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Breastfeeding
Your Late Preterm Infant

Congratulations
on the birth of your
new baby and on
your decision to
breastfeed!
Breastmilk is good for all babies, but it is especially
important when babies are born early, even if they
are late preterm. Late preterm infants are born a few
weeks early, between 34 and 36 completed weeks
of pregnancy, which means that they are not quite
full-term. Full-term babies are born at 37 or more
weeks of pregnancy. Most late preterm infants are
generally healthy and do not require admission to a
neonatal intensive care unit (NICU) after birth.
Late preterm infants are born before they can receive all
of the nutrients and protective substances that would
be passed through the placenta during the last four to
six weeks of pregnancy. Therefore, many body organs
and systems are not completely developed when babies
are born early, including the ability to fight infections.

Breastmilk provides late preterm infants with
an ideal combination of “food” and “medicine”
that help make up for lost nutrients from the
shorter pregnancy. These same substances are
not found in baby formulas, so breastfeeding or
pumping your milk is an important way to get
your late preterm baby off to a healthy start.

off of the nipple during breastfeeding. Although these
immature feeding behaviors are normal, they can make
breastfeeding more difficult in the beginning. Most late
preterm infants begin to breastfeed like healthy full-term
babies around the time of their expected due dates.
Understandably, the four to six weeks between when
your baby was born and expected due date can be
a frustrating time for mothers. It is easy to think that
“something is wrong” or that “breastfeeding just isn’t for
you”, especially when you compare your experiences
with other mothers who have full-term babies. You
need information and help that is specific to late
preterm infants so you can get off to a good start with
breastfeeding, and so you can set realistic expectations
for you and your baby. This booklet will help you
understand the ways in which your baby’s immaturity
affects breastfeeding. It will also outline feeding plans
that are helpful for late preterm infants.
If you are like most mothers, you do not know anyone
who has breastfed a late preterm infant. To help you
better understand the way your baby is breastfeeding,
as well as your own reactions and feelings, this booklet
shares the real-life experiences of three mothers who
breastfed their late preterm infants: Mary, Darwanna
and Fabiola.

Definitions:
Late preterm infants are born a few weeks early, between
34 and 36 completed weeks of pregnancy, which means
that they are not quite full-term.
The expected due date is the day that doctors expect the
baby to born – or the expected birth date.

Even though you may be aware of all the benefits of
breastmilk, breastfeeding in the first days and weeks
after birth can be challenging for late preterm infants
and their mothers. Most, but not all, late preterm
infants show signs that they are not quite ready to feed
like a full-term baby. These signs include not waking
to feed, falling asleep early in the feeding or slipping

MOTHERS’ MILK – Breastmilk is also referred to as
Mothers’ Milk. Your breastmilk is like a special medicine
that only you can provide. Your milk helps reduce the risk
of illness and protects your baby for years to come.
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The Facts about Late Preterm Infants
• About nine percent of all live births in the
United States are late preterm infants, and
this number has increased dramatically over
the last 20 years.
• About half of late preterm births happen
because mothers just go into labor, and
do not have any health- or pregnancy-related
complications that would have predicted the
early delivery.
• For other mothers, labor is stimulated before
36 completed weeks, because there is some
need to deliver the infant before the
expected due date. This is common in
mothers who have diabetes, high blood
pressure, or other conditions that can be
made worse if the pregnancy continues.
• Late preterm birth may also be stimulated to
protect the baby’s health, perhaps because
of infection or problems with the placenta.
• Many sets of twins and some triplets are
born late preterm.

Ask your doctor about your personal birth circumstances. However, keep in
mind that half of all late preterm infant births just happen without any indication
or advance warning. Not knowing what “caused” the late preterm birth can make
some mothers search for their own reasons and it is especially easy to feel guilty or
responsible for your baby’s early arrival. These reactions are perfectly normal.
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Mary and Jack

With help from the lactation team, Mary used several
breastfeeding aids until Jack was able to feed at the
breast like a full-term baby, which was almost 5 weeks
after his birth. These included:
• a hospital-grade electric breastpump to
protect her milk supply,
• a nipple shield to help Jack drink more milk
from the breast,
• a BabyWeigh™ scale to measure Jack’s milk
intake during breastfeeding,
• BPA-free bottles to feed extra milk when Jack
did not drink enough at breast.

Jack was born at almost 36 weeks of gestation
weighing 6 pounds and 11 ounces, Mary was shocked
and frightened when he was whisked away to the NICU
due to breathing problems immediately after birth. In
addition to the stress and concern surrounding Jack’s
condition, Mary was very disappointed that her plans to
breastfeed in the delivery room and to care for Jack in
her postpartum room were no longer possible.
Instead, she began her breastfeeding experience with
a breastpump, and experienced a delay in her milk
coming in. Her delayed onset of lactation was partly
due to the intense anxiety and concern she felt about
Jack’s NICU admission. Because Jack weighed nearly
7 pounds, Mary felt he would behave like a healthy
full-term baby. Instead, he spent the first 4 days of
life in the intensive care unit receiving nasal CPAP for
breathing problems.

“I was exhausted and discouraged because Jack’s
breastfeeding was not like anything I had read or
anyone else’s experiences. Although Jack was drinking
more milk from the breast and less from the bottle each
week, I was still anxious that my breastfeeding wasn’t
going well.” However, with lactation specialist care
and these temporary breastfeeding aids, Jack was
exclusively breastfeeding at 41 weeks.

“While the extra work in the beginning
was frustrating, disappointing, and
made me anxious, it was all worth
it when Jack breastfed until his first
birthday because I knew I was able to
give him all the nutrients he needed.”

