available 
at: http://toxnet.nlm.nih.gov/cgi-bin/sis/htmlgen?LACT. 
Accessed April 22, 2008

B. Initiation of Breastfeeding
Christensson K, Siles C, Moreno L, et al. Temperature, 
metabolic adaptation and crying in healthy, full-term 
newborns cared for skin-to-skin or in a cot. Acta Paediatr. 
1992;81:488–493

Mikiel-Kostyra K, Mazur J, Boltruszko I. Effect of early skin-
to-skin contact after delivery on duration of breastfeeding: a 
prospective cohort study. Acta Paediatr. 2002;91:1301–1306

Righard L, Alade MO. Effect of delivery room routine on 
success of first breast-feed. Lancet. 1990;336:1105–1107

Van Den Bosch CA, Bullough CH. Effect of early suckling 
on term neonates’ core body temperature. Ann Trop Paediatr. 
1990;10:347–353

Wiberg B, Humble K, de Château P. Long-term effect on 
mother-infant behaviour of extra contact during the first hour 
post partum. V. Follow-up at three years. Scand J Soc Med. 
1989;17:181–191

C. Management of Lactation

Staff Assistance and Maternal Education
Hall RT, Mercer AM, Teasley SL, et al. A breast-feeding 
assessment score to evaluate the risk for cessation of breast-
feeding by 7 to 10 days of age. J Pediatr. 2002;141:659–664

Riordan J, Bibb D, Miller M, Rawlins T. Predicting 
breastfeeding duration using the LATCH breastfeeding 
assessment tool. J Hum Lact. 2001;17:20–23

Supplementation
American Academy of Pediatrics, American College of 
Obstetricians and Gynecologists. Care of the neonate. In: 
Lockwood CJ, Lemons JA, eds. Guidelines for Perinatal Care. 6th 
ed. Elk Grove Village, IL: American Academy of Pediatrics; 
2007:205–249

American Academy of Pediatrics Committee on Nutrition. 
Breastfeeding. In: Kleinman RE, ed. Pediatric Nutrition 
Handbook. 5th ed. Elk Grove Village, IL: American Academy of 
Pediatrics; 2004:55–85

Casey CE, Neifert MR, Seacat JM, Neville MC. Nutrient 
intake by breast-fed infants during the first five days after birth. 
Am J Dis Child. 1986;140:933–936

Dewey KG, Nommsen-Rivers LA, Heinig MJ, Cohen RJ. Risk 
factors for suboptimal infant breastfeeding behavior, delayed 
onset of lactation, and excessive neonatal weight loss. Pediatrics. 
2003;112:607–619

Dollberg S, Lahav S, Mimouni FB. A comparison of intakes 
of breast-fed and bottle-fed infants during the first two days of 
life. J Am Coll Nutr. 2001;20:209–211

Eidelman AI. Hypoglycemia in the breastfed neonate. Pediatr 
Clin North Am. 2001;48:377–387

Ekström A, Widström AM, Nissen E. Duration of breastfeeding 
in Swedish primiparous and multiparous women. J Hum Lact. 
2003;19:172–178

Goldberg NM, Adams E. Supplementary water for breast-fed 
babies in a hot and dry climate—not really a necessity. Arch Dis 
Child. 1983;58:73–74

Sample Hospital Breastfeeding Policy for Newborns  Breastfeeding Support

Tools for Clinicians



Howard CR, Howard FM, Lanphear B, et al. Randomized 
clinical trial of pacifier use and bottle-feeding or cupfeeding 
and their effect on breastfeeding. Pediatrics. 2003;111:511–518

Riordan J, Gill-Hopple K, Angeron J. Indicators of effective 
breastfeeding and estimates of breast milk intake. J Hum Lact. 
2005;21:406–412

Shrago L. Glucose water supplementation of the breastfed infant 
during the first three days of life. J Hum Lact. 1987;3:82–86

