Lactation Consultation

The American Academy of Pediatrics (AAP) recommends that lactation consultants with expertise in the needs
of preterm infants and their families are an integral part of the care team for VLBW infants (<1500 g), and that
they be readily available in NICUs with suggested consultant-to-patient ratios.[1] The AAP's 2026 clinical report
on promoting human milk and breastfeeding for VLBW infants emphasizes several key points relevant to how
lactation consultants shape feeding practices and maternal involvement:

Human milk as the base diet is the optimal nutrition source for VLBW infants and decreases the risk of several
significant complications of prematurity, including NEC. A dose-response relationship exists between provision
of mother's own milk (MOM) and optimal health outcomes, making maximal lactation support a fundamental
component of comprehensive NICU care.[1]

Technical assistance in early milk expression should be available to mothers within 6 to 8 hours of VLBW infant
birth, as early initiation of expression predicts the highest likelihood of sustained lactation through hospital
discharge. Mothers should be encouraged to express milk at least every 3 to 4 hours to maintain supply, with a
target of 2500 mL/day by day 14 ("coming to volume") as a predictor of longer duration of milk production.[1]

Multidisciplinary NICU teams and institutional lactation support play critical roles in addressing barriers to
breastfeeding by providing culturally appropriate education, consistent lactation support practices, interpreter
services, and addressing unmet basic household needs such as transportation.[1]

Lactation support should extend beyond the consultant alone. Nurses in labor and delivery, postpartum, and
NICU settings play key roles in initiating hand expression, facilitating pumping, supporting skin-to-skin care, and
guiding the stepwise progression from enteral tube feedings to oral feedings at the breast. All NICU staff
require initial and ongoing training in lactation support.[1]

Discharge planning should include defined feeding plans that address the family's lactation goals alongside a
plan for milk fortification, ensuring continuity of support beyond the NICU.[1]

Impact on Feeding Practices - Beyond the AAP guideline framework, observational data demonstrate
measurable improvements in feeding outcomes with dedicated NICU lactation consultant (LC) services:

A study at a Level IV NICU found that transition from no lactation support to full-time dedicated NICU lactation
services was associated with a significant increase in the number of infants receiving any human milk compared
with exclusive formula feeding, and more infants received their first oral feeding directly at the breast.[2]

Introduction of a permanent LC into a NICU increased maternal access to LC appointments from 15% to 80% (P
< 0.01), breast pump education by day 3 from 65% to 81% (P < 0.01), and provision of MOM by 12 hours from
46% to 61% (P < 0.01). Staff reported significantly improved confidence providing breastfeeding education.[3]

A scoping review of IBCLC support in the UK and Ireland found that NICU-based IBCLC intervention increased
rates of any breastfeeding at NICU discharge from 59% to 81% in one study, and colostrum availability within 6
hours of birth increased from 13% to 92%.[4]

A systematic review and meta-analysis found that LC interventions have their greatest impact on breastfeeding
outcomes in the early postpartum period, with the protective effect diminishing over time, which underscores
the importance of early, proactive engagement.[5]

Impact on Maternal Involvement and Psychosocial Well-Being - The lactation consultant role extends well
beyond milk supply optimization. LCs are a critical bridge for NICU maternal engagement and parental identity:

Mothers of VLBW infants face unique challenges including prolonged mother-infant separation, dependence on
pumping rather than direct breastfeeding, and competing demands on their time. Many do not meet their
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intended feeding goals despite high rates of lactation initiation. Proactive LC support directly addresses barriers
by providing scheduled, personalized informational, practical, and emotional support.[1][6

Qualitative research highlights that parents are often hesitant to seek breastfeeding support, fearing they might
burden busy NICU staff. Proactive outreach by LCs, rather than reactive, request-based models, is associated
with improved human milk feeding outcomes and greater maternal confidence.[6]

The emotional toll of long-term milk expression during prolonged NICU stays is substantial. Elevated stress,
anxiety, and depression can hinder milk production and transition to direct breastfeeding. LCs who are attuned
to psychosocial dimensions can identify mothers at risk and facilitate referrals to mental health support.[6]

An integrated approach to lactation care that includes family-centered practices, parental presence policies,
and partner engagement further supports breastfeeding success. Partner support has been identified as a
significant facilitator of lactation outcomes.[7]

Operational Recommendations for a Small Baby Program

Proactive model: LCs should see every mother within 6—8 hours of delivery, not wait for referral.[1]

Dedicated NICU assignment: At least one IBCLC should have dedicated time allocated to the SBU rather than
covering the entire hospital.[1]

Staff education: All SBU nurses should receive initial and ongoing lactation training so that support is available
24/7, not only during LC working hours.[1][6

Milk volume tracking: Use milk logs and broadened QI metrics that track MOM production at multiple time
points (not just at discharge) to identify mothers needing additional support early.[1]

Equity-focused interventions: breast pump loan programs, peer lactation support, interpreter services, and
addressing unmet basic needs like transportation, are essential to reducing socioeconomic disparities in MOM
provision.[1]
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