When the breathing problem resolved, he was too
sleepy to feed effectively either from the breast or bottle
and needed a nasogastric feeding tube (tube feeding
through the nose) to receive Mary’s pumped milk.
Although Mary’s milk supply was enough for Jack’s
needs when he was discharged from the NICU on day
10 of life, he could only remove about 2 teaspoons of
milk with each breastfeeding due to the immaturity of
his suction pressures. He was unable to suck with
the same strong suction that a healthy newborn
would have. He drank the rest of Mary’s pumped
milk from a bottle.
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Darwanna and her Twin Boys,
Jalen and Cameron

experience with a pump instead of her babies.
However, Darwanna’s story shows how different two
late preterm infants can be—even if they are twins!
By the second day after birth, Jalen returned to the
general maternity setting with Darwanna, but Cameron
remained in the NICU because of his breathing
problems. Although Darwanna expressed about 2
ounces of milk every 3-4 hours by the end of the
second day after birth, neither baby could drink milk
directly from the breast, and had to receive expressed
milk by nasogastric feeding tube. On Day 3, Darwanna
left the hospital with the breastpump instead of her
twins, and was very disappointed that her plans to
breastfeed and care for her twins had to be changed.

Darwanna was just one day past 34 weeks of gestation
when she went into labor with her late preterm twins:
Jalen, who weighed 4 pounds and 6 ounces, and
Cameron, who weighed 4 pounds and 10 ounces. The
twins appeared “healthy” immediately after birth, so the
decision was made to observe them in the general care
nursery rather than admit them to the NICU.
However, as is often the case with 34-week infants,
both babies developed breathing problems and low
blood sugar values within a few hours after birth, and
were transferred to the NICU. Jalen required oxygen
with a nasal cannula, whereas Cameron’s more severe
breathing problems were managed with nasal CPAP.
Both boys received formula during the first day of life
because of their low blood sugar values and because
Darwanna was able to express only drops of milk.
“As a NICU nurse, I knew that these prematurity-related
symptoms were normal, but I was still frightened about
my sons’ NICU admission. I really worried about how
the separation would affect my breastfeeding plans.”
Like Mary, Darwanna started her breastfeeding
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Darwanna experienced several breastfeeding problems
that are common in mothers with late preterm
multiples. First, Jalen was discharged from the
hospital a week sooner than his brother, Cameron.
Darwanna’s time was spent between feeding Jalen at
breast for most feedings at home, and pumping milk for
Cameron. Her visits to the NICU were primarily to drop
off milk for Cameron, with few opportunities to feed at
breast due to caring for his brother at home.
Darwanna’s experiences also show how hard it is
to trust the usual breastfeeding cues of “getting
enough” when late preterm infants are born to firsttime mothers. During his first week at home, Jalen fed
eagerly and displayed signs of getting enough milk. He
slept well between feedings and awoke every 3-4 hours
to eat. Encouraged by these feeding cues, Darwanna
did not feed Jalen any extra milk by bottle. Instead,
she took all of her pumped milk to the NICU where

Cameron received it by bottle and nasogastric tube.
When Jalen, who had been breastfeeding exclusively
was seen by the pediatrician on Day 6 of life, he was
dehydrated, below birth weight, and had jaundice
that required in-home phototherapy. “Though my
pediatrician recommended formula supplementation,
I knew that I had more than enough milk to feed both
sons and I could get it by using my breastpump.
Because I am a nurse, I knew the primary problem was
that Jalen was not yet able to remove the available milk,
even though his feeding cues suggested that he was
feeding effectively.” The quality of her milk was further
validated by the fact that Cameron, who had been
receiving the very same milk by bottle in the NICU, was
growing, thriving and jaundice-free.

At 10 months after giving birth, Darwanna completed
an 8-day out-of-town course to become a lactation
consultant. She was successful in weaning Cameron
before her departure, but upon her return, Jalen
continued to breastfeed, weaning at 17 months.

On Day 7 after birth, with Jalen on phototherapy at
home, Cameron was discharged from the NICU. Now,
instead of having one sleepy late preterm infant trying
to feed at breast, Darwanna had two. This was further
complicated that Cameron had been almost exclusively
bottle-fed in the NICU because Darwanna was caring
for Jalen at home. At this time Darwanna began
to work with a lactation specialist whose particular
expertise was late preterm infants.
With the temporary assistance of a hospital-grade
breastpump, nipple shields, the BabyWeigh™ scale and
expert advice, Darwanna was exclusively breastfeeding
Jalen by the time he was about 38 weeks of gestation.
However, even though feeding from the same breasts
with the same milk supply, Cameron required another
4 weeks before he could breastfeed exclusively, without
receiving extra bottles of expressed milk. So, Darwanna
used the breastpump for a total of 2 months after the
birth of her 34-week twins.

“As I look back there were lots of
challenges. Even though I am a nurse
and now lactation specialist it is still
puzzling how differently my twins
breastfed. I feel very grateful that I
was able to get help from a lactation
specialist when my boys and I really
needed it. I know the extra effort
provided enormous benefits for all
three of us.”
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Fabiola and Peter
In contrast to Mary and Darwanna, Fabiola knew that
Peter would be born late preterm by Cesarean delivery
because of her high-risk pregnancy status. Also, unlike
Mary and Darwanna, Fabiola had previously breastfed
both a healthy full-term infant and a very low birth
weight premature baby. She had lots of experience
with feeding at breast and using a hospital-grade
electric breastpump. Her work as a breastfeeding
peer counselor in a busy level III NICU had given her
extensive knowledge and experience working with
mothers and their late preterm infants.

