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These abbreviations are mentioned throughout the course, either in this Participant’s manual or in accompanying material.
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AIDS
ART
ARV
ARV3
AZT
BFHI
BMI
CBR
CSB++
DTG
EFV
FTC
GMP
HIV
HMIS
IgA
IgG
ILO
IMCI
IQ
IUD
IYCF
LQAS

vi

acquired immunodeficiency syndrome
antiretroviral therapy

antiretroviral

triple antiretroviral treatment (i.e. 3 doses per day)
azidothymidine

Baby-friendly Hospital Initiative

body mass index

crude birth rate

milk-fortified corn-soy blend
dolutegravir

efavirenz

emtricitabine

growth monitoring and promotion
human immunodeficiency virus

health management information system
immunoglobulin A

immunoglobulin G

International Labour Organization
Integrated Management of Childhood Illness
intelligence quotient

intrauterine device

infant and young child feeding

lot quality assurance sampling

MGRS
MNP
MTCT
NVP
ORS
PIP
PMTCT
RDT
RUSF
RUTF
SD
SMART
3TC

TB
TDF
UHT

WHO Multicentre Growth Reference Study
multiple micronutrient powder

mother-to-child transmission of HIV

nevirapine

oral rehydration solution

programme impact pathway

prevention of mother-to-child transmission of HIV
rapid diagnostic test

ready-to-use supplementary food

ready-to-use therapeutic food

standard deviation

specific, measurable, achievable, relevant, time-bound
lamivudine

tuberculosis

tenofovir

ultra-high temperature

UNAIDS Joint United Nations Programme on HIV/AIDS

UNICEF United Nations Children’s Fund

USA
WASH
WHA
WHO

United States of America
water, sanitation and hygiene
World Health Assembly
World Health Organization



Glossary

Absorbed iron: The iron that passes into the body after it

has been released from food during digestion. Only a small
proportion of the iron present in food is absorbed. The rest is
excreted in the faeces.

Accuracy: Correctness. The accuracy of a measurement
depends on whether the instrument is correctly calibrated
and whether the observer measures correctly (i.e. takes,
reads and records the measurement correctly).

Active encouragement: Assistance given to encourage a child
to eat. This includes praising, talking to the child, helping the
child put food on the spoon, feeding the child, making up games.

Afterpains: Contraction of the uterus during breastfeeding
in the first few days after childbirth, owing to release of
oxytocin.

AIDS: Acquired immune deficiency syndrome, which means
that a person who is living with HIV has progressed to active
disease.

Allergy: Symptoms when fed even a small amount of
a particular food (so it is not dose related).

Alveoli: Small sacs of milk-secreting cells in the breast.
Amenorrhoea: Absence of menstruation.
Anaemia: Lack of red cells or lack of haemoglobin in the blood.

Antenatal preparation: Preparation of a mother for the
delivery of her baby.

Antibodies: Proteins in the blood and in breast milk that
fight infection.

Anti-infective factors: Factors that prevent or that fight
infection. These include antibodies.

Appropriate touch: Touching somebody in a socially
acceptable way.

Areola: Dark skin surrounding the nipple.
Artificial feeding: Feeding an infant on a breast-milk substitute.

Artificial feeds: Any kind of milk or other liquid given
instead of breastfeeding.

Artificially fed: Receiving artificial feeds only, and no
breast milk.

Asthma: Wheezing illness.

Attachment: The way a baby takes the breast into their mouth;
a baby may be well attached or poorly attached to the breast.

Baby-friendly Hospital Initiative (BFHI): An approach to
transforming maternity practices, as recommended in the
joint World Health Organization (WHO)/United Nations
Children’s Fund (UNICEF) statement on Protecting, promoting
and supporting breastfeeding: the special role of maternity services
(1989).!

Baby-led feeding: See Demand feeding.

Bedding-in: A baby sleeping in bed with their mother,
instead of in a separate cot.

Bilirubin: Yellow breakdown products of haemoglobin,
which cause jaundice.

Blocked duct: A milk duct in the breast becomes blocked
with thickened milk, so that the milk in that part of the
breast does not flow out.

BMI: Body mass index; a ratio that indicates a person’s
weight in proportion to their length/height, calculated as kg/m".

BMI-for-age: A growth indicator that relates BMI to age.

Bonding: Development of a close loving relationship between
a mother and her baby.

Bottle-feeding: Feeding an infant from a bottle, whatever is
in the bottle, including expressed breast milk, water, formula
milk, etc.

Breast pump: Device for expressing milk.

Breast refusal: A baby not wanting to suckle from their
mother’s breast.

Breastfeeding history: All the relevant information about
what has happened to a mother and baby, and how their
present breastfeeding situation developed.

Breastfeeding supplementer: A device for giving a baby
a supplement while they are suckling at a breast that is not
producing enough milk.

Breastfeeding support: A group of mothers who help each
other to breastfeed.

Breast-milk substitute: Any food being marketed or
otherwise represented as a partial or total replacement for
breast milk, whether or not it is suitable for that purpose.

Calibration: Checking a measuring instrument for accuracy
and adjusting if necessary and possible.

Calories (or kilocalories): A measure of the energy available
in food.

! Protecting, promoting and supporting breastfeeding: the special role of maternity services. A joint WHO/UNICEF statement. Geneva: World Health Organization; 1989

(http://apps.who.int/iris/bitstream/10665/39679/1/9241561300.pdf).
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Candida: Yeast that can infect the nipple, and the baby’s
mouth and bottom. Also known as “thrush”.

Care for development: Care intended to stimulate
emotional, intellectual and motor development.

Casein: Protein in milk, which forms curds.

Cessation of breastfeeding: Completely stopping
breastfeeding, including suckling.

Chapati: A flat bread made by mixing whole-wheat flour with
water and then shaping pieces of the dough into flat circles
and baking on a griddle (hot metal sheet). Traditionally eaten
in India and Pakistan.

Cleft lip or palate: Abnormal division of the lip or palate.

Closed questions: Questions that can be answered with
“yes” or “nd’.

Colic: Regular crying, sometimes with signs suggesting
abdominal pain, at a certain time of day; the baby is difficult
to comfort but otherwise well.

Cold compress: Cloths soaked in cold water to put on the
breast.

Colostrum: The special breast milk that women produce
in the first few days after delivery; it is yellowish or clear
in colour.

Confidence: Believing in yourself and your ability to do things.

Contaminated: Containing harmful bacteria or other
harmful substances.

Commercial infant formula: A breast-milk substitute
formulated industrially, in accordance with applicable
Codex Alimentarius standards,’ to satisfy the nutritional
requirements of infants during the first months of life up
to the introduction of complementary foods.

Complementary feeding: The child receives both breast milk,
or a breast-milk substitute, and solid (or semi-solid) food.

Complementary food: Any food, whether manufactured or
locally prepared, used as a complement to breast milk or to
a breast-milk substitute.

Counselling: A way of working with people so that you
understand their feelings and help them to develop
confidence and decide what to do.

Cup-feeding: Feeding from an open cup without a lid,
whatever is in the cup.

Deficiency: Shortage of a nutrient that the body needs.
Dehydration: Lack of water in the body.

Demand feeding: Feeding a baby whenever they show that
they are is ready, both day and night. This is also called
“unrestricted” or “baby-led” feeding.

Distraction (during feeding): A baby’s attention is easily
taken from the breast by something else, such as a noise.

Ducts, milk ducts: Small tubes that take milk to the nipple.

Dummy: An artificial nipple made of plastic for a baby
to suck. Also known as a pacifier/soother.

Early contact: A mother holding her baby during the first
hour or two after delivery.

Eczema: Skin condition, often associated with allergy.

Effective suckling: Suckling in a way that removes the milk
efficiently from the breast.

Empathize: Show that you understand how a person feels
from her/his point of view.

Engorgement: The breast is swollen with breast milk, blood
and tissue fluid. Engorged breasts are often painful and
oedematous and the milk does not flow well.

Essential fatty acids: Fats that are essential for a baby’s
growing eyes and brain, and that are not present in cow’s
milk or most brands of formula milk.

Exclusive breastfeeding: An infant receives only breast
milk and no other liquids or solids, not even water. Drops
or syrups consisting of vitamins, mineral supplements
or medicines, including oral rehydration solution, are
permitted.

Expressed breast milk: Milk that has been removed from the
breasts manually or by using a pump.

Express: To squeeze or press out.
Family foods: Foods that are part of the family meals.
Fat: A nutrient that provides energy.

Feeding history: All the relevant information about what has
happened to a mother/caregiver and baby, and how their
present feeding situation developed.

Fermented foods: Foods that are soured. For example,
yoghurt is fermented milk. These substances can be
beneficial and kill pathogens that may contaminate food.

Fissure: Break in the skin, sometimes called a “crack”.
Flat nipple: A nipple that sticks out less than average.

Foremilk: The watery breast milk that is produced early
in a feed.

Formula milks: Artificial milks for babies made out of a
variety of products, including sugar, animal milks, soybean
and vegetable oils. They are usually in powder form, to mix
with water.

Fortified foods: Foods that have certain nutrients added to
improve their nutritional quality.

! Codex Alimentarius. International food standards (http://www.fao.org/fao-who-codexalimentarius/en/).

viii


http://www.fao.org/fao-who-codexalimentarius/en/

Full breasts: Breasts that are full of milk, and hot, heavy and
hard, but from which the milk flows.

Fully breastfed: Exclusively breastfed.

Gastric suction: Sucking out a baby’s stomach immediately
after delivery.

Germinated seeds/flour: Seeds that have been soaked and
allowed to sprout. The sprouted seeds can be dried and
milled to make germinated flour. If a little of this flour is
added to warm thick porridge, it makes the porridge soft
and easy to eat.

Gestational age: The number of weeks a baby has completed
in the uterus.

Ghee: Butter that has been heated so that the fat melts and
the water evaporates. It looks clear. It can be made from
cow’s or buffalo’s milk and is widely used in India. In the
Middle East, it is called samna.

Gross motor development: Development of movement

and body control related to use of the larger muscles (e.g.
development of crawling and walking skills), as contrasted
with fine motor development (e.g. use of the hands and fingers
to grasp small objects). See also Gross motor milestones.

Gross motor milestones: Important achievements related
to movement and body control, including sitting without
support, standing with assistance, hands-and-knees
crawling, walking with assistance, standing alone and
walking alone.

Growth factors: Substances in breast milk that promote
growth and development of the intestine, and that probably
help the intestine to recover after an attack of diarrhoea.

Growth spurt: Sudden increased hunger for a few days.

Gruel: Another name for thin porridge. Examples are atole
in Central America and uji in Africa.

Gulp: Loud swallowing sounds, owing to swallowing a lot

of fluid.

“High-needs” babies: Babies who seem to need to be carried
and comforted more than other babies.

Hindmilk: The fat-rich breast milk that is produced later in
afeed.

HIV: Human immunodeficiency virus, which causes AIDS.
See also AIDS.

HIV infected: Refers to a person infected with HIV, but who
may not know that they are infected.

HIV negative: Refers to a person who has been tested for HIV
with a negative result and who knows their result.

HIV positive: Refers to a person who has been tested for HIV,
whose results have been confirmed and who knows and/or
their parents know that they tested positive.

Glossary

HIV status unknown: Refers to a person who has been tested
for HIV or who does not know the result of their test.

HIV testing and counselling: Testing for HIV status, preceded
and followed by counselling. Testing should be voluntary and
confidential, with fully informed consent. The expression
means the same as the terms: “counselling and voluntary
testing”, “voluntary counselling and testing”, and “voluntary
and confidential counselling and testing”. Counselling is a
process, not a one-off event: for the client living with HIV,

it should include life planning, and, if the client is pregnant
or has recently given birth, it should include infant feeding
considerations.

Hormones: Chemical messengers in the body.
Hypoglycaemia: Low blood sugar.

Immune system: Those parts of the body and blood, including
lymph glands and white blood cells, that fight infection.

Immunity: A defence system that the body has to fight diseases.

Ineffective suckling: Suckling in a way that removes milk
from the breast inefficiently or not at all.

Infant: A child not more than 12 months of age.

Infant feeding counselling: Counselling on breastfeeding,
on complementary feeding, and, for women who are living
with HIV, on HIV and infant feeding.

Infantometer: A board designed to be placed on a horizontal
surface to measure the length (lying down) of a child aged
less than 2 years.

Infective mastitis: Mastitis resulting from bacterial infection.
Inhibit: To reduce or stop something.

Inspection: Examination by looking.

Intolerance (of food): Inability to tolerate a particular food.

Inverted nipple: A nipple that goes in instead of sticking out,
or that goes in when the mother tries to stretch it out.

Jaggery: Brown sugar made from the sap of the palm flower.
It is widely used in the Indian subcontinent.

Jaundice: Yellow colour of the eyes and skin.

Judging words: Words that suggest that something is right
or wrong, good or bad.

Kwashiorkor: A form of severe undernutrition characterized
by generalized oedema, thin, sparse hair and dark or
cracking/peeling patches of skin.

Lactation: The process of producing breast milk.

Lactation amenorrhoea method: Using the period of
amenorrhoea after childbirth as a method for family planning.

Lactogogue: A special food, drink or herb that people believe
increases a mother’s supply of breast milk.
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Lactose: The special sugar present in all milks.

Length/height-for-age: A growth indicator that relates
length or height to a child’s age.

Lipase: Enzyme to digest fat.
Low birth weight: Weighing less than 2.5 kg at birth.

Marasmus: A form of severe undernutrition referred to
alternatively as “non-oedematous malnutrition”. A child with
marasmus is severely wasted and has the appearance of “skin
and bones”.

Mastitis: Inflammation of the breast (see also Infective mastitis
and Non-infective mastitis).

Matooke: Green banana.

Mature milk: The breast milk that is produced a few days
after birth.

Meconium: The first dark stools produced by a baby soon
after birth.

Median: The middle value in a rank-ordered series of values.

Median duration of breastfeeding: The age in months when
50% of children are no longer breastfed.

Micronutrients: Essential nutrients required by the body
in small quantities (such as vitamins and some minerals).

Micronutrient supplements: Preparations of vitamins and
minerals.

Milk ejection: Milk flowing from the breast due to the
oxytocin reflex, which is stimulated in response to the sight,
touch or sound of the baby.

Milk stasis: Milk staying in the breast and not flowing out.
Mistaken idea: An idea that is incorrect.

Milk expression: Removing milk from the breasts manually
or by using a pump.

Mixed feeding: Feeding both breast milk and other foods
or liquids.

Montgomery’s glands: Small glands in the areola that
secrete an oily liquid.

Multiple birth: Birth of more than one child at the same
time, e.g. twins.

Natural (passive) immunity: The protection a baby inherits
from their mother.

“Nipple confusion”: A term sometimes used to describe the
way babies who have fed from a bottle may find it difficult
to suckle effectively from a breast.

Nipple sucking: When a baby takes only the nipple into their
mouth, so that they cannot suckle effectively.

Non-infective mastitis: Mastitis due to milk leaking out of
the alveoli and back into the breast tissues, with no bacterial
infection.

Non-verbal communication: Showing your attitude through
your posture and expression.

Nutrients: Substances the body needs that come from the
diet. These are carbohydrates, proteins, fats, minerals and
vitamins.

Nutritional needs: The amounts of nutrients needed by the
body for normal function, growth and health.

Mother-support group: A community-based group of
women providing support for optimal breastfeeding and
complementary feeding.

Mother-to-child transmission: Transmission of HIV to a
child from a woman infected with HIV during pregnancy,
delivery or breastfeeding.

Obese: Severely overweight; weight-for-length/height or
BMI-for-age above the 3 z-score line.

Obesity: The condition of being obese.
Oedema: Swelling due to fluid in the tissue.
Offal/organs: Liver, heart, kidneys, brain, intestines, blood.

Open questions: Questions that can only be answered by
giving information, and not with just a “yes” or a “no”.

Overweight: Weighing too much for one’s length/height;
weight-for-length/height or BMI-for-age above the
2 z-score line.

Oxytocin: The hormone that makes the milk flow from the breast.

Pacifier: Artificial nipple made of plastic for a baby to suck,
a dummy.

Palpation: Examining by feeling with the hand.

Partially breastfed or mixed fed: Breastfed and given some
artificial feeds, either milk or cereal, or other food.

Pasteurized: Food (usually milk) made safe by heating it
to destroy disease-producing pathogens.

Pathogen: Any organism that causes disease.
Perinatal: Around the time of birth.
Perpendicular: Positioned at a right angle (90° angle).

Persistent diarrhoea: Diarrhoea that starts as an acute
attack, but that continues for more than 14 days.

Pesticides: Substances (usually sprays) used by farmers
to prevent pests from attacking crops.

Phytates: Substances present in cereals, especially in the
outer layer (bran), and in peas, beans and nuts. Phytates
combine with iron, zinc and calcium in food to form
substances that the body cannot absorb. Eating foods
containing vitamin C helps protect iron from the adverse
effect of phytates.

Pneumonia: Infection of the lungs.



Poorly protractile: Used to describe a nipple that is difficult
to stretch out to form a “teat”.

Porridge: Made by cooking cereal flour with water until it
is smooth and soft. Grated cassava or other root, or grated
starchy fruit can also be used to make porridge.

Positioning: How a mother holds her baby at her breast; the
term usually refers to the position of the baby’s whole body.

Postnatal check: Routine visit to a health facility after a baby
is born.

Precision: The smallest exact unit that an instrument can
measure. For example, the UNISCALE measures with
precision to the nearest 0.1kg.

Predominantly breastfed: Breastfed as the main source
of nourishment, but also given small amounts of non-
nutritious drinks such as tea, water and water-based drinks.

Prelacteal feeds: Artificial feeds given before breastfeeding
is established.

Premature, preterm: Born before 37 weeks’ gestation.
Prolactin: The hormone that makes the breasts produce milk.

Protein: Nutrient necessary for growth and repair of the
body tissues.

Protractile: Used to describe a nipple that is easy to stretch out.

Psychological: Mental and emotional.

Pulses: Foods that include peas, lentils, beans and groundnuts.

Puree: Food that has been made smooth by passing it
through a sieve or mashing it with a fork, pestle or other
utensil.

Quinoa: A cereal grown at high altitude in the Andes in
South America.

Recumbent: Lying down.

Reflect back: Repeat back what a person says to you,
in a slightly different way.

Reflex: An automatic response through the body’s nervous
system.

Rejection of baby: The mother not wanting to care for her
baby.

Relactation: Re-establishment of breastfeeding after a
mother has stopped, whether in the recent or distant past.

Replacement feeding: The process of feeding a child who is
not receiving any breast milk with a diet that provides all the
nutrients they need until they are fully fed on family foods.
During the first 6 months, this should be with a suitable
breast-milk substitute. After 6 months, it should be with

a suitable breast-milk substitute, as well as complementary
foods made from appropriately prepared and nutrient-
enriched family foods.

Glossary

Responsive feeding: Feeding infants directly and assisting
older children when they feed themselves, being sensitive
to their hunger and satiety cues.

Restricted breastfeeds: When the frequency or length of
breastfeeds is limited in any way.

Retained placenta: A small piece of the placenta remaining
in the uterus after delivery.

Rooming-in: A baby staying in the same room as their mother.
Rooting: A baby searching for the breast with their mouth.

Rooting reflex: A baby opening their mouth and turning to
find the nipple.

Rubber teat: The part of a feeding bottle from which a baby
sucks.

Scissor hold: Holding the breast between the index and
middle fingers while the baby is feeding.

SD score: Standard deviation score. See z-score.
Secrete: Produce a fluid in the body.

Self-weaning: A baby more than 1year old deciding by
themself to stop breastfeeding.

Sensory impulses: Messages in nerves that are responsible
for feeling.

Silver nitrate drops: Drops put into a baby’s eyes to prevent
infection with gonococcus or chlamydia.

Skin-to-skin contact: A mother holding her naked baby
against her own skin.

Sore nipples: Pain in the nipple and areola when the baby
feeds.

“Spillover”: A term used to designate the feeding behaviour
of new mothers who either know that they are HIV negative
or are unaware of their HIV status — they do not breastfeed,
or they breastfeed for a short time only, or they mix-feed,
because of unfounded fears about HIV, misinformation or
the ready availability of breast-milk substitutes.

Stadiometer: A board for measuring the standing height of
children age 2 years or older.

Stagnation: Staying the same. A flat growth line indicates
stagnation of growth.

Stunted: Short for one’s age; length/height-for-age below the
-2 z-score line; severely stunted is below the -3 z-score line.

Sucking: Using negative pressure to take something into the
mouth.

Sucking reflex: A reflex that allows a baby to automatically
suck something that touches their palate.

Suckling: The action by which a baby removes milk from the
breast.
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Supplements: Drinks or artificial feeds given in addition
to breast milk.

Sustaining: Continuing to breastfeed up to 2 years or
beyond; helping breastfeeding mothers to continue to
breastfeed.

Swallowing reflex: A reflex whereby a baby automatically
swallows when their mouth fills with fluid.

Symmetrical: The same (mirror images) on opposite sides
separated by a straight line.

Sympathize: Show that you feel sorry for a person, from your
point of view.

Tare: As used in these modules, to store a weight in the
memory of a scale so that an additional weight can be
registered independently. In tared weighing, the scale is
reset to zero while an adult is still standing on it; when the
adult is then given a child to hold, only the child’s weight
appears.

Taring scale: A scale that can be reset to zero while someone
(who has just been weighed) is still standing on it. When they
then hold a child on the scale, only the child’s weight appears.

Tarwi: A bean grown in the Andes in South America.
“Teat”: Stretched out breast tissue from which a baby suckles.

Thrush: Infection caused by the yeast Candida; in the baby’s
mouth, thrush forms white spots

Tortilla: A flat bread made by mixing maize flour and water
and then making the dough into a thin round shape. It is
cooked on a hot metal griddle. It is traditionally eaten in
Central America. Wheat flour can also be used.

Toxin: A poisonous substance.

xii

Undernourished: Any of the following:

« underweight or severely underweight (below the —2 or
-3 z-score line in weight-for-age)

« wasted or severely wasted (below the —2 or —3 z-score
line in weight-for-length/height or BMI-for-age)

« stunted or severely stunted (below the —2 or —3 z-score
line in length/height-for-age). However, if overweight
or trending toward overweight, the child is no longer
considered as primarily undernourished.

Undernutrition: The condition of being undernourished.

Underweight: Weighing too little for one’s age; weight-for-
age below the —2 z-score line; severely underweight is below
the -3 z-score line.

UNISCALE: An electronic scale made by UNICEF that allows
tared weighing.

Unrestricted feeding: Sec Demand feeding.

Wasted: Weighing too little for one’s length/height; weight-
for-length/height or BMI-for-age below the -2 z-score line;
severely wasted is below the -3 z-score line.

Warm compress: Cloths soaked in warm water to put on the
breast.

Weight-for-age: A growth indicator that relates weight to age.

Weight-for-length/height: A growth indicator that relates
weight to length (for children aged less than 2 years) or
height (for children aged 2 years and older).

Whey: Liquid part of milk that remains after removal of
casein curds.

Young child: A person from the age of more than 12 months
up to the age of 3 years (36 months).

z-score: A score that indicates how far a measurement is
from the mean, also known as “standard deviation (SD) score”.
The reference lines on the growth charts (labelled 1, 2, 3, -1,
-2, —3) are called z-score lines; they indicate how far points
are above or below the mean (z-score 0).



Checklist of counselling skills

LISTENING AND LEARNING SKILLS
1. Use helpful non-verbal communication
+  Keep your head level with the mother/caregiver
«  Payattention
«  Remove physical barriers
«  Take time/allow the mother or caregiver time to talk
+  Use appropriate touch
2. Ask open questions
3. Useresponses and gestures that show interest
4. Reflect back what the mother/caregiver says
5. Empathize — show that you understand how the mother/caregiver feels

6. Avoid using words that sound judging

SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT

1. Accept what a mother/caregiver thinks and feels. Let the mother/caregiver talk through their concerns before
correcting any wrong ideas or misinformation

2. Recognize and praise what a mother/caregiver and baby are doing right
3. Give practical help

4. Give alittle, relevant information

5. Usesimple language

6. Make one or two suggestions, not commands

KEY MESSAGES FOR COMPLEMENTARY FEEDING

Breastfeeding for 2 years or longer helps a child to develop and grow strong and healthy

(=1

Starting other foods in addition to breast milk at 6 completed months helps a child to grow well

Foods that are thick enough to stay on the spoon give more energy to the child

Animal-source foods are especially good for children, to help them grow strong and lively

Peas, beans, lentils, nuts and seeds are good for children

Dark-green leaves and yellow-coloured fruits and vegetables help the child to have healthy eyes and fewer infections
A growing child needs 2—4 meals a day, plus 1-2 snacks if hungry: give a variety of foods

A growing child needs increasing amounts of food

Y ® N otk Wb

Ayoung child needs to learn to eat: encourage and give help... with lots of patience

10. Encourage the child to drink and eat during illness, and provide extra food after illness to help them recover quickly
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Introduction to the course

Why this course is needed

Breastfeeding and appropriate, safe and timely complementary feeding are fundamental to the health and development

of children, and important for the health of their mothers. The World Health Organization (WHO) and the United Nations
Children’s Fund (UNICEF) have long recognized the need for promotion of exclusive breastfeeding in the first 6 months of
life, and sustained breastfeeding together with adequate complementary foods up to 2 years of age or beyond, to reduce child
morbidity and mortality.

WHO and UNICEF developed the Global strategy for infant and young child feeding' in 2003, to revitalize world attention to the
impact that feeding practices have on the nutritional status, growth, development, health and survival of infants and young
children. The sixty-third World Health Assembly Resolution WHA63.23 urges Member States to implement the WHO child
growth standards by their full integration into child health programmes.>

In 2015, with the endpoint of the United Nations’ Millennium Development Goals® and the transition to the Sustainable
Development Goals,* a new set of 17 goals defined the global agenda to end poverty, protect the planet and ensure prosperity
for all. The second goal (end hunger, achieve food security and improved nutrition and promote sustainable agriculture) and
the third goal (ensure healthy lives and promote well-being for all at all ages) directly link to nutrition actions, though most
of the other goals also reflect nutrition issues. The global strategy for women’s, children’s and adolescents’ health 2016-2035° aims

to achieve the highest attainable standard of health for all, by putting women, children and adolescents at the heart of the
Sustainable Development Goals.

The WHO child growth standards,® published in 2006, were developed using a sample of children from six countries: Brazil,
Ghana, India, Norway, Oman and the United States of America. The WHO Multicentre Growth Reference Study (2004)”

was designed to provide data describing how children should grow, by including in the study’s selection criteria certain
recommended health behaviours (for example, breastfeeding, providing standard paediatric care and not smoking). A key
characteristic of the new standards is that they explicitly identify breastfeeding as the biological norm and establish the
breastfed child as the normative model for growth and development,® and are a most appropriate complement to the WHO/
UNICEF Global strategy for infant and young child feeding.*

Many mothers have difficulty breastfeeding from the beginning, and health-care practices in many facilities hinder the
process of appropriate infant and young child feeding. However, even mothers who initiate breastfeeding satisfactorily often
start complementary feeds or stop breastfeeding within a few weeks of delivery, and children, even those who have grown
well for the first 6 months of life, may not receive adequate complementary foods. This may result in malnutrition, which is
an increasing problem in many countries. More than one third of children aged under 5 years are undernourished — whether
stunted, wasted or deficient in vitamin 4, iron or other micronutrients. On the other hand, inappropriate feeding is probably
contributing to an increased incidence of overweight/obesity in childhood. Application of the WHO child growth standards

and counselling on infant and young child feeding, as presented in this course, aim to address the practices that lead to
undernutrition, as well as those that predispose to the accumulation of excessive weight.

Information on how to feed young children comes from family beliefs, community practices and information from health
workers. Advertising and commercial promotion by food manufacturers is sometimes the source of information for many
people, both families and health workers. It has often been difficult for health workers to discuss with families how best to
feed their young children, owing to the confusing, and often conflicting, information available. Inadequate knowledge about
how to breastfeed, the appropriate complementary foods to give, and good feeding practices is often a greater determinant
of malnutrition than the availability of food.

! Global strategy for infant and young child feeding. Geneva: World Health Organization; 2003 (http://apps.who.int/iris/bitstream/10665/42590/1/9241562218.pdf).

2 Resolution WHA63.23. Infant and young child nutrition. In: Sixty-third World Health Assembly, Geneva, 17-21 May 2010. Resolutions and decisions, annexes.
Geneva: World Health Organization; 2010: 47-50 (http://apps.who.int/gb/ebwha/pdf_files/WHA63-REC1/WHA63_REC1-en.pdf).

3 The Millennium Development Goals Report 2015. New York: United Nations; 2015 (https://www.un.org/millenniumgoals/2015_MDG_Report/pdf/MDG%202015%20rev%20
(July%201).pdf).

4 Sustainable Development Knowledge Platform. Sustainable Development Goals (https://sustainabledevelopment.un.org/sdgs).

5 The global strategy for women's, childrer’s and adolescents’ health 2016-2030. Survive, thrive, transform. Geneva: World Health Organization; 2015 (http://www.who.int/pmnch/
media/events/2015/gs_2016_30.pdf).

6 The WHO child growth standards. In: Child growth standards [website]. Geneva: World Health Organization; 2021 (https://www.who.int/toolkits/child-growth-standards/standards).

7 de Onis M, Garza C, Victora CG, Bhan MK, Norum KR, editors. WHO Multicentre Growth Reference Study: rationale, planning and implementation. Food Nutr Bull.
2004;25 (Suppl. 1):S15-26. d0i:10.1177/156482650402515103.

8 de Onis M, Garza C, Onyango AW, Martorell R, guest editors. WHO child growth standards. Acta Paediatr. 2006;Suppl. 450:1-101.
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All health workers who care for women and children during the postnatal period and beyond have a key role to play in
establishing and sustaining breastfeeding and appropriate complementary feeding. Many health workers cannot fulfil
this role effectively because they have not been trained to do so. Little time is assigned to counselling and support skills for
breastfeeding and infant feeding, in the pre-service curricula of either doctors, nurses, midwives or other professionals.

Hence, there is an urgent need to train all those involved in infant feeding counselling, in all countries, in the skills needed
to support and protect breastfeeding and good complementary feeding practices. The materials in this training course are
designed to make it possible for trainers, even those with limited experience on teaching the subject, to conduct up-to-date
and effective training.

The counselling material available from WHO/UNICEF includes modules related to:
« counselling skills

+  breastfeeding

« complementary feeding

+ growth assessment

« HIVandinfant feeding.

In addition, there is material on policies and programmes related to infant and young child feeding; supportive supervision/
mentoring and monitoring; and tools/Job aids.

The material could be used to hold a 5-day course on infant and young child feeding counselling, a 5-day course on growth
assessment and infant and young child feeding counselling, or courses on specific subjects, such as breastfeeding counselling.

“Counselling” is an extremely important component of this course material. The concept of “counselling” is new to many
people and can be difficult to translate. Some languages use the same word as “advising”. However, counselling means more
than simply advising. Often, when you advise people, you tell them what you think they should do. When you counsel, you
listen to the people and help every person decide for themselves what is best for them, from various options or suggestions,
and you help them to have the confidence to carry out their decision. You listen to them and try to understand how they feel.
This course aims to give health workers basic counselling skills, so that they can help mothers and caregivers more effectively.

The course material can be used to complement existing courses, or as part of the pre-service education of health workers.

This course material does NOT prepare people to have responsibility for the nutritional care of young children with severe
malnutrition or nutrition-related diseases such as diabetes or metabolic problems. In addition, it does not prepare people to
conduct full voluntary confidential counselling and HIV testing — which includes pre-test and post-test counselling for HIV,
and follow-up support for those living with HIV. Nor does it cover in depth the topics on treatment, care and management
of people living with HIV, including the use of antiretroviral drugs or antiretroviral therapy. The material covers only aspects
specifically related to infant feeding in the context of HIV. Participants are encouraged to refer mothers or young children for
further services and care as necessary.

During the course, you will be asked to work hard. You will be given a lot of information, and you will be asked to do a number
of exercises and practical sessions to develop your counselling skills. Hopefully, you will find the course interesting and enjoyable,
and the skills that you learn will make your work with mothers and babies in future more helpful for them, and more rewarding
for you.

Course objectives

After completing this course, participants will be able to counsel and support mothers to carry out WHO/UNICEF-
recommended feeding practices for their infants and young children, from birth up to 24 months of age.

Each session of the course has a set of learning objectives that participants are expected to fulfil.



Introduction to the course

The course and the manual

The course is divided into various modules and will take different times, according to the modules and sessions selected.

The course can be conducted consecutively in a working week, or can be spread in other ways. The sessions use a variety of
teaching methods, including lectures, demonstrations and work in smaller groups, including classroom practical sessions
and exercises and clinical practice sessions in wards and clinical facilities. Sessions can be arranged in different ways to suit
the local situation. Your course director and facilitators will plan the course that is most suitable for your needs, and will give
you a timetable.

This manual, the Participant’s manual, is your main guide to the course, and you should keep it with you at all times, except
during clinical practice sessions. You will be provided the modules selected for your training.

In the material provided, you will find a summary of the main information from each session, including descriptions of how
to conduct each of the skills that you will learn. You do not need to take detailed notes during the sessions, though you may
find it helpful to make notes of points of particular interest, for example from discussions. Keep your Participant’s manual after
the course, and use it as a source of reference as you put what you have learnt into practice.

Your manual also contains:

«  copies of the key slides that you might want to memorize or refer back to

« forms, lists and checklists for exercises and practical and clinical practice sessions
«  written exercises that you will be asked to do individually.

You will receive separate copies of the forms, lists and checklists to use for the practical and clinical practice sessions, so that
you do not have to carry your manual at these times.

You will receive answer sheets for each written exercise after you have done the exercise. These enable you to check your
answers later, and to study any questions that you may not have had time to complete.






MODULE 1

Introduction to infant and
young child feeding and
growth assessment







Session 1
Introduction to infant and young child feeding

Objectives

After completing this session, participants will be able to:
o list evidence-based interventions targeting infants and young children

o describe global initiatives or strategies promoting nutrition interventions targeting the first 1000 days
of life

« state the current recommendations for feeding children from 0 up to 24 months of age

Introduction

We will start this course by looking at the global data supporting interventions in infancy and childhood.

The window of opportunity

New analyses, using the WHO child growth standards, confirm the importance of pregnancy and the first 2 years of life as a
window of opportunity for growth promotion. The findings highlight the need for prenatal and early-life interventions to
prevent the growth failure that primarily happens during the first 2 years of life, including the promotion of appropriate
infant feeding practices.

