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OPSOMMING

Geregistreerde vroedvroue in Suid-Afrika word deur die Wet verplig om borsvoe-
ding te bevorder. 'n Uiteensetting word gegee van die fisiologie van borsvoeding,
voorgeboorte voorligting aan moeders, borsvoeding na ’'n normale bevailing, voe-
ding van die premature baba en die hantering van probleme van die borste.

Die nadele verbonde aan byvoedings, medies-geregtelike aspekte, die bevordering
van borsvoeding in die hospitaal en voorligting wat gegee moet word wanneer die

moeder huis toe gaan word ook bespreek.

INTRODUCTION

Registered midwives in South
Africa, are required by law to pro-
mote breastfeeding. Regulation 11
of the Regulations regarding the
conduct of registered midwives
which shall constitute improper or
disgraceful conduct and the condi-
tions under which they may carry on
their profession states: A registered
midwife shall promote breastfeeding
unless it is contra-indicated.

We are the guardians of good
health and knowing the advantages
of breastfeeding we naturally en-
courage mothers to breastfeed.

Probably the most significant
things the nurse can give a new
mother is her baby and the confi-
dence in her ability to breastfeed.
Never use phrases like try to breast-
feed as trying implies the possibility
of failing. Talk about learning to
breastfeed. If breastfeeding does
not fall into place immediately it is
not a failure but a step in the learn-
ing process. Breastfeeding is an art
and like all arts improves with prac-

The author says: This article would not
have been written had 1 initially been
successful with breastfeeding. Being a
Midwife I thought | knew how to breast-
feed. | had sore nipples for a month and
could not solve the problem. I gave my
baby supplementary feeds and lost my
milk at 4 months. | relactated with the
help of a breastfeeding organisation.
Thereafter breastfeeding was ajoy and a
very rewarding experience for me. This
motivated me to find out from all
sources everything I could about breast-
feeding. This is the result of my re-
search, | want to share my knowledge
with my nursing colleagues.
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tice. The nurse should get this
across to the mother.

With good management in the
vital early days the mother goes
home confident about breastfeed-
ing.

FACTS ABOUT BREAST-
FEEDING

Supply and demand

The breast works on a system of
supply and demand and this should
be explained to the mother. The
more a baby feeds the more milk
the breast will make. Working on
this system the mother is able to
feed twins and even triplets.

A baby just sucking the nipple,
even though he is not drinking, will
stimulate the milk supply. Sucking
gives the baby pleasure and comfort
and should not be discouraged. It is
not wise to use a dummy with a
breastfed baby.

Milk remaining in the breast is
reabsorbed by the body as the
breast is not a storage organ like the
bladder. It will make milk rapidly if
emptied frequently and slowly if
infrequently. A mother does not
have to wait for her milk supply to
build up. A breast emptied will
have that milk fully replaced in 20
— 30 minutes.

Foremilk and hindmilk
Foremilk is the milk that the baby
receives before the mother has a let-
down reflex. The foremilk has
enough water for the baby’s meta-
bolic needs and if this is analysed
the mother is said to have weak
milk.
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The hindmilk is produced as the
baby feeds and averages 126 kilo-
joules per 30 mis. This milk is re-
leased with the let-down reflex. The
level of nutrients especially fat, nor-
mally varies throughout the day as
well as during a feed.

The let-down reflex

A good let-down reflex is the most
important contributor to a good
milk supply.

Sucking stimulates the posterior
pituitary gland to produce oxytocin.
The oxytocin causes the myo-
epithelial cells to contract and to
squeeze the milk down the lactifer-
ous ducts to the lactiferous sinus
which is under the areola. The baby
will extract the milk with his gums
and tongue. (See illustration of the
sucking mechanism in figure 1).

The let-down is a conditioned
reflex and when well-established
can occur when the mother hears a
baby crying, not necessarily her
own. Some mothers will feel a ting-
ling sensation in the breast when
the let-down occurs and others feel
nothing. Some mothers will have a
let-down that actually sprays out
whereas other mothers do not leak
at all. A mother can have several
let-downs in one feed. All of this is
normal.