Peter was born at 35 weeks of gestation, weighing 6
pounds and 9 ounces. However, Fabiola lost excessive
amounts of blood during delivery, and was unable to
breastfeed Peter in the delivery room. When Peter
arrived in the general care nursery, his blood sugar
value was very low, so he was fed formula, which
corrected this problem. About three hours later,
Fabiola’s condition had stabilized and she breastfed
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Peter for the first time in her maternity room. Peter
latched onto the right breast and fed eagerly, but could
keep an effective latch at the left breast only when he
used a nipple shield. Fabiola also hand-expressed her
milk and used a hospital-grade electric breastpump
to stimulate her milk supply. On most occasions,
she breastfed Peter on one breast while using the
breastpump on the other breast.
On day 1, she noted a few drops of colostrum, and
assumed that Peter was drinking colostrum at the
breast, too. However, on day 2, she did not remove a
single drop of milk with hand expression or pumping,
and noted only a few drops on day 3. The delayed
onset of lactation was a new experience for Fabiola,
who had had an abundant milk supply with both of
her previously breastfed infants. “Even though as
a peer counselor I had explained to many mothers
that delayed onset of lactation was very common
after birth complications—in my case, the excessive
blood loss—I began to panic, which probably had an
additional negative effect on my milk supply.”
Early indications were that Peter was not drinking
enough milk at the breast, either. He went 30 hours
without having urine and stool, and the pediatrician
pressured Fabiola to supplement with formula. An
hour before an agreed upon deadline to supplement,
Peter urinated and passed a second meconium stool.
However, the pediatrician was still concerned that
Peter was not getting enough milk because on day
3, he developed jaundice that required phototherapy.
Resisting recommendations to supplement Peter with
formula, Fabiola noted that her milk was beginning
to “come in” early on day 4. She was able to pump
nearly half an ounce of colostrum, and noted audible
swallowing when Peter fed at the breast.
Peter was discharged home on day 4 with
recommendations to supplement with formula and to
return to the pediatrician’s office for a jaundice test and
weight check the next day. Peter had lost over 10% of
his birth weight during the first 4 days of life.

“Because of my training, I knew there
was a safe alternative to routine
formula supplementation. I explained
to my pediatrician that I would rent
the BabyWeigh scale to measure the
exact amount of milk that Peter drank
at breast each feeding. I knew I had
turned the corner with my milk supply
and that within the next 24 hours,
Peter would drink enough milk to safely
control his weight loss and jaundice.”
The scale, which was accurate to the nearest ½ of a
teaspoon of milk, made this plan acceptable, whereas
a “wait and see” approach with a late preterm baby
would have been risky. Fabiola’s instincts were
correct. The next day Peter’s weight loss and jaundice
were under control, and she went on to breastfeed
exclusively. Peter weighed in at 10 pounds on his
expected birth date. He needed the nipple shield for
all feedings at the left breast for a little over a week,
but never used it on the right breast.
“Even though I had tremendous support and
encouragement and evidence-based lactation care
from my colleagues, I was filled with concern and
self-doubt about my milk supply and Peter’s ability
to drink milk while I was in the hospital. If I were a
first-time breastfeeding mother, I probably would
have supplemented routinely with formula starting
on Peter’s first day of life.” Although she feels that
the pressure to supplement Peter was excessive, in
reality the physicians were correct in their concern
about his blood sugar, jaundice and weight loss. Not
knowing whether he would drink enough milk from the
breast during the first day at home was risky, given
these problems. Fortunately the BabyWeigh™ scale
represented a safe alternative that was acceptable
to both Fabiola and the pediatrician.
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Immaturity Explains the
Common Problems that
Appear After Birth
Fortunately, most late preterm infants do well after
birth, and most do not require admission to a neonatal
intensive care unit. Because of this, many health care
providers and families tend to think of late preterm
infants as healthy “small full-term babies”, but recent
research tells us that this common thought is not true.
During the last four- to six weeks of pregnancy, the
human baby goes through many changes that make
it possible to live outside the mother’s body. In this
short time period, the baby stores extra fat and calories
that provide the energy needed in the first few days
of life. Missing out on these extra stores of energy
makes it harder for a late preterm baby to keep a stable
body temperature and the right blood sugar values.
Late preterm infants are also more likely than full-term
babies to have breathing problems and jaundice that
require special care. This means that they may need
to spend a few extra days in the hospital or even in the
neonatal intensive care unit getting treatment for these
conditions. Another common problem for late preterm

infants is that they have a hard time coordinating
swallowing and breathing while feeding. Late preterm
infants often need nasogastric feedings temporarily until
they can feed safely and effectively by breast or bottle.
The “sleepiness” of late preterm infants is also normal.
At 34 weeks of gestation the infant’s brain weighs
only about 60% of what it will weigh at full-term. The
remaining 40% of the brain weight is added gradually
between 34 and 39 completed weeks of gestation.
This important brain growth includes the special fats
that are transferred through the placenta or that are
found in breastmilk. Myelinization of the brain—the
wiring that allows the fast movement of messages
through the nervous system—increases dramatically
between 34 and 39 completed weeks of pregnancy.
Nearly half of the cortical volume—the part of the brain
that controls thinking and planned movement—is
added in the last 6 weeks of pregnancy.
All of these brain changes depend upon sleep, so
late preterm infants are behaving normally when
they fall asleep early at the breast or do not wake
to feed at regular intervals.