Wight N, Marinelli KA, and the Academy of Breastfeeding 
Medicine Protocol Committee. ABM clinical protocol 
#1: guidelines for glucose monitoring and treatment 
of hypoglycemia in breastfed neonates. Breastfeed Med. 
2006;1:178–184. Available at: http://www.bfmed.org/ace-files/
protocol/hypoglycemia.pdf. Accessed April 22, 2008

Rooming-in
Procianoy RS, Fernandes-Filho PH, Lazaro L, Sartori NC, 
Drebes S. The influence of rooming-in on breastfeeding. J Trop 
Pediatr. 1983;29:112–114

Frequency of Feeds
De Carvalho M, Robertson S, Friedman A, Klaus M. Effect 
of frequent breast-feeding on early milk production and infant 
weight gain. Pediatrics. 1983;72:307–311

Klaus MH. The frequency of suckling. A neglected but essential 
ingredient of breast-feeding. Obstet Gynecol Clin North Am. 
1987;14:623–633

Selective Use of Pacifiers and Assurance of Adequate Breastfeeding 
Assessment and Education
American Academy of Pediatrics Task Force on Sudden Infant 
Death Syndrome. The changing concept of sudden infant death 
syndrome: diagnostic coding shifts, controversies regarding 
the sleeping environment, and new variables to consider in 
reducing risk. Pediatrics. 2005;116:1245–1255

Barros FC, Victora CG, Semer TC, Tonioli Filho S, Tomasi 
E, Weiderpass E. Use of pacifiers is associated with decreased 
breast-feeding duration. Pediatrics. 1995;95:497–499

Bolling K. Infant feeding survey 2005: early results. The 
Information Centre: NHS; 2006. Available at: http://www.
ic.nhs.uk/pubs/breastfeed2005. Accessed April 28, 2008

Cignacco E, Hamers JP, Stoffel L, et al. The efficacy of non-
pharmacological interventions in the management of procedural 
pain in preterm and term neonates. A systematic literature 
review. Eur J Pain. 2007;11:139–152

Dewey KG, Nommsen-Rivers LA, Heinig MJ, Cohen RJ. Risk 
factors for suboptimal infant breastfeeding behavior, delayed 
onset of lactation, and excessive neonatal weight loss. Pediatrics. 
2003;112:607–619

Howard CR, Howard FM, Lamphear B, deBlieck EA, Eberly S, 
Lawrence RA. The effects of early pacifier use on breastfeeding 
duration. Pediatrics. 1999;103:e33. Available at: http://pediatrics.
aappublications.org/cgi/content/full/103/3/e33. Accessed April 
22, 2008

Howard CR, Howard FM, Lamphear B, et al. Randomized 
clinical trial of pacifier use and bottle-feeding or cupfeeding 
and their effect on breastfeeding. Pediatrics. 2003;111:511–518

Ip S, Chung M, Raman G, et al. Breastfeeding and maternal 
and infant health outcomes in developed countries. Evid Rep 
Technol Assess (Full Rep). 2007;153:1–186. Available at: http://
www.ahrq.gov/downloads/pub/evidence/pdf/brfout/brfout.
pdf. Accessed April 28, 2008

Joanna Briggs Institute. Early childhood pacifier use in relation 
to breastfeeding, SIDS, infection and dental malocclusion. Nurs 
Stand. 2006;20:52–55

Kramer MS, Barr RG, Dagenais S, et al. Pacifier use, early 
weaning, and cry/fuss behavior: a randomized controlled trial. 
JAMA. 2001;286:322–326

Phillips RM, Chantry CJ, Gallagher MP. Analgesic effects of 
breast-feeding or pacifier use with maternal holding in term 
infants. Ambul Pediatr. 2005;5:359–364

Righard L, Alade MO. Breastfeeding and the use of pacifiers. 
Birth. 1997;24:116–120

