
Journal of Perinatology (2018) 38:773–774
https://doi.org/10.1038/s41372-018-0116-9

EDITORIAL

A wake-up call: persistent barriers to the provision of evidence-
based lactation support and education in the NICU

Beverly Rossman1
● Paula P. Meier2 ● Diane L. Spatz3

Received: 23 February 2018 / Accepted: 20 March 2018 / Published online: 22 June 2018
© Nature America, Inc., part of Springer Nature 2018

Mothers who give birth to infants cared for in the neonatal
intensive care unit (NICU) experience barriers to the
achievement of their personal breastfeeding goals that are
not shared by mothers of term, healthy infants. Specifically,
these mothers are breast pump dependent, must cope
simultaneously with the stress of the NICU hospitalization
and the infant’s uncertain condition, and are frequently sick
themselves. Even with evidence-based, NICU-specific lac-
tation care, these mothers do not maintain lactation at rates
that are comparable to healthy populations [1–3]. The pri-
mary reason for lack of achievement of individual breast-
feeding goals is inadequate mother’s own milk (MOM)
volume to meet their infants’ nutritional needs [4]. The
extent to which inadequate MOM volume over the NICU
hospitalization is due to maternal risk factors such as obe-
sity and cesarean delivery, the profound dislike of breast
pump use, the inability to use the pump frequently enough
to regulate lactation processes, the stress and/or dis-
couragement with low pumped MOM volumes, or lack of
evidence-based information and support from NICU care
providers is unknown.
Last month, Demirci et al. [5] reported a subgroup of NICU
mothers—those who give birth to infants with complex
surgical anomalies—and have chosen a qualitative metho-
dology to report these 15 mothers’ perceptions and
experiences with respect to providing MOM during the first
2 months post birth. In this 55-bed, Level IV NICU,

mothers participated in one to three in-depth interviews
during their infants’ NICU hospitalization and transition to
home. Although the NICU had recently instituted a quality
improvement initiative targeting improvement in MOM
provision rates, the study reported that the mothers had a
fundamental lack of understanding about the importance of
MOM for their surgical infants. Most maternal perceptions
and experiences were consequent to this lack of effective
messaging. Among the mothers’ general desire for more
help and information with all aspects of providing MOM,
the primary specific concerns focused on why exclusive
MOM feedings were necessary, MOM volume, assistance
with the basics of direct breastfeeding, and emotional sup-
port and encouragement for coping with the lifestyle chal-
lenges inherent in breast pump dependency.

The Demirici et al. [5] findings also highlight the diffi-
culties in translating published research, such as the
“Transition to Breast Pathway” [6], into practice. Few of the
mothers in the Demirci et al. [5] study engaged in skin-to-
skin care, oropharyngeal colostrum administration, and non-
nutritive sucking, strategies known to increase the prob-
ability that mothers of surgical infants meet their personal
breastfeeding goals and directly breastfeed their infants
prior to discharge [6].

Furthermore, the early post-birth period, which coincides
with the early phases of lactation of initiation and coming to
volume, is fraught with difficulties for all mothers, but is
especially problematic for mothers of NICU infants because
they often receive inappropriate advice and equipment (e.g.,
non-hospital-grade electric breast pumps), compromising
long-term MOM volume and exclusive breastfeeding [7, 8].
In the absence of proactive evidence-based lactation care by
NICU staff, it is likely that mothers’ dislike of and frus-
tration with the lifestyle inconveniences with pumping play
a role in decreased milk volumes and decisions to dis-
continue providing MOM.

The Demirici et al. [5] results should serve as a wake-up
call for all healthcare providers who work with mothers of
surgical infants cared for in the NICU. Basic strategies to
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protect maternal milk volume and prevent or detect common
lactation problems within the first 14 days post birth for
breast pump-dependent mothers in the NICU have been
known for more than a decade. Two models of effective
lactation care for NICU mothers have been implemented and
evaluated in the research literature: The Rush Mothers’ Milk
Club which incorporates breastfeeding peer counselors
(former NICU parents themselves) as primary lactation care
providers [7, 9, 10]; and the Breastfeeding Resource Model
(BRN), which expands the role of the bedside nurse as
expert lactation care provider by following “10 steps for
promoting and protecting breastfeeding in vulnerable
infants” and a “Transition to Breast Pathway” for mothers of
surgical infants [6, 11, 12]. Implementation of the BRN and
Spatz 10-step model has resulted in consistently high human
milk rates at discharge (83–86%) [13]. Common to both
models is the provision of accurate, comprehensive,
evidence-based lactation care and support occurring within
an established institutional culture of using the evidence
about human milk in the NICU and disseminating this
information to mothers and families [9]. Mothers have an
expectation that their lactation support needs will be met
while their infant is hospitalized. The motivation to meet this
expectation and ensure that every mother understands the
importance of human milk for their infant should become a
priority for all NICU quality improvement initiatives.
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