Definitions:
A nasogastric feeding is a feeding that is given by a tube
that passes through the nose into the stomach.
GESTATION – The number of weeks that have passed since
conception of the baby.
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Immaturity Affects Hospital
Care Practices for Late
Preterm Infants
You may notice some or all of these signs that your
baby is immature, but whether or not this immaturity
will cause problems is very inconsistent and depends
on each individual infant. For example, even late
preterm infants with the same gestational age can
have very different breathing, feeding, and other bodily
functions. Think about Mary’s 36-week infant who had
to be admitted to the NICU for breathing problems and
began to breastfeed exclusively only after reaching his
expected due date. In contrast, Fabiola’s 35-week
baby fed eagerly at breast immediately after birth, and
had gained 3 pounds, 7 ounces with exclusive atbreast feeding by his expected due date. Comparing
Mary and Fabiola’s experiences show that maturity
really depends on each individual baby.
The research tells us that late preterm infants are more
likely to require a longer hospital stay after birth than
full-term infants. In general, 34-week babies are much
more likely to have prematurity-related problems than
35-week babies, who in turn are more likely to have
problems than 36-week babies. Even 37- and 38-week
babies are more likely to have problems after birth than
those born at 39 completed weeks of gestation.
Although most late preterm infants begin life with their
mothers in the general maternity setting, some will
require admission to the NICU for short-term problems
with breathing, temperature control, jaundice or low
If your baby is admitted to the NICU, try to keep
in mind that it is not a “set-back” in your baby’s
care. In fact, some hospitals routinely admit late
preterm infants—especially those born at 34 or
35 weeks—to the NICU immediately after birth
so that these common problems can be quickly
detected and treated.

even when NICU care providers reassure you that
your baby’s problems are mild and temporary, when
compared to those of smaller, less mature premature
infants. Remember, even though Mary was a NICU
dietitian and Darwanna was a NICU nurse, they both
felt stressed and disappointed when their late preterm
babies were admitted to the NICU for these common
prematurity-related problems.

Getting Started in the Hospital:
Feeding Your Baby and Protecting
Your Milk Supply
During the early days after birth it is important to
set priorities and establish realistic expectations
for breastfeeding your late preterm baby. For most
families, breastfeeding must be approached differently
when babies are born late preterm, just like the three
mothers who share their stories for this booklet. It
is easiest to set priorities and expectations for your
specific breastfeeding situation if you understand how
breastfeeding works in the first days after birth for
full-term babies and their mothers.

blood sugar. It is very normal to feel stressed and
anxious about your baby’s condition. This is true

9

How Lactation Works for the
Full-Term Baby and Mother
who Breastfeeds Exclusively

How Lactation is Different
for Mothers and Late
Preterm Infants

During the first 24 hours after birth, the average fullterm baby feeds 10-11 times, and drinks only about a
1/5 of a teaspoon at each breastfeeding, which equals
about half an ounce for the entire day. During the
2nd day, the baby drinks only about 2-3 ounces total,
and even on the 3rd day, relatively small amounts of
milk are consumed. These small amounts of milk are
enough because the full-term baby has extra energy
sources that were stored during the last few weeks of
pregnancy, and can use these stores to keep a stable
body temperature and a normal blood sugar level.

Most late preterm infants have weaker sucking patterns
and suction pressures when compared to full-term
babies. These differences make it hard for late preterm
infants to latch onto the mother’s breast, stretch the
mother’s nipple so that it becomes the proper shape
in the mouth, and suck in a regular rhythm—all of
which are necessary for the baby to drink enough
milk. The rhythmic sucking and effective milk removal
also provide stimulation for the breasts to make
an abundant milk supply. Fortunately, late preterm
infants develop stronger sucking patterns and suction
pressures as they approach their expected due dates.
Until that time, lactation aids can make up for most
of these immature breastfeeding behaviors. These
products, including the breastpump, nipple shield,
BabyWeigh™ scale, and bottles for feeding expressed
milk, are temporary lactation aids that help mothers
with late preterm infants. Their purpose is to help you
maintain your milk supply AND feed your baby until
exclusive breastfeeding is achieved.

The frequent and intensive sucking by the full-term
baby in the early days after birth also helps “program”
or direct the mothers’ breasts and lactation hormones
to undergo important changes during this time.
Researchers refer to these first few days after birth
as a “critical period” or “critical window” for lactation,
meaning that the breasts and lactation hormones need
to receive the baby’s special sucking stimulus during
this special time so that lactation can progress normally.
After these critical first few days, the infant’s regular
feeding and effective milk removal protects the mother’s
milk supply. This is what is commonly known as
“supply and demand”. The baby must remove
the milk in the breast so that the hormones in the
mother’s body receive the message to replace the
milk. This is especially true during the first few
weeks after birth until the mother’s milk supply is
fully established. Although factors such as a mother’s
fluid intake, stress and fatigue can affect the milk
supply, these things are much less important than the
baby removing the milk.

Definition:
Lactation aids are products that help keep lactation
going when problems develop.
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Strategies for Feeding Your
Baby and Protecting Your Milk
Supply during the Maternity
Hospital Stay
The two most important priorities for mothers with late
preterm infants during the maternity hospital stay are to
make sure your baby drinks enough milk and to protect
your milk supply. Mothers with full-term infants can

breastfeed their babies and protect their milk supply at
the same time, but this is seldom the case for mothers
of late preterm infants in the early weeks after birth.

