First breastfeeding after birth

Why the first breastfeed matters

The first breastfeed after birth is not only about nutrition. It is part of the
newborn’s adaptation to life outside the uterus and the parent’s transition

into lactation. When parent and baby are medically stable, early breastfeeding
within the first hour is recommended by major public health organizations
because it supports thermoregulation, bonding, early immune protection, and the
endocrine cascade that drives milk production.

During this period, the placenta has delivered or is in the process of

delivering, estrogen and progesterone levels begin to fall, and prolactin and
oxytocin become central lactation hormones. Prolactin supports milk synthesis,
while oxytocin triggers milk ejection and also contributes to uterine

contraction. For many parents, breastfeeding during the first hours after birth
may intensify afterpains or cramping; this can be uncomfortable but is usually
a sign of oxytocin activity and uterine involution.

It is also important to hold realistic expectations. The first feed may be
brief, imperfect, or mostly exploratory. A baby may crawl toward the breast,
bob the head, lick the nipple, open the mouth widely, latch, suck
intermittently, and then rest. This early sequence is still meaningful. The



goal is not a polished feeding session; the goal is safe contact, responsive
support, and a calm opportunity for the baby’s reflexes to organize.

Skin-to-skin contact and the newborn feeding reflexes

Skin-to-skin contact after birth means placing the unclothed baby, usually
wearing only a diaper and warm covering, directly against the parent’s bare
chest. This supports temperature regulation, heart rate stability, glucose
homeostasis, and feeding behavior. In many healthy term newborns, the first
hour includes a quiet alert phase in which rooting, hand-to-mouth movements,
crawling motions, and sucking reflexes become more visible.

Clinicians may refer to the early sequence as the breast crawl or instinctive
feeding behavior. The baby uses smell, touch, and motor reflexes to orient

toward the areola. Parents can help by reclining comfortably, keeping the

baby’s chest and abdomen turned toward their body, and allowing the baby’s head
to extend slightly so the mouth can open widely. A deep latch generally

includes more areola below the nipple than above, flanged lips, rounded cheeks,
and rhythmic sucking with pauses.

Routine newborn procedures and rooming-in preferences can influence how
uninterrupted this time feels. Many assessments, such as Apgar scoring and

visual observation, can often occur while the baby remains on the parent’s

chest, depending on local policy and clinical status. If urgent assessment is
needed, separation may be necessary, but feeding support can resume as soon as
it is safe. If you want uninterrupted skin-to-skin and early feeding, it is

reasonable to discuss this preference with your care team before birth and

again during admission.

Colostrum: small volume, high value

The first milk is colostrum, a thick yellow to golden fluid produced in small
quantities. Its volume can look surprisingly low, sometimes only drops at a
time, but it is highly concentrated. Colostrum contains immunoglobulins,
bioactive proteins, leukocytes, growth factors, hormones, and nutrients adapted
to the newborn’s early gastrointestinal and immune needs. It also has a
laxative effect that helps the baby pass meconium, which may assist bilirubin
elimination.



Parents sometimes worry that a baby is not getting enough because they cannot
see milk pouring or breasts do not feel full. In the first day, that is usually
expected. Newborn stomach capacity is small, and early feeds may involve
frequent small transfers. Visible swallowing may be subtle. A trained midwife,
nurse, or lactation consultant can assess latch, suck pattern, audible or

visible swallows, nipple shape after feeds, and the baby’s overall clinical
condition.

Hand expression can be useful if the baby is sleepy, unable to latch, separated
for care, or at risk of hypoglycemia. Expressed colostrum may be collected in a
sterile syringe or spoon and given according to local clinical guidance. This

IS not a sign of failure; it is a practical bridge that can protect early milk
stimulation and provide the baby with colostrum while latch skills develop.

How often to feed in the first days

Newborns usually feed responsively, not by the clock. In the first few weeks,
many babies breastfeed at least 8 to 12 times in 24 hours, and some feed every
hour for stretches. This clustered pattern can be normal, especially during the
second night, when babies may seem unsettled and want to remain close to the
breast. Responsive feeding means offering the breast when the baby shows early
cues rather than waiting for crying, which is a late hunger sign.

Early feeding cues include stirring, opening the mouth, turning the head,

rooting, sucking on hands, and making soft sounds. Crying can make latching
harder because the tongue may lift and the baby may become disorganized. If the
baby is crying intensely, calming with skin-to-skin contact, gentle rocking, or

a clean finger to suck briefly may help before trying again.