The document Essential nutrition actions: improving maternal, newborn, infant and young child health and nutrition is a compilation
of current guidelines targeting mothers, infants and young children. Infant and young child feeding is a core element of the
guidelines. The document starts reviewing data related to the health and nutrition of children, to highlight the importance
of appropriate infant and young child feeding practices.

Breastfeeding for the first 6 months of life

Breastfeeding is an unequalled way of providing ideal food for the healthy growth and development of infants. As a global
public health recommendation, infants should be exclusively breastfed for the first 6 months of life, to achieve optimal growth,
development and health.

DEFINITION OF EXCLUSIVE BREASTFEEDING

Exclusive breastfeeding means giving a baby only breast milk, and no other liquids or solids, not even water. Drops or syrups
consisting of vitamins, mineral supplements or medicines, including oral rehydration solution (ORS), are permitted.

Mothers need skilled practical help from people like yourself, who can help to build their confidence, improve their feeding
technique and prevent or resolve breastfeeding problems, if they are to succeed in breastfeeding exclusively.

1 Introduction
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Actions to protect, promote and support breastfeeding

The Global strategy for infant and young child feeding, launched in 2002, was developed by the World Health Organization (WHO)
and United Nations Children’s Fund (UNICEF) jointly, to revitalize world attention to the impact that feeding practices have
on the nutritional status, growth, development and health, and thus the very survival, of infants and young children.

The Global strategy builds on key global instruments, including:

« the International code of marketing of breast-milk substitutes (1981) and subsequent relevant World Health Assembly (WHA)
resolutions (the Code)

« the Baby-Friendly Hospital Initiative (BFHI), launched in 1991

+ the International Labour Organization (ILO) Maternity Protection Convention No. 183 (2000).

Complementary feeding

After 6 months of age, all babies require other foods to complement breast milk — we call these foods complementary foods.
When complementary foods are introduced, breastfeeding should still continue up to 2 years of age or beyond.

Infants are particularly vulnerable during the transition period when complementary feeding begins. Ensuring that their
nutritional needs are met requires that complementary foods should be:

« timely - meaning that they are introduced when the need for energy and nutrients exceeds what can be provided through
exclusive and frequent breastfeeding (at 6 months)

+ adequate — meaning that they are age-appropriate in terms of feeding frequency, amount, thickness/texture and variety
from 6 up to 24 months of age

« properly fed — meaning that they are given in response to a child’s signals of hunger, engaging the child in a manner that
makes eating/feeding a positive experience, and with a meal frequency and feeding methods that are suitable for the
child’s age

« safe — meaning that they are hygienically stored, and prepared and fed with clean hands, using clean utensils.

Global targets — Comprehensive implementation plan on maternal, infant
and young child nutrition

In yet another commitment to address global nutrition challenges, the World Health Assembly endorsed a Comprehensive
implementation plan on maternal, infant and young child nutrition in 2012. The plan includes six global targets to identify priority

areas and catalyse global change. Global target 5 increases the target for exclusive breastfeeding in the first 6 months, from
the estimated global average of 37% during the period 2006-2010 to 50% by 2025.

Notes
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Session 2
Introduction to the WHO child growth standards

1 Introduction

Objectives

After completing this session, participants will be able to:
o describe the significance of the WHO child growth standards
o list the benefits of the WHO child growth standards

Introduction
Now we will look at the WHO child growth standards.

Development of the WHO child growth standards

The World Health Organization (WHO) developed growth standards based on a sample of children from six countries: Brazil,
Ghana, India, Norway, Oman and the United States of America (USA). The WHO Multicentre Growth Reference Study (MGRS) was
designed to provide data describing how children should grow, by including in the study’s selection criteria certain recommended
health behaviours (for example, breastfeeding, providing standard paediatric care and not smoking). The study followed term babies
from birth to 2 years of age, with frequent observations in the first weeks of life; another group of children, aged 18 to 71 months,
were measured once, and data from the two samples were combined to create the growth standards for birth to 5 years of age.

The WHO Multicentre Growth Reference Study

The WHO child growth standards difter from many existing single-country references, which merely describe the size of
children assumed to be healthy. By including children from many countries who were receiving recommended feeding and
care, the Multicentre Growth Reference Study resulted in prescriptive standards for normal growth, as opposed to simply
descriptive references.

The standards:
«  show what growth can be achieved with recommended feeding and health care (e.g. immunizations, care during illness)

+ canbe used anywhere in the world, since the study also showed that children everywhere grow in similar patterns when
their nutrition, heath and care needs are met.

Benefits of the new growth standards

The new standards establish the breastfed infant as the model for normal growth and development. As a result, health policies
and public support for breastfeeding will be strengthened. The new standards will help better identify stunted and overweight/
obese children. New standards, such as for body mass index (BMI), are useful for measuring the increasing worldwide epidemic
of obesity. Charts that show standard patterns of the expected growth rate over time enable health-care providers to identify
children at risk of becoming undernourished or overweight early, rather than waiting until a problem level is reached.

Gross motor milestones

In addition to standards for physical growth, the WHO child growth standards include six gross motor-development
milestones: sitting without support, standing with assistance, hands-and-knees crawling, walking with assistance, standing
alone and walking alone. All healthy children are expected to achieve these milestones during specified age ranges between

4 and 18 months. The expected age ranges for achieving these milestones (or “windows of achievement”) are included in the
WHO Boy’'s GROWTH RECORD and GIRL’S GROWTH RECORD provided with this course. This course, however, focuses on
assessment of physical growth and does not provide training on assessing motor development.
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Session 3
Local infant and young child feeding situation

Objectives

After completing this session, participants will be able to:
« describe the infant and young child feeding trends in the country
« state the current recommendations for feeding children from 0 up to 24 months of age

Introduction

In this session, you will examine local data on infant and young child feeding practices.

Good and poor practices in your experience

In the table below, there are some questions about infant feeding practices.
Next to each question there are boxes for three alternative answers: “few”, “half”, “most”.
Choose the answer to each question that fits best with your experience, by putting a mark in the box.

How many babies have immediate skin-to-skin contact?

How many breastfeed within 1 hour after delivery?

How many have other foods or drinks before they start breastfeeding?

How many breastfeed exclusively for 6 months?

How many have other foods or drinks before:

1day?

1 month?

2. months?

3 months?

4 months?

6 months?

How many continue to breastfeed for more than:

6 months?

12 months?

24 months?

13

1 Introduction



Infant and young child feeding counselling: an integrated course. Participant’s manual, second edition

Few Half Most

How many children start solid/semi-solid foods:

Before 6 months of age?

Between 6 and 8 months of age?

After 8 months of age?

How many children aged 6 up to 24 months:

Receive an appropriate variety of foods?*

Receive an appropriate frequency of foods?*

Receive an appropriate amount of food for each meal?*

Receive an appropriate consistency of foods?*

Notes

! Children should receive foods from 4 or more out of 7 foods groups. The 7 foods groups are: (1) grains, roots and tubers, (2) legumes and seeds, (3) dairy products (milk, yogurt,
cheese), (4) flesh foods (meat, poultry, fish, liver), (5) eggs, (6) vitamin-A rich fruits and vegetables (mango, papaya, passion fruit, oranges, dark green leaves, carrots, yellow sweet
potato, pumpkin), (7) other fruits and vegetables.

2 From 6 up to 9 months: 2—3 meals per day; depending on the child’s appetite, 1-2 snacks may be offered. From 9 up to 12 months: 3—4 meals per day; depending on the child’s
appetite, 1-2 snacks may be offered. From 12 up to 24 months: 3-4 meals per day; depending on the child’s appetite, 1-2 snacks may be offered.

3 From 6 up to 9 months: start with 2—3 tablespoonfuls per feed, increasing gradually to % of a 250 mL cup. From 9 up to 12 months: % of a 250 mL cup/bowl. From 12 up to
24 months: % to 1250 mL cup/bowl.

4 From 6 up to 9 months: start with thick porridge, well-mashed foods, continue with mashed family foods with finger foods that baby can pick up from 8 months. From 9 up to
12 months: finely chopped or mashed foods, and finger foods. From 12 up to 24 months: family foods, chopped or mashed if necessary.
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Session 4
Local nutrition situation

1 Introduction

Objectives

After completing this session, participants will be able to:
o describe the nutrition trends in the country

e list the common nutritional problems in the country

Introduction

In this session, we will look at the local nutrition situation.

Good and poor practices in your experience

In the table below, there are some questions about the nutrition situation.
Next to each question there are boxes for three alternative answers: “few”, “half”, “most”.

Choose the answer to each question that fits best with your experience, by putting a mark in the box.

Few Half Most

How many children aged under 5 years have acute severe malnutrition?

How many children aged under 5 years have acute moderate malnutrition?

How many children aged under 5 years are overweight/obese?

How many women of childbearing age are overweight/obese?

How many children aged under 5 years of age have anaemia?

How many women of childbearing age have anaemia?

How many children start solid/semi-solid foods at 6 months of age?

Notes
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MODULE 2

Counselling skills







SESSION 5

Listening and learning

Objectives

After completing this session, participants will be able to:

o list the six LISTENING AND LEARNING SKILLS

» give an example of each skill

» demonstrate the appropriate use of the skills when counselling on infant and young child feeding

Introduction

Counselling is a way of working with people in which you try to understand how they feel, and help them to decide what they
think is best to do in their situation. In this session, we will discuss mothers who are feeding young children and how they feel.

Counselling mothers about feeding their infants is not the only situation in which counselling is useful. Counselling skills
are useful when you talk to patients or clients in other situations. You may also find them helpful with your family and friends,
or your colleagues at work. Practise some of the techniques with them — you may find the result surprising and helpful.

The first three sessions on counselling skills are about “listening and learning”. A mother may not talk easily about her
feelings, especially if she is shy, and with someone whom she does not know well. You will need the skill to listen, and

to make her feel that you are interested in her. This will encourage her to tell you more. She will be less likely to “turn off”
and say nothing.

LISTENING AND LEARNING SKILLS

Skill 1. Use helpful non-verbal communication

“Non-verbal communication” means showing your attitude through your posture, your expression, everything except
through speaking. Helpful non-verbal communication makes a mother feel that you are interested in her, so it helps her
to talk to you.

Skill 2. Ask open questions

Open questions are very helpful. To answer them, a mother must give you some information. Open questions usually start
with “How?” “What?” “When?” “Where?” “Why?” “Who?”; for example: “How are you feeding your baby?”

Closed questions are usually less helpful. They tell a mother the answer that you expect, and she can answer them with a “Yes”
or “No”. They usually start with words such as “Are you?”, “Did he?”, “Has he?”, “Does she?”; for example: “Did you breastfeed
your last baby?” If a mother says “Yes” to this question, you still do not know whether she breastfed exclusively, or whether she
also gave some artificial feeds.

To start a conversation, general open questions are helpful; for example: “Tell me about your baby?”
To continue a conversation, a more specific open question may be helpful; for example: “How old is your baby now?”
Sometimes it is helpful to ask a closed question, to make sure about a fact; for example: “Are you giving him any other food or drink?”

If the mother says “Yes”, you can follow up with an open question, to learn more; for example: “What made you decide to do that?”
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Skill 3. Use responses and gestures that show interest

Another way to encourage a mother to talk is to use gestures such as nodding and smiling, and simple responses such as
“Mmn”, or “Aha”. They show a mother that you are interested in her.

Skill 4. Reflect back what the mother/caregiver says

“Reflecting back” means repeating back what a mother has said to you, to show that you have heard, and to encourage her to
say more. Try to say it in a slightly different way. For example, if a mother says: “I don’t know what to give my child, she refuses
everything”, you could say: “Your child is refusing all the food you offer her?”

Skill 5. Empathize — show that you understand how the mother/caregiver feels

Empathy or empathizing means showing that you understand how a person feels.

For example, if a mother says: “My baby wants to feed very often and it makes me feel so tired”, you could say: “You are feeling
very tired all the time then?”

This shows that you understand that she feels tired, so you are empathizing.

If you respond with a factual question, for example, “How often is he feeding? What else do you give him?”, you are not empathizing.

Skill 6. Avoid using words that sound judging

“Judging words” are words such as: right, wrong, well, badly, good, enough, properly. If you use these words when you ask
questions, you may make a mother feel that she is wrong, or that there is something wrong with her baby. However, sometimes
you need to use the “good” judging words to build a mother’s confidence (see SESSION 8: BUILDING CONFIDENCE AND GIVING SUPPORT).

HELPFUL NON-VERBAL COMMUNICATION

+  Keep your head level with the mother/caregiver

» Payattention

«  Remove physical barriers

«  Take time/allow the mother or caregiver time to talk

«  Useappropriate touch

LISTENING AND LEARNING SKILLS

1. Use helpful non-verbal communication

2. Ask open questions

3. Use responses and gestures that show interest

4. Reflect back what the mother/caregiver says

5. Empathize - show that you understand how the mother/caregiver feels

6. Avoid using words that sound judging

22



Notes

23

2 Counselling skills



Notes (contd)

24



Session 6
Listening and learning: exercises 1

Introduction

You will now practise the six LISTENING AND LEARNING SKILLS that you learnt about in Session 5.

EXERCISES 6.A to 6.C. are individual written exercises.

For each exercise, read the instructions How To DO THE EXERCISE and the EXAMPLE of what do do.
Then write your answers in the section that says TO ANSWER.
If possible, use pencil, so that it is easier to correct the answers.

When you are ready, discuss your answers with a trainer.

Trainers will give feedback individually as you do the exercises, and will give you Answer sheets at the end of the session.

EXERCISE 6.D. is a group exercise on judging words.

EXERCISE 6.A ASKING OPEN QUESTIONS

How to do the exercise:

Questions 1-4 are “closed” and it is easy to answer “yes” or “no’”.

Write a new “open” question, which requires the mother to tell you more.

Example:
“Closed” question “Open” question
Do you breastfeed your baby? How are you feeding your baby?

To answer:

“Closed” questions “Open” questions

1. Does your baby sleep with you?

2. Areyou often away from your baby?

3. Does Sara eat porridge?

4. Do you give fruit to your child often?
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EXERCISE 6.B REFLECTING BACK WHAT A MOTHER/CAREGIVER SAYS

How to do the exercise:
Statements 1-3 are some things that mothers might tell you.

Underneath statements 1-3 are three responses. Mark the response that “reflects back” what the statement says. For statement 4,
make up your own response that “reflects back” what the mother says.

Example:

“My mother says that I don't have enough milk.”

a. Do you think you have enough?

b. Why does she think that?

v

She says that you have a low milk supply?

To answer:

1.

“Mika does not like to take thick porridge.”

a.

Mika does not seem to enjoy thick foods?

b. What foods have you tried?

c. Itis good to give Mika thick foods as he is over 6 months old.

2. “He doesn’t seem to want to suckle from me.”

a. Hashehad any bottle feeds?

b. How long has he been refusing?

c. He seems to be refusing to suckle?

3. “Itried feeding her from a bottle, but she spat it out.”

a. Whydid you try using a bottle?

b. She refused to suck from a bottle?

c. Haveyou tried to use a cup?

4. “My husband says our baby is old enough to stop breastfeeding now.”
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EXERCISE 6.C EMPATHIZING — SHOWING THAT YOU UNDERSTAND HOW THE MOTHER/CAREGIVER
FEELS

How to do the exercise:

Statements 1-4 are things that mothers might say.

Underneath statements 1-4 are three responses that you might make.

Underline the words in the mother’s statement that show something about how she feels. Mark the response that is most

emp

athetic.

For stories 5 and 6, underline the feeling words, then make up your own empathizing response.

Example:

My baby wants to feed so often at night that I feel exhausted.

a. How many times does he feed altogether?

b. Does he wake you every night?

v

c. Youare really tired with the night feeding.

To answer:

1. James has not been eating well for the past week. I am very worried about him.

a. You are anxious because James is not eating?

b. Whatdid James eat yesterday?

c. Children often have times when they do not eat well.

2. My breast milk looks so thin - I am afraid it is not good.

a. That’s the foremilk — it always looks rather watery.

b. You are worried about how your breast milk looks?

c.  Well, how much does the baby weigh?

w
—

feel there is no milk in my breasts, and my baby is a day old already.

a. You are upset because your breast milk has not come in yet?

b. Has she started suckling yet?

c. Italways takes a few days for breast milk to come in.

>
—

am anxious that if I breastfeed I will pass HIV on to my baby.

a. Icanseeyou are worried about breastfeeding your baby.

b. Would you like me to explain to you about how the HIV virus is passed from mothers to babies?

c.  What have you heard about other options for feeding your baby?
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5. Angelique brings Sammy to see you. He is 9 months old. Angelique is worried. She says: “Sammy is still breastfeeding and
I feed him three other meals a day, but I am so upset, he still looks so thin”.

What would you say to Angelique to empathize with how she feels?

6. Catherine comes to the clinic. She is pregnant with her first baby and has found out she has HIV. She says: “I am so
frightened that my mother-in-law might find out”.

What would you say to Catherine to empathize with how she feels?
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EXERCISE 6.D TRANSLATING JUDGING WORDS

JUDGING WORDS

Well Normal Enough Problem
good correct adequate fail
bad proper inadequate failure
badly right satisfied succeed

wrong plenty of success

sufficient
USING AND AVOIDING JUDGING WORDS

English Local language Judging question Non-judging question
well Ll Does he suckle well? How is he suckling?
Normal ... ... Are his stools normal? What are his stools like?
Enough ... ... Is he gaining enough weight? How is your baby growing?
Problem ... Do you have any problems How is breastfeeding going

breastfeeding?

for you?

Notes
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Session 7
Listening and learning: exercises 2 — breastfeeding

Introduction
You will now practise the six LISTENING AND LEARNING SKILLS that you learnt about in Session 5, with an emphasis on breastfeeding.
EXERCISES 7.A to 7.C are individual written exercises.

« For each exercise, read the instructions HOw To DO THE EXERCISE and the EXAMPLE of what to do.

2 Counselling skills

« Then write your answers in the section that says TO ANSWER.

« Ifpossible, use pencil, so that it is easier to correct the answers.

«  When you are ready, discuss your answers with a trainer.

«  Trainers will give feedback individually as you do the exercises, and will give you Answer sheets at the end of the session.

EXERCISE 7.D is a group exercise on judging words.

EXERCISE 7.A ASKING OPEN QUESTIONS

How to do the exercise:
Questions 1-4 are “closed” and it is easy to answer “yes” or “no”.

Write a new “open” question, which requires the mother to tell you more.

Example:
“Closed” question “Open” question
Do you breastfeed your baby? How are you feeding your baby?

To answer:

“Closed” questions “Open” questions

1. Does your baby sleep with you?

2. Areyou often away from your baby?

3. Areyour nipples sore?
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4. Optional short story exercise
(To do if you have time, or need more practice)
Joseph and Mabel bring 3-month-old Johnny to the clinic. They want to talk to you because he is not gaining weight.

Write two open questions that you would ask Joseph and Mabel. The questions must be ones that they cannot say just “yes” or
“no” to.

EXERCISE 7.B REFLECTING BACK WHAT A MOTHER/CAREGIVER SAYS

How to do the exercise:
Statements 1-3 are some things that mothers might tell you.

Underneath statements 1-3 are three responses. Mark the response that “reflects back” what the statement says. For statements 4
and 5 make up your own response that “reflects back” what the mother says.

Example:

My mother says that I don't have enough milk.

a. Do you think you have enough?

b. Why does she think that?

v/ | c.  She says that you have a low milk supply?

To answer:

1. My baby is passing a lot of stools — sometimes eight in a day.

a. Heis passing many stools each day?

b. What are the stools like?

c. Does this happen every day, or only in some days?

2. He doesn't seem to want to suckle from me.

a. Hashehad any bottle feeds?

b. How long has he been refusing?

c. He seems to be refusing to suckle?
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3.

I tried feeding her from a bottle, but she spat it out.

Session 7. Listening and learning: exercises 2 — breastfeeding

a. Why did you try using a bottle?

b. She refused to suck from a bottle?

c. Haveyoutried to use a cup?

For statements 4 and 5, make up your own responses that “reflect back” what the mother says.

4.

Sometimes he doesn’t pass a stool for 3 or 4 days.

5.

My husband says our baby is old enough to stop breastfeeding now.

6. Optional short story exercise

(To do if you have time, or need more practice)

You meet Cora in the market with her 2-month-old baby. You say how well the baby looks, and ask how she and the baby are
doing. She says “Oh, we're doing fine. But she needs a bottle feed in the evening”.
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What do you say, to reflect back what Cora says?

EXERCISE 7.C EMPATHIZING — SHOWING THAT YOU UNDERSTAND HOW THE MOTHER/CAREGIVER FEELS

How to do the exercise:
Statements 1-4 are things that mothers might say.
Underneath statements 14 are three responses that you might make.

Underline the words in the mother’s statement which show something about how she feels. Mark the response that
is most empathetic.

For statements 5 and 6 and stories 7 and 8, underline the feeling words, then make up your own empathizing response.

Example:

My baby wants to feed so often at night that I feel exhausted.

a. How many times does he feed altogether?

b. Does he wake you every night?

v’ | ¢. Youare really tired with the night feeding.

To answer:

1. James has not been eating well for the past week. I am very worried about him.

a. Youare anxious because James is not eating?

b. What did James eat yesterday?

c. Children often have times when they do not eat well.

2. My breast milk looks so thin — I am afraid it is not good.

a. That’s the foremilk — it always looks rather watery.

b. You are worried about how your breast milk looks?

c.  Well, how much does the baby weigh?
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3. Ifeel there is no milk in my breasts, and my baby is a day old already.

a. Youare upset because your breast milk has not come in yet?

b. Has he started suckling yet?

c. Italways takes a few days for breast milk to come in.

4. Tam anxious that if I breastfeed I will pass HIV on to my baby.

a. Icanseeyou are worried about breastfeeding your baby.

b. Would you like me to explain to you about how the HIV virus is passed from mothers to babies?

c.  What have you heard about other options for feeding your baby?

5. My breasts leak milk all day at work - it is so embarrassing.

6. Ihave bad pains in my stomach when he is breastfeeding.

7. Ednabrings baby Sammy to see you. She looks worried. She says “Sammy breastfeeds very often, but he still looks so thin

1”

What would you say to Edna to empathize with how she feels?
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Catherine comes to the clinic. She is pregnant with her first baby and has found out she has HIV. She says:
“I am frightened that my mother-in-law might find out”.

What would you say to Catherine to empathize with how she feels?

EXERCISE 7.D TRANSLATING JUDGING WORDS

JUDGING WORDS

Well Normal Enough Problem
good correct adequate fail
bad proper inadequate failure
badly right satisfied succeed

wrong plenty of success

sufficient
USING AND AVOIDING JUDGING WORDS

English Local language Judging question Non-judging question
Well Ll Does he suckle well? How is he suckling?
Normal ... ... Are his stools normal? What are his stools like?
Enough ... ... Is he gaining enough weight? How is your baby growing?
Problem ... Do you have any problems How is breastfeeding going

breastfeeding?

for you?
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Session 8
Building confidence and giving support

Objectives

After completing this session, participants will be able to:
o list the six SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT

e give an example of each skill

2 Counselling skills

« demonstrate the appropriate use of the skills when counselling on infant and young child feeding

Introduction

This counselling skills session is about building confidence and giving support. A mother easily loses confidence in herself.
This may lead her to feel that she is a failure and to give in to pressure from family and friends. You may need these skills to
help her to feel confident and good about herself.

It is important not to make a mother feel that she has done something wrong. A mother easily believes that there is something
wrong with herself, with how she is feeding her child, or with her breast milk if she is breastfeeding. This reduces her confidence.

It is important to avoid telling a mother what to do. Help each mother to decide for herself what is best for her and her baby.
This increases her confidence.

SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT

Skill 1. Accept what a mother/caregiver thinks and feels

Sometimes a mother has a mistaken idea that you do not agree with. If you disagree with her, or criticize, you make her
feel that she is wrong and she may not want to say any more to you. This reduces her confidence. If you agree with her, it is
difficult later to suggest something different.

It is more helpful to accept what she thinks. Accepting means responding in a neutral way, and not agreeing or disagreeing.
Reflecting back and using responses and gestures that show interest are both useful ways to show acceptance, as well as being
useful listening and learning skills.

Sometimes a mother feels very upset about something that you know is not a serious problem. If you say something such as
“Dor’t worry, there is nothing to worry about!”, you make her feel that she is wrong to feel the way that she does. This makes
her feel that you do not understand, and it reduces her confidence. If you accept that she is upset, it makes her feel that it is
alright to feel the way she does, so it does not reduce her confidence. Empathizing is one useful way to show acceptance of
how a mother feels.

Skill 2. Recognize and praise what a mother/caregiver and baby are doing right

As health workers, we are trained to look for problems. Often this means we see only what we think people are doing wrong,
and we try to correct them. As counsellors, we must learn to look for and recognize what mothers and babies do right. Then
we should praise or show approval of the good practices.

Praising good practices has these benefits:
it builds a mother’s confidence
« itencourages her to continue those good practices

« it makes it easier for her to accept suggestions later.
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Skill 3. Give practical help

Sometimes, practical assistance is more effective in helping the mother than speaking. For example:
«  when a mother feels tired or dirty or uncomfortable
« when she is hungry or thirsty

« when she has had alot of information already

« when she has a clear practical problem.
Some ways to give practical help are these:
+ help to make her clean and comfortable

«  give her a drink, or something to eat

+ hold the baby yourself while she gets comfortable, or washes, or goes to the toilet.

Practical help also includes showing caregivers how to prepare feeds, rather than just giving them a list of instructions.
It further includes practical help with breastfeeding, such as helping a mother with positioning and attaching, expressing
breast milk, relieving engorgement or preparing complementary feeds.

Skill 4. Give a little, relevant information

Relevant information is information that is useful for a mother now.
When you give a mother information, remember these points:
« tell her things that she can do today, not in a few weeks’ time

+ explaining the reason for a difficulty is often the most relevant information when it helps a mother to understand what
is happening

« tryto give only one or two pieces of information at a time, especially if she is tired and has already received a lot of advice
« give information in a positive way, so that it does not sound critical; this is especially important if you want to correct

a mistaken idea

«  wait until you have built her confidence, by accepting what she says and praising what she and her baby do right;
you do not need to give new information or to correct a mistaken idea immediately.

Skill 5. Use simple language

Use simple familiar terms to explain things to mothers. Remember that most people do not understand the technical terms
that health workers use.

Skill 6. Make one or two suggestions, not commands

Be careful not to tell or command a mother to do something. This does not help her to feel confident.

Instead, when you counsel a mother, suggest what she could do differently. Then she can decide whether she will try it or not.
This leaves her feeling in control, and helps her to feel confident.
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SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT

1. Accept what a mother/caregiver thinks and feels

2. Recognize and praise what a mother/caregiver and baby are doing right
3. Give practical help

4. Give alittle, relevant information

5. Usesimple language

6. Make one or two suggestions, not commands

COUNSELLING SKILLS CHECKLIST

Name of counsellor:

Name of observer:

Date of visit:

(v for Yes and X for No)

Did the counsellor:

Use LISTENING AND LEARNING SKILLS:

Keep the head level with mother/parent/caregiver?
Pay attention (eye contact)?

Remove barriers (tables and notes)?

Take time? Allow the mother/caregiver time to talk?
Use appropriate touch?

Ask open questions?

Use responses and gestures that showed interest?
Reflect back what the mother/caregiver said?

Empathize — showing that he or she understood how the mother/caregiver feels?

OoO0oooo0oooo0oao

Avoid using words that sound judging?

Use SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT:

Accept what the mother/caregiver thinks and feels?

Recognize and praise what the mother/caregiver and baby are doing right?
Give practical help?

Give a little, relevant information?

Use simple language?

O oOooood

Make one or two suggestions, not commands?

11
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Session 9

Building confidence and giving support: exercises 1 —

breastfeeding

Introduction

You will now practise the six SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT that you learnt about in Session 8.
The examples in this session are mostly about infants who are breastfeeding.

«  EXERCISES 9.A t0 9.F are individual written exercises.

«  Foreach exercise, read the instructions How to do the exercise and the Example of what to do.
« Then write your answers in the section that says To answer.

« Ifpossible, use pencil, so that it is easier to correct the answers.

«  When you are ready, discuss your answers with a trainer.

« Trainers will give feedback individually as you do the exercises and will give you Answer sheets at the end of the session.

EXERCISE 9.A ACCEPTING WHAT A MOTHER THINKS

How to do the exercise:

Statements 1 and 2 are mistaken ideas that mothers might hold.

Beside each mistaken idea are three responses. One agrees with the idea, one disagrees and one accepts the idea, without

either agreeing or disagreeing.

Below each response write whether the response agrees, disagrees or accepts.

Example:

Mother of a 6-month-old baby:“My baby has diarrhoea so it is not good to breastfeed now.”

You do not like to give him breast milk Itis quite safe to breastfeed a baby when Itis often better to stop breastfeeding
just now? he has diarrhoea. a baby when he has diarrhoea.
Accepts Disagrees Agrees

To answer:

1. Mother of a 1-month-old baby: “I give him drinks of water, because the weather is so hot now.”

Oh, that is not necessary! Breast milk Yes, babies may need extra drinks You feel that he needs drinks
contains plenty of water. of water in this weather. of water sometimes?

2. Mother of a 9-month-old baby: “I have not been able to breastfeed for two days, so my milk is sour.”

Breast milk is not very nice You are worried that your But milk never goes sour
after a few days. breast milk may be sour? in the breast!
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How to do the exercise:

Statements 3-5 are some more mistaken ideas that mothers might hold.
Make up one response that accepts what the mother says, without disagreeing or agreeing.

Example:

Mother of a 1-week-old baby: “I don't have enough milk because my breasts are so small”.

Mm. Mothers often worry about the size of their breasts.

I see you are worried about the size of your breasts.

Ah ha.

To answer:

3. “The first milk is not good for a baby — I cannot breastfeed until it has gone.”

4. “I don’t let her suckle for more than 10 minutes, because it would make my nipples sore.”

5. “I need to give him formula milk now that he is 2 months old. My breast milk is not enough for him now.”
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EXERCISE 9.B ACCEPTING WHAT A MOTHER FEELS

How to do the exercise:
After the stories 1 and 2 below, there are three responses.

Mark with a v the response that shows acceptance of how the mother feels.

Example:

Purla’s baby boy has a cold and a blocked nose, and is finding it difficult to breastfeed. As Purla tells you about it, she bursts

into tears.

Mark with a v the response that shows that you accept how Purla feels.

a. Don't worry — he is doing very well.

b. Youdon't need to cry — he will soon be better.

v c. Itsupsetting when a baby is ill, isn't it?

To answer:

Story1

Marion is in tears. She says that her breasts have become soft again, so her milk must be less, but the baby is only 3 weeks old.

a. Don't cry — I'm sure you still have plenty of milk.

b. You are really upset about this, I know.

c. Breasts often become soft at this time — it doesn’'t mean that you have less milk!

Story 2

Dora is very bothered. Her baby sometimes does not pass a stool for 1 or 2 days. When she does pass a stool, she pulls up her

knees and goes red in the face. The stools are soft and yellowish brown.

a. Youneedn't be so bothered — this is quite normal for babies.

b. Some babies dor’t pass a stool for 4 or 5 days.

c. Itreally bothers you when she does not pass a stool, doesn't it?
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EXERCISE 9.C PRAISING WHAT A MOTHER AND BABY ARE DOING RIGHT

How to do the exercise:

For story 3 below, there are three responses. They are all things that you might want to say to the mother.

Mark with a tick the response that praises what the mother and baby are doing right, to build the mother’s confidence.
For story 4 make up your own response to praise the mother.

Example:

A mother is breastfeeding her 3-month-old baby, and giving drinks of fruit juice. The baby has slight diarrhoea.

Mark the response that praises what she is doing right.

a. You should stop the fruit juice — that’s probably what is causing the diarrhoea.

v b. Itis good thatyou are breastfeeding — breast milk should help him to recover.

c. Itisbetter not to give babies anything but breast milk until they are about 6 months old.

To answer:

Story 3
The mother of a 3-month-old baby says that he is crying a lot in the evenings, and she thinks that her milk supply
is decreasing. The baby gained weight well last month.

a. Many babies cry at that time of day — it is nothing to worry about.

b. Heis growing very well — and that is on your breast milk alone.

c. Justlet him suckle more often — that will soon build up your milk supply.

Story 4
A 4-month-old baby is completely fed on replacement feeds from a bottle. She has diarrhoea. The growth chart shows that she
weighed 3.5 kg at birth, and that she has only gained 200 g in the last 2 months. The bottle smells very sour.
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EXERCISE 9.D GIVING A LITTLE, RELEVANT INFORMATION

How to do the exercise:
Below is a list of six mothers with babies of different ages.

Beside them are six pieces of information (a, b, ¢, d, e and f) that those mothers may need, but the information is not opposite
the mother who needs it most.

Match the piece of information with the mother and baby in the same set for whom it is most relevant at that time.
After the description of each mother there are six letters.

Put a circle round the letter that corresponds to the information that is most relevant for her. As an example, the correct
answer for Mother 11is already marked in brackets.

To answer:

1. Mother returning to work abcd(ef a.Foremilk normally looks watery, and
hindmilk is whiter
2. Mother with a 12-month-old baby abcdef b. Exclusive breastfeeding is best until
a baby is 6 months old
3. Mother who thinks that her milk is abcdef c. More suckling makes more milk
too thin
4. Mother who thinks that she does not abcdef d.Colostrum is all that a baby needs at
have enough breast milk this time
5. Mother with a 2-month-old baby who abcdef e. Night breastfeeds are good for a baby
is exclusively breastfed and help to keep up the milk supply
6. Anewly delivered mother who wants abcdef f. Breastfeeding is valuable for 2 years or
to give her baby prelacteal feeds more
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EXERCISE 9.E USING SIMPLE LANGUAGE

How to do the exercise:
Below are two pieces of information that you might want to give to mothers.
The information is correct, but it uses technical terms that a mother who is not a health worker might not understand.

Rewrite the information in simple language that a mother could easily understand.

Example:
Information: Using simple language:
Colostrum is all that a baby needs in the first few days. The first yellowish milk that comes is exactly what a baby needs
for the first few days.
To answer:
Information: Using simple language:

1. Exclusive breastfeeding is best up to 6 months of age.

2. To suckle effectively, a baby needs to be well
attached to the breast.
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EXERCISE 9.F MAKING ONE OR TWO SUGGESTIONS, NOT COMMANDS

How to do the exercise:

Below are some commands that you might want to give to a breastfeeding mother.

Rewrite the commands as suggestions. In your answer, you only need to give ONE answer.

The box below gives some examples of ways to make suggestions, not commands. You may find this helpful when doing the exercises.

Suggestions include:

«  Haveyou considered...?

«  Would it be possible...?