Feeding Your Baby
You should try to feed your late preterm infant at
breast. It is impossible to judge a baby’s breastfeeding
ability from the gestational age alone. A good example
of this can be found by comparing Fabiola’s Peter to
Mary’s Jack. Signs that your baby is feeding
effectively at breast are summarized in Table 1.
If you notice that your baby does not wake up
to feed, sucks weakly, falls asleep after 2 or 3
minutes at the breast or repeatedly slips off of
the nipple, these are signs that your baby may
not be drinking enough milk.

to full-term, the less likely that extra milk is needed.
However, if your baby is only 34-35 weeks of gestation,
extra milk may be necessary to prevent problems
with low blood sugar and temperature stability. Try
to remember that the need for extra milk in a
late preterm infant is not a set-back, and may be
necessary to prevent more serious complications.
Your baby can receive this extra milk either in a
bottle or at your breast with a supplemental nurser
system and nipple shield. You can also combine
these two feeding methods, perhaps using a bottle
during the night-time hours and a supplemental nurser
system when you and your baby are awake and alert.
Once your milk supply is established, you may be able
to avoid bottle feedings (at least for some feedings) and
use a nipple shield to help your baby latch onto the
breast and drink effectively. A nipple shield helps make
up for your baby’s weak suction pressures by creating
the nipple shape and keeping your baby latched onto
the breast long enough to drink enough milk. Research
shows that premature babies drink more milk with the
nipple shield than without it when they demonstrate
immature feeding behaviors. Most mothers are
disappointed when a nipple shield is needed and some
may think (or may be told) that their
babies are “lazy” or don’t want to
“work” at breastfeeding. Although
this is a common reaction, it is not
true. Your baby isn’t lazy; he or she
is just immature and cannot remove
milk from the breast effectively
without a shield.
TABLE 1: Signs that Your Baby is Drinking Enough Milk
1. Wakens to feed on his or her own at least every three hours.
2. Latches onto the breast with little or no assistance.
3. Sucks in a rhythmic pattern (about 1 suck every second) for at least 10
minutes without falling asleep at the breast or slipping off the nipple.
4. You hear or feel (with your hand as you support your baby’s head) your
baby swallowing every 1-2 sucks.
5. Your baby stays awake and does not slip off of the nipple for at least 10
minutes without stopping at the breast.
6. Your baby shows he has drunk milk at the breast with the BabyWeigh™ scale.

Be sure to share your concerns with the nurse,
lactation consultant or pediatrician, and ask whether
your baby needs extra milk. The closer your baby is

7. Your baby is able to do steps 1-6 at least 6-8 times each day.
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TABLE 2: Getting Started with the Nipple Shield
1. Ask the lactation specialist or your baby’s nurse to help you use the
nipple shield for the first few times.
2. Select the correct size of shield: Almost all late preterm babies will use
a size 20 mm shield.
3. Stretch the shield so that as much of your nipple as possible enters the
tunnel of the shield.
4. Secure the silicone edges (round part of the shield) so that the shield
doesn’t slip, using a little sterile water or your milk.
5. Feed your baby in the football hold (see photo) or cross-cradle hold
(see photo) to provide enough head support.

6. Supporting your baby’s head and shoulders (see photo), bring your baby gradually
onto the shield, making sure that his or her tongue is below the shield.
7. Use gentle pressure to ease your baby onto the shield. Your baby will start
sucking, and this negative pressure will help your baby pull the shield into his
or her mouth.
8. Ask the lactation specialist or nurse to assure you that your baby is in an
effective breastfeeding position with a proper latch on the breast. Then,
note how this position feels as your baby begins to suck.
9. You should feel suction—or a pulling—on your breast, almost like when you are
pumping. You should not feel pain in the nipple. If you do feel pain, it is a
sign that your baby is not latched onto the breast effectively.
10. Relax. Listen or feel for swallows.
11. Use the BabyWeigh™ scale to measure how much milk your baby drinks after the
first few days. Keep in mind that even full-term babies only drink about ¼ of a
teaspoon with each feeding during the first 24 hours, so this is not a good time
to start measuring milk intake.
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Nipple shields come in different sizes, but almost all
late preterm infants will feed best from a size 20 mm
shield. In particular, a size 24 mm shield is too large for
most late preterm infants, and will not work effectively.
Your baby will likely “chew” rather than suck, and may
even cough or gag if the nipple shield is too large.
Your baby’s nurse or a lactation specialist can help you
get started with a nipple shield if it is indicated. The
pictures and the information in Table 2 will help you use
the nipple shield the proper way.
Research shows that babies are very different in terms of
how long they need the nipple shield and the plans that
can be used to discontinue it. Mary used the nipple shield
for about 4 weeks, until Jack reached his expected due
date, and Darwanna used it much longer for Cameron
than for Jalen. Fabiola used it only on her left breast and
only for a week because Peter was able to latch onto the
right breast and remove milk effectively without it.

Protecting Your Milk Supply
If possible, your baby should receive your expressed
milk as a supplement to feeding at the breast.
However, many mothers with late preterm infants
experience “delayed onset of lactation”, which means
that the milk “comes in” after day 3. Many conditions
can increase the likelihood of delayed onset of lactation
and these are common in mothers with late preterm
infants (Table 3). Fabiola and Peter are the perfect
example of delayed onset of lactation. Peter latched
onto the breast and fed eagerly and effectively within
hours after birth, but Fabiola had delayed onset of
lactation. She was unable to pump or hand-express
milk until day 4, and Peter experienced weight loss,
mild dehydration and jaundice, which showed that he
was not drinking enough milk.
Fortunately, delayed onset of lactation is temporary,
and affected mothers usually have a normal milk
supply by day 7 to 10 after birth.