Schubiger G, Schwarz U, Tönz O. UNICEF/WHO baby-
friendly hospital initiative: does the use of bottles and pacifiers 
in the neonatal nursery prevent successful breastfeeding? 
Neonatal Study Group. Eur J Pediatr. 1997;156:874–877

D. Preparation for Discharge
American Academy of Pediatrics Committee on 
Fetus and Newborn. Hospital stay for healthy term 
newborns. Pediatrics. 2004;113:1434–1436

American Academy of Pediatrics Committee on Practice and 
Ambulatory Medicine and Bright Futures Steering Committee. 
Recommendations for preventive pediatric health care. 
Pediatrics. 2007;120:1376

American Academy of Pediatrics Subcommittee on 
Hyperbilirubinemia. Management of hyperbilirubinemia in 
the newborn infant 35 or more weeks of gestation. Pediatrics. 
2004;114:297–316

Hall RT, Mercer AM, Teasley SL, et al. A breast-feeding 
assessment score to evaluate the risk for cessation of breast-
feeding by 7 to 10 days of age. J Pediatr. 2002;141:659–664

Riordan J, Bibb D, Miller M, Rawlins T. Predicting 
breastfeeding duration using the LATCH breastfeeding 
assessment tool. J Hum Lact. 2001;17:20–23

III-b. Process for Mothers Who Deliver Prematurely or Are 
Separated From Their Newborns for Medical Reasons

A. Maternal Education
Kavanaugh K, Meier P, Zimmermann B, Mead L. The rewards 
outweigh the efforts: breastfeeding outcomes for mothers of 
preterm infants. J Hum Lact. 1997;13:15–21

Meier P, Engstrom J, Spanier-Mingolelli S, Kiesling S. Dose 
of own mothers’ milk provided by low-income and non-low 
income mothers of very low birthweight infants [abstract]. 
Pediatr Res. 2000;47:292A. Abstract 1721

PAGE 5 OF 6

Sample Hospital Breastfeeding Policy for Newborns  Breastfeeding Support

Tools for Clinicians



Miracle DJ, Meier PP, Bennett PA. Making my baby healthy: 
changing the decision from formula to human milk feedings 
for very-low-birth-weight infants. Adv Exp Med Biol. 
2004;554:317–319

B. Initiating Pumping
C. Management of Lactation
Baker BJ, Rasmussen TW. Organizing and documenting 
lactation support of NICU families. J Obstet Gynecol Neonatal 
Nurs. 1997;26:515–521

Bier JA, Oliver T, Ferguson AE, Vohr BR. Human milk 
improves cognitive and motor development of premature 
infants during infancy. J Hum Lact. 2002;18:361–367

Bystrova K, Matthiesen AS, Widström AM, et al. The effect 
of Russian Maternity Home routines on breastfeeding and 
neonatal weight loss with special reference to swaddling. Early 
Hum Dev. 2007;83:29–39

Flacking R, Nyqvist KH, Ewald U, Wallin L. Long-term 
duration of breastfeeding in Swedish low birth weight infants. J 
Hum Lact. 2003;19:157–165

Furman L, Minich N, Hack M. Correlates of lactation 
in mothers of very low birth weight infants. Pediatrics. 
2002;109:e57. Available at: http://pediatrics.aappublications.
org/cgi/content/full/109/4/e57. Accessed April 22, 2008

Furman L, Taylor G, Minich N, Hack M. The effect of 
maternal milk on neonatal morbidity of very low-birth-weight 
infants. Arch Pediatr Adolesc Med. 2003;157:66–71

Gómez Papí A, Baiges Nogués MT, Batiste Fernández MT, 
Marca Gutiérrez MM, Nieto Jurado A, Closa Monasterolo R. 
Kangaroo method in delivery room for full-term babies. An Esp 
Pediatr. 1998;48:631–633

Hill PD, Aldag JC, Chatterton RT. Effects of pumping style on 
milk production in mothers of non-nursing preterm infants. J 
Human Lact. 1999;15:209–216