«  What about trying... to see if it works for you?
«  Would you be able to?

«  Have you thought about...? Instead of...?

«  You could choose between...and...and...

«  Perhaps... might work.

o Usually... Sometimes... Often...

« It may not suit you, but some mothers...a few women...

MAKING SUGGESTIONS, NOT COMMANDS

Commands use the imperative form of verbs (give, do, bring) and words such as always, never, must, should.

Example:

Command

Suggestions

Keep the baby in bed with you so that he can feed at night!

It might be easier to feed him at night if he slept in bed with you.
Would it be easier to feed him at night if he slept with you?

To answer:

Command

Suggestions

Do not give your baby any drinks of water or glucose
water, before she is at least 6 months old!

Feed him more often, whenever he is hungry, then your
milk supply will increase!
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Session 10

Building confidence and giving support: exercises 2 —
complementary feeding

Introduction

You will now practise the six SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT that you learnt about in Session 8.
The examples in this session are mostly about complementary feeding of children aged 6 up to 24 months.

o EXERCISES 10A to 10F are individual written exercises.

«  Foreach exercise, read the instructions How to do the exercise and the Example of what to do.
« Then write your answers in the section that says To answer.

« Ifpossible, use pencil, so that it is easier to correct the answers.

«  When you are ready, discuss your answers with a trainer.

« Trainers will give feedback individually as you do the exercises and will give you Answer sheets at the end of the session.

EXERCISE 10.A ACCEPTING WHAT A MOTHER THINKS

How to do the exercise:
Statements 1 and 2 are mistaken ideas that mothers might hold.

Beside each mistaken idea are three responses. One agrees with the idea, one disagrees and one accepts the idea,
without either agreeing or disagreeing.

Beside each response write whether the response agrees, disagrees or accepts.

2 Counselling skills

Mother of a healthy 19-month- old baby whose weight is on the median: “I am worried that my child will become
a fat adult so I will stop giving him milk.”

You ave worried about giving him milk? Itis important that childven have some milk ~ Yes, fat babies tend to turn into fat adults.
in their diet until they are at least 2 years
of age.
Accepts Disagrees Agrees

To answer:

1. Mother of a 7-month-old baby: “My child is not eating any food that I offer so I will have to stop breastfeeding so often.
Then he will be hungry and will eat the food.”

Oh, no, you must not give him less breast I see... Yes, sometimes babies do get
milk. Thatis a bad idea. full up on breast milk?
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2. Mother of a 12-month-old child: “My baby has diarrhoea so I must stop giving him any solids.”

Yes, often foods can make the diarrhoea You are worried about giving foods But solids help a baby to grow and gain
worse. at the moment? weight again — you must not stop them
now.

How to do the exercise:
Statements 3 and 4 are some more mistaken ideas that mothers might hold.

Make up one response that accepts what the mother says, without disagreeing or agreeing.

To answer:

3. “My neighbour’s child eats more than my child and he is growing much bigger. I must not be giving my child enough food.”

4. “I am worried about giving my 1-year-old child family food in case she chokes.”

EXERCISE 10.B ACCEPTING WHAT A MOTHER FEELS

How to do the exercise:

After the stories 1 and 2 below, there are three responses.

Mark with a v the response that shows acceptance of how the mother feels.

Example:

Edith’s baby boy has not gained much weight over the past 2 months. As Edith tells you about it, she bursts into tears.

Mark with a v the response that shows that you accept how Edith feels.

a. Don't worry — I am sure he will gain weight soon.

b. Shall we talk about what foods to give your baby?

v c. Youre really upset about this aren’t you?
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To answer:

Story 1

Agnes is in tears. Her baby is refusing to eat vegetables and she is worried.

a. Don't cry — many children do not eat vegetables.

b. You are really worried about this, I know.

c. Itisimportant that your baby eats vegetables for the vitamins he needs.

Story 2

Susan is crying. Since starting complementary foods, her baby has developed a rash on her buttocks. The rash looks like a

nappy rash.

a. Don't cry — it is not serious.

b. Lots of babies have this rash — we can soon make it better.

c. Youare really upset about this rash, aren’t you?

EXERCISE 10.C PRAISING WHAT A MOTHER AND BABY ARE DOING RIGHT

How to do the exercise:

For stories 3 and 4 below, make up a response that praises something the mother and baby are doing right. In your answer,

you only need to give ONE answer.

Example:

A mother is giving her 9-month-old baby fizzy drinks.
She is worried that he is not eating his meals well.

He is growing well at the moment. She offers him
three meals and one snack per day.

Itis good that you are offering him three meals and one snack
per day.

Your child is growing well on the food you are giving him.

To answer:

Story 3

A15-month-old child is breastfeeding and having thin
porridge and sometimes tea and bread. She has not
gained weight for 6 months, and is thin and miserable.

Story 4
A 9-month-old baby and his mother have come to see
you. Here is the growth chart of the baby.
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EXERCISE 10.D GIVING A LITTLE, RELEVANT INFORMATION

How to do the exercise:
Below is a list of four mothers with babies of different ages.

Beside them are four pieces of information (a, b, ¢ and d) that those mothers may need; but the information is not opposite
the mother who needs it most.

Match the piece of information with the mother and baby in the same set for whom it is most relevant at that time.
After the description of each mother there are four letters.

Put a circle round the letter that corresponds to the information that is most relevant for her.

To answer:

1. Mother with a 7-month old baby a b ¢ d a.Children need extra water at this age

about 4-5 cups in a hot climate.

2. Mother with a 15-month-old baby who a b ¢ d b. Children who start complementary
is getting two meals per day feeding at 6 completed months of age

grow well.

3. Mother with a 12-month-old baby who a b c d c. Growing children of this age need
thinks that the baby is too old to breastfeed 3—4 meals per day plus 1-2 snacks if
any longer hungry, in addition to milk.

4. Mother of a non-breastfed child who is a b c d d.Breastfeeding to at least 2 years of
11 months old age helps a child to grow strong and

healthy.

EXERCISE 10.E USING SIMPLE LANGUAGE

How to do the exercise:
Below are two pieces of information that you might want to give to mothers.
The information is correct, but it uses technical terms that a mother who is not a health worker might not understand.

Rewrite the information in simple language that a mother could easily understand.

Example:
Information: Using simple language:
Dark-green leaves and yellow-coloured fruit and Dark-green leaves and yellow-coloured vegetables help the
vegetables are rich in vitamin A. child to have healthy eyes and fewer infections.

To answer:

Information: Using simple language:

1. Breastfeeding beyond 6 months of age is good as
breast milk contains absorbable iron, calories and
zinc.

2. Non-breastfed children aged 14 months should
receive protein, zinc and iron in appropriate
quantities.
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EXERCISE 10.F MAKING ONE OR TWO SUGGESTIONS, NOT COMMANDS

How to do the exercise:
Below are some commands that you might want to give to a breastfeeding mother.
Rewrite the commands as suggestions. In your answer, you only need to give ONE answer.

The box below gives some examples of ways to make suggestions, not commands. You may find this helpful when doing the exercises.

MAKING SUGGESTIONS, NOT COMMANDS

Commands use the imperative form of verbs (give, do, bring) and words such as always, never, must, should.
Suggestions include:

«  Haveyou considered...?

«  Would it be possible...?

«  What about trying... to see if it works for you?

«  Would you be able to?

«  Have you thought about...? Instead of...?

«  You could choose between...and...and...

« It may not suit you, but some mothers...a few women...

o Perhaps... might work.

o Usually... Sometimes... Often...

Example:
Command Suggestions
“You must start complementary foods when your baby Children who start complementary foods at 6 completed months
is 6 completed months old.” grow well and are active and content.

Could you start some foods in addition to milk now that
your baby is 6 completed months old?

To answer:

Command Suggestions

“You must use thick foods.”

“Your child should be eating a full bowl of food by 1 year
of age”
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Breastfeeding







Session 11

Why breastfeeding is important 1

Objectives

After completing this session, participants will be able to:
o state the advantages of exclusive breastfeeding

o list the risks of artificial feeding

¢ describe the main differences between breast milk and artificial milks

Introduction

The World Health Organization (WHO) and United Nations Childrer’s Fund (UNICEF) recommend that infants should be

exclusively breastfed for the first 6 months of life, starting within 1 hour after birth, and to continue breastfeeding up to 2 years

of age or beyond. You need to understand why breastfeeding is important, so you can help to support mothers who may have
doubts about the value of breast milk. You also need to know the differences between breast milk and artificial milks.

The advantages of breastfeeding

This diagram summarizes the main advantages of breastfeeding. It is useful to think of the advantages of both breast milk

(listed on the left) and breastfeeding (listed on the right).

Advantages of breastfeeding

Breast milk
- Perfect nutrients

- Easily digested;
efficiently used

« Protects against
infection

« Protects against
long-term
noncommunicable
diseases

11/2

Breastfeeding

- Helps bonding and
development

« Helps delay a new
pregnancy

. Protects mothers’
health

« Costs less than artificial feeding
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Nutrients in human and animal milks

11/3b
Nutrients in human and animal milks

Human Cow’s Goat’s

Fat

Protein NN §

Lactose

N

Formula milks are made from a variety of products, including animal milks, soybean and vegetable oils. Although they have
been adjusted so that they are more like human milk, they are still far from perfect for babies.

In order to understand the composition of formula milk, we need to understand the differences between animal and human
milk and how animal milks need to be modified to produce formula milk.

This chart compares the nutrients in breast milk with the nutrients in fresh cow’s and goat’s milk. All the milks contain fat,
which provides energy; protein for growth; and a milk sugar called lactose, which also provides energy.

The animal milk contains more protein than human milk. It is difficult for a baby’s immature kidneys to excrete the extra
waste from the protein in animal milks.

Human milk also contains essential fatty acids that are needed for a baby’s growing brain and eyes, and for healthy blood
vessels. These fatty acids are not present in animal milks, but may have been added to formula milk.

The quality of proteins in different milks

11/4
Quality of proteins in different milks

Human milk Cow’s milk

4—— Wheyprotein ——p

Anti-infective
proteins

—— cuds —— P

Easy to digest Difficult to digest

The protein in different milks varies in quality, as well as in quantity. While the quantity of protein in cow’s milk can be
modified to make formula milk, the quality of proteins cannot be changed.

This chart shows that much of the protein in cow’s milk is casein. Casein forms thick, indigestible curds in a baby’s stomach.

Human milk contains more whey proteins. The whey proteins contain anti-infective proteins, which help to protect a baby
against infection.

Artificially fed babies may develop intolerance to protein from animal milk. They may develop diarrhoea, abdominal pain,
rashes and other symptoms when they have feeds that contain the different kinds of protein.
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Protection against infection

11/5
Protection against infection

1. Mother infected 2. White cells in the
« 3 mother’s body make
\ /N / antibodies to protect

// p her

4. Antibodies to the N, N p 3. Some white cells go
mother’s infection to her breasts and
secreted in milk to A make antibodies

protect her baby there

Breast milk contains white blood cells, and a number of anti-infective factors, which help to protect a baby against many
infections. Breastfeeding protects babies against diarrhoeal and respiratory illness and also ear infections, meningitis and
urinary tract infections.

This diagram shows that when a mother develops an infection (1), white cells in her body become active, and make antibodies
against the infection to protect her (2). Some of these white cells go to her breasts and make antibodies (3), which are secreted
in her breast milk to protect her baby (4).

So a baby should not be separated from their mother when she has an infection, because her breast milk protects the baby
against the infection.

Variations in the composition of breast milk

Colostrum is the special breast milk that women produce in the first few days after delivery. It is thick and yellowish
or clear in colour. It contains more protein than mature milk.

Mature milk is the breast milk that is produced after a few days. The quantity becomes larger, and the breasts feel full,
hard and heavy. Some people call this the breast milk “coming in”.

Foremilk is the milk that is produced early in a feed.
Hindmilk is the milk that is produced later in a feed.

Hindmilk looks whiter than foremilk, because it contains more fat. This fat provides much of the energy of a breastfeed.
This is an important reason not to take a baby off a breast too quickly. The baby should be allowed to continue until they
have had all that they want.

Foremilk looks thinner than hindmilk. It is produced in larger amounts, and provides plenty of protein, lactose and other
nutrients. Because breastfeeding babies get large amounts of foremilk, they get all the water that they need from it.
Babies do not need other drinks of water before they are 6 months old, even in a hot climate. If they satisfy their thirst

on water, they may take less breast milk.
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11/7

Colostrum
Property Importance
« Antibody rich - protects against allergy & infection
« Manywhite cells - protects against infection
« Purgative - clears meconium

- helps to prevent jaundice
« Growth factors - helps intestine to mature

- prevents allergy, intolerance
« RichinvitaminA - reduces severity of infection
- prevents eye disease

Colostrum contains more antibodies and other anti-infective proteins than mature milk. It also contains more white blood
cells than mature milk. Colostrum helps to prevent the bacterial infections that are a danger to newborn babies and provides
the first immunization against many of the diseases that a baby meets after delivery.

Colostrum has a mild purgative effect, which helps to clear the baby’s gut of meconium (the first dark stools). This clears
bilirubin from the gut, and helps to prevent jaundice from becoming severe.

Colostrum contains many growth factors that help a baby’s immature intestine to develop after birth. This helps to prevent
the baby from developing allergies and intolerance to other foods.

Colostrum is rich in vitamin A, which helps to reduce the severity of any infections the baby might have.

So it is very important for babies to have colostrum for their first few feeds. Colostrum is ready in the breasts when a baby
is born. Babies should not be given any drinks or foods before they start breastfeeding. Artificial feeds given before a baby
has colostrum are likely to cause allergy and infection.

Psychological benefits of breastfeeding

Breastfeeding helps a mother and baby to form a close, loving relationship, which makes mothers feel deeply satisfied
emotionally. Close contact from immediately after delivery helps this relationship to develop. This process is called bonding.

Babies tend to cry less if they are breastfed and may be more emotionally secure. Some studies suggest that breastfeeding
may help a child to develop intellectually. Low-birth-weight babies fed breast milk in the first weeks of life perform better
on intelligence tests in later childhood than children who are artificially fed.

Risks of artificial feeding

This chart summarizes the main risks of artificial feeding.

11/10
Risks of artificial feeding

. Interferes with bonding

« More diarrhoea and persistent diarrhoea
« More frequent respiratory infections

« Malnutrition; vitamin A deficiency

« More allergy and milk intolerance

« Increased risk of some chronic diseases

. Obesity

« Lower scores on intelligence tests

« Mother may become pregnant sooner

« Increased risk of anaemia, ovarian cancer and breast
cancer in the mother
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Breast milk in the second year of life

For the first 6 months of life, exclusive breastfeeding can provide all the nutrients and water that a normal, full-term baby
needs. From the age of 6 months, breast milk is no longer sufficient by itself. In Session 1, we learnt that all babies need
complementary foods from 6 months, in addition to breast milk. However, breast milk continues to be an important source

Session 11. Why breastfeeding is important 1

Breast milk in the second year of life

100%

75%

50%

Percentage of daily needs

0% 4

25%

Energy Protein Iron

Nutrient

Vitamin A

a Gap

11/11

@ Providedby
550 mL breast

milk

of energy and high-quality nutrients beyond 6 months of age.

Notes
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Session 12
How breastfeeding works 1

Objectives

After completing this session, participants will be able to:

e name the main parts of the breast and describe their function

» describe the hormonal control of production and ejection of breast milk

« describe the difference between good and poor attachment of a baby at the breast

« describe the difference between effective and ineffective suckling

Introduction

In this session, you will learn about the anatomy and physiology of breastfeeding. In order to help mothers, you need
to understand how breastfeeding works.

You cannot learn a specific way of counselling for every situation, or every difficulty. But if you understand how
breastfeeding works, you can work out what is happening, and help each mother to decide what is best for her.

Anatomy of the breast

12/2
Anatomy of the breast

Oxytocin makes

uscle cells {
M them contract

Prolactin makes

\ o Milk-secreting cells { them secrete milk

Ducts

= Areola
Montgomery’s glands

Alveoli
Supporting
tissue and fat

This diagram shows the anatomy of the breast.

The dark skin around the nipples is called the areola. In the areola are small glands called Montgomery’s glands, which
secrete an oily fluid to keep the skin healthy (clean and lubricated). Inside the breast are the alveoli, which are very small sacs
made of milk-secreting cells. There are millions of alveoli — the diagram shows only a few. The box shows three of the alveoli
enlarged. A hormone called prolactin makes these cells produce milk.

Around the alveoli are muscle cells, which contract and squeeze out the milk. A hormone called oxytocin makes the muscle
cells contract. Small tubes, or ducts, carry milk from the alveoli to the outside. Milk is stored in the alveoli and small ducts
between feeds. The larger ducts beneath the areola dilate during feeding and hold the breast milk temporarily during the feed.

The secretory alveoli and ducts are surrounded by supporting tissue and fat. It is the fat and other tissue that give the breast
its shape, and that make most of the difference between large and small breasts. Small breasts and large breasts both contain
about the same amount of gland tissue, so they can both make plenty of milk.
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Prolactin

i 12/3
Prolactin

« Secreted during and after feed to produce next feed

Sensory impulses
from nipples

Prolactin in blood

Baby suckling

* More prolactin
secreted at night

* Suppresses ovulation

When a baby suckles at the breast, sensory impulses go from the nipple to the brain. In response, the pituitary gland at the
base of the brain secretes prolactin. Prolactin goes in the blood to the breast, and makes the milk-secreting cells produce milk.
The more a baby suckles, the more milk the breasts produce.

Most of the prolactin is in the blood about 30 minutes after the feed — so it makes the breast produce milk for the next feed.
For this feed, the baby takes the milk that is already in the breast.

If a mother has two babies, and they both suckle, her breasts make milk for two. If a baby stops suckling, the breasts soon
stop making milk.

Sometimes people suggest that to make a mother produce more milk, we should give her more to eat, more to drink, more
rest or medicines. It is important for a mother to eat and drink enough, but these things do not help her to produce milk
if her baby does not suckle.

More prolactin is produced at night, so breastfeeding at night is especially helpful for keeping up the milk supply.
Hormones related to prolactin suppress ovulation, so breastfeeding can help to delay a new pregnancy. Breastfeeding
at night is important for this.
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Oxytocin

12/4
Oxytocin reflex

- Works before or during feed to make milk flow

Sensory impulses from
nipples

Oxytocin in blood

Baby suckling
Makes uterus contract

When a baby suckles, sensory impulses go from the nipple to the brain. In response, the pituitary gland at the base
of the brain secretes the hormone oxytocin. Oxytocin goes in the blood to the breast, and makes the muscle cells around
the alveoli contract.

This makes the milk that has collected in the alveoli flow along the ducts to the larger ducts beneath the areola. Here the
milk is stored temporarily during the feed. This is the oxytocin reflex, the milk-ejection reflex or the “let-down” reflex.

Oxytocin is produced more quickly than prolactin. It makes the milk in the breast flow for this feed. Oxytocin can start
working before a baby suckles, when a mother learns to expect a feed. If the oxytocin reflex does not work well, the baby
may have difficulty in getting the milk. It may seem as if the breasts have stopped producing milk. However, the breasts
are producing milk, but it is not flowing out.

Oxytocin makes a mother’s uterus contract after delivery. This helps to reduce bleeding, but it sometimes causes uterine
pain and a rush of blood during a feed for the first few days. The pains can be quite strong.

The oxytocin reflex is easily affected by a mother’s thoughts and feelings. Good feelings, for example feeling pleased with her
baby, or thinking lovingly of them, and feeling confident that her milk is the best for the baby, can help the oxytocin reflex to
work and her milk to flow. Sensations such as touching or seeing her baby, or hearing the baby cry, can also help the reflex.
But bad feelings, such as pain, or worry, or doubt that she has enough milk, can hinder the reflex and stop her milk from
flowing. Fortunately, this effect is usually temporary.

12/5
Helping and hindering the oxytocin reflex

These help the reflex These hinder the reflex

« Worry

« Stress
« Thinks lovingly of baby

« Sounds of baby
- Sight of baby

« Pain

« Doubt

« Touches baby

- Confidence
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SIGNS AND SENSATIONS OF AN ACTIVE OXYTOCIN REFLEX
A mother may notice:
« Asqueezing or tingling sensation in her breasts just before she feeds her baby, or during a feed
«  Milk flowing from her breasts when she thinks of her baby, or hears him crying
«  Milk dripping from her other breast, when her baby is suckling
«  Milk flowing from her breasts in fine streams, if her baby comes off the breast during a feed
«  Pain from uterine contractions, sometimes with a rush of blood, during feeds in the first week

+  Slow deep sucks and swallowing by the baby, which show that breast milk is flowing into the baby’s mouth

Control of breast-milk production within the breast

You may wonder why sometimes one breast stops making milk, while the other breast continues to make milk —
although oxytocin and prolactin go equally to both breasts. The diagram that follows shows why.

There is a substance in breast milk that can reduce or inhibit milk production. If a lot of milk is left in a breast, the inhibitor
stops the cells from secreting any more. This helps to protect the breast from the harmful effects of being too full. This is
obviously necessary if a baby dies or stops breastfeeding for some other reason. If breast milk is removed, by suckling or
expression, the inhibitor is also removed. Then the breast makes more milk.

This helps you to understand why:

« Ifababy stops suckling from one breast, that breast stops making milk.

« Ifababy suckles more from one breast, that breast makes more milk and becomes larger than the other.
It also helps you to understand why:

o  Forabreast to continue to make milk, the milk must be removed.

« Ifababy cannot suckle from one or both breasts, the breast milk must be removed by expression, to enable production
to continue.

12/6
Inhibitor in breast milk

If breast remains full
of milk, secretion
stops
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Attachment to the breast

12/8 12/9

Good and poor attachment Attachment (outside appearance)

What differences do you see? What differences do you see?
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THE FOUR KEY SIGNS OF GOOD ATTACHMENT are:

1. The baby’s mouth is wide open.

2. 'The baby’s lower lip is turned outwards.

3. The baby’s chin is touching the mother’s breast.

4. More areola is seen above the baby’s top lip than below the bottom lip.

Results of poor attachment

If a baby is poorly attached, and “nipple sucks”, it is painful for the mother. Poor attachment is the most important cause
of sore nipples. As the baby sucks hard to try to get the milk, they pull the nipple in and out. This makes the nipple skin rub
against their mouth. If a baby continues to suck in this way, it can damage the nipple skin and cause cracks (also known

as fissures). As the baby does not remove breast milk effectively, the breasts may become engorged, and the baby may be
unsatisfied and cry a lot. Eventually, if breast milk is not removed, the breasts may make less milk. A baby may fail to gain
weight and the mother may feel she is a breastfeeding failure.

To prevent this, all mothers need skilled help to position and attach their babies. Babies should not be given feeding bottles,
especially before breastfeeding is established.

Reflexes in the baby

12/11

Reflexes in the baby

Rooting reflex

When something touches the
lips, the baby opens the mouth

Skill

and puts the tongue down and
forward

Sucking reflex

When something touches
the palate, the baby sucks

The mother
learns to
position the baby

The baby learns
to take the breast

Swallowing reflex

When the mouth fills
with milk, the baby
swallows

There are three main reflexes — the rooting reflex, the sucking reflex and the swallowing reflex.

When something touches a baby’s lips or cheek, the baby opens their mouth and may turn the head to find it. The baby puts
the tongue down and forward. This is the “rooting” reflex. It should normally be the breast that the baby is “rooting” for.
When something touches a baby’s palate, they start to suck it. This is the sucking reflex. When the baby’s mouth fills with
milk, they swallow. This is the swallowing reflex. All these reflexes happen automatically, without the baby having to learn
to do them.
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Session 13
Assessing a breastfeed 1

Objectives

After completing this session, participants will be able to:
e explain THE FOUR KEY SIGNS OF GOOD ATTACHMENT

o assess a breastfeed by observing a mother and baby

identify a mother who may need help

recognize signs of good and poor attachment and positioning

explain the contents and arrangement of the JOB AID: BREASTFEED OBSERVATION

Introduction

Assessing a breastfeed helps you to decide whether a mother needs help or not, and how to help her. You can learn a lot about
how well or badly breastfeeding is going by observing, before you ask questions. There are some things you can observe when

a baby is not breastfeeding. Other things you can only observe if a baby is breastfeeding.
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Mother's name:

Baby's name:

JOB AID: BREASTFEED OBSERVATION

Date:

Baby's age:

Signs that breastfeeding is going well:

GENERAL

Mother:
O Mother looks healthy

O Mother relaxed and comfortable

O Signs of bonding between mother and baby
Baby:

O Baby looks healthy

O Baby calm and relaxed

O Baby reaches or roots for breast if hungry

Signs of possible difficulty:

Mother:

O
O
O

Mother looks ill or depressed
Mother looks tense and uncomfortable

No mother/baby eye contact

Baby:

O
O
O

Baby looks sleepy or ill
Baby is restless or crying

Baby does not reach or root

BREASTS
O Breasts look healthy

O No pain or discomfort

O Breast well supported with fingers away from nipple

Breasts look red, swollen, or sore

O Breast or nipple painful

Breasts held with fingers on areola

BABY'S POSITION
O Baby’s head and body in line

O Baby held close to mother’s body
O Baby’s whole body supported

O Baby approaches breast, nose to nipple

o o o o

Baby’s neck and head twisted to feed
Baby not held close
Baby supported by head and neck only

Baby approaches breast, lower lip/chin to nipple

BABY'S ATTACHMENT
O Baby’s mouth open wide

O Lower lip turned outwards
O Baby’s chin touches breast

O More areola seen above baby’s top lip

o o o o

Baby’s mouth not open wide
Lips pointing forward or turned in
Baby’s chin not touching breast

More areola seen below bottom lip

SUCKLING

O Slow, deep sucks with pauses
O Cheeks round when suckling
O Baby releases breast when finished

O Mother notices signs of oxytocin reflex

Rapid shallow sucks
Cheeks pulled in when suckling
Mother takes baby off the breast

No signs of oxytocin reflex noticed
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Figs. 13.1to0 13.3 illustrate correct and incorrect ways to hold a baby for breastfeeding (Fig. 13.1), for how the mother should
hold her breast (Fig. 13.2) and for how the baby attaches to the breast for feeding (Fig. 13.3).

a. Baby's body close, facing breast b. Baby's body away from mother, neck twisted
Face-to-face attention from mother No mother/baby eye contact

Fig. 13.1 How does the mother hold her baby?

a. Resting her fingers on her chest wall so that her b. Holding her breast too near the nipple
first finger forms a support at the base of the breast

Fig. 13.2 How does the mother hold her breast?
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a. Ababywho is well attached to the mother’s breast b. Ababy who is poorly attached to the mother’s breast

Fig.13.3 How is the baby attached to the breast?

EXERCISE 13.A USING THE JOB AID: BREASTFEED OBSERVATION

In this exercise, you practise recognizing the signs of good and poor attachment in some slides of babies breastfeeding. In some
of the photographs, you will also see signs of good and poor positioning.

With Slides 13/8 and 13/9, use your observations to practise filling in one of the JoB AID: BREASTFEED OBSERVATION forms on
the following pages. There are two forms. Fill in one form for each slide.

« Ifyouseeasign, make a tick in the box next to the sign.

« Ifyoudo not see a sign, leave the box empty.
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JOB AID: BREASTFEED OBSERVATION — SLIDE 13/8

Mother's name:

Baby's name:

Date:

Baby's age:

Signs that breastfeeding is going well:

GENERAL

Mother:
O Mother looks healthy

O Mother relaxed and comfortable

O Signs of bonding between mother and baby
Baby:

O Baby looks healthy

O Baby calm and relaxed

O Baby reaches or roots for breast if hungry

Signs of possible difficulty:

Mother:
O Mother looks ill or depressed

O Mother looks tense and uncomfortable
O No mother/baby eye contact

Baby:

O Baby looks sleepy orill

O Baby is restless or crying

O Baby does not reach or root

BREASTS
O Breasts look healthy

O No pain or discomfort

O Breast well supported with fingers away from nipple

O Breasts look red, swollen, or sore
O Breast or nipple painful

O Breasts held with fingers on areola

BABY'S POSITION
O Baby’s head and body in line

O Baby held close to mother’s body
O Baby’s whole body supported

O Baby approaches breast, nose to nipple

O Baby’s neck and head twisted to feed
O Baby not held close
O Baby supported by head and neck only

O Baby approaches breast, lower lip/chin to nipple

BABY'S ATTACHMENT

O Baby’s mouth open wide
O Lower lip turned outwards
O Baby’s chin touches breast

O More areola seen above baby’s top lip

O Baby’s mouth not open wide
O Lips pointing forward or turned in
O Baby’s chin not touching breast

O More areola seen below bottom lip

SUCKLING

O Slow, deep sucks with pauses
O Cheeks round when suckling
O Baby releases breast when finished

O Mother notices signs of oxytocin reflex

O Rapid shallow sucks
O Cheeks pulled in when suckling
O Mother takes baby off the breast

O No signs of oxytocin reflex noticed
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Mother's name:

Baby's name:

JOB AID: BREASTFEED OBSERVATION — SLIDE 13/9

Date:

Baby's age:

Signs that breastfeeding is going well:

GENERAL

Mother:
O Mother looks healthy

O Mother relaxed and comfortable

O Signs of bonding between mother and baby
Baby:

O Baby looks healthy

O Baby calm and relaxed

O Baby reaches or roots for breast if hungry

Signs of possible difficulty:

Mother:

O
O
O

Mother looks ill or depressed
Mother looks tense and uncomfortable

No mother/baby eye contact

Baby:

O
O
O

Baby looks sleepy or ill
Baby is restless or crying

Baby does not reach or root

BREASTS
O Breasts look healthy

O No pain or discomfort

O Breast well supported with fingers away from nipple

Breasts look red, swollen, or sore

O Breast or nipple painful

Breasts held with fingers on areola

BABY'S POSITION
O Baby’s head and body in line

O Baby held close to mother’s body
O Baby’s whole body supported

O Baby approaches breast, nose to nipple

o o o o

Baby’s neck and head twisted to feed
Baby not held close
Baby supported by head and neck only

Baby approaches breast, lower lip/chin to nipple

BABY'S ATTACHMENT
O Baby’s mouth open wide

O Lower lip turned outwards
O Baby’s chin touches breast

O More areola seen above baby’s top lip

o o o o

Baby’s mouth not open wide
Lips pointing forward or turned in
Baby’s chin not touching breast

More areola seen below bottom lip

SUCKLING

O Slow, deep sucks with pauses
O Cheeks round when suckling
O Baby releases breast when finished

O Mother notices signs of oxytocin reflex

Rapid shallow sucks
Cheeks pulled in when suckling
Mother takes baby off the breast

No signs of oxytocin reflex noticed
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Session 14
Positioning a baby at the breast 1

Objectives

After completing this session, participants will be able to:

explain THE FOUR KEY SIGNS OF GOOD POSITIONING
describe how a mother should support her breast for feeding
demonstrate the main positions — sitting, lying, underarm and across

help a mother to position her baby at the breast, using THE FOUR KEY SIGNS OF GOOD POSITIONING
in different positions

Introduction

Always observe a mother breastfeeding before you help her. Take time to see what she does, so that you can understand her
situation clearly. Do not rush to make her do something different.

Give a mother help only if she has difficulty. Some mothers and babies breastfeed satisfactorily in positions that would make
difficulties for others. This is especially true with babies that are more than about 2 months old. There is no point trying to
change a baby’s position if the baby is getting breast milk effectively, and the mother is comfortable.

Let the mother do as much as possible herself. Be careful not to “take over” from her. Explain what you want her to do. If possible,
demonstrate on your own body to show her what you mean.

Make sure that she understands what you do, so that she can do it herself. Your aim is to help her to position her own baby.
It does not help if you can get a baby to suckle, if the mother cannot.
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How to help a mother to position her baby

How TO HELP A MOTHER POSITION HER BABY

«  Greet the mother and ask how the breastfeeding is going.

«  Assess abreastfeed.

«  Explain what might help, and ask whether she would like you to show her.
«  Make sure that she is comfortable and relaxed.

« Sitdown yourselfin a comfortable, convenient position.

«  Explain how to hold her baby, and show her if necessary.
The four key points are:

- Baby’shead and body are in line

Baby held close to the mother’s body

Baby’s whole body supported
- Baby approaches breast, nose to nipple
«  Show her how to support her breast:
- With her fingers against her chest wall below her breast
- With her first finger supporting the breast
- With her thumb above
- Her fingers should not be too near the nipple
«  Explain or show her how to help the baby to attach:
- Touch her baby’s lips with her nipple
- Wait until her baby’s mouth is opening wide
- Move her baby quickly onto her breast, aiming the lower lip below the nipple
«  Notice how she responds and ask her how her baby’s suckling feels.

«  Look for signs of good attachment. If the attachment is not good, try again.

You can orient the mother in relation to steps 1, 2, 3 and 4 of positioning the baby, using either the right or left hand and arm
to show them: (1) slap the hand on the opposite forearm (demonstrating where the baby’s head lies); (2) slap the palm and
whole arm against the stomach (demonstrating that the baby is close to the mother and turns towards the mother); (3) slap
the arm on the opposite palm (demonstrating that mother supports the buttocks, not holds); and (4) swing the hand and arm
behind the waist (demonstrating that the baby’s hand and arm should be behind the mother).

Fig. 14.11illustrates the correct way to position the baby for breastfeeding.
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Fig.14.1 The mother’s nipple is touching her baby’s lips; the baby is opening his mouth
and putting his tongue forward ready to take the breast

To make sure the mother/pregnant woman remembers the signs of attachment, you can ask her to point to themself, and
name in sequence: (1) the baby’s mouth is wide open; (2) the lower lip is turned outwards; (3) the baby’s chin is touching the
mother’s breast; and (4) more of the darker skin (areola) is seen above the baby’s top lip than below the bottom lip.

1. The baby’s mouth is wide open.
2. The baby’s lower lip is turned outwards.
3. The baby’s chin is touching the mother’s breast.

4. More areola is seen above the baby’s top lip than below the bottom lip.

How to help a mother who is sitting

Greet the mother, introduce yourself, and ask her name and her baby’s name. Ask her how she is and ask one or two open
questions about how breastfeeding is going. Assess a breastfeed. Ask whether you may see how her baby breastfeeds, and ask
her to put the baby to her breast in the usual way. (If the baby has had a feed recently, you may have to arrange to come back
later.) Observe the breastfeed. If you decide that the mother needs help to improve her baby’s attachment, first say something
encouraging, such as: “He really wants your breast milk, doesn’t he?”