Even if no milk is removed via breastfeeding, the
breasts must be stimulated appropriately during
the critical first two weeks after birth to trigger
the necessary hormonal and breast changes.
Many late preterm babies cannot provide this
stimulation, and delayed onset of lactation quickly
slips into long-term problems with milk supply.
To avoid problems with your milk supply, you may
need to use a breastpump to help stimulate your
breasts until your baby’s sucking is able to do
this for you.

If your baby does not feed eagerly at the breast at least
8 times daily for 15 minutes and drink an adequate
amount of milk, you should use a hospital-grade
electric breastpump to stimulate your breasts. Fitting
in extra pumping sessions during the hospital stay can
be difficult, because mothers are tired and because
they want to feed their babies at breast instead of
pumping. This is especially true for mothers with
twins and triplets, who usually find that late preterm
multiples must be fed individually. However, use of the
breastpump is temporary. Providing enough stimulation
to your breasts during these first few days is critical to
establishing an abundant milk supply. Most mothers
find that it is easiest to breastfeed for some feedings
and use a breastpump and feed the expressed milk
for others. Fabiola fed Peter at one breast and pumped
the other breast at the same time to stimulate her
milk supply.

TABLE 3: Conditions that Increase the Likelihood of
Delayed Onset of Lactation
1. Cesarean Birth.
2. Preterm Labor.
3. Pregnancy-Induced Hypertension (high blood pressure and retained fluid).
4. Long periods of bedrest during pregnancy.
5. Excessive blood loss.
6. Medications that treat complications during pregnancy and birth.
7. Significant stress surrounding the birth experience.
8. Other maternal conditions and medications that may be unrelated to the
pregnancy itself.
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Leaving the Hospital with
Your Late Preterm Infant
You will need a specific plan about how to feed
your baby and protect your milk supply when you
leave the hospital. This plan will depend upon your
baby’s maturity, ability to remove milk from the breast
completely, and your breastfeeding goals—specifically
whether you eventually plan to feed your baby only from
the breast. To help you make your plan you will need
answers to several questions, which are summarized in
Table 4. Be sure to discuss these questions with your
baby’s doctor, nurse or lactation specialist, and write
down the information in the NOTES section at the end
of this booklet.

The First Week at Home with
Your Late Preterm Infant
Family and friends may have told you that once you
take your baby home, everything will be better, your
baby will breastfeed eagerly, and you will not need the
lactation aids. These encouraging words are wellmeaning, but can actually make you feel worse. When
mothers find that their late preterm babies still show the
same immature feeding behaviors that they did in the
hospital, it is easy for mothers to think that something
is wrong with the baby or with breastfeeding. This was
especially true with Mary, who had many friends with
breastfeeding experience. The inconsistency between

Most mothers will leave the hospital with at least one
of the following lactation aids: a hospital grade electric
breastpump to protect the milk supply; a nipple shield
to help the baby drink more milk at the breast; bottles
and nipple units, or a supplemental nurser system
to feed expressed milk; and a BabyWeigh™ scale to
measure the baby’s milk intake and/or weight gain each
day. Sometimes these lactation aids are available from
the birth hospital, but in many instances mothers must
rent or purchase the items from a community-based
lactation specialist or business. Most mothers feel
Call the Breastfeeding National Network

1-800-TELL YOU (1-800-835-5968)
to find a lactation consultant near you.
disappointed and overwhelmed that their breastfeeding
experiences are starting off this way. However, as
Mary, Darwanna and Fabiola tell us, these lactation aids
are only temporary and make a big difference in the
long run for both mothers and babies.

TABLE 4: Questions to Ask Your Baby’s Primary Care
Provider before Leaving the Hospital
1. How much milk should my baby drink each day until we visit your office
next week?
2. How much weight should my baby gain each day (on average) until we
visit your office next week?
3. How many wet diapers and stools should my baby have each day?
4. Are there other signs I should watch for to make sure my baby drinks
enough milk? Examples might include increasing yellowness of the skin
(jaundice), not being able to feed your baby the amount of milk he needs
each day by breast or bottle.
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Jack’s immature feeding behaviors and those that she
had read or heard about increased her anxiety so much
that it lowered her milk supply. On the other hand, your
baby may behave like Peter, who needed only a nipple
shield on one breast for the first week at home, and
other lactation aids were unnecessary.

expressed milk in the NICU during this same week
indicates that the milk quality and amount was fine—
Jalen just could not remove enough milk from the
breast. After the pediatrician visit, Darwanna rented a
BabyWeigh™ scale and used it to manage milk intake
and weight gain for her twin boys.

The biggest challenge during the first week at home
is balancing your long-term breastfeeding goals with
the fact that your late preterm infant is at greater risk
of not consuming enough milk in the beginning. Many
mothers find a hospital-grade baby scale especially
helpful during this time because it allows them to feed
at breast, limit bottle use, and still make sure that their
babies are drinking enough milk.

In contrast, Mary used the BabyWeigh™ scale for nearly
5 weeks after Jack’s NICU discharge. On the day of
discharge, Jack drank only about 2 teaspoons from the
breast with each feeding, but was able to drink about
1-1/2 ounces of expressed milk from the bottle. Mary
knew that during the first week at home, she needed
to use a breastpump to protect her milk supply, and to
make sure Jack drank at least 15-17 ounces of milk
each day. At first she did this by “triple feeding,” which
involves feeding at breast, then using a breastpump
and feeding the extra milk by bottle. Although Jack
progressed to drinking about an ounce at each
breastfeeding during the first week at home, Mary and
her husband were exhausted with this triple feeding
plan. However, they were encouraged that Jack had
progressed from drinking 2 teaspoons to an ounce of
milk at each breastfeeding, and Mary was relieved she
had the scale to provide this objective information.