The let-down can be erratic in the
early feeding days and may take up
to five minutes to work. Limiting
feeding times to less than five mi-
nutes can deprive the baby of the
nutrious hindmilk. By frequent, un-
limited feeding the let-down is con-
ditioned.

Explain the let-down reflex to the
mother. Allow her peace and pri-
vacy after showing her how to hold
the baby and making her comfort-
able. Give her gentle words of en-
couragement and tell her to relax
and to have faith in her ability.
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The large rubber nipple strikes soft
palate and displaces proper tongue
action. Tongue moves forward with
anterior tongue thrust against the
gums to control milk overflow into
oesophagus. Lips flange “O” shape —
compression do not occur. Cheek
muscles relax.

5. BOTTLE FEEDING

Tongue thrusts forward to grasp the
nipple areolar.

Notice how lips clamp “C” shape in
nipple areolar concave junction fitting
like a glove. Cheek muscles contract.

1. From ABREAST OF THE TIMES
BREAST FEEDING

Nipple moves against hard palate as
tongue whips backward bringing the
areolar Into mouth. Negative pressure
is created by the tongue and cheeks
against the nipple suction effect is
created.
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Gums compress areolar squeezing
milk into back of throat where suction
occurs against the nipple. Milk flows
against the hard palate from a high
pressure system to a negative pres-
sure at back of throat.
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Prolactin

Prolactin is secreted by the anterior
pituitary gland and stimulates the
alveoli in the breast to produce
milk. The levels of prolactin rise

during sleep. High levels inhibit
ovulation.
Prolactin levels are determined

by the amount of sucking which is
reduced by substitutes for the
breast like bottles, dummies, solids
or water. If a mother is totally
breastfeeding at least 10 to 20 times
a day which is normal, the ovulation
is normally inhibited. With ovula-
tion inhibited, menstruation is de-
layed and the mother tends to be
less liable to anaemia and fatigue.
Prolactin is the mothering hormone
and the breastfeeding mother has
the advantage with prolactin circu-
lating in her system that mothering
is easier and more enjoyable.

Oxytocin

Oxytocin is secreted by the poste-
rior pituitary gland. Its release
causes the milk to let-down. It also
causes the uterus to contract and
return to its pre-pregnant state.

ANTE-NATAL ADVICE TO
MOTHERS

The mother should use plain water
to wash her nipples. Soap and spi-
rits cause dryness which can cause
cracked nipples. A thin film of an-
hydrous lanolin will keep the nipple
supple.

For flat or inverted nipples advise
Hoffmans technique. Draw imagin-
ary lines over the nipple in horizon-
tal and vertical directions. Place the
thumbs or the forefingers on the ho-
rizontal line and press in firmly
against the breast tissue and then
pull the fingers away from each
other. Do the same in the lateral
position in an upward and down-
ward movement. Repeat five times
in succession. This procedure
breaks the adhesions and promotes
the protractility.

Inverted nipples are rare. Advise
the use of Woolwich breast shields
which exert a pressure forcing the
nipple through the central opening.
They should be worn from the
fourth month of pregnancy, initially
for two hours in the morning and in
the evening, gradually increasing
the time until they can be worn all
day.

The mother can start expressing
colostrum at 36 weeks. This will
build up her supply, unplug the
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ducts and condition the let-down
reflex.

Encourage the mother to read
books about breastfeeding and tell
her about the advantages of breast-
feeding. Explain the let-down reflex
and demand feeding. Tell her she is
quite capable of feeding her baby
herself. There are excellent publica-
tions that will explain breastfeeding
on a mother’s level. Examples are
The womanly art of breastfeeding
published by La Leche League and
Baby and child care handbook by
Marina Petropulos.

Encourage the mother to contact
a breastfeeding organisation. This
will put her in contact with other
breastfeeding mothers who will give
her support and encouragement
when she gets home.