Hill PD, Aldag JC, Chatterton RT. The effect of sequential 
and simultaneous breast pumping on milk volume and prolactin 
levels: a pilot study. J Hum Lact. 1996;12:193–199

Howard CR, Howard FM, Lanphear B, et al. Randomized 
clinical trial of pacifier use and bottle-feeding or cupfeeding 
and their effect on breastfeeding. Pediatrics. 2003;111:511–518

Human Milk Banking Association of North America. 
Guidelines for Establishment and Operation of a Donor Human Milk 
Bank. 7th ed. Raleigh, NC: Human Milk Banking Association 
of North America Inc; 1998

Hurst NM, Valentine CJ, Renfro L, Burns P, Ferlic L. Skin-
to-skin holding in the neonatal intensive care unit influences 
maternal milk volume. J Perinatol. 1997;17:213–217

Jones E, Dimmock PW, Spencer SA. A randomised controlled 
trial to compare methods of milk expression after preterm 
delivery. Arch Dis Child Fetal Neonatal Ed. 2001;85:F91–F95

Kirsten GF, Bergman NJ, Hann FM. Kangaroo mother care in 
the nursery. Pediatr Clin North Am. 2001;48:443–452

Kramer MS, Barr RG, Dagenais S, et al. Pacifier use, early 
weaning, and cry/fuss behavior: a randomized controlled trial. 
JAMA. 2001;286:322–326

Moore ER, Anderson GC, Bergman N. Early skin-to-skin 
contact for mothers and their healthy newborn infants. Cochrane 
Database Syst Rev. 2007;3:CD003519

Neville MC, Allen JC, Archer PC, et al. Studies in human 
lactation: milk volume and nutrient composition during 
weaning and lactogenesis. Am J Clin Nutr. 1991;54:81–92

Nyqvist KH. The development of preterm infants’ milk intake 
during breastfeeding. J Neonatal Nurs. 2001;7:48–52

Pinelli J, Symington A. Non-nutritive sucking for promoting 
physiologic stability and nutrition in preterm infants. Cochrane 
Database Syst Rev. 2005;4:CD001071

Powers NG, Bloom B, Peabody J, Clark R. Site of care 
influences breastmilk feedings at NICU discharge. J Perinatol. 
2003;23:10–13

Schanler RJ, Shulman RJ, Lau C, Smith E, Heitkemper MM. 
Feeding strategies for premature infants: randomized trial of 
gastrointestinal priming and tube-feeding method. Pediatrics. 
1999;103:434–439

Smith MM, Durkin M, Hinton VJ, Bellinger D, Kuhn L. 
Initiation of breastfeeding among mothers of very low birth 
weight infants. Pediatrics. 2003;111:1337–1342

Victora CG, Behague DP, Barros FC, Olinto MT, Weiderpass 
E. Pacifier use and short breastfeeding duration: cause, 
consequence, or coincidence? Pediatrics. 1997;99:445–453

Wooldridge J, Hall WA. Posthospitalization breastfeeding 
patterns of moderately preterm infants. J Perinat Neonat Nurs. 
2003;17:50–64

Sample Hospital Breastfeeding Policy for Newborns  Breastfeeding Support

Tools for Clinicians

Tested through the American Academy of Pediatrics 
Quality Improvement Innovation Network.

PAGE 6 OF 6

The recommendations in this publication do not indicate an exclusive course of treatment or serve as a standard 
of medical care. Variations, taking into account individual circumstances, may be appropriate. Original document 
included as part of Safe & Healthy Beginnings: A Resource Toolkit for Hospitals and Physicians’ Offices. Copyright 
© 2009 American Academy of Pediatrics. All Rights Reserved. The American Academy of Pediatrics does not review 
or endorse any modifications made to this document and in no event shall the AAP be liable for any such changes.