You may have read or heard that you
can safely use clinical signs to know
that your baby is drinking enough
milk. These include hearing your
baby swallow, noting that your baby
is content after feedings, or feeling
changes in the fullness of your breast
after feedings. While these clinical
signs are appropriate for full-term
babies, they are not good indicators
for late preterm infants.
Late preterm babies are often referred to as
“imposters” because they appear to be drinking
enough milk at breast, even when they are not.
This was the case with Darwanna’s son Jalen, who
was breastfeeding exclusively during the first week at
home while his brother received Darwanna’s expressed
milk by nasogastric tube and bottle in the NICU.
Darwanna noted all of the usual signs of adequate
intake: a good, sustained latch on the breast, falling
asleep after a feeding, sleeping for 3-4 hour stretches,
and wet diapers. However, his day 7 visit to the
pediatrician revealed jaundice, no weight gain since
hospital discharge, and mild dehydration. The fact
that Cameron was gaining weight well on Darwanna’s
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Instead of triple feeding a late preterm infant who
breastfeeds slowly and consumes small amounts of
milk, the “Survival Plan” that is outlined in Table 5 is
a safe alternative. The overall strategy in this plan
is to breastfeed when you are rested and your baby
is awake, and to pump and bottle feed the pumped
milk during the nighttime so that you can have longer
sleep stretches. Separating “breastfeeding times” from
“pumping and bottle feeding times” protects your milk
supply, makes sure your baby drinks enough milk, and
ensures one to two sleep stretches for you. Mary used
this plan during the 2nd and 3rd weeks at home with
Jack, and modified it based on the increasing amounts
of milk that Jack drank at breast as he matured.
Darwanna also found that separating breastfeeding
times from pumping and bottle feeding times worked
with her twins. Both mothers reported that receiving
the “permission” to pump and bottle feed at night
meant that they were more rested and able to work
on breastfeeding during the daytime hours.

TABLE 5: Survival Plan to Replace Triple Feedings
1. Determine whether there are 4-5 consistent feedings during the day when you are most rested and your baby is most awake. These will be the “breastfeeding times.”
For most mothers and babies, these are the daytime hours.
2. Determine which 3-4 daily feedings should be “pumping and bottle feeding times”. For most mothers, these are the nighttime hours.
3. During the first week at home, pump at least 4-5 times total during the 24-hour period.
4. During Breastfeeding Times, eliminate other distractions as much as possible and:
a. Start the breastfeeding as soon as you begin to see hunger signs in your baby. Do not wait until your baby is frantic with hunger and crying too hard
to settle down to feed.
b. Do not change your baby’s clothing or diaper if your baby is awake and ready to feed. This extra stimulation does not get your baby more awake and eager; instead,
it uses his or her valuable awake time in non-feeding activities.
c. Use the football or cross-cradle position to support your baby’s head and neck.
d. Use the nipple shield as needed.
e. If your baby falls asleep early in the feeding, change the diaper and clothing to see if the extra stimulation gives you a second awake period.
f. Measure your baby’s milk intake.
g. Feed your baby immediately when he or she awakens again, even if it is just an hour or so.
h. Use the breastpump after every 2nd or 3rd breastfeed, or at least 2-3 times during the stretch of Breastfeeding Times.
5. During Pumping and Bottle Feeding Times, focus on working efficiently so that everyone can return to sleep.
a. When your baby awakens (or at 3-4 hour intervals), use the pump while his or her father or another family members changes the diaper and clothing.
b. The helper can feed the pumped milk to your baby, and you can return to sleep.
c. Repeat these steps throughout the nighttime hours.
6. Adapt this plan to your individual baby and to the amount of milk your baby drinks at the breast.
a. If your baby drinks at least half of his or her daily amount of milk from the breast, you can pump and bottle feed less and feed more from the breast.
b. If your baby drinks less than ¼ of his or her daily amount of milk from the breast, you must pump and bottle feed more and limit breastfeeding
times until your baby matures.
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When Your Baby Approaches
the Expected Due Date
You will know that your baby is beginning to feed like a
full-term infant when he or she wakes up and eagerly
latches onto the breast, sucking steadily for at least
10-15 minutes. You will hear or feel swallows of milk,
and your breasts will feel as soft as they do after you
have removed your milk with the breastpump. If you
are using a nipple shield, you’ll see that your baby has
drawn your nipple further and further into the tunnel
of the shield, a sign of his or her increasing suction
pressure. The BabyWeigh™ scale will show that your
baby is drinking 15-20 ounces from the breast each
day, although the amount taken at each feeding can
vary from a teaspoon to a cup. When these milestones
are noted, you may begin to discontinue the lactation
aids and enjoy the weeks and months of breastfeeding
that you’ve been waiting for!

Stopping the Lactation Aids
Most mothers wonder which lactation aid to stop
using first: the breastpump, the nipple shield, or the
BabyWeigh scale. Although each situation is different,
most mothers use the scale until their babies are
gaining weight with exclusive breastfeeding, and all
other lactation aids have been stopped. Measuring
the amount of milk that babies drink at breast is helpful
in making sure that babies drink enough milk without
the nipple shield, and during the time that pumping is
gradually discontinued. Then, mothers often keep the
scale to measure the baby’s nude weight each day,
instead of milk intake at each feeding. After a week or
so of steady weight gain on exclusive breastfeeding,
the scale can be returned to the rental depot.
It is more difficult to determine whether the breastpump
or the nipple shield should be discontinued first,
primarily because the two aids are so closely linked.
They work together to make sure your baby gets
enough milk at the breast and to protect your milk

supply. In most instances the nipple shield should be
stopped before you stop using the breastpump. This is
because the pump will protect your milk supply if your
baby’s sucking is temporarily less effective without the
nipple shield. You have worked so hard to establish and
keep your milk supply, and it must remain your priority.