FEEDING AFTER NORMAL
DELIVERY

Ideally the baby should go straight

to the breast after delivery. The

baby’s sucking reflex is strongest 20

to 30 minutes after birth and de-

clines thereafter for the following

40 hours.
Putting the baby on the breast

straight after delivery:

— gets breastfeeding and bonding
off to a good start

— hastens the delivery of the pla-
centa

— leads to less haemorrhage

— alleviates transitional hypogly-
caemia in the baby after birth

— aids the baby’s brain de-
velopment which is fastest after
birth and requires the specific
fats, proteins and lactose found
in human milk. It is not neces-
sary to give glucose water.
Should a tracheo-oesophageal fis-

tula be present, (it israre, 1:4000) it

is better that the baby have colos-

trum which is a physiological sub-

stance and would not damage the

lungs. Giving water or glucose
water could cause an aspiration
pneumonia.

Feeding frequently gives the

mother more relaxed opportunity
to acquire and to practice the art of
breastfeeding, is easier on the
nipples and at the same time stimu-
lates the milk supply and conditions
the let-down reflex. The mother
may experience some nipple ten-
derness which is a temporary phase.
Limiting nursing will prolong the
conditioning period and reduce the
milk supply.

The mother should use both
breasts for feeding. Contrary to
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belief it does not take 3 to 4 days for
milk to come in. The more a mother
feeds whilst she has colostrum, the
sooner the milk will come in. The
period can be from 24 hours on-
wards and may not be noticed at all,
since a frequently feeding baby pre-
vents engorgement.

While the mother has colostrum
she could try the following method
to feed. She feeds for about 5 — 10
minutes on the one breast and then
changes sides, feeding for the same
length of time on the second side.
This is done in the normal lap pos-
ition (see figure 2 for feeding pos-
itions). The baby is then put back to
the first breast and held in the foot-
ball position, that is tucking the
baby’s body under the arm. This is
then repeated on the second breast.

By using this method the baby
can take in a good volume of colos-
trum. Whilst on the second side
more colostrum will trickle down
into the first breast. The baby
drinks maximally off the ducts to-
wards which its chin points and the
football hold will drain the armpit
side of the breast. Stress on the
nipple is greatest where the lower
gum rests so by changing the posi-
tion it spreads the area of stress
over a wider part of the nipple and
areola. There may be nipple tender-
ness but no drastic sore area should
develop.

Allow the mother to demand
feed. In the average breastfed baby
this is usually 2 to 3 hourly as
breastmilk is so easily digested. The
mother should not allow the baby to
go longer than 3 hours during the
day without a feed. One period of 5
to 6 hours is the longest the baby
should be allowed to sleep at night.
It is normal and acceptable to
breastfeed half an hour after the
previous feed.

If there is a nursery system the
cot of the baby should be marked so
that the baby can still be demand
fed. Once the milk comes in the
baby should be fed for 10 minutes
on one side and for as long as the
baby wants to on the other side.

Babies should not be test
weighed. This is a misleading,
meaningless and archaic procedure
guaranteed to inhibit the mother’s
let-down reflex and destroy her con-
fidence.

Should the baby for some reason
such as if mother is incapacitated,
require a supplementary feed, this
should be donor breastmilk and
given with a pipette or teaspoon.
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THE PREMATURE BABY

The premature baby, if strong
enough to suck, is able to breast-
feed. The breastmilk is easily di-
gested by the premature baby and
the milk of the mother who has had
a premature baby contains more
protein than that of the mother who
has had a fullterm baby. The
immune factors protect the prema-
ture baby from infections, diar-
rhoea and necrotising entrocolitis, a
serious disease that sometimes
occurs in premature babies.

Feeding the premature baby

Allow the parents to see and touch
the baby. Explain the advantages
breastmilk has to the mother and
how it can help her baby. Tell her it
is possible to feed her baby. It does
help to reduce the guilt and
helplessness she feels.

Help the mother with the ex-
pressing of milk if the baby is being
fed by naso-gastric tube. The more
the mother expresses the more milk
will be made, so encourage her to
express 2 to 3 hourly. Use an elec-
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tric breastpump if obtainable as it is
easier for the mother. Encourage
rest, fluids and a good diet.

