Anesthesia for Patients Who Are Breastfeeding

Breast milk confers both direct and indirect infant benefits through at least 6 months of age and is
recommended by the WHO and AAP to continue until 24 months. General anesthesia and most
perioperative medications are compatible with breastfeeding. Physical separation from the infant
may require a mother to pump, but discarding the expressed milk is rarely necessary.

Mothers of normal term or older infants can resume pumping or direct breast feeding without interruption
following anesthesia as soon as they are awake and alert. This is consistent with recent guidelines by
the American Society of Anesthesiologists and the Academy of Breastfeeding Medicine.

Preoperative

Patients may continue to take clear liquids by mouth until 2 hours prior to their procedure to maintain
adequate hydration.

In addition to standard preoperative history and physical, interview the patient regarding the age and
health of the infant. Preterm infants or those with chronic disease or apnea may be more sensitive to
even trace amounts of sedative medication. In this rare case, a period of 4-6 hours pumping and
discarding milk is typically adequate and involving the infant pediatrician may be helpful.

Ask patient to breastfeed or pump in preoperative area, as close to the time of surgery as possible.
Educate the patient and family that medications move into and back out of the milk. Current
recommendations are that breastfeeding immediately after anesthesia is safe. They should monitor the
baby for any signs of sedation or abnormal reactions.

Regional blocks that would be expected to affect nipple sensation (anterior branch of lateral cutaneous
nerve of the fourth thoracic nerve) may interfere with nipple stimulation, the let-down reflex, and the
expression of milk for the duration of the block. This should be incorporated into the risk/benefit
discussion with the patient and short duration, unilateral block, etc. should be considered.

Intraoperative

Commonly used anesthetic medications are shown in the table below. Consider regional techniques and
multimodal approach to pain management with non-opioid medications as primary therapy with opioids
reserved for breakthrough. (Note that this is true of most patients, not specific to lactating patients.)
Remifentanil and remimazolam are excellent choices for breastfeeding patients. These drugs are ultra-
short acting, allowing for short recovery periods and therefore less exposure to the breastfed infant.
They have predicable esterase metabolism, also present in infants, which further minimizes infant risk.
Conscious sedation is also compatible with uninterrupted lactation once the patient is awake and alert
when compatible medications are selected (see Table).

Be aware of medications and dyes administered by the surgical team, most of which are compatible.
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Compatibility of anesthetic medications with breastfeeding after patient is awake and alert.

This is a summary for quick reference; details may be found in the reviews referenced below.

Class Compatible AVOID
Anesthetics propofol, midazolam, dexmedetomidine, ketamine (induction 2 diazepam
lidocaine*, bupivacaine*, etomidate, volatile mg/kg), liposomal
agents, nitrous oxide bupivacaine
Pain medications | acetaminophen, fentanyl, NSAIDs (PO), morphine, | Hydromorphone, meperidine,

oxycodone (5-10 mg), ketorolac (IV), neuraxial
opioids, remifentanil, low-dose ketamine (10-40

mg)

codeine, tramadol

Antiemetics ondansetron, dexamethasone (corticosteroids), droperidol Promethazine,
metoclopramide, haloperidol prochlorperazine
Other succinylcholine, stool softeners/stimulants, Povidone iodine

NDMRs, neostigmine, glycopyrrolate,
sugammadex, cyclobenzaprine, cough drops, non-
phenol throat sprays, gadolinium and iodinated
contrast, naloxone**, flumazenil**

(prep), some
radioactive imaging
agents***

*Use the smallest dose of local anesthetic to produce the desired effect and duration with adherence to existing guidelines for maximum dose of local
anesthetics. Consider that intravascular injection may cause local anesthetic systemic toxicity (LAST) at less than maximum doses. If a patient is being
treated for LAST, consider an interruption in lactation until resolution, duration depending on local anesthetic. **Naloxone and flumazenil are reversal
agents that antagonize opioid and benzodiazepine (GABA) receptors. They do not reduce the amount of opioid/benzodiazepine available.
Opioids/Benzodiazepines transfer into milk and can have deleterious effects in infants, at large doses. Naloxone and flumazenil may transfer into milk,
but they are not orally bioavailable. A patient who was reversed with these antagonists may appear awake and alert but have a dangerous amount of
drug-in-milk ***Some radioactive imaging agents require a temporary or permanent cessation of breastfeeding. For agent-specific information, refer to
Academy of Breastfeeding Medicine Clinical Protocol #30: Radiology and Nuclear Medicine Studies in Lactating
Women (doi:10.1089/bfm.2019.29128.kbm)

Postoperative

e Encourage resumption of hydration and normal nutrition as early as possible.
e Postanesthetic shivering: As meperidine and tramadol are not compatible with lactation, we

recommend non-pharmacologic management followed by low-dose dexmedetomidine

e Patients should use non-pharmacologic interventions and scheduled non-opioid medications as first-line
for pain to limit potentially sedating medications if required for breakthrough.

e Regardless of opioid medication used, the lowest effective dose and shortest duration of therapy should
be prescribed.

e Even with careful planning, a lactating patient may experience a decrease in supply and may consider
some supply recovery techniques or working with a lactation professional in the recovery period.

Written by Sarah Dodd, M.D., updated with support from Kaytlin Krutsch, PhD, PharmD
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