Then explain what might help and ask whether she would like you to show her. For example, say something such as:
“Breastfeeding might be more comfortable for you if (baby’s name) took a larger mouthful of breast when he suckles. Would
you like me to show you how?” If she agrees, you can start to help her. Make sure that she is sitting in a comfortable, relaxed
position. Sit down yourself, so that you also are comfortable and relaxed, and in a convenient position to help.

Explain to the mother how to hold her baby. Show her what to do if necessary.

Make these four key points about positioning a baby clear:

THE FOUR KEY SIGNS OF GOOD POSITIONING
1. The baby’s head and body are in line.
2. The baby is held close to the mother’s body.
3. The baby’s whole body is supported.

4. The baby approaches the breast, nose to nipple.
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Show her how to support her breast with her hand to offer it to her baby:

+  Sheshould place her fingers flat on her chest wall under her breast, so that her first finger forms a support at the base of
the breast.

+  She can use her thumb to press the top of her breast slightly. This can improve the shape of the breast so that it is easier
for her baby to attach well.

»  She should not hold her breast too near to the nipple.
«  Explain how she should touch her baby’s lips with her nipple, so that the baby opens their mouth.

«  Explain that she should wait until her baby’s mouth is opening wide, before she moves the baby onto her breast. The baby’s
mouth needs to be wide open, to take a large mouthful of breast.

Explain or show her how to quickly move her baby to her breast, when the baby is opening their mouth wide. She should bring
her baby to her breast. She should not move herself or her breast to her baby. She should aim her baby’s lower lip below her
nipple, so that their chin will touch her breast.

Notice how the mother responds. Does she seem to have pain? Does she say “Oh that feels better!” If she says nothing, ask her
how her baby’s suckling feels. Look for all the signs of good attachment. If the attachment is not good, try again.

THE FOUR KEY SIGNS OF GOOD ATTACHMENT
1. The baby’s mouth is wide open.
2. 'The baby’s lower lip is turned outwards.
3. The baby’s chin is touching the mother’s breast.

4. More areola is seen above the baby’s top lip than below the bottom lip.

Other ways for a mother who is sitting to position her baby
Mothers breastfeed in many different positions.

Some useful positions that you may want to show mothers are:

« the underarm position ( see Fig. 14.2)

+ holding the baby with the arm opposite the breast (see Fig. 14.3).

Fig.14.2 A mother holding her baby in the Fig. 14.3 A mother holding her baby with the
underarm position arm opposite the breast

Useful for: Useful for:

« twins «  very small or low-birth-weight babies

+  blocked duct « sick babies

« difficulty attaching the baby «  blocked duct

+  very small or low-birth-weight babies
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How to help a mother who is lying down

Help the mother to lie down in a comfortable, relaxed position. It is better if she is not “propped up” on her elbow, as this can
make it difficult for the baby to attach to the breast.

Show her how to hold her baby (see Fig. 14.4). Exactly the same four key points on positioning are important, as for a mother
who is sitting. She can support her baby with her lower arm. She can support her breast if necessary, with her upper arm.
1f she does not support her breast, she can hold her baby with her upper arm.

Fig. 14.4 A mother breastfeeding her baby lying down

Notes
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Session 15
Taking a feeding history — 0 up to 6 months 1

Objectives

After completing this session, participants will be able to:

take a feeding history of an infant aged 0 up to 6 months
demonstrate appropriate use of the JOB AID: FEEDING HISTORY — 0 UP TO 6 MONTHS

Introduction

In this session, you will learn how to take a feeding history of a child aged o up to 6 months. The baby may be breastfeeding
or receiving another form of milk, and may or may not be receiving complementary feeds.

The JoB AID: FEEDING HISTORY — O UP TO 6 MONTHS will help you to remember the main questions to ask for any infant.

HOW TO TAKE A FEEDING HISTORY — 0 UP TO 6 MONTHS

Greet the woman in a kind and friendly way.

Use the mother’s name and the baby’s name (if appropriate).

Ask her to tell you about herself and her baby in her own way, starting with the things that she feels are important.
Look at the child’s growth chart. It may tell you some important facts and save you asking some questions.

Ask the questions that will tell you the most important facts.
The JoB AID: FEEDING HISTORY — O UP TO 6 MONTHS is a guide to the facts that you may need to learn about.
Decide what you need to know from each of the six sections.

Be careful not to sound critical.
Use SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT.

Try not to repeat your questions.
If you need to repeat a question, first say: “Can [ make sure that I have understood clearly?” and then, for example,
“You said that (name) had both diarrhoea and pneumonia last month?”

Take time to learn about more difficult, sensitive things.
For example:
- What does the baby’s father say? Her mother? Her mother-in-law?

- Is the mother happy about having the baby now? About the baby’s sex?

Some mothers tell you these things spontaneously. Others tell you when you empathize, and show that you understand
how they feel. Others take longer. If a mother does not talk easily, wait, and ask again later, or on another day, perhaps
somewhere more private.
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JOB AID: FEEDING HISTORY — 0 UP TO 6 MONTHS

Mother's name: Date:

Baby's name: Baby's age:

Particular concerns about feeding of child:

FEEDING

«  Milk (breast milk, formula, cow’s milk, other)

«  Frequency of milk feeds

« Length of breastfeeds/quantity of other milks

« Night feeds

«  Other foods in addition to milk (when started, what, frequency)
«  Other fluids in addition to milk (when started, what, frequency)
o Use of bottles and how cleaned

« Feeding difficulties (breastfeeding/other feeding)

HEALTH

«  Growth chart (birth weight, weight now; length at birth, length now)
«  Urine frequency per day (6 times or more)

«  Stools (frequency, consistency)

« Illnesses

PREGNANCY, BIRTH AND EARLY FEEDS (where applicable)
« Antenatal care

« Feeding discussed at antenatal care

« Delivery experience

« Rooming-in

+  Prelacteal feeds

«  Postnatal help with feeding

MOTHER’'S CONDITION AND FAMILY PLANNING
« Age

« Health - including nutrition and medications

+ Breasthealth

«  Family planning

PREVIOUS INFANT FEEDING EXPERIENCE
«  Number of previous babies

«  How many breastfed and for how long

« Ifbreastfed — exclusive or mixed fed

«  Other feeding experiences

FAMILY AND SOCIAL SITUATION
e  Work situation
e Economic situation

«  Family’s attitude to infant feeding practices
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The JoB AID: FEEDING HISTORY — 0 UP TO 6 MONTHS

The JoB AID: FEEDING HISTORY — O UP TO 6 MONTHS is a guide to organize your thoughts, so that you do not get lost when you
talk with a mother who has an infant or young child.

Itis a good idea to ask a mother something from each section, to make sure you are clear about any difficulties she may be
having. If at any time a mother wants to tell you something that is important to her, let her tell you that first. Ask about the
other things afterwards.

Remember to use your counselling skills when you are taking a history from a mother. Try to ask questions in an open way,
although you may also have to ask some closed questions if you need specific information. Remember to use other counselling
skills, such as reflecting back, empathy and praise, in between questions, so that the mother is encouraged to talk more and to
feel confident.

DEMONSTRATION 15.A TAKING A FEEDING HISTORY — 0 UP TO 6 MONTHS

Health worker:  Good morning, I am Nurse Jane. May I ask your name, and your baby’s name?

Mother: Good morning, nurse; I am Mrs Green and this is my daughter Lucy.

Health worker:  Sheis lovely — how old is she?

Mother: She is 5 months now.

Health worker:  Yes—and she is taking an interest in what is going on, isn't she? Tell me, what milk have you been giving her?

Mother: Well, I started off breastfeeding her, but she is so hungry and I never seemed to have enough milk, so I had to
give her bottle feeds as well.

Health worker:  Oh dear, it can be very worrying when a child is always hungry. You decided to start bottle feeds? What are you
giving her?

Mother: Well, I put some milk in the bottle and then mix in a spoonful or two of cereal.

Health worker: ~ When did she start these feeds?

Mother: Oh, when she was about 2 months old.

Health worker:  About 2 months. How many bottles do you give her each day?

Mother: Oh, usually two — I mix up one in the morning and one in the evening, and then she just sucks it when she wants
to — each bottle lasts quite a long time.

Health worker:  So she just takes the bottle little by little? What kind of milk do you use?

Mother: Yes —well, if I have formula, I use some of that; or else I just use cow’s milk and mix in some water, or sweetened
milk, because they are cheaper. She likes the sweet milk!

Healthworker:  Formula is very expensive isn't it? Tell me more about the breastfeeding. How often is she doing that now?

Mother: Oh she breastfeeds when she wants to — quite often in the night, and about 4 or 5 times in the day — I don't count.
She likes it for comfort.

Health worker:  She breastfeeds at night?

Mother: Yes she sleeps with me.

Health worker:  Oh that makes it easier, doesn’t it? Did you have any other difficulties with breastfeeding, apart from worrying
about not having enough?

Mother: No, it wasn’t difficult at all.

Health worker: Do you give her anything else yet? Any other foods or drinks?

Mother: No - Iwor’t give her food for a long time yet. She is quite happy with the bottle feeds.

Health worker:  Can you tell me how you clean the bottles?

Mother: Ijust rinse them out with hot water. Ifi have soap I use that, but otherwise just water.

87

3 Breastfeeding



Infant and young child feeding counselling: an integrated course. Participant’s manual, second edition

Health worker:

Mother:

Health worker:

Mother:

Health worker:

Mother:

Health worker:

Mother:

Health worker:

Mother:

Health worker:

Mother:

Health worker:

Mother:

Health worker:

Mother:

Health worker:

Mother:

Health worker:

Mother:

Health worker:

Mother:

Health worker:

Mother:

OK. Now can you tell me about how Lucy is. Has she got a growth chart? Can I see it? [mother hands over growth
chart] Thank you, now let me see ... She was 3.5 kg and 51 cm when she was born, she was 5.5 kg and 59 cm when
she was 2 months old, and now she is 6.0 kg and 66 cm. You can see that she gained weight fast for the first 2 months,
but it is a bit slower since then. Can you tell me whether Lucy has had any illnesses?

Well, she had diarrhoea twice last month, but she seemed to get better. Her stools are normal now.

Can I ask about the earlier days — how was your pregnancy and delivery?
They were normal.

What did they tell you about feeding her when you were pregnant, and soon after she was born? Did anyone
show you what to do?
Nothing - they told me to breastfeed her, but that was all. The nurses were so busy, and I came home after 1 day.

They just told you to breastfeed?
Yes — but I didw’t have any milk in my breasts even then, so I gave her some glucose water until the milk started.

Itis confusing isn’t it when your breasts feel soft after delivery? You need help then, don't you?
Yes.

Can I ask about you? How old are you?
Sure—Iam 22.

And how is your health?
Lam fine.

How are your breasts?
I have had no trouble with my breasts.

May I ask whether you are thinking about another pregnancy at any time? Have you thought about family
planning?
No - I haver’t thought about it — I thought that you can't get pregnant when you are breastfeeding.

Well, it is possible if you are also giving other feeds. We will talk about it more later if you like. Is Lucy your first
baby?
Yes. And I do not want another one just yet.

Tell me about how things are at home — ave you going out to work?
No -1 am a housewife now. I may try to find a job later when Lucy is older.

Who else do you have at home to help you?

Lucy’s father is with me. He has a job as a driver and he is very fond of Lucy, but he thinks she should not
breastfeed at night — he thinks she breastfeeds too much and he wants her to sleep in another bed. But I am not
sure ... He says that too much breastfeeding is what gives her diarrhoea.

15/2 15/3
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Session 16
Common breastfeeding difficulties

Objectives

After completing this session, participants will be able to identify the causes of, and help mothers with,
the following difficulties:

e “not enough milk”

e acrying baby

o breastrefusal

Introduction

In previous sessions, we have looked at ways to find out how mothers are managing with breastfeeding.

These include:

« good counselling skills to encourage a mother to tell you what is worrying her

. assessing a breastfeed, using your skills of observation to see whether a baby is well positioned and well attached
. taking a detailed feeding history.

There are many reasons why mothers stop breastfeeding or start to mix feed, even if they decided antenatally to breastfeed
exclusively.

When helping mothers with difficulties, you will need to use all the skills you have learnt so far. Lay counsellors and
community health workers have important roles to support mothers through these difficulties, as mothers may not visit
a health facility to seek help.

“Not enough milk”

One of the most common reasons for a mother to stop breastfeeding is that she thinks she does not have enough milk.
Usually, even when a mother thinks that she does not have enough breast milk, her baby is in fact getting all that they need.
Almost all mothers can produce enough breast milk for one or even two babies.

Sometimes a baby does not get enough breast milk. But it is usually because they are not suckling enough, or not suckling
effectively (see SESSION 12: HOW BREASTFEEDING WORKS 1). It is rarely because their mother cannot produce enough.

So it is important to think not about how much milk a mother can produce, but about how much milk a baby is getting.

16/3

Reliable signs that a baby is not getting
enough milk

Poor weight gain

« less than 500 g per month

Small amount of concentrated urine
- fewer than six times per day

For the first 6 months of life, a baby should gain at least 500 g in weight each month; 1 kg is not necessary, and not usual.
If a baby does not gain 500 g in a month, they are not gaining enough weight.

An exclusively breastfed baby who is getting enough milk usually passes dilute urine at least 6—8 times in 24 hours. If a baby
is having other drinks, for example water, as well as breast milk, you cannot be sure they are getting enough milk if they are
passing lots of urine.
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16/4

Possible signs that a baby is not getting
enough breast milk

« Baby is not satisfied after breastfeeds

« Baby cries often

« Very frequent breastfeeds

« Verylong breastfeeds

. Baby refuses to breastfeed

« Baby has hard, dry or green stools

« Baby has infrequent small stools

« No milk comes out when the mother tries to express
« The breasts did not enlarge (during pregnancy)

« Milk did not “come in” (after delivery)

There are several possible signs that a baby is not getting enough milk. Although these signs may worry a mother, there may
be other reasons for them, so they are not reliable. For example, a baby may cry often because they have colic, although they
might be getting plenty of milk.

REASONS WHY A BABY MAY NOT GET ENOUGH BREAST MILK

Infrequent feeds
No night feeds
Short feeds

Poor attachment
Bottles, pacifiers
Other foods

Other fluids (water,
teas)

Dislike of breastfeeding
Rejection of baby

Tiredness

Pregnancy

Severe malnutrition
Alcohol

Smoking

Retained piece of
placenta (rare)

Poor breast
development (very rare)

MOTHER: MOTHER:
BREASTFEEDING PSYCHOLOGICAL PHYSICAL
FACTORS FACTORS CONDITION BABY'S CONDITION
Delayed start Lack of confidence Contraceptive pill Ilness
Feeding at fixed times Worry, stress (estrogen), diuretics Abnormality

These are COMMON

These are NOT COMMON

The reasons in the first two columns (BREASTFEEDING FACTORS and MOTHER: PSYCHOLOGICAL FACTORS) are common. The
reasons in the second two columns (MOTHER: PHYSICAL CONDITION and BABY’S CONDITION) are not common. So it is not
common for a mother to have a physical difficulty in producing enough breast milk.

How to help mothers with “not enough milk”

Firstly, find out whether the baby is really getting enough breast milk or not (using the reliable signs). If the baby is not getting
enough breast milk you need to find out why, so that you can help the mother. If the baby is getting enough breast milk, but
the mother thinks that they aren’t, you need to find out why she doubts her milk supply, so that you can build her confidence.
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Babies who are not getting enough breast milk: low milk intake

Use your counselling skills to take a good feeding history. Assess a breast feed to check positioning and attachment and to
look for bonding or rejection. Use your observation skills to look for illness or physical abnormality in the mother or baby.
Make suggestions, depending on the cause of the insufficient milk. Always arrange to see the mother again soon. If possible,
see the mother and baby daily until the baby is gaining weight and the mother feels more confident. It may take 3—7 days for
the baby to gain weight.

Babies who are getting enough milk but the mother thinks they are not:
apparent milk insufficiency

Use your counselling skills to take a good feeding history. Try to learn what may be causing the mother to doubt her milk
supply. Explore the mother’s ideas and feelings about her milk and pressures she may be experiencing from other people
regarding breastfeeding. Assess a breastfeed, to check positioning and attachment and to look for bonding or rejection.
Praise the mother about good points about breastfeeding technique and good points about her baby’s development. Correct
mistaken ideas without sounding critical (see Fig. 16.1). Always arrange to see the mother again soon. These mothers are at
risk of introducing other foods and fluids and need a lot of support until their confidence is built up again.

Fig.16.1If a baby passes plenty of urine, it usually means that they are getting plenty of breast milk
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Mrs Singh says she does not have enough milk. Her baby is 3 months old and crying “all the time”. Her baby gained 200 g
last month. Mrs Singh manages the family farm by herself, so she is very busy. She breastfeeds her baby about 2—3 times
at night, and about twice during the day when she has the time. She does not give her baby any other food or drink.

What could you say to empathize with Mrs Singh?

Mrs Singh says she does not have enough breast milk — do you think her baby is getting enough milk?

What do you think is the cause of Mrs Singl’s baby not getting enough milk?

Can you suggest how Mrs Singh could give her baby more breast milk?
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Crying baby

We will now look at another common reason for a mother to stop breastfeeding — the crying baby. Many mothers start
unnecessary foods or fluids because they think that their baby “cries too much’. They think that their baby is hungry, and that
they do not have enough milk. These additional foods and drinks do not make a baby cry less. Sometimes a baby cries more.

A baby who cries a lot can upset the relationship between the baby and their mother, and can cause tension among other
members of the family. An important way to help a breastfeeding mother is to counsel her about her baby’s crying.

REASONS WHY BABIES CRY
Discomfort (dirty, hot, cold)
Tiredness (too many visitors)
Ilness or pain (changed pattern of crying)
Hunger (not getting enough milk, growth spurt)
Mother’s food (any food, sometimes cow’s milk)
Drugs mother takes (caffeine, cigarettes, other drugs)
Colic
“High-needs” babies

Causes of crying

Hunger due to growth spurt

A baby seems very hungry for a few days, possibly because they are growing faster than before. The baby demands to be fed
very often. This is commonest at the ages of about 2 weeks, 6 weeks and 3 months, but can occur at other times. If the baby
suckles often for a few days, the breast-milk supply increases, and the baby breastfeeds less often again.

Mother’s food

Sometimes a mother notices that her baby is upset when she eats a particular food. This is because substances from the food pass
into her milk. It can happen with any food, and there are no special foods to advise mothers to avoid, unless she notices a problem.

Colic

Some babies cry a lot without one of the above causes. Sometimes the crying has a clear pattern. The baby cries continuously
at certain times of day, often in the evening. The baby may pull up their legs as if they have abdominal pain. The baby may
appear to want to suckle, but it is very difficult to comfort them. Babies who cry in this way may have a very active gut, or
wind, but the cause is not clear. This is called “colic”. Colicky babies usually grow well, and the crying usually becomes less
after the baby is 3 months old.

“High-needs” babies

Some babies cry more than others, and they need to be held and carried more. In communities where mothers carry their
babies with them, crying is less common than in communities where mothers like to put their babies down to leave them,
or where they put them to sleep in separate cots.

How to help mothers whose babies cry a lot

As with “not enough milk”, you have to try to find the cause of the crying, so that you can help the mother. Use your
counselling skills to take a good feeding history. Help the mother to talk about how she feels and empathize with her.
She may be tired, frustrated and angry.

Accept her ideas about the cause of the problem and how she feels about the baby. Try to learn about pressures from other
people and what they think the cause of the crying is.
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Assess a breastfeed to check the baby’s suckling position and the length of a feed. Make sure the baby is not ill or in pain.
Check the growth and refer if necessary. Where relevant, praise the mother that her baby is growing well and is not ill or

bad or naughty.

Demonstrate ways to carry and comfort a crying baby (see Fig. 16.2). Give relevant information where appropriate

a. Holding the baby along your b. Holding the baby round his c. Father holding the baby
forearm abdomen, on your lap against his chest

Fig.16.2 Some different ways to hold a colicky baby

Mrs Biyela’s baby is 3 months old. She says that for the last few days he has suddenly started crying to be fed very often.
She thinks that her milk supply has suddenly decreased. Her baby has breastfed exclusively until now and has gained

weight well.

What could you say to empathize with Mrs Biyela?

What could you praise to build Mrs Biyela’s confidence?

What relevant information could you give to Mrs Biyela?
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Refusal to breastfeed

Refusal by the baby is a common reason for stopping breastfeeding. However, it can often be overcome. Refusal can cause
great distress to the baby’s mother. She may feel rejected and frustrated by the experience.

There are different kinds of refusal:

« Sometimes a baby attaches to the breast, but then does not suckle or swallow, or suckles very weakly.

« Sometimes a baby cries and fights at the breast, when their mother tries to breastfeed them.

«  Sometimes a baby suckles for a minute and then comes off the breast, choking or crying. The baby may do this several
times during a single feed.

«  Sometimes a baby takes one breast, but refuses the other.

You need to know why a baby is refusing to breastfeed, before you can help the mother and baby to enjoy breastfeeding again.

Most reasons why babies refuse to breastfeed fall into one of these categories.
« Thebabyisill, in pain or sedated (see Fig. 16.3)
 Difficulty with breastfeeding technique

«  Change that upsets the baby

«  Apparent, not real, refusal

Fig.16.3 A baby may be unable to suckle because they are sick
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Ilness, pain, discomfort or sedation
(especially in the first week)

CAUSES OF REFUSAL TO BREASTFEED

Difficult delivery (e.g. brain damage)
Infection

Pain from bruise (vacuum, forceps)
Sedation (drugs given to mother)
Blocked nose

Sore mouth (thrush, teething)

Difficulty with breastfeeding technique
(especially in the first month)

Separation from mother after delivery

Use of bottles and pacifiers while breastfeeding
Not getting much milk (e.g. poor attachment)
Pressure on back of head when positioning
Delay “coming in”, engorgement

Mother shaking her breast

Restricting the length of feeds

Difficulty coordinating suckle

Change that upsets the baby
(especially aged 3—12 months)

Separation from mother (e.g. if mother returns to work)
New carer or too many carers

Change in the family routine

Mother ill

Mother has breast problem (e.g. mastitis)

Mother menstruating

Change in smell of mother

Apparent refusal

Neonate - rooting
Age 4-8 months — distraction

Above 1year - self-weaning

Fig.16.4 Sometimes a baby refuses because breastfeeding has become unpleasant or frustrating
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How to help mothers whose babies refuse the breast

Help the mother to do these things:

HELPING A MOTHER AND BABY TO BREASTFEED AGAIN

Keep her baby close — no other carers

- Give plenty of skin-to-skin contact at all times, not just at feeding times

- Sleep with her baby

- Askother people to help in other ways

Offer her breast whenever her baby is willing to suckle

—  When her baby is sleepy, or after a cup feed

— When she feels her ejection reflex working

Help her baby to take the breast

- Express breast milk into the baby’s mouth

- Position the baby so that they can attach easily to the breast — try different positions
- Avoid pressing the back of the baby’s head or shaking the mother’s breast

Feed her baby by cup

- Express her breast milk to keep the supply and keep her breasts healthy

- Give her own expressed breast milk if possible; if necessary, give artificial feeds

- Avoid using bottles, teats or pacifiers

Mrs Barlow delivered a baby by vacuum extraction 2 days ago. The baby has a bruise on her head. When Mrs Barlow
tries to feed her, she screams and refuses. Mrs Barlow is very upset and feels that breastfeeding will be too difficult for
her baby, and you notice that her hand is pressing on the bruise.

What could you say to empathize with Mrs Barlow?

What praise and relevant information could you give to build Mrs Barlow’s confidence?
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What practical help could you give to Mrs Barlow?

Summary

Notice how all the skills you have learnt so far can be used to help mothers in different situations: LISTENING AND LEARNING
SKILLS; SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT; assessing a breastfeed; helping a mother to position and
attach her baby; taking a detailed feeding history.

In many situations, there may be no treatment, so giving the mother relevant information and suggestions is very important.

Notes
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Session 17
Expressing breast milk 1

Objectives

After completing this session, participants will be able to:

« list the situations when expressing breast milk is useful

« explain how to stimulate the oxytocin reflex

« rub a mother’s back to stimulate the oxytocin reflex

o demonstrate how to select and prepare a container for expressed breast milk
o describe how to store breast milk

e explain to a mother the steps of expressing breast milk by hand

Introduction

In this session, you will learn how to express breast milk effectively. There are many situations in which expressing breast milk
is useful and important, to enable a mother to initiate or continue breastfeeding.

Many mothers are able to express plenty of breast milk using rather strange techniques. If a mother’s technique works for her,
let her do it that way. But if a mother is having difficulty expressing enough milk, teach her a more effective technique.
Expressing milk is useful to:

« leave breast milk for a baby when their mother goes out or goes to work

« feed alow-birth-weight baby who cannot breastfeed

« feed a sick baby who cannot suckle enough

« keep up the supply of breast milk when a mother or baby is ill

« prevent leaking when a mother is away from her baby

« help a baby to attach to a full breast

« help with breast health conditions, e.g. engorgement (see SESSIONS 19 and 28: BREAST CONDITIONS 1 and 2)

« facilitate the transition to another method of feeding or to heat-treat breast milk (see MODULE 7: HIV AND INFANT FEEDING).
All mothers should learn how to express their milk, so that they know what to do if the need arises. It is important that all

those who care for breastfeeding mothers should be able to teach mothers how to express their milk.

Breast milk can be stored for about 8 hours at room temperature or up to 24 hours in a refrigerator.

Stimulating the oxytocin reflex

The oxytocin reflex may not work as well when a mother expresses as it does when a baby suckles. A mother needs to know
how to help her oxytocin reflex, or she may find it difficult to express her milk (see Fig. 17.1).
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HOW TO STIMULATE THE OXYTOCIN REFLEX
+  Help the mother psychologically:

- Build her confidence.

- Try to reduce any sources of pain or anxiety.

- Help her to have good thoughts and feelings about the baby.
«  Help the mother practically. Help or advise her to:

- Sit quietly and privately or with a supportive friend.
Some mothers can express easily in a group of other mothers who are also expressing for their babies.

- Hold her baby with skin-to-skin contact if possible.
She can hold her baby on her lap while she expresses. If this is not possible, she can look at the baby. If this is
not possible, sometimes even looking at a photograph of her baby helps.

-~ Warm her breasts.
For example, she can apply a warm compress, or warm water, or have a warm shower. Warn her that she should
test the temperature to avoid burning herself.

- Stimulate her nipples.
She can gently pull or roll her nipples with her fingers.

- Massage or stroke her breasts lightly.
Some women find that it helps if they stroke the breast gently with finger tips or with a comb.
Some women find that it helps to gently roll their closed fist over the breast towards the nipple.

- Askahelper to rub her back.

P A

Fig.17.1 A helper rubbing a mother’s back to stimulate the oxytocin reflex

How to express breast milk by hand

Hand expression is the most useful way to express milk. It needs no appliance, so a woman can do it anywhere, at any time.
A woman should express her own breast milk. The breasts are easily hurt if another person tries.

If you are showing a woman how to express, show her on your own body as much as possible, while she copies you. If you need
to touch her to show her exactly where to press her breast, be very gentle.

104



Session 17. Expressing breast milk 1

HOW TO PREPARE A CONTAINER FOR EXPRESSED BREAST MILK
«  Choose a cup, glass, jug or jar with a wide mouth.
«  Wash the cup in soap and water (this can be done the day before).
«  Pour boiling water into the cup, and leave it f or a few minutes. Boiling water will kill most of the germs.

«  When ready to express milk, pour the water out of the cup.

How TO EXPRESS BREAST MILK BY HAND

Teach a mother to do this herself. Do not express her milk for her. Touch her only to show her what to do, and be
gentle. Teach her to:

«  Wash her hands thoroughly.
« Sitor stand comfortably, and hold the container near her breast.

«  Puther thumb on her breast above the nipple and areola, and her first finger or first two fingers on the breast
below the nipple and areola, opposite the thumb. She supports the breast with her other fingers (see Fig.17.2).

«  Pressher thumb and first finger or first two fingers slightly inwards towards the chest wall. She should avoid
pressing too far, or she may block the milk ducts.

o« Press her breast behind the nipple and areola between her first finger or first two fingers and thumb. She should
press on the larger ducts beneath the areola. Sometimes in a lactating breast, it is possible to feel the ducts. They
are like pods, or peanuts. If she can feel them, she can press on them.

«  Pressand release, press and release. This should not hurt — if it hurts, the technique is wrong. At first no milk may
come, but after pressing a few times, milk starts to drip out. It may flow in streams if the oxytocin reflex is active.

+  Pressthe areola in the same way from the sides, to make sure that milk is expressed from all segments of the breast.
«  Avoid rubbing or sliding her fingers along the skin. The movement of the fingers should be more like rolling.

«  Avoid squeezing the nipple itself. Pressing or pulling the nipple cannot express the milk. It is the same as the baby
sucking only the nipple.

«  Express one breast for at least 3—5 minutes until the flow slows; then express the other side; and then repeat both
sides. She can use either hand for either breast, and change when they tire.

«  Alternate between breasts 5 or 6 times. Stop expressing when the milk no longer flows.

«  Explain that to express breast milk adequately takes 20-30 minutes, especially in the first few days when only a
little milk may be produced. It is important not to try to express in a shorter time.

« Ifsheis expressing colostrum in the first one or two days, collect it in a 2 or 5 mL syringe as it comes from the
nipple. A helper can do this. This avoids wasting the milk, which can happen with a small volume of milk in a large
container.

+  Some mothers find pushing slightly inwards towards the chest wall at the same time as compressing the breast
helps to increase milk flow.

Avoid the following:
«  Squeezing the nipple — this can block milk flow

« Sliding the fingers on the breast — friction can make the breasts sore
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a. Place the first finger or first two fingers and
thumb each side of the areola and press
inwards towards the chest wall

b. Press behind the nipple and areola between
your first finger or first two fingers and thumb

c. Press from the sides to empty all segments

Fig.17.2 How to express breast milk by hand

How often a mother should express milk

How often a mother should express her milk depends on the reason for expressing the milk. Usually, she should express as
often as the baby would breastfeed.

To establish lactation, to feed a low-birth-weight or sick neonate, she should start to express milk on the first day, as soon as
possible after delivery. She may only express a few drops of colostrum at first, but it helps production of breast milk to begin,
in the same way that a baby suckling soon after delivery helps production to begin.

She should express as much as she can, as often as her baby would breastfeed. This should be at least every 3 hours, including
during the night. If she expresses only a few times, or if there are long intervals between expressions, she may not be able to
produce enough milk.

To keep up her milk supply to feed a sick baby, she should express at least every 3 hours.

To build up her milk supply, if it seems to be decreasing after a few weeks, she should express very often for a few days (every
2 hours or even every hour), and at least every 3 hours during the night.

To leave milk for a baby while she is out at work, she should express as much as possible before she goes to work, to leave for
her baby. It is also very important to express while at work, to help keep up her supply.

To relieve symptoms, such as engorgement, or leaking at work, she should express only as much as is necessary.
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Session 18
Cup-feeding

Objectives

After completing this session, participants will be able to:

list the advantages of cup-feeding
estimate the volume of milk to give to a baby according to weight

demonstrate how to cup-feed safely

Introduction

In this session, you will learn how to help a mother cup-feed a baby safely. Cup-feeding has many advantages over bottle feeding:

Cups are easy to clean with soap and water, if boiling is not possible.
Cups are less likely than bottles to be carried around for a long time, giving bacteria time to breed.
Cup-feeding is associated with less risk of diarrhoea, ear infections and tooth decay.

A cup cannot be left beside a baby, for the baby to feed themself. The person who feeds a baby by cup has to hold the baby
and look at them and give them some of the contact that they need.

A cup does not interfere with suckling at the breast.
A cup enables a baby to control their own intake, at their own pace.

A baby sits semi-upright to cup-feed, which reduces the risk of aspiration. Milk must not be poured into the baby’s mouth.
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How TO FEED A BABY BY CUP

Wash your hands.

Wrap the baby in a cloth to hold their hands by their side, and to support their back.
Hold the baby sitting upright or semi-upright on your lap.

Put a cloth in front to protect the baby’s clothes from spilled milk.

Place the estimated amount of milk for one feed into the cup.

Hold the small cup of milk to the baby’s lips.

- Tip the cup so that the milk just reaches the baby’s lips.

- The cup rests lightly on the baby’s lower lip, and the edges of the cup touch the outer part of the baby’s upper lip.
The baby becomes alert, and opens their mouth and eyes.

- Alow-birth-weight baby starts to take the milk into their mouth with their tongue.
- A full-term or older baby sucks the milk, spilling some of it.

Do not pour the milk into the baby’s mouth. Just hold the cup to their lips and let them take it themself (sipping
or lapping).

When the baby has had enough, they will close their mouth and will not take any more. If the baby has not taken
the calculated amount, they may take more next time, or you may need to feed them more often.

Measure the baby’s intake over 24 hours — not just at each feed.

Fig.18.1illustrates how to cup-feed a baby.
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Session 18. Cup-feeding

Amount of milk to give to babies

The amount of milk that a baby takes at each feed varies with all methods of feeding. Let the baby decide when they have taken
enough. If a baby takes a very small feed, offer extra at the next feed, or give the next feed early, especially if the baby shows
signs of hunger.

If a mother produces only a small amount of breast milk, be sure to give it all to her baby. Help her to feel that this small
amount is valuable, especially to prevent infection. This helps her confidence, and will help her to produce more milk.

Low-birth-weight babies need only very small volumes during the early days. If the mother can express even a small amount
of colostrum, it is often all that her baby needs.

AMOUNT OF MILK TO GIVE TO BABIES WHO CANNOT BREASTFEED
What milk to give

«  Choice 1: expressed breast milk (if possible from the baby’s mother, or from a donor); this may be pasteurized
or heat-treated according to local policy.

«  Choice 2: formula milk made up according to the instructions and World Health Organization (WHO) guidelines
Amount of milk to give

Babies who weigh 2.5 kg or more

« 150 mL milk/kg body weight per day

« Divide the total into 8 feeds, and give 3-hourly

Babies who weigh less than 2.5 kg (low birth weight)

«  Start with 60 mL/kg body weight per day

+ Increase the total volume by 20 mL/kg per day, until the baby is taking a total of 180-200 mL/kg per day

« Divide the total into 8-12 feeds, to feed every 2—3 hours

«  Continue until the baby weighs 1800 g or more, and is fully breastfeeding

Check the baby’s 24-hour intake

The size of individual feeds may vary

Example
Calculate the volume of milk, per feed, for a 2-week-old baby who weighs 3.8 kg.
The volume of milk the baby needs in 24 hours is 150 mL per kg.

How much milk will this baby need in 24 hours?

How much milk should the baby be offered at each feed?
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Many mothers do not have equipment for measuring volumes. You could explain to the mother how much milk the cup holds
that she uses to feed the baby, and show her how much milk to offer at each feed. For example, using the calculation above,
if the mother has a cup that holds 150 mL, she should offer the baby approximately half a cup of milk per feed.