The let-down may be slower start-
ing but will improve if a routine is
established.

Putting the premature baby to
the breast

When first putting the baby to the
breast be extremely patient with the
mother and the baby. The baby
may be sleepy and may have to be
coaxed to learn this new procedure.

Make sure the mother is comfort-
able. Get her to express a little
before putting the baby to the
breast as the baby might be con-
fused if he/she has had a bottle.
Give the mother a lot of encourage-
ment and reassurance. She may
become disheartened if the baby
does not take the breast straight
away. This might take a few days,
he might just lick the breast or fall
asleep. Allow 15 minutes between
each attempt as these babies tire
easily.

Ideally the breastfed premature
baby should graduate straight from
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Sitting up position

naso-gastric tube feeding to the
breast so that he does not learn to
suck on the bottle’s teat and
become hooked.

Premature babies may start
breastfeeding slowly, for example
with two feeds a day, increasing
gradually. The other feeds should
be given by naso-gastric tube and
the mother should continue to ex-
press milk regularly. The average
full term breastfed baby feeds 2— 3
hourly so one expects a premature
baby to feed more frequently.

Collection or storage of
breastmilk

Sterile plastic containers should be
used because some immunological
components of breastmilk stick to
glass. Lids must fit tightly. Ensure
that the mother washes her hands
before expressing.

The amount of milk expressed
can fluctuate from feed to feed. The
milk must be used within 24 hours
so the bottle should be marked with
the date and time that the milk was
expressed. A small ice-box should
be used for transportation.
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Expressed breastmilk can be
frozen for two weeks. It can be
deep frozen for 12 months at -10 °C
(thus in a separate freezer with own
temperature control).

Tell the mother how many feeds
are required so she can keep up
with the demand. If the mother is
unable to meet the demand use
donor milk but reassure her that in
time she will be able to produce
enough milk.

BREAST PROBLEMS
Sore nipples

Sore nipples are inclined to occur in
blonde and redheaded women but
with good ante-natal care this can
be reduced. The aim is to keep the
areola dry and supple.

Management of the mother
with sore nipples

Tell the mother that this will pass
and give a lot of encouragement.

Check on the following:

— that the baby is correctly fixed at
the breast, having the areola and
nipple in his mouth.

— that the baby is being correctly
removed from the breast by the
mother, either by inserting a finger
in the corner of the baby’s mouth or
by depressing his chin to break the
vacuum

— Whether the baby has thrush as
this will cause sore nipples. If
thrush is present report it to the
doctor.

The mother with sore nipples
should feed frequently. This keeps
the baby topped up and discourages
the rigorous sucking of a hungry
baby. After the milk lets-down the
pain subsides so there is no point in
allowing the baby to suckle for very
short periods, such as for 3 mi-
nutes, as the let-down may not have
occurred yet.

Encourage the mother to breast-
feed if she has a let-down between
feeds, as the initial sucking before
the let-down occurs is the painful
part of the feed. For this reason also
let the mother offer the least sore
side first and allow the baby to feed
for 10 minutes or so before chang-
ing to the other side. If both nipples
are sore allow the mother to express
to let-down before putting the baby
to the breast.

Change the feeding position. This
alters the pressure points on the
areola. Allow the mother to sit up,
lie down and use the football posi-
tion to feed the baby.
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Dummies may be used to satisfy
the baby’s sucking needs. This
should only be used as a temporary
measure. The type of dummy which
is shaped like a nipple once in the
mouth is recommended. The use of

dummies can sometimes lead to
breast rejection.
Apply crushed ice in a gauze

square to the nipple. This eases the
pain immediately and also brings
the nipple out. Use pain relievers as
prescribed by the doctor.

The mother can also have her
bra-flaps down to expose the
nipples to air. The use of breastpads
with a plastic lining must be avoided
as these can cause the nipples to
become soggy. Gauze squares or
clean cloth hankies should be used
and changed frequently.

Discourage the wuse of soap.
Avoid alcohol and tincture of ben-
zoin as they are too drying for the
nipples. Anhydrous lanolin thinly
applied after feeding will keep the
areola pliable.

