
EDITORIAL

Culturing expressed breast milk: a costly and (mostly)
useless procedure
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There is little doubt that the preferred source of enteral nutrition
for preterm infants in the newborn intensive care unit (NICU) is
mother’s own milk. Multiple clinical studies document important
reductions in nosocomial sepsis and necrotizing enterocolitis in
preterm infants receiving their mothers’ milk compared with those
receiving preterm formula.1 Longer-term studies suggest improved
neurodevelopmental outcomes in extremely low birth weight
infants receiving a significant proportion of enteral feeding as
mother’s milk.2 These benefits of human milk have encouraged a
resurgence of interest in providing donor human milk to this
population of infants when mother’s own milk is unavailable.
Current evidence suggests that despite the loss/reduction of
important immune properties following the pasteurization process,
donor milk also protects preterm infants from necrotizing
enterocolitis but not from late-onset sepsis.3

Accordingly, supporting mothers in providing milk for their very
low birth weight infants is an important goal for NICUs. This
includes having staff who are skilled and knowledgeable in
lactation, as well as processes to assist mothers to safely and
effectively pump, collect and store breast milk.

In this issue, Schanler et al.4 provide evidence that even
in a NICU with clinical and research expertise in human milk,
virtually all pumped breast milk samples (96%) had bacterial
contamination. Most common were samples with low colony
counts of Gram-positive organisms or mixed cultures. Patterns of
bacterial isolates from the same woman varied over time. Although
the organisms cultured from breast milk included most of the
pathogens responsible for late-onset sepsis, the predictive value
of these cultures for ultimate late-onset sepsis with the same
organism was very low. Thus, despite being a non-sterile product,
it is likely that the immunological properties of unpasteurized
human milk prevent bacterial translocation and invasion.

This study confirms that routine surveillance cultures of pumped
and stored human milk in the NICU are not indicated. Beyond the
associated costs and the difficulties in interpreting the culture results,
such activity may have a negative effect on the willingness of mothers
to devote the effort required. Furthermore, such practice by its nature
implies a risk to the infant when, in fact, infectious risks in such
infants receiving their mothers’ milk are reduced.

How should these results be interpreted in light of several reports
suggesting an association between breast milk and neonatal

sepsis?5,6 Most such reports are single or small case series
documenting an infant(s) with late-onset sepsis and the isolation
of the same organism from the infant’s mother’s breastmilk.
Common themes in these cases that may alert clinicians to this
problem include recurrent episodes of sepsis with the same
organism in a single patient, occurrence of sepsis with the same
organism in siblings (twins, triplets), or late-onset sepsis and
clinical symptoms of mastitis in the mother. In these situations it
may be reasonable to culture mother’s milk and arrange treatment
for her to enable breastfeeding to continue. It is also important to
acknowledge that in these cases the direction of transmission is
not clear, particularly if the mother has been doing skin-to-skin
care or the infant has been latching at the breast.

An important quality and family-centered goal of any NICU
should be to maximize the availability of mother’s own milk for its
patients. Routine surveillance culture of expressed milk is costly,
of little clinical value and may be detrimental to this goal.
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