Notes
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Session 19
Breast conditions 1

Objectives

After completing this session, participants will be able to recognize and manage these common breast
conditions

flat and inverted nipples
engorgement
blocked duct and mastitis

sore nipples and nipple fissure

Introduction

Diagnosis and management of these breast conditions are important, both to relieve the mother and to enable breastfeeding to
continue. Treatment differs for some breast conditions if the woman is living with HIV. We will discuss these during the session.

Different breast shapes

Many mothers worry about the size of their breasts. Different shapes and sizes are all normal and they can all produce plenty
of milk for a baby — or two or even three babies (see Fig.19.1). Women with small breasts often worry that they cannot produce
enough milk. Differences in the sizes of breasts are mostly due to the amount of fat, and not the amount of tissue that
produces milk. It is important to reassure women that they can produce enough milk, whatever the size of their breasts.

Fig.19.1. There are many different shapes and sizes of breast;
babies can breastfeed from almost all of them
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MANAGEMENT OF FLAT AND INVERTED NIPPLES

Antenatal treatment

Antenatal treatment is probably not helpful. For example, stretching the nipples or wearing nipple shells does
not help.

Most nipples improve around the time of delivery without any treatment.

Help is most important soon after delivery, when the baby starts breastfeeding.

Build the mother’s confidence

Explain that it may be difficult at the beginning, but with patience and persistence she can succeed.
Explain that her breasts will improve and become softer in the week or two after delivery.

Explain that a baby suckles from the breast — not from the nipple. Her baby needs to take a large
mouthful of breast.

Explain also that as her baby breastfeeds, they will stretch her nipple out.
Encourage her to give plenty of skin-to-skin contact, and to let her baby explore her breasts.
Let the baby try to attach to the breast on their own, whenever they are interested.

Some babies learn best by themselves.

Help the mother to position her baby

If a baby does not attach well by themself, help the mother to position them so that they can attach better.
Give her this help early, in the first day, before her breast milk “comes in” and her breasts are full.

Sometimes, putting a baby to the breast in a different position makes it easier for them to attach. For example,
some mothers find that the underarm position is helpful.

Sometimes, making the nipple stand out before a feed helps a baby to attach.
Stimulating her nipple may be all that a mother needs to do.
There is another method called the syringe method, which we will discuss in this session (see Fig. 19.2).

Sometimes, shaping the breast makes it easier for a baby to attach. To shape her breast, a mother supports it
from underneath with her fingers, and presses the top of the breast gently with her thumb.

If a baby cannot suckle effectively in the first week or two, help the mother to feed with expressed milk

The mother should express her milk and feed it to her baby with a cup.

Expressing milk helps to keep breasts soft, so that it is easier for the baby to attach to the breast; and it helps to
keep up the supply of breast milk.

She should not use a bottle, because that makes it more difficult for her baby to take her breast.
Alternatively, she could express a little milk directly into her baby’s mouth.

Some mothers find that this is helpful. The baby gets some milk straight away, so they are less frustrated. The baby
may be more willing to try to suckle.

She should continue to give the baby skin-to-skin contact, and let them try to attach to her breast on their own.
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STEP ONE Cut along this line with blade

STEP TWO

Insert plunger from cut end

STEP THREE

Mother gently pulls the plunger

Fig.19.2. Preparing and using a syringe for treatment of inverted nipples

Full and engorged breasts

SUMMARY OF DIFFERENCES BETWEEN FULL AND ENGORGED BREASTS

Full breasts Engorged breasts

Hot Painful

Heavy Oedematous

Hard Tight, especially nipple
Shiny
May look red

Milk flowing Milk NOT flowing (may drip)

No fever May be fever for 24 hours

Breasts may become engorged if:

« there has been a delay in starting breastfeeding after birth

« there is poor attachment to the breast so breast milk is not removed effectively

« there is infrequent removal of milk, for example if breastfeeding is not on demand

+ thelength of breastfeeds is restricted.

Engorgement may be prevented by letting the baby feed as soon as possible after delivery, making sure the baby is well

positioned and attached to the breast and encouraging unrestricted breastfeeding. Milk does not then build up in the breast.
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TREATMENT OF BREAST ENGORGEMENT

« Do not “rest” the breast. To treat engorgement, it is essential to remove milk. If milk is not removed, mastitis may
develop, an abscess may form and production of breast milk decreases.

« Ifthe baby is able to suckle, they should feed frequently. This is the best way to remove milk. Help the mother
to position her baby, so that they attach well. Then the baby suckles effectively and does not damage the nipple.

« Ifthe baby is not able to suckle, help the mother to express her milk. Sometimes it is only necessary to express
a little milk to make the breast soft enough for the baby to suckle.

«  Before feeding or expressing, stimulate the mother’s oxytocin reflex. Some things that you can do to help her, or she
cando are:

- putawarm compress on her breasts
- massage her back and neck

- massage her breast lightly

- stimulate her breast and nipple skin
- help her to relax.

«  Sometimes a warm shower or bath makes milk flow from the breasts, so that they become soft enough for the baby
to suckle.

«  Afterafeed, puta cold compress on her breasts. This will help to reduce oedema.

«  Build the mother’s confidence. Explain that she will soon be able to breastfeed comfortably again.

Engorgement in a woman living with HIV who is stopping breastfeeding

We have just discussed the management of breast engorgement in a woman who wishes to continue breastfeeding.

Engorgement may also occur in a woman who wishes to stop breastfeeding - for example, a woman living with HIV who is
stopping breastfeeding early. When a woman is trying to stop breastfeeding, she should only express enough milk to relieve
the discomfort and not to increase the milk production. Milk may be expressed a few times per day when the breasts are
overfull, to make the mother comfortable. Pharmacological treatments to reduce the milk supply are not recommended.
However, a simple analgesic, for example ibuprofen, may be used to reduce inflammation and help the discomfort while
the mother’s milk supply is decreasing. If ibuprofen is not available, then paracetamol may be used.

Mastitis

A woman with mastitis has severe pain and fever and she feels ill. Part of the breast is swollen and hard, with redness of the
overlying skin.

Mastitis is sometimes confused with engorgement. However, engorgement affects the whole breast, and often both breasts.
Mastitis affects part of the breast, and usually only one breast.

Mastitis may develop in an engorged breast, or it may follow a condition called blocked duct. Blocked duct occurs when the
milk is not removed from part of a breast. Sometimes this is because the duct to that part of the breast is blocked by thickened
milk. The symptoms are a lump that is tender, and often redness of the skin over the lump. The woman has no fever and feels well.

When milk stays in part of a breast, because of a blocked duct, or because of engorgement, it is called milk stasis. If the milk
is not removed, it can cause inflammation of the breast tissue, which is called non-infective mastitis. Sometimes a breast
becomes infected with bacteria, and this is called infective mastitis.

It is not possible to tell from the symptoms alone whether mastitis is non-infective or infective. If the symptoms are all severe,
however, the woman is more likely to need treatment with antibiotics.
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19/8
Symptoms of blocked duct and mastitis
pon- I f i
Blocked duct Milk stasis infective niective
mastitis mastltls
* Lump * Hard area
+ Tender Progresses to - Feels pain
* Localized redness —____, *Redarea
* No fever « Fever
« Feels well « Feels il

Poor drainage of the whole breast may be due to infrequent breastfeeds or ineffective suckling. Infrequent breastfeeds may
occur when a mother is very busy, when a baby starts feeding less often, for example when starting to sleep through the night,
or because of a changed feeding pattern for another reason, for example the mother returning to work. Ineffective suckling
usually occurs when the baby is poorly attached to the breast.

Poor drainage of part of the breast may be due to ineffective suckling, pressure from tight clothes, especially a bra worn at
night, or pressure of the mother’s fingers, which can block milk flow during a breastfeed.

If a baby is poorly attached and positioned and is suckling at the breast, this may cause a nipple fissure, which provides a way
for bacteria to enter the breast tissue and may lead to mastitis.

117

3 Breastfeeding



Infa

nt and young child feeding counselling: an integrated course. Participant’s manual, second edition

TREATMENT OF BLOCKED DUCT AND MASTITIS

The most important part of treatment is to improve the drainage of milk from the affected part of the breast.

Look for a cause of poor drainage, and correct it:

«  Look for poor attachment.

«  Look for pressure from clothes, usually a tight bra.

+  Notice what the mother does with her fingers as she breastfeeds. Does she hold the areola, and possibly block milk flow?
Whether or not you find a cause, advise the mother to do these things:

« Breastfeed frequently — the best way is to rest with her baby, so that she can respond to the baby and feed them
whenever they are willing.

«  Gently massage the breast while her baby is suckling — show her how to massage over the blocked area, and over
the duct that leads from the blocked area, right down to the nipple. This helps to remove the block from the duct.
She may notice that a plug of thick material comes out with her milk. (It is safe for the baby to swallow the plug.)

«  Apply warm compresses to her breast between feeds.
Sometimes it is helpful to do these things:

+  Startthe feed on the unaffected breast — this may help if pain seems to be preventing the oxytocin reflex. She should
change to the affected breast after the reflex starts working.

« Breastfeed the baby in different positions at different feeds — this helps to remove milk from different parts of the
breast more equally. Show the mother how to hold her baby in the underarm position, or how to lie down to feed
them, instead of holding them across the front at every feed. However, do not make her breastfeed in a position
that is uncomfortable for her.

Sometimes a mother is unwilling to feed her baby from the affected breast, especially if it is very painful. Sometimes
a baby refuses to feed from an infected breast, possibly because the taste of the milk changes. In these situations, it is
necessary to express the milk. If the milk stays in the breast, an abscess is more likely.

Usually, blocked duct or mastitis improves within a day when drainage to that part of the breast improves.
However, a mother needs additional treatment if there are any of the following:

«  severe symptoms when you first see her

« afissure, through which bacteria can enter

« noimprovement after 24 hours of improved drainage.

Treat her, or refer her for antibiotics, analgesics (ibuprofen) and rest.

ANTIBIOTIC TREATMENT FOR INFECTIVE MASTITIS

The most common bacterium found in breast abscesses is Staphylococcus aureus. Therefore, it is necessary to treat breast
infections with a penicillinase-resistant antibiotic such as either flucloxacillin or erythromycin.

Drug Dose Instructions

Flucloxacillin 250 mg orally Take dose at least 30 minutes
6-hourly for 7-10 days before food

Erythromycin 250-500 mg orally Take dose 2 hours after food
6-hourly for 7-10 days
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Mastitis in a woman living with HIV

In a woman who is HIV positive, mastitis or nipple fissure (especially if bleeding or oozing) may increase the risk of HIV
transmission. Therefore, the recommendation to increase the frequency and duration of feeds is not appropriate for these
women.

If a woman living with HIV develops mastitis or a fissure, she should avoid breastfeeding from the affected side while the
condition persists. It is the same if she develops an abscess.

She must express milk from the affected breast, to ensure adequate removal of milk. This is essential to prevent the condition
becoming worse, to help the breast recover, and to maintain milk production. The health worker should help her to ensure
that she is able to express milk effectively.

If only one breast is affected, the infant can feed from the unaffected side, feeding more often and for longer to increase milk
production. Most infants get enough milk from one breast. The infant can feed from the affected breast again when it has
recovered.

If both breasts are affected, she will not be able to feed from either side. The mother will need to express her milk from both
breasts. Breastfeeding can resume when the breasts have recovered.

The health worker may need to discuss other feeding options for her to use meanwhile. The mother can feed the baby with her
expressed breast milk; she may decide to heat-treat her expressed milk, or to give commercial formula milk. The infant should
be fed by cup.

Give antibiotics for 10-14 days to avoid relapse. Give pain relief and suggest rest as for a woman who is not living with HIV.

Sometimes a woman may decide to stop breastfeeding at this time, if she is able to give another form of milk safely. She should
continue to express enough milk to allow her breasts to recover and to keep them healthy, until milk production ceases.

Nipple fissure

The most common cause of sore nipples and a nipple fissure is poor attachment to the breast. If a baby is poorly attached, they
pull the nipple in and out as they suck, and rub the skin of the breast against their mouth. This is very painful for the mother.
At first there is no fissure. The nipple may look normal, or it may look squashed with a line across the tip when the baby
releases the breast. If the baby continues to suckle in this way, it damages the nipple skin and causes a fissure.

If a mother has sore nipples or a fissure, help her to improve her baby’s position so that they are well attached.

Suggest to the mother not to wash her breasts more than once a day and not to use soap or rub hard with a towel. Washing
removes natural oils from the skin and makes soreness more likely. Do not recommend medicated lotions and ointments,
because these can irritate the skin and there is no evidence that they are helpful. Suggest that after breastfeeding, she rubs
a little expressed breast milk over the nipple and areola with her finger. This promotes healing.

Candida infection (thrush)

The second most common cause of sore nipples is infection with Candida, also known as “thrush”. Candida infection can make
the skin sore and itchy. Candida infections often follow the use of antibiotics to treat mastitis or other infections.

Some mothers describe a burning or stinging that continues after a feed. Sometimes the pain shoots deep into the breast.
A mother may say that it feels as though needles are being driven into her breast.

Suspect Candida if sore nipples persist even when the baby’s attachment is good. Check the baby for thrush. They may have
white patches inside their cheeks or on their tongue. They may have a rash on their bottom.

Treat both the mother and the baby with nystatin. Suggest to the mother to stop using pacifiers (dummies) and nipple shields.
If these are used, they should be boiled for 20 minutes daily and replaced weekly.

In women who are living with HIV, it is particularly important to treat breast thrush and oral thrush in the infant promptly.
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TREATMENT OF CANDIDA INFECTION OF THE BREAST

Use either nystatin cream or suspension

- Nystatin cream 100 ooo IU/g:
- Apply to nipples 4 times daily after breastfeeds
- Continue to apply for 7 days after lesions have healed

- Nystatin suspension 100 ooo IU/mL:
- Apply 1 mL by dropper to the child’s mouth 4 times daily after breastfeeds for 7 days, or as long as mother
is being treated

Stop using pacifiers, teats and nipple shields

Notes
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Session 20
Feeding low-birth-weight babies

Objectives

After completing this session, participants will be able to:
o describe feeding of low-birth-weight babies

o estimate the volume of milk to offer to a low-birth-weight baby

Introduction

Breast milk is the best milk for all babies. It is especially valuable for babies who are low birth weight or sick. In this session,
we discuss low-birth-weight babies in detail.

The term low-birth-weight baby includes any baby with a birth weight of less than 2500 g (up to and including 2499 g),
regardless of gestational age. This includes babies who are preterm, that is, born before 37 weeks of gestation, or they may be
born at term but small for gestational age.

In many countries, 15-20% of all babies are low birth weight.

Low-birth-weight babies, whether they are term or preterm, are at particular risk of infection, and they need breast milk
more than larger babies. Yet they are given artificial feeds more often than larger babies.

Feeding low-birth-weight babies

Many low-birth-weight babies can breastfeed without difficulty. Babies born at term who are small for dates usually suckle
effectively. They are often very hungry and need to breastfeed more often than larger babies, so that their growth can catch up.

Babies who are born preterm may have difficulty suckling effectively at first. But they can be fed on breast milk by tube or cup,
and helped to establish full breastfeeding later. Breastfeeding is easier for these babies than bottle feeding.

Mothers of low-birth-weight babies need skilled help to express their milk and to cup-feed.

It is important to start expressing on the first day, within 6 hours after delivery if possible. This helps to start the flow of breast
milk, in the same way that suckling soon after delivery helps breast milk to “come in”.

If a mother can express just a few millilitres of colostrum, it is valuable for her baby.

Babies of about 32 weeks’ gestational age or more are able to start suckling on the breast.

Babies between about 30 and 32 weeks’ gestational age can take feeds from a small cup, or from a spoon.
Babies below 30 weeks’ gestational age usually need to receive their feeds by a tube in hospital.

Let the mother put her baby to her breast as soon as they are well enough. The baby may only root for the nipple and lick it at
first, or may suckle a little. Continue giving expressed breast milk by cup, to make sure the baby gets all that they need.

When a low-birth-weight baby starts to suckle effectively, they may pause during feeds quite often and for quite long periods.
For example, they may take 4—5 sucks and then pause for up to 4 or 5 minutes.

It is important not to take the baby off the breast too quickly. Leave them on the breast so that they can suckle again when they
are ready.

The baby can continue for up to an hour if necessary. Offer a cup feed after the breastfeed.

Make sure that the baby suckles in a good position. Good attachment may make effective suckling possible at an earlier stage.
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The best positions for a mother to hold her low-birth-weight baby at the breast are:

« across her body, holding the baby with the arm on the opposite side to the breast

« the underarm position.

Low-birth-weight babies need to be followed up regularly, to make sure that they are getting all the breast milk that they need.

Low-birth-weight babies of mothers who are living with HIV and who have chosen replacement feeding are at higher risk
of complications and should also be followed up regularly to make sure they are growing. Encourage mothers to feed the
replacement milk to their babies by cup.

AMOUNT OF MILK TO GIVE TO LOW-BIRTH-WEIGHT BABIES WHO
CANNOT BREASTFEED

What milk to give

«  Choice 1: expressed breast milk (if possible from the baby’s mother, or from a donor); this may be pasteurized or
heat-treated according to local policy

+  Choice 2: formula milk made up according to the instructions and World Health Organization (WHO) guidelines
Amount of milk to give to babies who weigh less than 2.5 kg (low birth weight)

«  Start with 60 mL/kg body weight per day

« Increase the total volume by 20 mL/kg per day, until the baby is taking a total of 180 mL/kg per day

« Divide the total into 8-12 feeds, to feed every 2—3 hours

«  Continue until the baby weighs 1800 g or more, and is fully breastfeeding

Check the baby’s 24-hour intake

The size of individual feeds may vary

Notes
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Session 21

Clinical practice session 1: Listening and learning —
assessing a breastfeed

Objectives

After completing this session, participants will be able to:
e demonstrate appropriate LISTENING AND LEARNING SKILLS when counselling a mother on feeding her infant
e assess a breastfeed using the JOB AID: BREASTFEED OBSERVATION

o demonstrate appropriate use of COUNSELLING CARD 3: GOOD ATTACHMENT and COUNSELLING CARD 4:
BREASTFEEDING POSITIONS

Preparation
You are going to practise the LISTENING AND LEARNING SKILLS that you learnt in Sessions 6 and 7, and assess a breastfeed,

with mothers in the ward. You may also help a mother to position and attach her baby to the breast.

These notes are a summary of the instructions that the trainer will give you about how to do the clinical practice session.
Try to make time to read them, to remind you about what to do during the session.

During the clinical practice session, you will work in small groups, and take turns to talk to a mother, while the other members
of the group observe.

What to take with you:

«  Two copies of the JOB AID: BREASTFEED OBSERVATION
«  One copy of the LISTENING AND LEARNING SKILLS CHECKLIST
«  Pencil and paper to make notes

«  Copies of COUNSELLING CARD 3: GOOD ATTACHMENT, COUNSELLING CARD 4: BREASTFEEDING POSITIONS, and the
Guidance on the use of counselling cards.

You do not need to take anything else — no books, manuals or handbags.

If you are the one who talks to the mother:

Introduce yourself to the mother, and ask permission to talk to her. Introduce the group and explain that you are interested
in infant feeding. Try to find a chair or stool to sit on. If necessary, and if allowed in the facility, sit on the bed.

If the baby is feeding, ask the mother to continue as she is doing. If the baby is not feeding, ask the mother to give a feed in
the normal way at any time that her baby seems ready. Ask the mother’s permission for the group to watch the feed.

Before or after the breastfeed, ask the mother some open questions about how she is, how the baby is and how feeding is
going, to start the conversation. Encourage the mother to talk about herself and the baby. Practise as many of the LISTENING
AND LEARNING SKILLS as possible.

Help the mother to position and attach her baby to her breast, if needed.

Use COUNSELLING CARD 3: GOOD ATTACHMENT or COUNSELLING CARD 4: BREASTFEEDING POSITIONS when helping a mother
to attach and position her baby, as needed.
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If you are observing:

Stand quietly in the background. Try to be as still and quiet as possible. Do not comment or talk among yourselves.

Make general observations of the mother and baby. Notice for example, does she look happy? Does she have formula milk or
a feeding bottle with her? Make general observations of the conversation between the mother and the participant-counsellor.
Notice for example, who does most of the talking? Does the mother talk freely, and seem to enjoy it?

Make specific observations of the participant-counsellor’s LISTENING AND LEARNING SKILLS, including their non-verbal
communication. Mark a tick on your LISTENING AND LEARNING SKILLS CHECKLIST when they use a skill, to help you to
remember for the discussion. Notice whether they make a mistake, for example if they use a judging word, or if they ask a lot of
questions to which the mother says “yes” or “no”.

Stay quietly watching the mother and baby as the feed continues. While you observe, fill in a JOB AID: BREASTFEED
OBSERVATION. Write the name of the mother and baby; mark a tick beside each sign that you observe; add the time that the
feed takes.

Thank the mother for her time and say something to praise and support her

MISTAKES TO AVOID

Do not say that you are interested in breastfeeding

The mother’s behaviour may change. She may not feel free to talk about formula feeding. You should say that you are
interested in “infant feeding” or in “how babies feed”.

Do not give a mother help or advice

In Clinical practice session 1, if a mother seems to need help, you should inform your trainer, and a member of staff
from the ward or clinic.

Be careful that the forms do not become a barrier

The participant who talks to the mother should not make notes while she is talking. They may need to refer to the
forms to remind themself what to do, but if they want to write, they should do so afterwards. The participants who are
observing can make notes.
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JOB AID: BREASTFEED OBSERVATION

Mother's name:

Baby's name:

Date:

Baby's age:

Signs that breastfeeding is going well:

GENERAL

Mother:
O Mother looks healthy

O Mother relaxed and comfortable

O Signs of bonding between mother and baby
Baby:

O Baby looks healthy

O Baby calm and relaxed

O Baby reaches or roots for breast if hungry

Signs of possible difficulty:

Mother:

O
O
O

Mother looks ill or depressed
Mother looks tense and uncomfortable

No mother/baby eye contact

Baby:

O
O
O

Baby looks sleepy or ill
Baby is restless or crying

Baby does not reach or root

BREASTS
O Breasts look healthy

O No pain or discomfort

O Breast well supported with fingers away from nipple

Breasts look red, swollen, or sore

O Breast or nipple painful

Breasts held with fingers on areola

BABY'S POSITION
O Baby’s head and body in line

O Baby held close to mother’s body
O Baby’s whole body supported

O Baby approaches breast, nose to nipple

o o o o

Baby’s neck and head twisted to feed
Baby not held close
Baby supported by head and neck only

Baby approaches breast, lower lip/chin to nipple

BABY'S ATTACHMENT
O Baby’s mouth open wide

O Lower lip turned outwards
O Baby’s chin touches breast

O More areola seen above baby’s top lip

o o o o

Baby’s mouth not open wide
Lips pointing forward or turned in
Baby’s chin not touching breast

More areola seen below bottom lip

SUCKLING

O Slow, deep sucks with pauses
O Cheeks round when suckling
O Baby releases breast when finished

O Mother notices signs of oxytocin reflex

Rapid shallow sucks
Cheeks pulled in when suckling
Mother takes baby off the breast

No signs of oxytocin reflex noticed
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LISTENING AND LEARNING SKILLS CHECKLIST

Name of counsellor:

Name of observer:

Date of visit:

(v for Yes and X for No)

Did the counsellor:

Use LISTENING AND LEARNING SKILLS:

Keep the head level with mother/caregiver?

Pay attention (eye contact)?

Remove physical barriers (tables and notes)?

Take time/allow the mother/caregiver time to talk?
Use appropriate touch?

Ask open questions?

Use responses and gestures that showed interest?
Reflect back what the mother/caregiver said?

Empathize — showing that he or she understood how the mother/caregiver feels?

OO0oooOooooOooad

Avoid using words that sound judging?

Notes
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Session 22

Clinical practice session 2: Building confidence and
giving support — positioning a baby at the breast

Objectives

After completing this session, participants will be able to:

e demonstrate appropriate SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT when counselling
a mother on feeding her infant

» demonstrate how to help a mother to position and attach her baby at the breast

e demonstrate appropriate use of COUNSELLING CARD 3: GOOD ATTACHMENT and COUNSELLING CARD 4:
BREASTFEEDING POSITIONS

Preparation

You are going to practise the SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT that you learnt in Sessions 9 and 10,
and helping a mother to position her baby. You will also continue to practise assessing a breastfeed and using LISTENING AND
LEARNING SKILLS.

These notes are a summary of the instructions that the trainer will give you about how to do the clinical practice session.
Try to make time to read them, to remind you about what to do during the session.

During the clinical practice session, you will work in small groups, and take turns to talk to a mother, while the other members
of the group observe.

What to take with you:

»  Two copies of the JOB AID: BREASTFEED OBSERVATION
«  One copy of the COUNSELLING SKILLS CHECKLIST
«  Pencil and paper to make notes

«  Copies of COUNSELLING CARD 3: GOOD ATTACHMENT, COUNSELLING CARD 4: BREASTFEEDING POSITIONS, and the
Guidance on the use of counselling cards.

You do not need to take anything else — no books, manuals or handbags.

How to do the clinical practice:

«  Talk to and observe mothers and babies as for the previous clinical practice session.

«  Continue to practise assessing a breastfeed and LISTENING AND LEARNING SKILLS.

+  You can share the Counselling cards with the mothers, if needed.

In addition, practise as many of the six SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT as possible. Try to do these things:
+  praise two things that the mother and baby are doing right

«  give the mother two pieces of relevant information that are useful to her now.
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The participant who observes marks a tick on the COUNSELLING SKILLS CHECKLIST for every skill that their partner uses.

It is important that you practise helping a mother to position her baby at the breast, or to overcome any other difficulty.
Often you will find that babies are sleepy. In this case, you could say to the mother something such as: “I see your baby seems
to be sleepy now, but can we just go through the way to hold him when he is ready”. Then go through THE FOUR KEY SIGNS OF
GOOD POSITIONING with the mother, holding her baby. If you do this, quite a few babies will wake up and want another feed

when their nose is opposite the nipple.

Mother's name:

Baby's name:

JOB AID: BREASTFEED OBSERVATION

Date:

Baby's age:

Signs that breastfeeding is going well:

GENERAL

Mother:
O Mother looks healthy

O Mother relaxed and comfortable

O Signs of bonding between mother and baby
Baby:

O Baby looks healthy

O Baby calm and relaxed

O Baby reaches or roots for breast if hungry

Signs of possible difficulty:

Mother:
O Mother looks ill or depressed

O Mother looks tense and uncomfortable
O No mother/baby eye contact

Baby:

O Baby looks sleepy or ill

O Baby is restless or crying

O Baby does not reach or root

BREASTS
O Breasts look healthy

O No pain or discomfort

O Breast well supported with fingers away from nipple

O Breasts look red, swollen, or sore
O Breast or nipple painful

O Breasts held with fingers on areola

BABY'S POSITION
O Baby’s head and body in line

O Baby held close to mother’s body
O Baby’s whole body supported

O Baby approaches breast, nose to nipple

O Baby’s neck and head twisted to feed
O Baby not held close
O Baby supported by head and neck only

O Baby approaches breast, lower lip/chin to nipple

BABY'S ATTACHMENT

O Baby’s mouth open wide
O Lower lip turned outwards
O Baby’s chin touches breast

O More areola seen above baby’s top lip

O Baby’s mouth not open wide
O Lips pointing forward or turned in
O Baby’s chin not touching breast

O More areola seen below bottom lip

SUCKLING

O Slow, deep sucks with pauses
O Cheeks round when suckling
O Baby releases breast when finished

O Mother notices signs of oxytocin reflex

O Rapid shallow sucks
O Cheeks pulled in when suckling
O Mother takes baby off the breast

O No signs of oxytocin reflex noticed
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COUNSELLING SKILLS CHECKLIST

Name of counsellor:

Name of observer:

Date of visit:

(v for Yes and X for No)

Did the counsellor:

Use LISTENING AND LEARNING SKILLS:

Keep the head level with mother/parent/caregiver?
Pay attention (eye contact)?

Remove barriers (tables and notes)?

Take time? Allow the mother/caregiver time to talk?
Use appropriate touch?

Ask open questions?

Use responses and gestures that showed interest?
Reflect back what the mother/caregiver said?

Empathize — showing that he or she understood how the mother/caregiver feels?

OooO0oooOooooOooad

Avoid using words that sound judging?

Use SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT:

Accept what the mother/caregiver thinks and feels?

Recognize and praise what the mother/caregiver and baby are doing right?
Give practical help?

Give a little, relevant information?

Use simple language?

O O oo o d

Make one or two suggestions, not commands?
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MODULE 4

Breastfeeding (advanced sessions)







Session 23
Why breastfeeding is important 2

Objectives

After completing this session, participants will be able to:

state the advantages of exclusive breastfeeding for 6 months

describe the main differences between breast milk, animal milk and infant formula milk

list the advantages of continued breastfeeding with complementary feeding for up to 2 years or beyond
list the risks of artificial feeding

define the terms used to describe infant feeding

Introduction

The World Health Organization (WHO) and United Nations Children’s Fund (UNICEF) recommend that infants should be
exclusively breastfed for the first 6 months of life, starting within 1 hour after birth, and to continue breastfeeding up to 2 years
of age or beyond. You need to understand why breastfeeding is important, so you can help to support mothers who may have
doubts about the value of breast milk.

Breastfeeding is the normal, healthy way to feed a baby. It is the best, but it is not something extra: it is what a baby needs.
Artificial feeding carries risks, and a child who is artificially fed, for example on infant formula milk or cow’s or other animal
milk, is at a disadvantage. You need to know the differences between breast milk, animal milks and infant formula milk, and
the risks of artificial feeding.
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23/2
Advantages of breastfeeding

Breast milk Breastfeeding
« Perfect nutrients + Helps bonding and
. Easily digested; development
efficiently used + Helps delay a new
« Protects against pregnancy
infection « Protects mothers’
« Protects against health
long-term
noncommunicable
diseases

« Costs less than artificial feeding

This diagram summarizes the main advantages of breastfeeding.
It is useful to think of the advantages of both breast milk (listed on the left) and the process of breastfeeding (listed on the right).

Breastfeeding includes more than just feeding a baby on breast milk. Breastfeeding is important for the whole family,
emotionally and economically, and it protects a mother’s health in several ways.

The value of a baby having breast milk is that:

« it contains exactly the nutrients that a baby needs

« itiseasily digested and efficiently used by the baby’s body

« it protects a baby against infection, which is particularly important for neonates

+ itresultsinlong-term health benefits such as a reduced risk of obesity, allergy, hypertension and diabetes.

All other milks are different, and not as good for a human baby.

The importance of breastfeeding is that:

« ithelps a mother and baby to bond — that is, to develop a close, loving relationship

« ithelpsababy’s development

« itcan help to delay a new pregnancy

« ithelps to protect the mother’s health in several ways:
— ithelps the uterus to return to its previous size; this helps to reduce bleeding, and may help to prevent anaemia
- itreduces her risk of breast and ovarian cancer, and type 2 diabetes

« it costs less than artificial feeding, including fewer costs for health care

« it produces no waste materials, so it is better for the environment.
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23/3
What are the differences between these milks?

Human Cow’s Formula
Varies ¢l o ] &8 ., * “| constant
0.9% e oFat’ et * S et 1.5%
- Protein = - Prodein -
Lactose L-gou
Lactose sucrose
oligosaccharides
70keal/100 mL 66 keal/100 mL 68 keal/100 mL

First, look at this chart and compare the nutrients in breast milk with the nutrients in cow’s milk and infant formula milk.

All the milks contain fat, which provides about half of the energy that a young human or a young animal needs; they contain
protein, for growth; and they contain the special milk sugar lactose, which also provides energy.

In some communities, other animal milks are used, such as goat’s milk. There are differences between milks from different
animals, but in general what we say here applies to all of them.

Protein is an important nutrient, and you might think that more protein must be better. However, cows and other animals

grow more quickly than humans, so they need milk with a higher concentration of protein. It is difficult for a baby’s immature
kidneys to excrete the extra waste from the protein in animal milks.

Infant formula milk may be made from animal milk, or from soybean and vegetable oils. The quantity of protein in the

formula milk is adjusted, so that it is nearer to that in human milk. But the quality is very different, and is far from perfect for
babies, as you will see in the next image.

To make formula milk more like human milk, sugars have to be added. Sometimes other sugars such as sucrose are added
instead of lactose. Sucrose is less suitable for a baby and can cause dental caries in the child.

Breast milk also contains oligosaccharides, which are short chains of sugar molecules. They have important anti-infective properties.
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23/4
Differences in the quality of proteins in different

milks

Human Cow’s

The protein in different milks varies in quality, as well as in quantity. This chart shows that much of the protein in cow’s milk
is casein, which forms thick, indigestible curds in a baby’s stomach. Human milk contains a different kind of casein. It forms
softer curds that are easier to digest, and there is less of it.

The soluble or whey proteins are also different. Human milk contains mainly alpha-lactalbumin, and cow’s milk contains
beta-lactoglobulin. In human milk, much of the whey protein consists of anti-infective proteins, such as immunoglobulin A,
or IgA, and lactoferrin, which help to protect a baby against infection. Cow’s milk and formula milk do not contain the anti-
infective proteins that protect babies.

Babies fed artificially on cow’s milk or formula milk may develop intolerance to the proteins in the milk, such as beta-
lactoglobulin. They may develop diarrhoea, abdominal pain, rashes and other symptoms when they have feeds that contain
the different kinds of protein. Diarrhoea may become persistent, which can contribute to malnutrition.

Artificially fed babies are also more likely than breastfed babies to develop allergies, which may cause eczema, and possibly
asthma.

A baby may develop intolerance or allergy after only a few artificial feeds given in the first few days of life.

23/5
Differences in the fats of different milks

Cow’s, formula

Essential

Lipase fatty acids

may be
added to
formula

Essential
fatty acids

The amount of fat in cow’s milk and human milk is similar, but there are important differences in the quality of the fat in the
different milks.

Human milk contains essential fatty acids that are not present in cow’s milk. These essential fatty acids are needed for
a baby’s growing brain and eyes, and for healthy blood vessels. Essential fatty acids are sometimes added to formula milk,
but it is not certain whether the baby’s body uses them in the same way as those in breast milk.

Human milk also contains an enzyme lipase, which helps to digest fat. This enzyme is not present in cow’s milk or formula
milk. So the fat in breast milk is more completely digested and more efficiently used by a baby’s body than the fat in cow’s
milk or formula milk.