It is not important for the mother
to clean her nipples before or after
feeding as the milk has antiseptic
properties and will also promote
healing.

A sunlamp or ultra-violet lamp
will also help heal sore nipples. The
sun has wonderful healing pro-
perties. For the use of the sunlamp
the mother should sit at least one
metre away from the lamp and
cover her eyes with her hand or a
towel. Exposure is twice a day:
for 1 minute on the 1st day
for 2 minutes on the 2nd day
for 2 minutes on the 3rd day
for 3 minutes on the 4th day
for 3 minutes on the 5th day.

If there is no indication of red-
ness the mother can have the time
increased but if there is any redness
treatment must be stopped. Care
should be taken not to burn the
skin.

In some cases where the mother
has severely cracked nipples feed-
ing should be stopped for a day or
two. The mother can express her
milk and feed the baby by teaspoon
or pipette.

Anything in continual use will
toughen and the same applies to
nipples.

Breast engorgement

After the birth, the breast has an in-
creased amount of blood to ensure
an adequate supply of milk for the
baby and if the milk is not removed
frequently the breasts become en-
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gorged.

In severe engorgement the con-
gested, swollen tissues press against
the secreting glands cutting off their
milk supply. The individual cells get
inadequate oxygen and nutrition to
function properly, they become
anoxic and may die causing the
mother’s milk to dry up! As the
milk tension increases so the milk
supply decreases and vice versa.

Causes of engorgement are the
following:

— rigid feeding schedules such as,

4 hourly feeds
— supplementary feeds of formula

and water
— limited time at the breast
— postponement of feeds so the

mother can sleep.

Engorgement is thus prevented
by frequent feeding after birth and
by not giving supplementary bot-
tles.

If it occurs, engorgement is
treated by frequent feeds during
engorgement and hot showers
before feeding followed by cold
compresses after feeding to slow
down the circulation. The mother
can express enough to make it poss-
ible to allow the baby to grasp the
areola and should change feeding
positions at the breast to drain all
areas.

Stilbestrol may be prescribed by a
doctor if the engorgement is severe.

Plugged ducts and mastitis
Plugged duct

A plugged duct is a tender sore spot
in the breast. It results from inad-
equate or irregular emptying. A
plugged duct can be the start of a
breast infection and must be treated
promptly.

Mastitis

Mastitis is characterised by swollen,
painful and inflamed breasts. The
mother has a fever and general flu-
like feeling, which in the nursing
mother should be regarded as a
breast infection unless proved
otherwise.

Mastitis is caused by engorge-
ment, a slow let-down reflex in the
first few weeks or inadequate
emptying of the breast, for example
due to the bra being too tight.

The mother with mastitis needs

rest and relaxation. It must be
checked whether her bra is not too
tight.

The baby (contrary to belief)
should feed on the affected side.
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Antibodies are formed in the milk
to protect the baby from bacteria
present. Long frequent feedings
should be allowed and the feeding
position changed. Heat can be ap-
plied locally.

If the mastitis has not resolved
within 24 hours a doctor should pre-
scribe an antibiotic.

Breast abcess

Rarely, the infection leads to a
breast abcess. Contrary to general
belief it is still possible to feed if
there is a breast abcess. The mother
may have to stop feeding from the
breast for a few days if the abcess
has been lanced near the nipple.
She can feed from the unaffected
side and express from the affected
side as the milk produces antibodies
that will protect the baby. A masti-
tis infection is more likely to pro-
gress to an abcess if the baby has
not been allowed to suckle.