Stopping the Nipple Shield
As a general rule, you should try to breastfeed your
baby without the nipple shield when he or she is awake,
alert, ready to feed, but not so hungry that crying
prevents the extra time needed to latch your baby onto
the breast. Some babies feed immediately without
the shield, but
most will require a
gradual transition.
It is very important
not to stop using
the nipple shield
too soon. You
may have read
or been told that
using a nipple
shield will harm
your milk supply, or make it difficult for your baby to
feed at the breast. Although these are very common
beliefs, research shows that the opposite is true.
Stopping the shield too soon means that your baby may
not remove enough milk from your breast because of
his or her immature sucking—especially weak suction
pressures that make it hard to stay latched onto the
breast. In turn, your baby’s ineffective sucking can
reduce your milk supply. Research shows that, on
average, premature babies use the nipple shield until
about their expected due dates. However, at 35 weeks
of gestation, Peter needed the shield only on the left
breast for only 1 week, yet Jack was nearly 40 weeks
before his sucking was effective enough to take all of his
feedings at breast without it. Darwanna’s twins, were
different also; Cameron used the shield for 4 weeks
longer than Jalen.
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Some babies go directly from the nipple shield to
exclusive breastfeeding within a day or two, and others
are weaned from the nipple shield more gradually. One
helpful tip is to start your baby at the breast without
the shield when he or she is alert and eager to feed.
Often, babies latch onto the breast without the shield,
suck maturely for several minutes, and then slip off
the nipple without taking enough milk. If you see this
with your baby, use the nipple shield for the 2nd half of
the feeding. Similarly, if your baby feeds more quickly
with the shield than without it, use it at night and feed
without it during the daytime hours.

research found: Mary had plenty of available milk
to nourish Jack when she first started her records
at 37 weeks, because she could remove it with a
breastpump. However, Jack drank only about 6

Stopping the Breastpump
Every mother who uses a breastpump for an extended
period of time is anxious to stop, and it is very tempting
to stop pumping too soon. In the weeks since your
baby’s hospital discharge, the pump has done the work
of creating and maintaining your milk supply, so that
your baby has had plenty of milk to drink. Gradually,
your baby’s sucking patterns and milk removal take
over the “work” of maintaining your milk supply and you
no longer need the pump. The point at which babies
do this is very individual, and the clinical signs can be
tricky. For example, when a baby takes all feedings at
the breast, drinks enough milk and gains weight it may
be logical to think that pumping can stop. However,
this is not necessarily true. The baby may be doing all
of these things because the pump is creating more milk
than the baby is able to do on his or her own. When
there is extra milk in the breast, the baby can suck
immaturely and still drink enough because the milk
flows easily. Thus, the baby is thriving because of the
extra milk created by the pump. You have worked so
hard to protect your milk supply and you do not want to
jeopardize it by stopping the breastpump use too soon.
Mary and Jack provide an excellent example of how
the pump creates extra milk that helps babies drink
at the breast. Mary measured her pumped milk and
Jack’s milk intake (with the BabyWeigh™ scale) for
almost every feeding during the first 3 weeks at home,
and made the graph below. It shows what published
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ounces of milk each day from the breast and an
additional 8 ounces of Mary’s pumped milk from the
bottle. By the time Jack reached 39 weeks, the graph
was reversed: he drank 10 ounces from the breast and
only 6 ounces of Mary’s pumped milk from the bottle.
By 40 weeks, he was drinking all of his milk from the
breast. The reason that Jack drank as much milk from
the breast as he did is because Mary was using the
breastpump, which maintained an abundant
milk supply.
In general, you should make certain that your baby is
drinking enough milk at the breast, gaining weight on
your milk alone, and is almost or entirely weaned from
the nipple shield. Then, you can gradually decrease the
number of pumping sessions each day, and make sure
that your baby gains weight without the assistance of
the breastpump. If you are pumping 4 times daily when
your baby shows signs of being able to take enough
milk, cut down to 3 times and check your baby’s
weight gain for 3 to 4 days. If he or she gains weight
well, decrease to 2 times and check the weight gain
for another 3 to 4 days. Only when you are pumping
once daily and your baby is still gaining weight and
thriving should you stop pumping altogether. The one
consolation of all of this pumping is that extra milk can
be stored and fed to your baby by bottle or cup for up
to a year.

Summary
The personal stories from Mary, Darwanna and Fabiola show both how challenging breastfeeding a late preterm
infant can be in the early weeks after birth, and how rewarding it is after the lactation aids and extra work are stopped.
Chances are that you’ll find that your breastfeeding situation is like one of theirs—or is a combination of the events
that they share in this booklet. Keep in mind that all three mothers had many ups and downs with breastfeeding, but
all of them emphasize the importance of receiving encouragement and support from family members during the early
weeks after birth. Share this booklet with your family and friends so they can understand how to support your efforts.
You may also find it worthwhile to seek assistance from a lactation specialist who can help you develop a specific plan
for breastfeeding your baby after hospital discharge. Finally, remember that your baby will benefit enormously from
receiving your milk, and in the words of our three mothers,

“ The rewards of
breastfeeding a
late preterm baby
far outweigh the
early efforts”.
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Notes
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