The faeces of an artificially fed baby are thicker and more solid than those of a breastfed baby. This is partly because an
artificially fed baby’s faeces contain more unused fat and other food.
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23/6
Vitamins in different milks

Human Cow'’s

This chart compares the amounts of vitamins in human and cow’s milk. It shows that human milk contains more of some
important vitamins than cow’s milk. Breast milk contains plenty of vitamins A and C, if the mother has enough in her food.
Breast milk can supply much of the vitamin A that a child needs in the second year of life.

Cow’s milk contains plenty of the B vitamins but it does not contain as much vitamin A and vitamin C as human milk.

Infant formula milk has enough vitamins added to it to cover a baby’s needs.

23/7
Iron in milk
Human Cow’s
50-70 pg/100 mL 50-70 pg/100 mL
50%
%
absorbed
\ 10%

Iron is important to prevent anaemia. Different milks contain very small amounts of iron (50-70 pg/100 mL, i.e. 0.5-0.7 mg/L).

But there is an important difference. Only about 10% of the iron in cow’s milk is absorbed, but about 25-50% of the iron from
breast milk is absorbed.

Babies fed cow’s milk may not get enough iron, and they often develop anaemia. Exclusively breastfed babies do get enough
iron, and they are protected against iron-deficiency anaemia until at least 6 months of age, and often longer.
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Protection against infection
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23/8

antibodies there

protect her baby

Breast milk is not just a food for babies. It is a living fluid, which protects a baby against infections.

For the first year or so of life, a baby’s immune system is not fully developed, and cannot fight infections as well as an older
child’s or adult’s. So a baby needs to be protected by their mother. Breast milk contains white blood cells, and a number of
anti-infective factors, which help to protect a baby against infection. Breast milk also contains antibodies against infections
that the mother has had in the past, and to the bacteria in her environment. This protection is particularly important
immediately after a baby is born, and through the neonatal period.

This diagram shows the special way in which breast milk is able to protect a baby against new infections that the mother has,
or that are in the family’s environment now.

When a mother develops an infection (1), white cells in her body become active, and make antibodies against the infection to
protect her (2). Some of these white cells go to her breasts and make antibodies (3), which are secreted in her breast milk to
protect her baby (4). So a baby should not be separated from their mother when she has an infection, because her breast milk
protects the baby against the infection.

Artificial feeds are inactive. They contain no living white cells or antibodies, and few other anti-infective factors, so they
provide much less protection against infection. The main immunoglobulin in breast milk is IgA — often called “secretory”
immunoglobulin A. It is secreted within the breast into the milk, in response to the mother’s infections. This is different from
other immunoglobulins (such as IgG), which are found mainly in the blood.

Breast milk also contains many other anti-infective factors.

23/9

Oligosaccharides
(anti-infective)

Oligosaccharides
not suitable

Summary of differences between milks
Component Human milk Cow’s milk Formula milk
Protein Right amount Too much Quantity reduced

Easy to digest Difficult to digest | Quality as cow’s
Fats EFAs present No EFAs Some EFA added

Lipase to digest | No lipase No lipase
Carbohydrate | Lactose — plenty |Lactose — less Lactose + sucrose

Lacks
oligosaccharides

Vitamins and | Adequate if LowvitaminA | Vitamins/minerals

minerals mother has and Candiron |added usually
enough enough

Anti-infective |IgA, lactoferrin, |None None

factors lysozyme, cells

Growth Present None None

factors

EFA: essential fatty acid; IgA: immunoglobulin A.

This table summarizes the differences between human milk, cow’s milk and infant formula milk. You can see that each of the
components is present in human milk in the right quantity, and with optimal quality.

In cow’s milk and other animal milks, some components are present in unsuitable amounts or they are absent, as well as
being of inappropriate quality.

In infant formula milk, the quantities of some components are adjusted so that they are more suitable than animal milks,
but the quality remains inappropriate. It is impossible to add anti-infective or growth factors.

Different kinds of infant formula milk vary, but in general they are similar in these respects.
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Differences between colostrum and mature mﬁﬁ"
Foremilk Hindmilk
Fat ‘
Lactose
Colostrum Mature ik

The composition of breast milk is not always the same. It varies according to the age of the baby, and from the beginning to

the end of a feed. It also varies between feeds, and may be different at different times of the day. This chart shows some of the
main variations.

Colostrum is the special breast milk that women produce in the first few days after delivery. Some women produce colostrum
before delivery. There is a small amount, and it is thick, and yellowish or clear in colour. After 2-3 days, the breasts start to

secrete milk in larger amounts, and the breasts feel full, hard and heavy. This is called the milk “coming in”. At first, the milk
is called transitional, and after 2 weeks it is called mature milk.

Colostrum contains more protein than later milk. Much of this extra protein is immunoglobulin.

Breast milk also changes from the beginning to the end of a feed. The milk that comes first is called foremilk. The milk that
comes later is called hindmilk. Hindmilk contains more fat than foremilk. The baby gets more energy towards the end of a feed.

This photograph shows how the appearance of colostrum, foremilk and hindmilk differs.

Foremilk is produced in larger amounts than hindmilk, and it provides plenty of protein, lactose, and other nutrients, and a
lot of water. Because babies get large amounts of foremilk, they get all the water that they need from it, even in a hot climate.

Babies do not need other drinks of water before they are 6 months old. If they satisfy their thirst on water supplements, they
take less breast milk, and get less energy, protein and other nutrients.

Hindmilk is the whiter milk that is produced later in a feed, it is produced in smaller amounts, but the fat that it contains
provides much of the energy of a breastfeed. Because of this, it is important not to take a baby off a breast too quickly. The

baby should be allowed to continue until they have had all that they want, and release the breast themself, so that the baby gets
plenty of fat-rich hindmilk.

Mothers sometimes worry that their milk is “too thin”. This is because they notice the foremilk. Ask them to look at the milk
that comes at the end of a feed. Explain that it is important for the baby to have both foremilk and hindmilk to get a complete
“meal”, and all the water, energy and nutrients that they need. Milk is never “too thin”.
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Colostrum
Property Importance
« Antibody rich - protects against allergy & infection
« Manywhite cells - protects against infection
« Purgative - clears meconium

- helps to prevent jaundice
« Growth factors - helps intestine to mature

- prevents allergy, intolerance
« RichinvitaminA - reduces severity of infection

- prevents eye disease

This chart shows the special properties of colostrum, and why it is important.
« It contains more antibodies and other anti-infective proteins than mature milk.
+ It contains more white blood cells than mature milk.

These anti-infective proteins and white cells provide a neonate’s first immunization against the microorganisms that
surround the baby when they are is born. Colostrum helps to prevent the bacterial infections that can cause sepsis and death.
Babies who start to breastfeed immediately after delivery, and who are not given any other feeds at this time, are less likely to
die than neonates for whom the first feed is delayed, or who are given other feeds.

Colostrum has a mild purgative effect, which helps to clear the baby’s gut of meconium (the first dark stools). This clears
bilirubin from the gut, and helps to prevent jaundice from becoming severe. Colostrum contains many growth factors
that help a baby’s immature intestine to develop after birth. This helps to prevent the baby from developing allergies and
intolerance to other foods. Colostrum is richer in some vitamins than mature milk, especially vitamin A, which helps to
reduce the severity of any infections the baby might have.

So it is very important for babies to have colostrum for their first few feeds. Colostrum is ready in the breasts when a baby is born.
Itis all that most babies need before the transitional milk comes in. Babies should not be given any drinks or foods at this time.

23/13
Psychological benefits of breastfeeding

Emotional bonding

- Close, loving relationship between mother and baby
« Mother more emotionally satisfied

- Baby cries less and more emotionally secure

« Mother behaves more affectionately

- Mother less likely to abandon or abuse baby
Development

« Children perform better on intelligence tests later on
. Fewer behavioural problems

Breastfeeding has important psychological benefits for both mothers and babies.

Breastfeeding helps a mother and baby to form a close, loving relationship, which makes mothers feel deeply satisfied
emotionally. Close contact from immediately after delivery helps this relationship to develop. This process is called bonding.

Babies cry less, and they may develop more quickly, if they stay close to their mothers and are put to the breast from
immediately after delivery.

Mothers who breastfeed respond to their babies in a more affectionate way. They complain less about the baby’s need for
attention and feeding at night. They are less likely to abandon or abuse their babies.

A number of studies suggest that breastfeeding helps a child to develop intellectually. Low-birth-weight babies fed breast milk
in the first weeks of life perform better on intelligence tests in later childhood than children who are artificially fed.

Newer studies also show that children who were breastfed have fewer behavioural problems.
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Risk of diarrhoea by feeding method
Philippines, infants aged 0-2 months
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Source: Popkin BM, Adair L, Akin Js, Black R, Briscoe ], Elieger W. Breast-feeding and diarrheal morbidity.
Pediatrics. 1990;86:874-82.

This chart shows how breastfeeding protects a baby against diarrhoea. It shows the main findings of a study from the
Philippines comparing how often babies fed in different ways get diarrhoea.

The bar on the left is for babies who were exclusively breastfed. The bar is small, because very few babies who are exclusively
breastfed get diarrhoea. The bar on the right is for artificially fed babies, who received no breast milk. This column is 17 times
taller, because these babies were 17 times more likely to get diarrhoea than babies fed only on breast milk.

Some of the babies were given breast milk and other feeds or fluids, here called “nutritious supplements”. This is partial

breastfeeding. These babies were more likely to have diarrhoea than exclusively breastfed babies, but less likely than babies
who received no breast milk.

Some babies were breastfed, and also given non-nutritious liquids such as tea. They were predominantly breastfed. These

babies were more likely to have diarrhoea than exclusively breastfed babies, but less likely than partially breastfed or
artificially fed babies.

Artificially fed babies get diarrhoea more often, partly because artificial feeds lack anti-infective factors, and partly because
artificial feeds are often contaminated with harmful bacteria. Breast milk is not contaminated.

23/15
Protection against respiratory infection
Risk of death from pneumonia by feeding method
Brazil, infants aged 8 days to 12 months

Breastmilk only  Breast and Breast and Cow's milk Formula milk
cow’s milk formula milk only

Breastfeeding also protects against respiratory illness. This chart shows some of the findings from a study in Brazil, of babies
aged 8 days to 12 months. It compares how many babies fed in different ways died from pneumonia. In this study, artificially
fed babies were 3—4 times more likely to die from pneumonia than were exclusively breastfed babies. Partially breastfed babies
came somewhere in between. Other studies have shown that breastfeeding also protects babies against other infections, for
example ear infections, meningitis and urinary tract infections.
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23/16
Breast milk in the second year of life
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From the age of 6 months, breast milk is no longer sufficient by itself. From 6 months, all babies should receive other foods,
known as complementary foods, in addition to breast milk. Complementary foods should be given by cup or cup and spoon.

This chart shows how much of a child’s daily energy and nutrient needs can be supplied by breast milk during the second
year of life. It can provide up to 40% of the energy needs of a young child in the second year of life and half of the protein a
child needs. The amount of food required to cover the gap increases as the child gets older, and as the intake of breast milk
decreases.

The energy needed in addition to breast milk is about 200 kcal per day for infants aged 6—8 months, 300 kcal per day for
infants aged 9—11 months, and 550 kcal per day for children aged 12—23 months.

However, breast milk continues to be an important source of energy and high-quality nutrients beyond 6 months of age.
Breast milk can provide about 75% of the vitamin A that a child needs, provided the mother is not deficient in vitamin A herself.

The different nutrients mentioned above may not be easily available from the family diet. Continuing to breastfeed during the
second year can help to prevent malnutrition, especially among children who are most at risk.
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23/17
Risks of artificial feeding

- Interferes with bonding

« More diarrhoea and persistent diarrhoea
« More frequent respiratory infections

« Malnutrition; vitamin A deficiency

« More allergy and milk intolerance

« Increased risk of some chronic diseases

« Obesity

. Lower scores on intelligence tests

« Mother may become pregnant sooner

. Increased risk of anaemia, ovarian cancer and breast
cancer in the mother

This list summarizes the risks of artificial feeding. Artificial feeding may interfere with bonding. The mother and baby may
not develop such a close, loving relationship.

An artificially fed baby is more likely to become ill with diarrhoea or respiratory or other infections. The diarrhoea may
become persistent. The baby may get too little milk and become malnourished because they receive too few feeds or because
the feeds are too dilute. The baby is more likely to suffer from vitamin A deficiency.

An artificially fed baby is more likely to die from infections than a breastfed baby, particularly in the first month of life.

The baby is more likely to develop allergic conditions, such as eczema and possibly asthma. The baby may become intolerant
of animal milk, so that the milk causes diarrhoea, rashes and other symptoms.

The risk of some chronic diseases in the child, such as diabetes, is increased. The baby may get too much artificial milk, and
become obese. The baby may not develop so well mentally, and may score lower on intelligence tests.

A mother who does not breastfeed may become pregnant sooner. She is more likely to become anaemic after childbirth, and
later to develop cancer of the ovary and the breast, and type 2 diabetes.

So, artificial feeding may be harmful for children and their mothers. Breastfeeding is fundamental to child health and
survival, and important for the health of women.
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23/18
Terms for infant feeding

This graphic illustrates the main terms to describe different ways of feeding infants.

«  Baby1is exclusively breastfed.

« Baby2 is predominantly breastfed. He is breastfeeding, but there is also a small cup on the table with some water in it.
«  Both Baby1and Baby 2 are fully breastfed.

« Baby3isbottle fed.

« Baby3isalso artificially fed.

The terms “bottle fed” and “artificially fed” are both necessary, because a baby may be fed breast milk from a bottle, or receive
artificial feeds without a bottle, for example from a cup.

«  Baby4is breastfeeding, but his mother also has a bottle of an artificial feed for him. He is partially breastfed, or mixed fed.

«  Baby s is more than 6 months old, and his mother is giving him some food in a bowl in addition to breastfeeding him.
This is introduction of complementary foods.

Exclusive breastfeeding

Exclusive breastfeeding means giving a baby no other food or drink, not even water, in addition to breastfeeding (except
medicines and vitamin or mineral drops; expressed breast milk is also permitted).

Predominant breastfeeding

Predominant breastfeeding means breastfeeding a baby, but also giving small amounts of water or water-based drinks —
such as tea.

Full breastfeeding

Full breastfeeding means breastfeeding either exclusively or predominantly.

Bottle feeding

Bottle feeding means feeding a baby from a bottle, whatever is in the bottle, including expressed breast milk.

Artificial feeding

Artificial feeding means feeding a baby on infant formula milk, animal milk, or other drinks or foods such as dilute cereals,
and not breastfeeding at all.

Partial breastfeeding, or mixed feeding

Partial breastfeeding or mixed feeding means giving a baby some breastfeeds and some artificial feeds, either milk or cereal,
or other food.

Introduction of complementary foods

This means giving the baby solid, semi-solid or soft foods starting at 6 months of age.

148



Session 23. Why breastfeeding is important 2

23/19
Recommendations

- Start breastfeeding within 1 hour after birth
- Breastfeed exclusively to 6 months of age

. Give complementary foods to all children from 6 months
of age

- Continue breastfeeding up to 2 years of age or beyond

This image summarizes the current recommendations for feeding infants and young children. We call this “optimal infant
and young child feeding”.

Babies should have immediate skin-to-skin contact with their mothers, so that they can start to breastfeed within 1 hour after
birth. They should not have any food or drink before they start to breastfeed, or before the mature milk “comes in”.

Babies should be exclusively breastfed for the first 6 months of life.
All children older than 6 months should receive complementary foods.

Children should continue to breastfeed with complementary feeding up to 2 years of age or beyond.

Notes
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Session 24

How breastfeeding works 2

Objectives

After completing this session, participants will be able to describe:

e the relevant anatomy of the breast

» the physiology of the lactation hormones

o the physiology of breast-milk production and flow

« the suckling action of the baby when well attached and poorly attached
e the causes and effects of poor attachment

« reflexes in the baby related to breastfeeding

Introduction

In order to help mothers, you need to understand how breastfeeding works. In this session, we will review the anatomy and
physiology of breastfeeding. You cannot learn a specific way of counselling for every situation, or every difficulty. But if you

understand how breastfeeding works, you can work out what is happening, and help each mother to decide what is best for her.

24/2
Anatomy of the breast

Oxytocin makes

Muscle cells { them contract

Prolactin makes

i Milk-secreting cells { them secrete milk

Ducts

, Large ducts

— Nipple

Areola

Montgomery’s glands
N Alveoli

Supporting tissue
and fat

This diagram shows the anatomy of the breast.

First, look at the nipple, and the dark skin called the areola that surrounds it. In the areola are small glands called
Montgomery’s glands, which secrete an oily fluid to keep the skin healthy (clean and lubricated).

Inside the breast are the alveoli, which are very small sacs made of milk-secreting cells. There are millions of alveoli — the diagram
shows only a few. The box shows three of the alveoli enlarged. A hormone called prolactin makes these cells produce milk.

Around the alveoli are muscle cells, which contract and squeeze out the milk. A hormone called oxytocin makes the muscle
cells contract. Small tubes, or ducts, carry milk from the alveoli to the outside. The ducts join to form 7-10 larger ducts that
pass through the nipple.

The larger ducts beneath the areola dilate during feeding and hold the breast milk temporarily during the feed. It is the fat
and other tissue that give the breast its shape, and that make most of the difference between large and small breasts. Small
breasts and large breasts both contain about the same amount of gland tissue, so they can both make plenty of milk.
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24/3
Prolactin

. Secreted during and after feed to produce next feed

Sensory
impulses from
nipples

Prolactin in blood

Baby suckling

*  More prolactin
secreted at night
*  Suppresses ovulation

The hormone prolactin is important to initiate, or start, milk production after delivery, and to sustain, or continue, milk production.

The prolactin level is high in pregnancy, but it cannot make the cells secrete milk at that time, because the hormone
progesterone blocks it. After delivery, progesterone decreases, and prolactin can start working. This makes milk production
increase after delivery; 2—3 days postpartum, a mother notices that her breasts feel full, and we say that the milk has “come
in”. Remember from the previous session that before the milk “comes in”, breasts produce milk called colostrum; the amount
is small but it is all that the baby needs soon after delivery.

When a baby suckles at the breast, sensory impulses go from the nipple to the brain. In response, the pituitary gland at the
base of the brain secretes prolactin. Prolactin goes in the blood to the breast, and makes the milk-secreting cells produce milk.

Most of the prolactin is in the blood about 30 minutes after the feed - so it makes the breast produce milk for the next feed. For
this feed, the baby takes the milk that is already in the breast, stored in the alveoli and smaller ducts.

If a baby does not suckle enough, the prolactin level falls, and the breasts make less milk. This is most important in the first
month or two after delivery, when milk production is adjusting to the baby’s needs.

Most women can produce more milk than their babies need or take. If a mother has two babies, and they both suckle, her
breasts make milk for two. Most mothers can produce enough milk for at least two babies.

Sometimes people talk as though to make a mother produce more milk, we should give her more to eat, or more to drink,
more rest or medicines.

It is important for a mother to eat and drink enough, but these things do not help her to produce milk if her baby does not suckle.
Some special things to remember about prolactin are:

«  More prolactin is produced at night, when the mother is relaxed, so breastfeeding at night is especially helpful for keeping
up the milk supply.

«  Prolactin makes a mother feel relaxed, and sometimes sleepy, so she usually rests well even if she breastfeeds at night.

«  Hormones related to prolactin suppress ovulation, so breastfeeding can help to delay a new pregnancy. Breastfeeding at
night is important for this.
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24/4
Oxytocin reflex

« Works before or during feed to make milk flow

Sensory
impulses from
nipples

Oxytocin in blood

Makes uterus

Baby suckling contract

This diagram explains about the hormone oxytocin.

When a baby suckles, sensory impulses go from the nipple to the brain. In response, the pituitary gland at the base of the
brain secretes the hormone oxytocin. Oxytocin goes in the blood to the breast, and makes the muscle cells around the alveoli
contract. This makes the milk that has collected in the alveoli flow along the ducts to the larger ducts beneath the areola. Here
the milk is stored temporarily during the feed. This is the oxytocin reflex, the milk-ejection reflex or the “let-down” reflex.

As the reflex works, the larger ducts beneath the areola fill with milk and increase in size. Sometimes the milk flows to the
outside. Oxytocin is necessary to enable the baby to get the milk.

Oxytocin is produced more quickly than prolactin. It makes the milk in the breast flow for this feed. Oxytocin can start
working before a baby suckles, when a mother learns to expect a feed. Another important point about oxytocin is that it makes
a mother’s uterus contract after delivery. This helps to reduce bleeding, but it sometimes causes uterine pain and a rush of
blood during a feed for the first few days. The pains can be quite strong.

Oxytocin is sometimes called “the love hormone” because it makes a mother feel loving towards her baby, and calm. This effect

of oxytocin is important for bonding with the baby, and behaving in a motherly way. Mothers who bottle feed their babies may
not have the same feelings.
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24/5
Helping and hindering the oxytocin reflex
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This diagram shows how the oxytocin reflex is easily affected by a mother’s thoughts and feelings.

Good feelings, for example feeling pleased with her baby, or thinking lovingly of them, and feeling confident that her milk is
the best for the baby, can help the oxytocin reflex to work and her milk to flow. Sensations such as touching or seeing her baby,
or hearing them cry, can also help the reflex.

But bad feelings, such as pain, or worry, or doubt that she has enough milk, can hinder the reflex and stop her milk from
flowing. Acute stress, as in times of emergency, can also hinder the reflex. It may seem as if the breasts have stopped
producing milk. However, the breasts are producing milk, but it is not flowing out, and it is difficult for the baby to get it.
Fortunately, this effect is usually temporary, and can be overcome. The mother needs support and comfort to help her feel
calmer. If the baby continues to suckle, her milk will flow again.

The oxytocin reflex helps us to understand two key points about caring for mothers and babies:

Key point: A mother needs to have her baby near her all the time, so that she can see, touch and respond to them. This
helps her body to prepare for a breastfeed, and it helps her breast milk to flow. If a mother is separated from her baby
between feeds, her oxytocin reflex may not work so easily.

Key point: You need to remember a mother’s feelings whenever you talk to her. Try to make her feel good and build
her confidence, to help her breast milk to flow well. Try not to say anything that may make her doubt her breast milk
supply.

Signs of the oxytocin reflex

Mothers are often aware of their oxytocin reflex, because of the following signs. You may notice some of these signs when you
observe a mother and baby, or you can ask her if she notices them.

If one or more of the signs or sensations are present, then a mother can be sure that her oxytocin reflex is active, and that her
breast milk is flowing. However, even if her reflex is active, she may not feel the sensations, and the signs may not be obvious.

SIGNS AND SENSATIONS OF AN ACTIVE OXYTOCIN REFLEX
A mother may notice:
« Asqueezing or tingling sensation in her breasts just before she feeds her baby, or during a feed
«  Milk flowing from her breasts when she thinks of her baby, or hears him crying
«  Milk dripping from her other breast, when her baby is suckling
«  Milk flowing from her breasts in fine streams, if her baby comes off the breast during a feed
«  Pain from uterine contractions, sometimes with a rush of blood, during feeds in the first week

+  Slow deep sucks and swallowing by the baby, which show that breast milk is flowing into the baby’s mouth
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24/6
Inhibitor in breast milk

If breast remains
full of milk,
secretion stops

Production of breast milk is also controlled within the breast itself.

You may wonder why sometimes one breast stops making milk, while the other breast continues to make milk — although
oxytocin and prolactin go equally to both breasts. This diagram shows why.

There is a substance in breast milk that can reduce or inhibit milk production. If a lot of milk is left in a breast, the inhibitor
stops the cells from secreting any more. This helps to protect the breast from the harmful effects of being too full. This is
obviously necessary if a baby dies or stops breastfeeding for some other reason. If breast milk is removed, by suckling or
expression, the inhibitor is also removed. Then the breast makes more milk.

This helps you to understand why:

« Ifababy stops suckling from one breast, that breast stops making milk.

« Ifababy suckles more from one breast, that breast makes more milk and becomes larger than the other.
It also helps you to understand why:

«  For abreast to continue making milk, the milk must be removed.

« Ifababy cannot suckle from one or both breasts, the breast milk must be removed by expression, to enable production to
continue.

This local control of breast-milk production is especially important after the first few weeks, when the level of prolactin decreases.

Key point: For a mother to produce enough milk, her baby must suckle often and remove the milk. Her breasts will
respond and produce as much milk as the baby takes.

If a baby cannot suckle, then the mother can remove her milk by expression. This also helps to keep up her milk production.
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24/7
Attachment to the breast

To remove the milk efficiently, it is necessary for the baby to suckle in the right way. This diagram shows how a baby takes the
breast into his mouth to suckle.

Notice these points:

+  The baby has taken much of the areola and the underlying tissues into his mouth.
+ Thelarger ducts are included in these underlying tissues.

« The baby has stretched the breast tissue out to form a long “teat”.

« The nipple forms only about one third of the “teat”.

« The baby is suckling from the breast, not the nipple.

Notice the position of the baby’s tongue:

« The baby’s tongue is forward, over the lower gums, and beneath the larger ducts.

« The baby’s tongue is cupped round the “teat” of breast tissue. You cannot see that in this drawing, though you may see it
when you observe a baby.

« The tongue presses milk out of the larger ducts into the baby’s mouth.

If a baby takes the breast into their mouth in this way, we say that the baby is well attached to the breast. The baby can remove
breast milk easily and we say that the baby is suckling effectively.

When a baby suckles effectively, their mouth and tongue do not rub the skin of the breast and nipple.
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24/8

This is the same baby as in the previous diagram, and you can see what happens to his tongue when he suckles.

The arrow shows a wave going along the baby’s tongue from the front to the back. The wave presses the “teat” of breast tissue
against the baby’s hard palate. This presses milk out of the larger ducts into the baby’s mouth, from where he swallows it.

So a baby does not simply suck milk out of a breast, like drinking through a straw.

Instead:

+ The baby uses suction to stretch out the breast tissue to form a teat, and to hold the breast tissue in his mouth.
« The oxytocin reflex makes breast milk flow and fill the ducts beneath the areola.

« The action of the baby’s tongue presses the milk from the ducts into their mouth.

When a baby is well attached, they remove breast milk easily, and it is called effective suckling. You can often see and hear a
baby swallowing the milk when suckling effectively.

It is also helpful to understand that when a baby suckles in this way, the baby’s mouth and tongue do not rub the skin of the
breast and nipple.
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24/9
Good and poor attachment

« What differences do you see?

Here you see two pictures. Picture 1 is the same baby as in the previous diagram. He is well attached to the breast. Picture 2
shows a baby suckling in a different way.

The most important differences to see in picture 2 are:

+  Only the nipple is in the baby’s mouth, not the underlying breast tissue.

+ Thelarger ducts are outside the baby’s mouth, where his tongue cannot reach them.
+ The baby’s tongue is back inside his mouth, and not pressing on the larger ducts.

The baby in picture 2 is poorly attached. He is “nipple sucking”, and cannot suckle effectively.
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« What differences do you see?

24/10

This picture shows the same two babies from the outside.

In picture 1, you can see more of the areola above the baby’s top lip and less below his bottom lip. This shows that he is
reaching with his tongue under the larger ducts to press out the milk. In picture 2, you can see the same amount of areola
above his top lip and below his bottom lip, which shows that he is not reaching the larger ducts.

In picture 1, his mouth is wide open. In picture 2, his mouth is not wide open and points forward.

In picture 1, his lower lip is turned outwards. In picture 2, his lower lip is not turned outwards.

In picture 1, the baby’s chin touches the breast. In picture 2, his chin does not touch the breast.

These are some of the signs that you can see from the outside that tell you that a baby is well attached to the breast.

baby’s top lip and below the bottom lip.

Key point: Seeing a lot of areola is not a reliable sign of poor attachment. Some mothers have a very large areola, and
you can see a lot even if the baby is well attached. It is more reliable to compare how much areola you see above the

There are other differences that you can see when you look at a real baby, which you will learn about in the next sessions.

THE FOUR KEY SIGNS OF GOOD ATTACHMENT are:

1. The baby’s mouth is wide open.

2. 'The baby’s lower lip is turned outwards.

3. The baby’s chin is touching the mother’s breast.

4. More areola is seen above the baby’s top lip than below the bottom lip.
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24/11
Results of poor attachment

Painand damage to nipples  ————————t——o [ Sore nipples
and fissures

Breast milk not removed effectively == | Engorgement

Mastitis
ll Baby unsatisfied and
Apparent poor milk supply ———— wants to feed a lot
\ Baby frustrated and

Milk production decreases < refuses to suckle
Baby’s weight gain

slows

This diagram summarizes what may happen when a baby is poorly attached to the breast.

The baby may cause pain and damage to the nipple

If a baby is poorly attached, and “nipple sucks”, it is painful for the mother. Poor attachment is the most important cause of
sore nipples.

As the baby sucks hard to try to get milk, they pull the nipple in and out. This makes the nipple skin rub against the baby’s
mouth. If a baby continues to suck in this way, it can damage the nipple skin and cause cracks (also known as fissures).

Suction pressure on the tip of the nipple can cause a fissure across the tip. Rubbing the skin at the base of the nipple can cause
a fissure around the base.

The baby does not remove breast milk effectively

If a baby is poorly attached, they do not remove breast milk effectively. The way that the baby suckles is called ineffective
suckling. These can be the results:

« The breasts may become engorged.

« The baby may be unsatisfied, because the breast milk comes slowly.

+ The baby may cry a lot, and want to feed often, or for a very long time at each feed.
+  The baby may not get enough breast milk.

«  The baby may be so frustrated that they refuse to feed altogether.

« The baby may fail to gain weight.

« Ifthe oxytocin reflex works well, the baby may get enough breast milk at least for a few weeks, by feeding very often.
But it can exhaust the mother.

« The breasts may make less milk, because the milk is not removed.

So poor attachment can make it seem as though a mother is not producing enough milk. In other words, she has an apparent
poor milk supply. Then, if the situation continues, her breasts may really make less milk. In either situation, the result may be
poor weight gain in her baby and breastfeeding failure.
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Causes of poor attachment

Use of feeding bottle before breastfeeding established
for later supplements

Inexperienced mother first baby
previous bottle feeder

Functional difficulty delayed start to breastfeeding
small or weak baby
breast poorly protractile
engorgement

Lack of skilled support less traditional help and community
support doctors, midwives, nurses
not trained to help

This slide summarizes the common causes of poor attachment to the breast.
Use of a feeding bottle

If a baby feeds from a bottle before breastfeeding is established, they may have difficulty suckling effectively from the breast.
Some babies who start bottle feeds after a few weeks may also begin to suckle ineffectively. Skilled help is needed to overcome
the problem. Sucking on a pacifier in the first few weeks may also interfere with breastfeeding.

Inexperienced mother

If a mother has not had a baby before, or if she bottle fed or had difficulties breastfeeding previous babies, she may have
difficulty getting her baby well attached to her breast. Sometimes mothers are in a hurry or lack patience to wait for the baby

to attach well.
Functional difficulty
Some situations can make it more difficult for a baby to attach well to the breast.

For example:

+ ifthere has been a delay in starting to breastfeed, for example, if the mother and baby were separated after birth, and did
not have skin-to-skin contact in the first hour after birth

« ifababyisvery small or weak

« ifamother’s nipples and the underlying tissue are poorly protractile (difficult to stretch out to form a “teat” (see SESSIONS
19 and 28: BREAST CONDITIONS 1 and 2)

« ifher breasts are engorged.

Mothers and babies can breastfeed in all these situations, but they may need extra skilled help to succeed.

Lack of skilled support
A very important cause of poor attachment is lack of skilled help and support.

Some women are isolated, and lack support from the community. They may lack help from experienced women such as their
own mothers, or from traditional birth attendants, who often are very skilled at helping with breastfeeding.

Women in “bottle-feeding” cultures may be unfamiliar with how a breastfeeding mother holds and feeds her baby. They may
never have seen a baby breastfeeding.

Health workers who look after mothers and babies, for example doctors, nurses and midwives, may not have been trained to
support mothers to breastfeed. Those who are trained may not have enough time to give as much help as mothers need.
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24/13

Reflexes in the baby
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Earlier diagrams showed reflexes in a mother, but it is also useful to know about the reflexes in a baby. A reflex happens
automatically, in response to a certain stimulus.

There are three main reflexes concerned directly with suckling — the rooting reflex, the sucking reflex and the swallowing reflex.

When something touches a baby’s lips or cheek, the baby opens their mouth and may turn the head to find it. The baby puts
the tongue down and forward. This is the “rooting” reflex. It should normally be the breast that the baby is “rooting” for.

When something touches a baby’s palate, they start to suck it. This is the sucking reflex.
When the baby’s mouth fills with milk, they swallow. This is the swallowing reflex.

Babies are born with many other reflexes, including putting their hands to their mouths and “massaging” the mother’s breast
with their hands. A baby also makes stepping and crawling movements when put on the mother’s abdomen or chest, which
help the baby to get to the breast to suckle. (See in SESSIONS 79 and 80: HEALTH-CARE PRACTICES 1 and 2 how a baby crawls
to the breast after delivery.)

A mother also has an instinct to hold her baby at the breast. If she holds them close to the breast and facing it, this stimulates
the reflexes in the baby that help them to attach well to the breast.

With many mothers and babies, this happens easily and naturally. Most healthy term infants can attach themselves to the breast
instinctively. The mother and baby must be kept together in a comfortable, supportive environment that helps the reflexes.
Mothers need to learn how to avoid uncomfortable positions and ways of holding the baby that inhibit the reflexes. Health
workers need not interfere if things are going well. But they should be aware of those mothers who do need help; for example,
if they are in any of the situations mentioned in the diagram RESULTS OF POOR ATTACHMENT, or if they are in an uncomfortable
position that hinders the process. Also, some babies need more help than others to learn to attach and suckle effectively.

Notice in the drawing that the baby is not coming straight towards the breast. He is coming up to it from below the nipple.
A baby should, in fact, approach the breast with the nose opposite the nipple. This helps them to attach well because:

« The nipple is aiming towards the baby’s palate, so it can stimulate the sucking reflex.

« The baby’s lower lip is aiming well below the nipple so the baby can get their tongue under the larger ducts.
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Session 25

Assessing a breastfeed 2

Objectives

After completing this session, participants will be able to:

o explain the contents and arrangement of the JOB AID: BREASTFEED OBSERVATION

o describe how to assess a breastfeed using the JOB AID: BREASTFEED OBSERVATION
» describe how to recognize a mother who needs help

Introduction

Assessing a breastfeed helps you to decide whether a mother needs help or not, and how to help her. You can learn a lot
about how well or badly breastfeeding is going by observing, before you ask questions. This is just as important a part of
clinical practice as other kinds of examination, such as looking for signs of dehydration, or counting how fast a child is

breathing. There are some things you can observe when a baby is not breastfeeding. Other things you can only observe if
a baby is breastfeeding.