BREAST REFUSAL BY THE
NEONATE

Breast refusal can be an alarming
situation for both the mother and
the hospital staff. It is of prime im-
portance for the staff to remain
calm and reassure the mother.
There are a number of possible
reasons for the refusal:

— flat nipples — a piece of ice in a
gauze square, applied to the
nipple will cause it to project

— the baby’s nose may be blocked
by the breast. Ensure that the
mother holds the breast away
from the baby’s nose with her
forefinger. This applies especi-
ally to mothers with big breasts

— the let-down reflex may be slow.
The baby drinks a little, breaks
away and fights. Help the
mother to express until she has a
let-down and make feeding as
relaxing as possible

— the let-down reflex may be too
strong and the baby cannot cope
with the flow. The mother
should remove the baby and
allow the milk to run into a
nappy placed under each breast,
until the flow slows down and
then put the baby back on the
breast. She can also feed the
baby lying on her back with the
baby on top of her so that the
baby feeds against gravity

— the baby may have thrush. This
can be determined by checking
the baby’s mouth and the
mother may complain of sore
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nipples. The doctor will pre-
scribe a suitable anti-fungal
medicine or 1 % aqueous gen-
tian violet may be used

— engorged breasts will result in
the nipple retracting into the
breast and the baby being
unable to grasp it. Help the
mother to express until the
nipple protrudes again

— is the baby too full of formula or
water? Stop them and the baby
will nurse vigorously again

— has the baby had bottles or a
dummy to suck? This will serve
to confuse the baby as it is a dif-
ferent sucking action

— the baby may not be positioned
and correctly fixed at the breast.
Is the mother comfortable?

— the mother may have insuffi-
cient milk from lack of stimula-
tion or the baby having bottles.
Put the baby to the breast more
frequently, allowing the supply
to build up and stop the bottles
of formula or water.

THE DISADVANTAGES OF
GIVING SUPPLEMENTARY
BOTTLES

Supplementary bottles immediately
reduces a mother’s confidence as
she feels that she cannot nurture
her own baby adequately. Success-
ful breastfeeding depends on her
confidence. Supplementary feeds
also reduce the baby’s appetite.
Milk curds from formulas are larger
and more slowly digested. Baby re-
mains satisfied for longer, suckles
less frequently, thus reduces the
mother’s milk supply.

The baby’s sucking action at the
breast is different to when drinking
from a bottle and he quickly learns
to prefer the easier bottle.

Breastfed babies do not require
water as the foremilk has enough
water to satisfy the baby’s needs. In
hot weather the mother should
drink extra fluid and she should
give the baby short frequent feeds.

If there is a history of allergies
such as asthma, hay fever and
eczema the baby should not be
given formula. One bottle of for-
mula could lead to a milk allergy by
sensitising the baby to a foreign
protein. If a supplementary feed
has to be given use donor milk and
use a pipette or teaspoon to feed
the baby. Encourage the mother to
feed the baby more frequently.

A mother who has been dis-
charged from hospital and is still
feeding her baby breast and bottle
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will almost invariably revert to bot-
tles in the long run. The mother
feels unsure of her capabilities and
gives the baby more formula which
in turn reduces her milk supply and
it becomes a vicious cycle. More
formula, less breastmilk. Dr. Niles
Newton says: Ifyou give a bottle to
your new baby twice a week, simply
accept the fact that your baby will be
totally bottle fed by the time he is
three or four months old (2 p 444)

According to the nutritional com-
mittees of the Canadian Paediatrics
Society and the American Academy
of Paediatrics in a commentary
during the celebration of the Inter-
national Year of the Child 1979:
The reasons for stopping breastfeed-
ing after the mother goes home in-
clude cracked nipples and infection
or erroneous advice to adhere to a
rigid three tofour hourfeeding sche-
dule. Many infants cry to be fed
every two to three hours during the
first two weeks of life.

This can lead some mothers tofeel
that they have insufficient milk. If
mothers resort to supplementary
feeding, lactation may cease within a
week or so because the development
offull milk production is dependent
on emptying the breasts. (13 p 7).

MEDICO-LEGAL ASPECTS
OF BREASTFEEDING

As stated previously A registered
midwife shall promote breastfeeding
unless it is contra-indicated.

We must understand promote
clearly. Promote means:

— to initiate or help with the pro-
gress of

— to publicize (aproduct) to sell it.
(Oxford Universal Dictionary).

We must sell breast, breastmilk

and breastfeeding.

We are not promoting breast-
feeding by giving supplementary
bottles of formula or water. We are
not promoting breastfeeding if we
use methods that could cause a
mother’s lactation to fail, such as
rigid feeding schedules and supple-
mentary bottles.