Frequent feeding is also a biologic signal to the breast. Milk production works
through supply-and-demand physiology: milk removal stimulates further
production, while prolonged milk stasis can downregulate synthesis. In the
early postpartum period, this stimulation supports the transition from

colostrum to more abundant milk, often called lactogenesis Il, which commonly
becomes noticeable between about days 2 and 5. Timing varies, and delayed
lactogenesis can occur with factors such as cesarean birth, postpartum
hemorrhage, diabetes, retained placental tissue, obesity, preterm birth, or



significant maternal illness. If milk increase seems delayed, individualized
assessment is more useful than blame.

Finding a comfortable latch

A comfortable latch is a skill learned by both parent and baby. The baby should
be close, aligned, and well supported, with the ear, shoulder, and hip roughly

in one line. Bringing the baby to the breast rather than leaning the breast

into the baby can reduce neck and back strain. Aim the nipple toward the baby’s
nose or upper lip, wait for a wide gape, and then bring the baby in so the chin
contacts the breast first.

Common positions include laid-back nursing, cross-cradle, cradle, football
hold, and side-lying. After cesarean birth, positions that protect the
incision, such as football hold or side-lying with assistance, may be more
comfortable. Breastfeeding after c-section can also be affected by
postoperative pain, anesthesia effects, IV lines, and limited mobility, so
asking for practical positioning help is appropriate.

Some tenderness in the first days can occur, but severe pain, cracked or
bleeding nipples, compressed or lipstick-shaped nipples after feeds, clicking
sounds, dimpling cheeks, or a baby repeatedly slipping off the breast suggest
that latch and milk transfer should be assessed. Tongue mobility, palate shape,
nipple anatomy, engorgement, and infant tone can all influence latch. Avoid
self-diagnosing structural issues; a qualified clinician can evaluate feeding
mechanics and discuss options.

Signs of effective feeding and when to seek help

Effective early breastfeeding is assessed by the whole clinical picture, not a
single sign. Helpful indicators include a baby who wakes for feeds or feeds
with cues, latches deeply for at least some feeds, has rhythmic sucking with
pauses, appears relaxed after some feeds, and has output appropriate for age.
In the first days, urine and stool counts change rapidly, and your care team
may give local guidance on what to expect day by day.

Weight loss is common after birth, but the degree and trajectory matter.
Pediatric or midwifery follow-up is important to review weight, hydration,



jaundice, stool transition, and overall feeding. If supplementation is

medically recommended, it can often be planned in a way that protects
breastfeeding, such as continuing breast stimulation with feeding or expression
and reassessing frequently. The choice of expressed breast milk, donor human
milk, or formula depends on availability, medical context, and informed
parental preference.

Seek prompt help if the baby is too sleepy to feed, has fewer wet or dirty
diapers than expected, shows signs of dehydration, has worsening jaundice,
persistent low blood glucose concerns, poor tone, breathing difficulty, fever,
or repeated ineffective latching. Parents should also seek care for heavy
bleeding, fever, severe breast pain, symptoms of mastitis, significant nipple
trauma, or overwhelming distress. The first hours after birth can be intense,
and needing help is common and appropriate.

If the first breastfeed does not happen immediately

Sometimes early breastfeeding is delayed. Reasons may include neonatal
resuscitation, prematurity, maternal hemorrhage, surgery, anesthesia recovery,
severe pain, magnesium sulfate exposure, infection evaluation, or admission to
a neonatal unit. A delayed first latch can be emotionally painful, especially
if you hoped for immediate feeding, but it does not mean breastfeeding is over.

If direct breastfeeding is not possible, early and frequent milk expression can
help establish supply. Many protocols encourage hand expression in the first
hours because colostrum is thick and may be easier to collect by hand than by
pump. If separation continues, combining hand expression with pumping may be
recommended as milk volume increases. The exact plan should be guided by the
maternity or neonatal team, especially for preterm or medically fragile infants.

Emotional support matters too. Birth may feel triumphant, frightening,
disappointing, or all of these at once. A compassionate care plan recognizes
both physiology and feelings. Whether the first feed is immediate, assisted,
expressed, supplemented, or delayed, the next feed remains an opportunity.
Breastfeeding is built over many interactions, not decided by one moment.