HOW TO ASSESS A BREASTFEED
1. Look at the mother herself
2. Look at how the mother holds her baby

3. Look at the baby’s condition

4. Observe how the baby responds to the breast

5. Observe how the mother holds her breast for the baby
6. Observe the baby’s attachment and suckling

7. Notice how the breastfeed finishes

Observe the condition of the mother’s breasts
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Notes on assessing a breastfeed

The mother herself

If a mother looks happy and comfortable, this helps breastfeeding.

If she is miserable or uncomfortable, it makes breastfeeding more difficult.

Touching and talking to her baby are signs of bonding, which means that breastfeeding is more likely to go well.

Also notice the mother’s age, general health, nutrition and socioeconomic status, which may tell you whether it is easy or
difficult for her to care for and breastfeed her baby. She may be carrying a feeding bottle in her bag. She may wear tight
clothes that make is difficult to breastfeed. However, clothes may be misleading if women dress up to go to a health centre.

There may be other family members present, such as the father or grandmother. You may be able to observe how they relate
to the mother and baby.

How the mother holds her baby

It is easier for the baby to attach to the breast if the mother supports the baby’s whole body. Supporting only the baby’s head
and shoulders makes it more difficult. However, supporting the whole body is less important after the first few months, when
the baby has more control.

If the mother is calm and relaxed, this helps milk flow. If she is nervous and, for example, she shakes or poker her baby, this
can interfere with suckling and breast milk flow.

Key point: THE FOUR KEY SIGNS OF GOOD POSITIONING are summarized by: the baby is straight, close, supported and
facing the breast. We will discuss them more in SESSION 27: POSITIONING A BABY AT THE BREAST 2.

The baby'’s condition

Notice if the baby looks:

+  average size or very small or large

« generally healthy and hydrated

« well nourished or poorly nourished

« alert, asleep or unconscious

«  obviously abnormal (for example with cleft lip).
Notice signs of conditions that can interfere with breastfeeding:
+  blocked nose

+ difficult breathing

« thrush

« jaundice

+ dehydration

« tongue tie

« acleftlip or palate.
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How the baby responds to the breast

A young infant may “root” or search for the breast. The baby turns the head from side to side, opens the mouth, puts the
tongue down and forward, and reaches for the breast. This shows that the baby is hungry and wants a feed.

An older baby may turn and reach for the breast with their hand. This shows that the baby wants to breastfeed.

A baby may cry or pull back or turn away from their mother. This response shows that a baby does not want to breastfeed,
and that there is a problem.

A baby may be restless and slip off the breast or refuse to feed. This may mean that the baby is not well attached and is not
getting the breast milk.

A baby may be calm during a feed, and relaxed and contented after a feed. These are signs that the baby is getting enough
breast milk.

How the mother holds her breast for the baby

The mother may hold her breast very close to the areola. Her fingers may get in the way of the baby suckling, so it is more
difficult to take enough of the breast into the baby’s mouth. The pressure of her fingers may block the milk ducts.

She may hold her breast with the “scissor” hold. The “scissor” hold is when she holds the nipple and areola between her index
finger above and middle finger below. If her fingers are close to the nipple, they may get in the way of the baby suckling, and
block the milk ducts.

She may try to pinch up her nipple to push it into her baby’s mouth. She may lean forward to do this. This is not an effective
way of getting a baby to attach, and pinching the nipple makes it the wrong shape for a baby and may block the milk ducts.
If she leans forward, she may get back pain.

The mother may hold her breast back from her baby’s nose with her finger. This is not necessary, and may pull the nipple out
of the baby’s mouth.

She may put her whole hand flat against her chest wall beneath the breast, supporting the breast with her forefinger. This is
a helpful way to hold her breast, to enable the baby to attach easily. She can put her thumb above the breast a long way back
from the nipple, to shape her breast. This is sometimes called the “C-hold”.

Some mothers do not need to hold the breast at all, especially when the breasts are not too large. It is not necessary to correct
the breast hold if the baby is well attached and suckling effectively, provided the mother’s fingers are not too close to the nipple.

How the baby attaches and suckles

This is described in SESSION 24: HOW BREASTFEEDING WORKS 2.
Signs of good attachment

« The baby’s mouth is wide open.

« The baby’s lower lip is turned outwards.

« The baby’s chin is touching the mother’s breast.

«  More areola is seen above the baby’s top lip than below the bottom lip.

Signs of poor attachment

« The baby’s mouth is not wide open.

« The baby’s lips point forward or the lower lip is turned in.
« The baby’s chin is not touching the breast.

+  More areola is seen below the baby’s bottom lip than above the top lip, or the same amount can be seen above and below.
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Signs of effective suckling

The baby takes slow deep sucks and waits for the ducts to fill up again. Then the baby takes a few quick sucks to start the milk
flow. As the milk flows, the sucks become deeper and slower again. You may see or hear swallowing. The baby’s cheeks are round.

These signs of effective suckling show that the baby is getting plenty of breast milk.

Signs of ineffective suckling

The baby takes quick shallow sucks all the time.

The baby may make smacking sounds as they suck.

The baby’s cheeks may be tense or pulled in as they suck.

These signs of ineffective suckling show that the baby is not getting much breast milk.

How the breastfeed finishes

The baby may end the feed themself

The baby releases the breast themself, and looks satisfied and sleepy, showing that they have taken enough milk from the breast.
The baby may or may not want to suckle from the other side too.

The mother may end the feed before the baby has finished

A mother sometimes takes her baby off her breast as soon as they pause, because she thinks the baby has finished, or because
she wants to make sure that the baby suckles from the other side as well, or because she wants to do something else. A baby
who is taken off the breast before they have finished may not get enough hindmilk. The baby may want to feed again soon.

How long the breastfeed continues

The exact length of time is not important. Feeds normally vary very much in length, from a few minutes to half an hour. If all
or most breastfeeds are very long (more than about half an hour) or very short (less than about 4 minutes), it may mean that
there is a difficulty, perhaps with attachment. However, in the first few days, or with a low-birth-weight baby, breastfeeds may
be very long with many pauses, and this is normal.

The condition of the mother's breasts

When you observe a breastfeed, look also for:

» Signs of an active oxytocin reflex.

« The size and shape of the mother’s breast. She may worry that they are too large or small.

« The form of her nipples, if they stand out or look flat, inverted or very large.

+  Breasts that are full before and soft after a feed, showing that the baby is removing breast milk.

«  Breasts that are very full or engorged all the time, showing that the baby may not be removing breast milk effectively.
«  Healthy-looking skin of the nipples and breast, or red skin or fissures, which show that there is a problem.

« Anipple that looks squashed or with a line across the tip or down the side as the baby releases the breast. This is a sign of
poor attachment (see SESSIONS 19 and 28: BREAST CONDITIONS 1 and 2).

Key point: Always ask the mother how the breastfeed feels to her.

« Ifitis comfortable and pain free, then the baby is probably well attached.

« Ifitis uncomfortable or painful, the baby is probably not well attached, even if the signs look good.
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The JoB AID: BREASTFEED OBSERVATION

The JOB AID: BREASTFEED OBSERVATION helps you as you practise assessing a breastfeed. It lists and summarizes the signs
described in the earlier part of the session.

The signs are in six groups: general signs of the mother, and of the baby; condition of the breasts; the baby’s position; the
baby’s attachment; and suckling. There are three signs each for mother and baby, and four signs in each of the other groups.

Try to remember the groups, as it will help you to remember the signs with each group. Then, later on, when you have had
more practice, you will not need to use the form all the time.

Notice that the signs on the left all show that breastfeeding is going well. The signs on the right indicate a possible difficulty.

Beside each sign is a box to mark with a tick if you have seen the sign in the mother and baby that you are observing. If you
do not see a sign, you should make no mark.

If all ticks are on the left-hand side of the form, breastfeeding is probably going well.

If there are some ticks on the right-hand side, then breastfeeding may not be going well. This mother may have a difficulty,
and she may need your help.
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Mother's name:

Baby's name:

JOB AID: BREASTFEED OBSERVATION

Date:

Baby's age:

Signs that breastfeeding is going well:

GENERAL

Mother:
O Mother looks healthy

O Mother relaxed and comfortable

O Signs of bonding between mother and baby
Baby:

O Baby looks healthy

O Baby calm and relaxed

O Baby reaches or roots for breast if hungry

Signs of possible difficulty:

Mother:

O
O
O

Mother looks ill or depressed
Mother looks tense and uncomfortable

No mother/baby eye contact

Baby:

O
O
O

Baby looks sleepy or ill
Baby is restless or crying

Baby does not reach or root

BREASTS
O Breasts look healthy

O No pain or discomfort

O Breast well supported with fingers away from nipple

Breasts look red, swollen, or sore

O Breast or nipple painful

Breasts held with fingers on areola

BABY'S POSITION
O Baby’s head and body in line

O Baby held close to mother’s body
O Baby’s whole body supported

O Baby approaches breast, nose to nipple

o o o o

Baby’s neck and head twisted to feed
Baby not held close
Baby supported by head and neck only

Baby approaches breast, lower lip/chin to nipple

BABY'S ATTACHMENT
O Baby’s mouth open wide

O Lower lip turned outwards
O Baby’s chin touches breast

O More areola seen above baby’s top lip

o o o o

Baby’s mouth not open wide
Lips pointing forward or turned in
Baby’s chin not touching breast

More areola seen below bottom lip

SUCKLING

O Slow, deep sucks with pauses
O Cheeks round when suckling
O Baby releases breast when finished

O Mother notices signs of oxytocin reflex

Rapid shallow sucks
Cheeks pulled in when suckling
Mother takes baby off the breast

No signs of oxytocin reflex noticed
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Session 26
Observing a breastfeed

Objectives

After completing this session, participants will be able to:

e recognize THE FOUR KEY SIGNS OF GOOD ATTACHMENT

e recognize good and poor positioning of the baby according to THE FOUR KEY SIGNS OF GOOD POSITIONING
e assess a breastfeed using the JOB AID: BREASTFEED OBSERVATION

e recognize a mother who needs help, using the JoB AID: BREASTFEED OBSERVATION

Introduction

In this session, you look at a series of slides of babies breastfeeding, and practise recognizing the signs of good or poor
attachment and positioning, and deciding whether the babies are well or poorly attached. You practise using the JoB AID:
BREASTFEED OBSERVATION.

Remember that there are FOUR KEY SIGNS OF GOOD ATTACHMENT:
1. The baby’s mouth is wide open.

2. The baby’s lower lip is turned outwards.

3. The baby’s chin is touching the mother’s breast.

4. More areola is seen above the baby’s top lip than below the bottom lip.

Key point: To say that a baby is well attached, all four of the signs must be good. If any ONE of the signs is NOT good,
then the baby is poorly attached.

You may also see that the baby’s cheeks are rounded or pulled in. Rounded cheeks are a sign of effective suckling. If the baby’s
cheeks are pulled in, it is a sign of ineffective suckling.

You may see some signs that tell you whether the baby’s position is good or poor.

You cannot see all of the signs in the slides. For example, you cannot see signs with movement such as suckling in still
photographs. If the picture is a close-up, you may not see the position of a baby’s body clearly. Observe the signs that are clear,
and do not worry about signs that you cannot see.

When you see real mothers and babies:

«  Look for all the signs.

«  Look at the baby’s suckling. If a baby takes slow deep sucks, sometimes pausing, they are suckling effectively and are
probably well attached.

«  Ask how breastfeeding feels to the mother. If it is comfortable and pain free, the baby is probably well attached. If it is
uncomfortable or painful, the baby is probably poorly attached.

« Askabout the baby’s general health and their growth and behaviour. If the baby is satisfied, and growing well, they are
probably suckling effectively.
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Slide 26/2

26/2

+ Signsthatyou can see clearly are:

— The baby’s mouth is quite wide open.

— 'The baby’s lower lip is turned outwards.

— 'The baby’s chin is almost touching the breast.

- There is more areola above the baby’s top lip than below the bottom lip.
«  Othersigns:

— The baby’s cheeks are round.

— 'The baby is close to the breast, and facing it.

« These signs show that the baby is well attached and well positioned at the breast.

Slide 26/3

« Signs of attachment:
— The baby’s mouth is pointing forward.
— The lower lip is partly turned outwards.
— The baby’s chin is not touching the breast.
- Itisdifficult to see the areola clearly.
«  Othersigns:
— The baby’s cheeks are pulled in.
- 'This baby is poorly attached.
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Slide 26/4

« Signsof attachment:

— The baby’s mouth is not wide open, the lips are pointing forward.

— 'The baby’s lower lip is turned outwards.

— The baby’s chin is not touching the breast.

- There is as much or more areola below the baby’s mouth as above it
«  Othersigns:

— The baby’s cheeks are round.

- 'The baby is not close to the breast.

- The position of the baby’s hands shows that the body is twisted away, and not facing the mother.
+ This baby is poorly attached and poorly positioned.

— The baby looks as though he is feeding from a bottle.
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Slide 26/5
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Signs of attachment:

— The baby’s chin is touching the breast.

- There is a little areola above the baby’s mouth.

- Asthe baby is very close to the breast, it makes it difficult to see many other signs.

- Itisdifficult to see the baby’s mouth, but the little crease (fold) in his chin suggests that his mouth is wide open.
- You cannot see the baby’s lower lip (difficult if the baby is very close to the breast).

Other signs:

— The baby’s cheek is round and not pulled in (though it is somewhat flattened against the mother’s breast).

— The position of the baby’s hand shows that he is facing the mother and not twisted.

This baby is well attached and well positioned.
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« Signsof attachment:
— The baby’s mouth is not wide open.
- 'The lower lip is pointing forward, not fully outwards.

— The baby’s chin is not touching the breast.

- There is as much areola below the baby’s bottom lip as above the top lip.

«  Othersigns:
— The baby’s cheek is slightly pulled in.
— The baby’s body is twisted away, and not close to the mother’s.

This baby is poorly attached to the breast.

Session 26. Observing a breastfeed
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Slide 26/7

« Signsof attachment:
— The baby’s mouth is wide open.
— 'The baby’s lower lip is turned outwards.
— The baby’s chin is close to the breast.
- There is more areola above the baby’s mouth than below it.
«  Othersigns:
- The baby’s cheek is round.
— The baby’s body is turned slightly away from the mother and her neck is slightly twisted, but this is not very clear.

— 'This baby is well attached, but her body position is not very good.
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« Signsof attachment:

— The baby’s mouth is quite wide open.

— 'The baby’s lower lip is turned in and not outwards.

- The baby’s chin is touching the breast.

- There is more areola above the baby’s top lip than below the bottom lip.
«  Othersigns:

- The baby’s cheek is round.

— 'The baby is facing the breast.

— The baby’s head and body are straight and the baby is facing the breast.
+ This baby is not well attached.

- Hislower lip is turned in, so he is not well attached, even if the other three signs are good.
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Slide 26/9

«  Picture A shows a baby suckling, and picture B shows the same baby a few seconds later. The baby has stopped suckling.
« Signsof attachment in picture A:

— The baby’s mouth is not wide open, it is quite closed.

— 'The baby’s lower lip is not turning outwards.

- The baby’s chin is close to the breast.

— There may be more areola above the baby’s mouth than below it.
+  Othersigns:

— The baby’s cheek is pulled in.

- Itis difficult to see the baby’s body position.
« Signsthatyou can see in picture B are:

— The baby is pulling away from the mother’s breast.

- The baby is crying with frustration.

— The mother’s nipple is quite large and long.

«  Picture A shows that this baby was poorly attached to the breast, and was not getting the milk effectively, so she pulled
away in frustration, as shown in Picture B.
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« Signsof attachment:
— The baby’s mouth is not wide open.
— The baby’s lower lip is not turned outwards.

- The baby’s chin is touching the breast.

- There is more areola below the baby’s mouth than above it.

«  Othersigns:
— The baby’s cheeks look round.
— 'The baby is close to the breast, and facing it.

This baby is not well attached.

Session 26. Observing a breastfeed
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Slide 26/11

« Signsof attachment:
— The baby’s mouth is wide open.
— 'The baby’s lower lip is turned outwards (though it is difficult to see).
- The baby’s chin is touching the breast.
- There is more areola above the baby’s mouth than below it.
«  Othersigns:
— The baby’s cheek is round (there is a dimple, but the cheek is not pulled in).
— 'The baby is close to the breast and facing it.

+  This baby is well attached and well positioned.
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« Signsof attachment:

— These are difficult to see, because the picture is not taken closely enough.

- However, the baby’s mother is holding her breast very close to the nipple, so it is likely that the baby is poorly attached.
«  Other signs:

— The position of the baby’s hands show that his body is turned away from the mother’s, and is not close to her.

— The baby’s neck is twisted.

— The baby’s mother is supporting only the head and not the whole body.

— The baby is only a few days old, so it would help if she supported the whole body.

— The mother has no back support. She is leaning forward over the baby, and may be tense and uncomfortable.

« This baby is poorly positioned, and the mother is not comfortable, which makes holding the baby more difficult.
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EXERCISE 26.A USING THE JOB AID: BREASTFEED OBSERVATION

Practise filling in the JoB AID: BREASTFEED OBSERVATION for the following four mothers and babies. You will not be able to tick
all the boxes. Tick those for which you can see the signs. Most will be for the sections Baby’s position and Baby’s attachment.

Slide 26/13

Slide 26/14
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Mother's name:

Baby's name:

JOB AID: BREASTFEED OBSERVATION — SLIDE 26/13

Date:

Baby's age:

Signs that breastfeeding is going well:

GENERAL

Mother:
O Mother looks healthy

O Mother relaxed and comfortable

O Signs of bonding between mother and baby
Baby:

O Baby looks healthy

O Baby calm and relaxed

O Baby reaches or roots for breast if hungry

Signs of possible difficulty:

Mother:

O
O
O

Mother looks ill or depressed
Mother looks tense and uncomfortable

No mother/baby eye contact

Baby:

O
O
O

Baby looks sleepy or ill
Baby is restless or crying

Baby does not reach or root

BREASTS
O Breasts look healthy

O No pain or discomfort

O Breast well supported with fingers away from nipple

Breasts look red, swollen, or sore

O Breast or nipple painful

Breasts held with fingers on areola

BABY'S POSITION
O Baby’s head and body in line

O Baby held close to mother’s body
O Baby’s whole body supported

O Baby approaches breast, nose to nipple

o o o o

Baby’s neck and head twisted to feed
Baby not held close
Baby supported by head and neck only

Baby approaches breast, lower lip/chin to nipple

BABY'S ATTACHMENT
O Baby’s mouth open wide

O Lower lip turned outwards
O Baby’s chin touches breast

O More areola seen above baby’s top lip

o o o o

Baby’s mouth not open wide
Lips pointing forward or turned in
Baby’s chin not touching breast

More areola seen below bottom lip

SUCKLING

O Slow, deep sucks with pauses
O Cheeks round when suckling
O Baby releases breast when finished

O Mother notices signs of oxytocin reflex

Rapid shallow sucks
Cheeks pulled in when suckling
Mother takes baby off the breast

No signs of oxytocin reflex noticed
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JOB AID: BREASTFEED OBSERVATION — SLIDE 26/14

Mother's name:

Baby's name:

Date:

Baby's age:

Signs that breastfeeding is going well:

GENERAL

Mother:
O Mother looks healthy

Signs of possible difficulty:

Mother:

O

Mother looks ill or depressed

O Mother relaxed and comfortable O Mother looks tense and uncomfortable
O Signs of bonding between mother and baby O No mother/baby eye contact

Baby: Baby:

O Baby looks healthy O Baby looks sleepy or ill

O Baby calm and relaxed O Baby is restless or crying

O Baby reaches or roots for breast if hungry O Baby does not reach or root
BREASTS

O Breasts look healthy O Breasts look red, swollen, or sore

O No pain or discomfort

O Breast well supported with fingers away from nipple

o 0O

Breast or nipple painful

Breasts held with fingers on areola

BABY'S POSITION
O Baby’s head and body in line

O Baby held close to mother’s body
O Baby’s whole body supported

O Baby approaches breast, nose to nipple

o o o o

Baby’s neck and head twisted to feed
Baby not held close
Baby supported by head and neck only

Baby approaches breast, lower lip/chin to nipple

BABY'S ATTACHMENT
O Baby’s mouth open wide

O Lower lip turned outwards
O Baby’s chin touches breast

O More areola seen above baby’s top lip

o o o o

Baby’s mouth not open wide
Lips pointing forward or turned in
Baby’s chin not touching breast

More areola seen below bottom lip

SUCKLING

O Slow, deep sucks with pauses
O Cheeks round when suckling
O Baby releases breast when finished

O Mother notices signs of oxytocin reflex

Rapid shallow sucks
Cheeks pulled in when suckling
Mother takes baby off the breast

No signs of oxytocin reflex noticed
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Mother's name:

Baby's name:

JOB AID: BREASTFEED OBSERVATION — SLIDE 26/15

Date:

Baby's age:

Signs that breastfeeding is going well:

GENERAL

Mother:
O Mother looks healthy

O Mother relaxed and comfortable

O Signs of bonding between mother and baby
Baby:

O Baby looks healthy

O Baby calm and relaxed

O Baby reaches or roots for breast if hungry

Signs of possible difficulty:

Mother:

O
O
O

Mother looks ill or depressed
Mother looks tense and uncomfortable

No mother/baby eye contact

Baby:

O
O
O

Baby looks sleepy or ill
Baby is restless or crying

Baby does not reach or root

BREASTS
O Breasts look healthy

O No pain or discomfort

O Breast well supported with fingers away from nipple

Breasts look red, swollen, or sore

O Breast or nipple painful

Breasts held with fingers on areola

BABY'S POSITION
O Baby’s head and body in line

O Baby held close to mother’s body
O Baby’s whole body supported

O Baby approaches breast, nose to nipple

o o o o

Baby’s neck and head twisted to feed
Baby not held close
Baby supported by head and neck only

Baby approaches breast, lower lip/chin to nipple

BABY'S ATTACHMENT
O Baby’s mouth open wide

O Lower lip turned outwards
O Baby’s chin touches breast

O More areola seen above baby’s top lip

o o o o

Baby’s mouth not open wide
Lips pointing forward or turned in
Baby’s chin not touching breast

More areola seen below bottom lip

SUCKLING

O Slow, deep sucks with pauses
O Cheeks round when suckling
O Baby releases breast when finished

O Mother notices signs of oxytocin reflex

Rapid shallow sucks
Cheeks pulled in when suckling
Mother takes baby off the breast

No signs of oxytocin reflex noticed
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JOB AID: BREASTFEED OBSERVATION — SLIDE 26/16

Mother's name:

Baby's name:

Date:

Baby's age:

Signs that breastfeeding is going well:

GENERAL

Mother:
O Mother looks healthy

Signs of possible difficulty:

Mother:

O

Mother looks ill or depressed

O Mother relaxed and comfortable O Mother looks tense and uncomfortable
O Signs of bonding between mother and baby O No mother/baby eye contact

Baby: Baby:

O Baby looks healthy O Baby looks sleepy or ill

O Baby calm and relaxed O Baby is restless or crying

O Baby reaches or roots for breast if hungry O Baby does not reach or root
BREASTS

O Breasts look healthy O Breasts look red, swollen, or sore

O No pain or discomfort

O Breast well supported with fingers away from nipple

o 0O

Breast or nipple painful

Breasts held with fingers on areola

BABY'S POSITION
O Baby’s head and body in line

O Baby held close to mother’s body
O Baby’s whole body supported

O Baby approaches breast, nose to nipple

o o o o

Baby’s neck and head twisted to feed
Baby not held close
Baby supported by head and neck only

Baby approaches breast, lower lip/chin to nipple

BABY'S ATTACHMENT
O Baby’s mouth open wide

O Lower lip turned outwards
O Baby’s chin touches breast

O More areola seen above baby’s top lip

o o o o

Baby’s mouth not open wide
Lips pointing forward or turned in
Baby’s chin not touching breast

More areola seen below bottom lip

SUCKLING

O Slow, deep sucks with pauses
O Cheeks round when suckling
O Baby releases breast when finished

O Mother notices signs of oxytocin reflex

Rapid shallow sucks
Cheeks pulled in when suckling
Mother takes baby off the breast

No signs of oxytocin reflex noticed
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Objectives

After completing this session, participants will be able to:

e explain THE FOUR KEY SIGNS OF GOOD POSITIONING

« explain the different positions for a mother to breastfeed

« explain different ways to hold a baby

o describe how a mother should support her breast for feeding
o explain the common mistakes of positioning a baby

o help a mother to hold and position her baby at the breast, by demonstrating with a doll

Introduction

There are three main kinds of mother whom you may need to help:

»  New mothers, who are breastfeeding for the first time

«  Mothers who have some difficulty with breastfeeding, or who use a poor technique

«  Mothers who artificially fed a previous baby but now want to breastfeed.

Always observe a mother breastfeeding before you help her

«  Take time to see what she does, so that you can understand her situation clearly. Do not rush to make her do something
different. Notice other things that may affect breastfeeding, such as her clothing, or the presence of men looking at her.

Give a mother help if she had difficulty

«  All mothers who have difficulties definitely need help. However, some mothers may not have a difficulty at present,
but they use a poor technique that can lead to difficulties. Help these mothers, especially in the first 2 months
before breastfeeding is fully established. However, some mothers with babies older than about 2 months breastfeed
satisfactorily in positions that would make difficulties for younger babies. There is no point trying to change an older
baby’s position if they are getting breast milk effectively and growing well, and the mother is comfortable.

Let the mother do as much as possible herself

«  Be careful not to “take over” from her. Explain what you want her to do. If possible, demonstrate on your own body to
show her what you mean.

Make sure that the mother understands what you do, so that she can do it herself

+  Your aim is to help her to position her own baby. It does not help if you can get the baby to attach effectively, if the
mother cannot.
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Helping a mother to position her baby at her breast

Greet the mother, introduce yourself, and ask her name and her baby’s name. Ask her how she is and ask one or two open
questions about how breastfeeding is going.

Assess a breastfeed

Ask whether you may see how her baby breastfeeds, and ask her to put the baby to her breast in the usual way. Observe her
breastfeeding for a few minutes (if the baby has had a feed recently you may have to arrange to see her later).

If you decide that she needs help to improve her baby’s attachment:
+  First say something encouraging such as: “He really wants your breast milk, doesn’t he?”

« Then explain what might help and ask whether she would like you to show her. For example say something such as:
“Breastfeeding might be less painful if (child’s name) took a larger mouthful of breast when he suckles. Would you like me
to show you how?”

« Ifsheagrees, you can start to help her.
«  Make sure the mother is sitting or lying down, in a comfortable and relaxed position.

Sit down yourself, so that you are also comfortable and relaxed, and in a convenient position to help. You cannot help a mother
satisfactorily if you are in an awkward or uncomfortable position yourself or if you are bending over her. You need to be at the
side of the mother so that your hand is free to guide her hand if necessary.

Explain how to hold her baby, and show her if necessary. Demonstrate how to help the mother to position her baby, making
sure that THE FOUR KEY SIGNS OF GOOD POSITIONING are clear:

1. The baby’s head and body should be in a straight line
2. The mother should hold the baby’s body close to hers
3. She should support the baby’s whole body, and not just the head and shoulders

4. The baby should face the breast, approaching it with the nose opposite the nipple

These four key points are the same as the points that you learnt to observe in the JOB AID: BREASTFEED OBSERVATION in the
section BABY’S POSITION. Explain each point in turn. If you have a doll, you can demonstrate to the mother using the doll. If
she cannot copy you, then you may have to guide her hand to do what you are showing her.

For point1 - Baby’s head and body in line: a baby cannot suckle or swallow easily if their head is twisted or bent.

For point 2 — Baby held close to mother’s body: a baby cannot attach well to the breast if they are far away from it. The baby’s
whole body should almost face their mother’s body. The baby should be turned away just enough to be able to look at her face.
This is the best position for the baby to take the breast, because most nipples point down slightly. If the baby faces the mother
completely, they may fall off the breast.

For point 3 - Baby’s whole body supported: the whole body should be supported, with the mother’s arm along the baby’s
back. This is particularly important for neonates and young babies. For older babies, support of the upper part of the body is
usually enough. A mother needs to be careful about using the hand of the same arm, which supports her baby’s back, to hold
their bottom. Holding the baby’s bottom may result in her pulling them too far out to the side, so that their head is in the
crook (bend) of her arm. The baby then has to bend their head forward to reach the nipple, which makes it difficult for them to
suckle.

For point 4 - Baby approaches breast, nose to nipple: we will talk about this a little later when we discuss how to help a baby
to attach to the breast.

Review the steps 1, 2, 3 and 4 using either right or left hand and arm to show them: (1) slap the hand on the opposite forearm
(demonstrating where the baby’s head lies); (2) slap the palm and whole arm against the stomach (demonstrating that the
baby is close to the mother and turns towards the mother); (3) slap the arm on the opposite palm (demonstrating that the
mother supports the buttocks, not holds); and (4) swing the hand and arm behind the waist (demonstrating that the baby’s
hand and arm should be behind the mother).
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Show her how to support her breast with her hand to offer it to her baby:

+  Sheshould place her fingers flat on her chest wall under her breast, so that her first finger forms a support at the base of
the breast (see Fig. 27.1).

+  She can use her thumb to press the top of her breast slightly. This can improve the shape of the breast so that it is easier
for her baby to attach well.

«  She should not hold her breast too near to the nipple.

«  Holding the breast too near the nipple makes it difficult for a baby to attach and suckle effectively. The “scissor” hold can
block milk flow (see Fig. 27.2).

« Ifamother haslarge and low breasts, support may make attachment easier. If she has small and high breasts, she may
not need to support them.

Fig. 27.1 Supporting the breast with Fig. 27.2 Holding the breast close to
fingers against the chest wall the nipple and pinching

Explain or show her how to help the baby to attach

Explain how to use the baby’s rooting reflex, to get the baby to open their mouth wide to take the breast themself. You cannot
force a baby to take the breast. She should:

4 Breastfeeding (advanced)

«  Start with the baby’s nose approaching her nipple, so that the baby approaches the breast from underneath the nipple.
« Touch her baby’s lips with her nipple, so that the baby opens the mouth, puts out the tongue, and reaches up.

«  Wait until her baby’s mouth is opening wide, before she moves the baby onto her breast. The baby’s mouth needs to be
wide open to take a large mouthful of breast.

+  Keep her back straight and bring her baby to her breast. She should not move herself or her breast to her baby.

«  Aim her baby’s lower lip below her nipple, with the nose opposite the nipple, so that the nipple aims towards the baby’s
palate, the tongue goes under the areola, and the chin will touch her breast.

«  Hold the baby at the back of the shoulders — not the back of the head. Be careful not to push the baby’s head forward.

Try not to touch the mother or baby if possible. But if you need to touch them to show the mother what to do, ask her
permission and then:

«  Putyour hand over her hand or arm, and explain that you will be touching the baby through her.

«  Hold the baby at the back of the shoulders — not the back of the head. Be careful not to push the baby’s head forward.
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Notice how she responds and ask her how her baby’s sucking feels.

If you improve a baby’s poor attachment, a mother sometimes spontaneously says that it feels better.
If she says that suckling is comfortable, and she looks happy, her baby is probably well attached.
Look for signs of good attachment (which you cannot see with a doll). If the attachment is not good, try again.

It often takes several tries to get a baby well attached. You may need to work with the mother again at a later time,
or the next day, until breastfeeding is going well.

Make sure that the mother understands about her baby taking enough breast into the mouth to get the milk.

If she is having difficulty in one position, try to help her to find a different position that is more comfortable for her.
For example, in one of the positions described below.

Unfortunately, sometimes a mother goes back to her old position for holding the baby. Make sure that she knows what to
do, and leave her to practise. Her position may improve, especially if the baby learns how to attach well and get the milk.

Use COUNSELLING CARD 3: GOOD ATTACHMENT to review with the “mother” the signs of good attachment.

Other ways for a mother who is sitting to position a baby

Fig. 27.3 A mother holding her baby in the Fig. 27.4 A mother holding her baby with the
underarm position arm opposite the breast

Useful for: Useful for:

« twins «  very small or low-birth-weight babies

«  blocked duct « sick babies

« difficulty attaching the baby «  blocked duct

«  very small or low-birth-weight babies

Help the “mother” to hold her baby in the underarm position (see Fig. 27.3).
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Exactly the same four key points are important for positioning.

She may need to support the baby with pillows at her side.

The baby’s head rests in the mother’s hand, but she does not push it at the breast.
The underarm position is useful:

- for twins

- if'sheis having difficulty attaching her baby across the front

- totreat a blocked duct (see SESSIONS 19 and 28: BREAST CONDITIONS 1 and 2)
— forvery small or low-birth-weight babies

- if'the mother prefers it.
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Show the “mother” how to hold her baby with the arm opposite to the breast (see Fig. 27.4).
«  Exactly the same four key points are important for positioning.
« Ifshe needs to support her breast, she can use the hand on the same side as the breast.
«  The mother’s forearm supports the baby’s body.
« Her hand supports the baby’s head, at the level of his ears or lower. She does not push at the back of the baby’s head.
« This way of holding a baby is useful:
- forvery small or low-birth-weight babies
- for sick or disabled babies

- if'the mother prefers it.

Helping a mother who is lying down

Help the “mother” to lie down in a comfortable, relaxed position, on one side.

To be relaxed, the mother needs to lie down on her side, in a position in which she can sleep. Being propped on one elbow is
not relaxing for most mothers.

If she has pillows, a pillow under her head and another under her chest may help.

Show her how to hold her baby. Exactly the same four key points on positioning are important for a mother who is lying down.
« The baby’s body should be straight, close to the mother, supported and facing the breast.

+  She can support her baby with her lower arm. She can support her breast if necessary with her upper arm.

« Ifshe does not support her breast, she can hold her baby with her upper arm.

« It may be helpful to put a pillow or a roll of cloth at the baby’s back to keep them in position.

Breastfeeding lying down (see Fig. 27.5) is useful:

« when a mother wants to sleep, so that she can breastfeed without getting up

4 Breastfeeding (advanced)

« soon after a caesarian section, when lying on her back or side may help her to breastfeed her baby more comfortably.

A common reason for difficulty attaching when lying down, is that the baby is too “high” (near the mother’s shoulders) and the
baby’s head has to bend forwards to reach the nipple.

Fig. 27.5 A mother breastfeeding her baby lying down
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Helping a mother to use a reclining position

Help the mother into a reclining position, leaning back, supported by pillows. She needs to lean back far enough for the baby
to be fully supported on her reclining body, but she should not be completely flat. The baby can be naked and lie prone on her
naked chest, for skin-to-skin contact. This is very useful if a baby has difficulty attaching at the breast, or if the baby is restless
and crying. The position often calms the baby, and they find their own way to the breast, in the same way as a neonate. (The
reclining position is sometimes called “biological nurturing”.)