A contravention of this rule (in
the absence of clear contra-indica-
tions) may amount to improper
conduct for which a midwife may be
charged in a disciplinary matter
before the Nursing Council. We
should be aware that a patient who
is dissatisfied with the midwife's
action may lay a charge with the
Council.

If we are registered with the SA
Nursing Council as a midwife, no
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matter what field we are in, for
example, community health nurs-
ing, we are still required to promote
breastfeeding.

PROMOTION OF BREAST-
FEEDING IN HOSPITAL

To promote and encourage breast-

feeding in hospital we should insti-

tute the following practical
measures:

— rooming-in is essential for
bonding between mother and
child, and it allows a good start
to breastfeeding

— unrestricted demand feeding,
without supplementary bottles
of formula or water

— agood knowledge of breastfeed-
ing is essential for nurses. We
should be consistent in our
advice. We should be up-to-date
on the latest breastfeeding re-
search and expertise and pass it
on to the mother

— introduction of lactation nurses.
Ideally it would be a nurse who
has successfully breastfed. She
would have an insight into the
mother’s feelings and because
she has successfully breastfed
she would be able to give
mothers the necessary encour-
agement

— not comparing the breastfed
baby to a bottle-fed baby as
their behaviour is different.

THE MOTHER GOES HOME

The mother should understand that
the more she feeds the baby the
more milk she will produce and that
it takes some time to get breastfeed-
ing established.

Mothers should be told that a
baby goes through a growth spurt at
about two weeks, six weeks, three
months and six months. When the
baby’s nutritional needs increase he
responds to the now relatively inade-
quate milk supply by feeding more
frequently, thus increasing the
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supply to an adequate level.

The mother can eat anything in
moderation. She should have a
well-balanced high protein diet and
should drink two litres of fluids a
day.

Good indications of a good milk
supply are:

— 6 — 10 very wet nappies in 24
hours

— growth in length

— baby is active and alert

— baby gains 500 grams in a
month.

On her arrival home the mother
might find her milk supply down
due to excitement. Encourage her
to feed frequently and not to give
supplements. Warn the mother that
her breasts may go soft otherwise
she thinks that she has lost her milk.
As the initial engorgement wears
off, the breasts settle down to regu-
lar feeding. The milk reservoirs
stretch and dilate to contain the
excess milk and milk production is
still good.

If the mother has been busy
during the day she may find that she
had a low milk supply in the even-
ing and the baby remains hungry
and fussy even after a feed. She
must realise that the milk is re-
placed in 20 — 30 minutes so she
should have a nourishing snack and
drink (two tablespoons of peanut
(butter works well!) and simply feed
the baby again. The baby will ap-
preciate the comfy suck and this will
also increase the milk supply. There
is no need to give a supplementary
feed.

There is no need to start solids
until the baby is ready. Breastmilk
alone is the perfect food for about
the first six months. There should
be no fixed time for weaning the
baby from the breast. Encourage
the mother to continue feeding as
long as she and the baby enjoy it.

Should the baby refuse the breast
at home, known as a breastfeeding
strike, the mother should contact a
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lactation nurse or a breastfeeding
organisation for help as soon as
possible. Encourage all nursing
mothers to join a breastfeeding or-
ganisation support group.

CONCLUSION

Encouragement, expertise, know-
ledge and confidence of the nurse
and mother will ensure a good start
to breastfeeding. Let us do what is
required of us by being more active
in our promotion of breastfeeding.
Knowledge in any field brings confi-
dence, so let us become en-
lightened.
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There are several excellent books for to nursing staff to
read:

Abreast of the Times Dr R.A. Applebaum.

Breastfeeding for the Medical Profession by Ruth Lawrence.
Breastfeeding Handbook: A practical reference for phys-
icians, nurses and health professionals by Johanna Goldfarb
and Edith Tibbetts.

Nursing your baby by Karen prior.

You can breastfeed your baby even in special situations by
Dorothy Patricia Brewster R.N.
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