There are many other positions in which a mother can breastfeed. In any position, the important thing is for the baby to take
enough of the breast into their mouth so that they can suckle effectively.

«  With the mother standing up.

« Ifthe baby has difficulty attaching to the breast, it sometimes helps if the mother lies on her front, propped on her
elbows, with the baby underneath her.

« Ifshe hasverylarge nipples, it may help to lean over the baby and offer the nipple from that position.

« Ifshe has an oversupply of milk (and the baby gets too much milk too fast), lying on her back with the baby on top of her
sometimes helps (see SESSION 30: REFUSAL TO BREASTFEED).

Some common mistakes made by mothers

There are some ways in which a mother holds a baby that can make it difficult for the baby to attach to her breast and suckle
effectively (see SESSIONS 13 and 25: ASSESSING A BREASTFEED 1 and 2).

A mother may hold her baby:
«  Too high (for example, sitting with the knees very high)
« Too low (for example, with the baby unsupported, so she has to lean forward)

« Too far to the side (with the baby’s head in the “crook” of the arm). A baby may be too far to the side because the mother
holds her baby’s bottom in her hand on the same side as the breast, which has the effect of pulling the baby to that side.

If a mother holds her baby too high, or too low, or too far to the side, the baby’s mouth is not opposite her nipple. It will be
difficult for the baby to take the breast into their mouth.

A baby may be too far out to the side because the mother holds her baby’s bottom in her hand on the same side as the breast,
and pulls the baby to that side. Instead, her hand should be along the baby’s back, so that their head rests on her forearm,
not in the crook of the arm.

A mother may support her breast:

«  With the fingers and thumb close to the areola (see Fig. 27.2).

«  Pinching up the nipple or areola between the thumb and fingers, and trying to push the nipple into the baby’s mouth.
«  With the “scissor” hold (index finger above and middle finger below the nipple).

Holding the breast in these ways makes it difficult for a baby to attach and suckle effectively. The “scissor” hold can block
milk flow.

A mother may hold her breast back from the baby’s nose with a finger, to allow the baby to breathe. This is not necessary, and
can pull the nipple out of the baby’s mouth. A baby can breathe quite well without the breast being held back.

Key point: If you think that the baby’s nose is too close to the breast, ask the mother to pull the baby’s bottom in closer
to her body.

Key point: One reason why a baby’s nose may be very close to the breast is if the baby’s body is too far out to the side,
so that the baby has to bend their head forward to reach the nipple. Help the mother to reposition the baby so that their
head is on her forearm. The baby will bend their head back and bring their chin closer to the breast.
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Some common mistakes made by health workers

Some health workers try to put the baby onto the breast, instead of helping the mother to put the baby on herself. Sometimes
they press the back of the baby’s head to force the baby to take the breast.

If you position and attach the baby for the mother, she does not learn how to position her baby herself, and she does not
gain confidence.

If you put pressure on the back of a baby’s head, the baby may react by pushing the head back. The natural reaction of a health

worker is then to push the baby onto the breast more strongly. The baby may fight back, and this may cause the baby to refuse
to breastfeed.

Practise positioning a baby

You will now work in pairs to practise helping a mother to position her baby. One of you plays the mother, and one plays the
health worker. Other participants in the group observe.
« Ifyou are the mother:

Sit and hold the doll in the common way, across your front. Hold it in a poor position.

- When the health worker asks you how breastfeeding is going, say that it is painful, and your nipples are sore, or think
of another difficulty.

« Ifyou are the health worker:

Follow all the steps in the box HOW TO HELP A MOTHER TO POSITION HER BABY on the next page.
- Use adoll to demonstrate to the mother what you want her to do.
— Use the SKILLS FOR LISTENING AND LEARNING to talk to the mother.

« Ifyou are observing:

Follow the steps in the box, and afterwards comment on the practice. Praise what the pair did well, remind them about
steps that were left out, and discuss any weak points.

Each participant has a turn to play the part of the health worker helping a mother to position her baby.
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HOwW TO HELP A MOTHER TO POSITION HER BABY

Greet the mother and ask how breastfeeding is going.

Assess a breastfeed.

Explain what might help, and ask whether she would like you to show her.
Make sure that she is comfortable and relaxed.

Sit down yourself in a comfortable, convenient position.

Explain how to hold her baby, and show her if necessary.
The four key points are:

- Baby’shead and body in line

— Baby held close to mother’s body

- Baby’s whole body supported

- Baby approaches breast, nose to nipple

Show her how to support her breast:

- With her fingers against her chest wall below her breast

— With her first finger supporting the breast

- With her thumb above

- Her fingers should not be too near the nipple

Explain or show her how to help the baby to attach:

— Touch her baby’s lips with her nipple

— Wait until her baby’s mouth is opening wide

- Move her baby quickly onto her breast, aiming the lower lip below the nipple
Notice how she responds and ask her how her baby’s suckling feels.

Look for signs of good attachment. If the attachment is not good, try again.

THE FOUR KEY SIGNS OF GOOD POSITIONING
The baby’s head and body are in line.
The baby is held close to the mother’s body.
The baby’s whole body is supported.

The baby approaches the breast, nose to nipple.

THE FOUR KEY SIGNS OF GOOD ATTACHMENT

The baby’s mouth is wide open.
The baby’s lower lip is turned outwards.
The baby’s chin is touching the mother’s breast.

More areola is seen above the baby’s top lip than below the bottom lip.
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Session 28
Breast conditions 2

Objectives

After completing this session, participants will be able to recognize and describe how to manage these
common breast conditions:

« flat and inverted nipples

e engorgement

o blocked duct and mastitis

e sore nipples and nipple fissure

Introduction

There are several common breast conditions that sometimes cause difficulties with breastfeeding:
«  Flat or inverted nipples, and long or big nipples

« Engorgement

+  Blocked duct and mastitis

«  Sore nipples and nipple fissure

Diagnosis and management of these breast conditions are important, both to relieve the mother and to enable breastfeeding

to continue. Treatment differs for some breast conditions if the woman is living with HIV. We will discuss these during the
session.

4 Breastfeeding (advanced)

Different breast shapes

These photos show some breasts of different shapes and sizes. These breasts are all normal, and they can all produce plenty of
milk for a baby — or two or even three babies. Many mothers worry about the size of their breasts. Women with small breasts
often worry that they cannot produce enough milk. Differences in the sizes of breasts are mostly due to the amount of fat, and

not the amount of tissue that produces milk. It is important to reassure women that they can produce enough milk, whatever
the size of their breasts.

The nipples and areolas are different shapes and sizes too. Babies can breastfeed quite well from breasts of any size, with almost
any shape of nipple. Remember also that a baby can attach poorly whatever the shape of their mother’s nipple - for example if
they have been given bottle feeds, or if there is no one to help their mother to improve her technique.
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Flat nipple and protractility

A doctor told the mother on picture 1 that her baby would not be able to suckle from this nipple. She lost confidence that she
could breastfeed successfully.

However, remember from Session 24 that a baby does not suck from the nipple. The baby takes the nipple and the breast tissue
underlying the areola into their mouth to form a “teat”. The nipple only forms about one third of the “teat” of breast tissue in
the baby’s mouth.

In picture 2, the mother is testing her breast for protractility. She is finding out how easy it is to stretch out the tissues
underlying the nipple. This nipple is quite protractile, and it should be easy for her baby to stretch it to form a “teat” in their
mouth. The baby should be able to suckle from this breast with no difficulty.

Key point: Nipple protractility is more important than the shape of a nipple.

Protractility improves during pregnancy, and in the first week or so after a baby is born. So even if a woman'’s nipples look flat
in early pregnancy, her baby may be able to suckle from the breast without difficulty.

Inverted nipples

28/4

If this woman tests her breast for protractility, her nipple will go in instead of coming out. It is inverted.

You can see a scar on her breast. This mother had a breast abscess. This was probably because her baby did not attach well
to the breast and remove the milk effectively. With skilled help, she probably could have breastfed successfully. Fortunately,
nipples as difficult as this are rare.
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28/5
Management of flat and inverted nipples

Antenatal treatment  Probably not helpful

Soon after de]ivery Build the mother’s confidence - breasts will improve
Explain that the baby suckles BREAST not nipple
Let the baby explore breast skin-to-skin
Help the mother to position her baby on the first day
Try different positions, e.g. underarm
Help her to make the nipple stand out more
Use a pump or syringe

For first week or two, Express breast milk and feed with a cup
ifnecessary Express breast milk into the baby’s mouth

This table summarizes the management of flat and inverted nipples.

Antenatal treatment is probably not helpful. For example, stretching the nipples or wearing nipples shells does not help. Most
nipples improve around the time of delivery, without any treatment. However, if a woman is worried that her nipples may be
flat or inverted, examine them and assess their protractility. It is helpful to explain about them and to build her confidence
that she will be able to breastfeed. Help is most important soon after delivery when the baby starts breastfeeding.

Build the mother’s confidence. Explain that it may be difficult at the beginning, but with patience and persistence she can
succeed. Explain that her breasts will become softer in the week or two after delivery.

Explain that a baby suckles from the breast — not from the nipple. Her baby needs to take a large mouthful of breast. Explain
also that as her baby breastfeeds, they will stretch her breast and nipple out.

Encourage her to give plenty of skin-to-skin contact, and let her baby explore her breasts. Let the baby try to attach to the
breast on their own, whenever they are interested. Some babies learn best by themselves. Show her how to lean back in the
reclining position to give the baby skin-to-skin contact. Some babies can attach more easily in this position.

Help her to position her baby so that they can attach better. If a baby does not attach well by themself, help their mother to
position them so that they can attach better. Give her this help early, in the first day, before her breast milk “comes in” and her
breasts are full.

Help her to try different positions to hold her baby. Sometimes putting a baby to the breast in a different position makes it
easier for them to attach; for example, some mothers find that the underarm position is helpful. Sometimes it helps if the
mother leans over the baby so that her breast fall towards her baby’s mouth.

Help her to make her nipple stand out more before a feed. Sometimes making the nipple stand out before a feed helps a baby
to attach. Stimulating her nipple may be all that a mother needs to do. Or she can use a hand breast pump, or a syringe, to pull
her nipple out.

Sometimes shaping the breast makes it easier for a baby to attach. To shape her breast, a mother support it from underneath
with her fingers, and presses the top of the breast gently with her thumb. She should be careful not to hold her breast too near
the nipple. If it is acceptable to both partners, the woman's husband can suck on her nipples a few times to stretch them.

If a baby cannot suckle effectively in the first week or two, help their mother to try to express her milk and feed it to her baby
by cup. Expressing milk also helps to keep the breasts soft, so that it is easier for the baby to attach; it also helps to keep up the
supply of milk. She should not use a bottle because that makes it more difficult for her baby to take her breast.

Some mothers find helpful to express a little milk directly into the baby’s mouth. The baby gets some milk straight away, so
they are less frustrated. The baby may be more willing to try to suckle. The mother should continue to give the baby skin-to-
skin contact, and let them explore her breasts and try to attach on their own.
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DEMONSTRATION 28.A SYRINGE METHOD FOR TREATMENT OF INVERTED

NIPPLES

Use a 20 mL syringe and cut off the adaptor end of the barrel, as shown in Fig. 28.1.
Put the plunger into the cut end of the barrel (that is, the reverse of its usual position).

Show the mother how to put the smooth end of the barrel over the nipple. Pull out the plunger to create suction on
the nipple.

Key point: The mother must use the syringe herself. If a health worker pulls on the syringe, they may pull too
hard and cause pain and damage the nipple.

Teach a mother to:

put the smooth end of the syringe over her nipple, as you demonstrated

put the plunger about two thirds of the way along the barrel

not put it all the way in, or it may pull too strongly and damage the nipple

gently pull the plunger to maintain steady but gentle pressure, to make the nipple stand out
do this for 30 seconds to 1 minute, several times a day

push the plunger back to decrease the suction, if she feels pain. This prevents damaging the skin of the nipple and
areola

push the plunger back, to reduce suction, when she removes the syringe from her breast

use the syringe to make her nipple stand out just before she puts her baby to the breast.

Try out how the syringe creates suction, by trying it on the front of your forearms. Usually the syringe will stick there for a
few minutes.
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Long nipples

28/7

Session 28. Breast conditions 2

You might think that long nipples are an advantage, and that they are easy or a baby to suckle from. But this slide shows that
long nipples too can cause difficulties. A baby is likely to suck only the nipple, and they may not take the breast with the large

ducts into their mouth.

It is important to be ready to help this mother with her breastfeeding technique. Help her to get her baby to take more breast

into their mouth — not just the nipple.

Large fibrous nipples

Large fibrous nipples

28/8

Help the baby to open the
mouth wide to attach

Let the baby have skin-to-skin
contact and try to find their
own way

Try different positions,

e.g. mother leaning over the
baby, or underarm

Express milk and feed with a
cup until the baby grows and
their mouth is large enough

Some nipples are very large, such as the ones shown here. It may be difficult for a baby to get this sort of nipple into their
mouth. However, if the mother holds her baby in a good position, and touches their mouth so that they open it, the baby may
open wide enough to attach to the breast. She needs extra help and patience to do this.

Show her how to lean over her baby, on a bed or table, so that her breast falls towards the baby’s mouth; this may make it
easier for the baby. Suggest that she gives the baby plenty of skin-to-skin contact and lets them try to find their own way to the
breast. Teach her how to express her milk and feed her baby with a cup until they have grown and their mouth is big enough

to suckle more easily.
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Full and engorged breasts

28/9

The breasts of the woman in picture 1look large, and you can see that milk is dripping out of them. It has made stains on her
skirt. Her breasts are full. This is a few days after delivery, and her milk has “come in” and her breasts have filled with milk.
Her breasts feel hot and heavy and hard. However, her milk is flowing well. This is normal fullness. Sometimes full breasts
feel quite lumpy. The only treatment that she needs is for her baby to breastfeed frequently, to remove the milk. The heaviness,
hardness or lumpiness decreases after a feed, and the breasts feel softer and more comfortable. In a few days, her breasts will
adjust to the baby’s needs, and they will feel less full.

Picture 2 shows an engorged breast. You can see from the clear edge, or shelf, at the top that it is swollen. Engorgement
means that the breasts are overfull and swollen, partly with milk and partly with increased tissue fluid and blood,

which interferes with the flow of milk, so that it cannot get out easily. The breast in this picture looks shiny, because it is
oedematous. Her breasts feel painful and her milk does not flow well. Sometimes when breasts are engorged, the skin looks
red and the woman has a fever. This may make you think that she has mastitis. However, the fever usually settles in 24 hours.

The nipple is stretched tight and flat, which makes it difficult for a baby to attach to it, and to remove the milk.

SUMMARY OF DIFFERENCES BETWEEN FULL AND ENGORGED BREASTS
Full breasts Engorged breasts
Hot Painful
Heavy Oedematous
Hard Tight, especially nipple
Shiny
May look red
Milk flowing Milk NOT flowing (may drip)
No fever May be fever for 24 hours
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28/11
Causes and prevention of breast engorgement

Causes Prevention
* Plenty of milk * Start breastfeeding soon
* Delay starting to after delivery

breastfeed * Ensure good attachment
+ Poor attachment to breast * Encourage unrestricted
* Infrequent removal of milk breastfeeding
* Restriction of length of

feeds

Causes of engorgement are:

- Plenty of milk

- Delay in starting breastfeeding after birth

- Poor attachment to the breast so breast milk is not removed effectively

- Infrequent removal of milk, for example, if breastfeeding is not on demand

- Restricting the length of breast feeds

The table also shows that three most important ways to prevent engorgement are:
— Letting the baby feed as soon as possible after delivery

- Making sure that the baby is well positioned and attached to the breast

- Encouraging unrestricted breastfeeding

You can see that prevention is closely related to the causes of engorgement. A baby should suckle effectively from soon
after delivery, without restrictions on the length or frequency of feeds. Then the milk pressure does not build up in the
breasts. Engorgement is less likely to occur.
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28/12
Treatment of breast engorgement

Do not “rest” the breast

*  Ifthe baby is able to suckle Feed frequently, help with attachment
» Ifthebabyisnotable tosuckle Express milk by hand or with pump

*  Before feed: to stimulate Warm compresses or warm shower
oxytocin reflex Massage to neck and back
Light massage of breast
Stimulate nipple skin
Help mother to relax

*  After feed:toreduce oedema  Cold compress on breast

This table summarizes the treatment of breast engorgement.

« To treat engorgement, it is essential to remove milk. If milk is not removed, mastitis may develop, an abscess may form
and production of breast milk decreases.

« So, do not advise a mother to “rest” her breast.

« Ifthebaby is able to suckle, they should feed frequently. This is the best way to remove milk. Help the mother to position
her baby, so that they attach well. Then the baby suckles effectively, and does not damage the nipple.

« Ifthebaby is not able to suckle, help the mother to express her milk. She may be able to express by hand or she may need
to use a breast pump, or a warm bottle (see SESSIONS 17 and 33: EXPRESSING BREAST MILK 1 and 2. Sometimes it is only
necessary to express a little milk to make the breast soft enough for the baby to suckle. Pressing around the areola can
help to soften the tissues beneath, which makes expressing easier.

« Before feeding or expressing, stimulate the mother’s oxytocin reflex. Some things that you can do to help her, or she can
do are:

- putawarm compress on her breasts, or take a warm shower
- massage her back and neck

- massage her breast lightly

- stimulate her breast and nipple skin

— help her to relax.

Sometimes a warm shower or bath makes milk flow from the breasts, so that they become soft enough for the baby to
suckle.

« Afterafeed, put a cold compress on her breasts. This will help to reduce oedema.

+  Build the mother’s confidence. Explain that she will soon be able to breastfeed comfortably again.

Engorgement in a woman living with HIV who is stopping breastfeeding

Engorgement may occur in a woman living with HIV who stops breastfeeding abruptly. When an mother who is living with
HIV is trying to stop breastfeeding, she should only express enough milk to relieve the discomfort and not to increase the milk
production. Milk may be expressed a few times per day when the breasts are overfull, to make the mother comfortable. You
may have heard of pharmacological treatments to reduce the milk supply. These are not recommended. However, a simple
analgesic, for example ibuprofen may be used to reduce inflammation and help the discomfort while the mother’s milk supply
is decreasing. If ibuprofen is not available, then paracetamol may be used.
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The woman in the photo has severe pain and fever and she feels ill. Part of the breast is swollen and hard, with redness of the
overlying skin. The other part of the breast looks normal. She has mastitis.

Symptoms of blocked duct and mastitis

Non-
Blocked duct Milk stasis infective

mastitis

Infectlve
masmls

* Lump
« Tender Progresses to

Localized redness ey
* No fever

- Feels well

eI

* Hard area
* Feels pain

* Red area
* Fever
« Feelsill

28/14

Mastitis may develop in an engorged breast, or it may follow a condition called blocked duct. A blocked duct occurs when the
milk is not removed from part of a breast. Sometimes this is because the duct to that part of the breast is blocked by thickened
milk. The symptoms are a lump that is tender, and often redness of the skin over the lump. The woman has no fever and feels

well.

When milk stays in part of a breast, because of a blocked duct, or because of engorgement, it is called milk stasis. If the milk
is not removed, it can cause inflammation of the breast tissue, which is called non-infective mastitis. Sometimes a breast
becomes infected with bacteria, and this is called infective mastitis. It is not possible to tell from the symptoms alone whether
mastitis is non-infective or infective. If the symptoms are all severe, however, the woman is more likely to need treatment

with antibiotics.
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Differences between mastitis and engorgement

28/15

Mastitis Engorgement
¢ Usually one breast *  Usually both breasts
e Partof breast affected » All of breast affected
¢ Redarea (erythema): * Redness patchy, diffuse, not

demarcated with normal clearly demarcated

breast tissue around it * Hardness: swelling of whole
¢ Hardness and lumpiness of breast, nipple tight

red area * Hardness and swelling relieved
*  Hardness not relieved by if milk is removed

removal of milk * Paininall of both breasts
+ Paininredarea *  May be brief fever for 24 hours
¢ Maternal fever continuous

Mastitis is sometimes confused with engorgement. There are important differences that can help you to decide which it is:
«  Mastitis usually affects only one breast, though sometimes it can affect both. Engorgement usually affects both breasts.
«  Mastitis affects part of the breast, and engorgement affects the whole breast.

«  With mastitis, there is usually a clearly demarcated (or marked) area of bright redness of the skin, surrounded by normal
breast tissue. With engorgement, there may also be some redness, but it is diffuse and patchy and not clearly demarcated.

»  With mastitis, the red area is hard and may be lumpy, but the rest of the breast is soft, and the nipple is unaffected. With
engorgement, the whole breast is swollen, and the nipple may be pulled tight and flattened.

«  With mastitis, removal of the milk does not relieve the hardness, but with engorgement, there is usually some relief
immediately.

«  With mastitis there is severe pain, mostly in the red area. With engorgement, the pain is less severe, but through the
whole breast.

«  With mastitis, the woman has a continuous fever. With engorgement, there may be fever; if there is, it is usually for only
24 hours.

28/16
What do you notice about these breasts?

With woman A:

«  Both breasts are affected.

« The whole of both breasts is swollen, with a “shelf” at the edge of the swelling.
« There s no clearly demarcated redness.

With woman B:

«  Only the left breast is affected.

«  Partofthe breast is bright red.

« Thered areais clearly demarcated, and the skin around it looks normal.

Woman A has engorgement; woman B has mastitis of the left breast.
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28/17

Causes of blocked duct and mastitis

* Mother being very busy
Infrequent or short owing to * Baby sleeping through night
breastfeeds s + Changed routine

*  Mother stressed
Ineffecient removal of milk . *  Ineffective suckling
from part or all of breast owing to * Pressure from clothes

* Pressure from fingers during feeds

* Large breast draining poorly
Damaged breast tissue owing to + Trauma to breasts
Bacteria gaining entry owing to *  Nipple fissure

This image summarizes the causes of blocked duct and mastitis. The main cause is not removing the milk adequately from
all or part of a breast. Failure to remove the milk may be due to infrequent or short breastfeeds, or inefficient removal of milk
from part or all of the breast.

Infrequent breastfeeds may occur when a mother is very busy; when a baby starts feeding less often, for example when they
start to sleep through the night or feed irregularly; or because of a changed feeding pattern for another reason, for example
the mother returning to work or going on a journey; or if the mother is stressed or overworked.

Inefficient removal of milk from part or all the breast usually occurs when the baby is poorly attached to the breast, so the
baby may remove milk from only part of the breast; it can also occur if there is pressure from tight clothes, especially a bra
worn at night, or from lying on the breast, which can block one of the ducts, or pressure of the mother’s fingers, which can
block milk flow during a breastfeed; it can also occur if the lower part of a large breast drains poorly because of the way in
which the breast hangs.

Damaged breast tissue, for example caused by trauma, sometimes causes mastitis, for example, a sudden blow, or an
accidental kick by an older child.

Remember that if a baby is poorly attached and positioned and is suckling at the breast, this may cause a nipple fissure,
which provides a way for bacteria to enter the breast tissue and may lead to mastitis.

Key point: The most important part of treatment is to improve the drainage of milk from the affected part of the breast.

Look for a cause of poor drainage and correct it. Look for poor attachment or pressure from clothes (particularly a tight bra)
and notice what the mother does with her fingers as she breastfeeds. Does she hold the areola and possibly block milk flow?
Notice whether she has large, pendulous breasts, and whether the blocked duct is in the lower part of her breast.

Suggest that she lifts the breast more while she feeds the baby, to help the lower part of the breast to drain better.
Whether or not you find a cause, there are several suggestions to offer to the mother.

Breastfeed frequently. The best way is for the mother to rest with her baby, so that she can respond to the baby and feed them
whenever they are willing.

Gently massage the breast while the baby is suckling. Show her how to massage over the blocked area right down to the
nipple. This helps to remove the block from the duct. She may notice that a plug of thick material comes out with her milk.
This is safe for the baby to swallow.

Apply warm compresses to the breast between feeds.

Treat symptoms of pain and fever. Give an analgesic, preferably ibuprofen, which decreases inflammation. An alternative is
paracetamol.

Sometimes it is helpful to start the feed on the unaffected breast. This may help if pain seems to be preventing the oxytocin
reflex. Change to the affected breast after the reflex starts working.

Try feeding the baby in different positions at different feeds. This helps to remove milk from different parts of the breast
more equally. Show the mother how to hold her baby in the underarm position, or how to lie down to feed them, instead of
holding them across the front at every feed. However, do not make her breastfeed in a position that is uncomfortable for her.
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Sometimes a mother is unwilling to feed her baby from the affected breast, especially if it is very painful. Sometimes a baby
refuses to feed from an infected breast, possibly because the taste of the milk changes, and becomes more salty. In these
situations, it is necessary to express the milk. If the milk stays in the breast, an abscess is more likely to develop.

Usually blocked duct or mastitis improves within a day or two, when drainage to that part of the breast improves.

However, a mother needs additional treatment if there are any of the following: severe symptoms when you first see her,
or a fissure through which bacteria may enter, or no improvement after 24 hours of improved drainage.

Treat her, or refer her for treatment with antibiotics:

+ Itcanbe difficult to find an antibiotic that is readily available and effective; many commonly used antibiotics, such as
ampicillin, are not usually effective.

+  Flucloxacillin and erythromycin are usually effective but may not be available.

Explain to the mother that is very important that she completes the course of antibiotics, even if she feels better in a day or
two. If she stops the treatment before is complete, the mastitis is likely to recur.

In addition to antibiotics:

« Sheneeds complete rest.

«  Advise her to take sick leave, if she is employed, or to get help at home with her duties. Talk to her family, if possible,
about sharing her work.

« Ifsheisstressed and overworked, encourage her to try to take more rest.
+  Resting with her baby is a good way to increase the frequency of breastfeeds, to improve drainage.

«  Explain that she should continue with frequent breastfeeds, massage and warm compresses. If she is not eating well,
encourage her to take adequate food and fluids. Remember that the most important part of treatment is removal of milk
from the breast.
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ANTIBIOTIC TREATMENT FOR INFECTIVE MASTITIS

The most common bacterium found in breast abscesses is Staphylococcus aureus. Therefore, it is necessary to treat breast
infections with a penicillinase-resistant antibiotic such as either flucloxacillin or erythromycin.

Drug Dose Instructions

Flucloxacillin 250 mg orally Take dose at least 30 minutes
6-hourly for 7-10 days before food

Erythromycin 250-500 mg orally Take dose 2 hours after food

6-hourly for 7-10 days

Alternatives if these are not available

Amoxicillin/clavulanate 875 mg orally
(Augmentin) Twice daily for 7-10 days
Cefalexin 250-500 mg orally

6-hourly for 7-10 days

Clindamycin 300 mg orally
6-hourly for 7-10 days

Dicloxacillin 500 mg
6-hourly for 7-10 days

Cloxacillin 250-500 mg

6-hourly for 7-10 days

Mastitis in a woman living with HIV

In a woman who is HIV positive, mastitis or nipple fissure (especially if bleeding or oozing) may increase the risk of HIV
transmission. Therefore, the recommendation to increase the frequency and duration of feeds in mastitis is not appropriate
for these women.

If a woman living with HIV develops mastitis or a fissure, she should avoid breastfeeding from the affected side while the
condition persists. It is the same if she develops an abscess.

She must express milk from the affected breast, to ensure adequate removal of milk. This is essential to prevent the condition
becoming worse, to help the breast recover, and to maintain milk production. The health worker should help her to ensure
that she is able to express milk effectively.

If only one breast is affected, the infant can feed from the unaffected side, feeding more often and for longer to increase milk

production. Most infants get enough milk from one breast. The infant can feed from the affected breast again when it has
recovered.

If both breasts are affected, she will not be able to feed from either side. The mother will need to express her milk from both
breasts. Breastfeeding can resume when the breasts have recovered.

The health worker may need to discuss other feeding options for her to use meanwhile. The mother can feed the baby with her

expressed breast milk; she may decide to heat-treat her expressed milk, or to give commercial formula milk. The infant should
be fed by cup.

Give antibiotics for 10-14 days to avoid relapse. Give pain relief and suggest rest, as for a woman who is not living with HIV.

Sometimes a woman may decide to stop breastfeeding at this time, if she is able to give another form of milk safely. She
should continue to express enough milk to allow her breasts to recover and to keep them healthy, until milk production ceases.
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Nipple fissure

Picture 1 shows a mother’s breast. There is a fissure, or crack, around the base of the nipple. You may be able to see that the
breast looks swollen and shiny, showing that it is also engorged. Picture 2 shows the same mother feeding her baby: the baby
is poorly positioned; his body is twisted away from his mother so his head and body are not in line; his body is not held close
to his mother’s; and his body is unsupported. He is poorly attached: his mouth is closed; his lower lip is pointing forward;
his chin is not touching the breast; and there is more areola seen above baby’s top lip than below the bottom lip. This poor
attachment may have caused both the breast engorgement and the fissure. The most common cause of sore nipples is poor
attachment.

If a baby is poorly attached, they pull the nipple in and out as they suck, and rub the skin of the breast against their mouth.
This is very painful for their mother. At first there is no fissure. The nipple may look normal, or it may look squashed with a
line across the tip when the baby releases the breast. If the baby continues to suckle in this way, it damages the nipple skin and
causes a fissure, as you see here.

If a woman has sore nipples or a fissure:

«  Suggest to the mother not to wash her breasts more than once a day, and not to use soap or rub hard with a towel.
Washing removes natural oils from the skin and makes soreness more likely.

« Do not recommend medicated lotions and ointments, because these can irritate the skin and there is no evidence that
they are helpful.

+ Suggest that after breastfeeding, she rubs a little expressed breast milk over the nipple and areola with her finger.
This promotes healing.

« Help her to improve her baby’s position, so that they are well attached.

«  Often, as soon as the baby is well attached, the pain is less. The baby can then continue breastfeeding normally — there is
no need to rest the breast to allow the nipples to heal. They will heal rapidly when they are not being damaged any more.

«  When the mother understands what she needs to do, leave her to practise attaching the baby for a few feeds. Then come
back and observe her breastfeeding again and see whether she needs more help. If a baby has been poorly attached for
a number of feeds, it can take a while to get it right.
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Breast engorgement and nipple fissure

This mother waited to put her baby to her breast until her milk had “come in” and her breasts felt full — at about 3 days.
The skin was so tight that her nipples were flat and her breast was poorly protractile. Her baby could suck only on the nipple,
which damaged the nipple skin, causing a fissure across the tip of the nipple. The breast is also engorged.

This shows some of the reasons why it is important to breastfeed within an hour after delivery. It is easier for a baby to attach
well at this time, when the breasts are still soft, so there is less chance of nipple damage. Also, breastfeeding early helps to
prevent the milk pressure from building up, so it helps to prevent engorgement.

Pressure line on the nipple

This photo shows a ridged line across the tip of the nipple. This is because of pressure, which has squashed the nipple. Itis a

sign of poor attachment. There is a red area on the breast skin below the nipple. The mother also had mastitis. She had a fever
and felt unwell.

You may see a line like this as a baby releases the breast. It stays for a few seconds, and then the nipple returns to its usual

shape. The mother may not feel pain at this stage, but if the baby continues to suckle in this way, then the line will become a
painful fissure.

A midwife helped her to improve the attachment. The mastitis cleared after a few days, and there were no more lines on the nipple.
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Ulcerated nipple

28/22

This photo shows an open fissure across the tip of the nipple. It is really an ulcer. This kind of damage results when a baby
continues to suckle with poor attachment for a long time. This mother was determined to feed her baby in the best way, so she
neglected herself and continued breastfeeding even though she was in severe pain.

If attachment is improved, suckling will become less painful, the baby will stop damaging the nipple, and the ulcer will be
able to heal. Show the mother how to attach her baby well and encourage her to continue breastfeeding if she possibly can.
Encourage her to continue feeding on the other breast if it is not affected.

If the pain is severe and she cannot breastfeed immediately, then it is important to remove the milk another way, to avoid
engorgement and mastitis. Show her how to express her milk and feed it to the baby with a cup for a few days.

28/23
Moist wound healing for ulcerated nipples

Open fissure or ulcer:

* The wound needs to heal from the base up

* New cells need to grow over a moist (wet) surface

 Ifthe wound is dry, it delays healing

Management:

* Apply white soft paraffin or purified lanolin between feeds
* Cover with a clean breast pad, piece of gauze or cloth

* Ifthe wound is inflamed, or exudes pus, the mother may
need antibiotics

A simple fissure usually heals by the edges joining together. But with open fissures and ulcers, the edges cannot come
together, and they need to heal from the base of the wound. New skin cells need to grow over the surface. They do this best if
the surface is wet. If the wound is dry, a hard scab forms, which delays healing. It is like having a cracked lip: if you let it dry,
and then you smile and stretch the lip, you easily open the crack again. If you put a dry dressing over the ulcer, the exudate
may stick to the dressing, so that the ulcer opens again when you take the dressing off.

There are many ointments that are sometimes recommended for sore nipples. Medicated ointments can cause sensitivities
and allergies, and is better not to use them.

The most useful treatment is called moist wound healing. To keep the wound moist, cover it with white soft paraffin, or
purified lanolin. Then cover it with a clean dressing — a breast pad, or a piece of gauze or clean cloth. The mother’s clothes
may keep the dressing in place, or if necessary use zinc oxide tape.

If the wound becomes inflamed, or if there is a lot of pus, then it may be infected and the woman may need antibiotics,
as for mastitis.
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Candida infection

28/24

This mother has very sore, itchy nipples. There is a shiny red area of skin on the nipple and areola. This is a Candida infection,

or thrush, which can make the skin sore and itchy. Candida infections often follow the use of antibiotics to treat mastitis or
other infections.

Some mothers describe burning or stinging and sometimes the pain shoots deep into the breast. A mother may say that it
feels as though needles are being driven into her breast. The pain continues after the end of a feed, and may be worse between
feeds than during them. This is different from soreness due to poor attachment, which is mostly during feeds.

The skin may look red, shiny and flaky. The nipple and areola may lose some of their pigmentation. Sometimes the nipple
looks normal.

Suspect Candida if sore nipples persist even when the baby’s attachment is good. Check the baby for thrush. They may have
white patches inside their cheeks or on their tongue, or they may have a rash on their bottom.

Treat both mother and baby with nystatin. If treatment is not effective, consider using fluconazole, which is given orally.

Advise the mother to stop using pacifiers (dummies). Help her to stop using teats, and nipple shields. If these are used, they
should be boiled for 20 minutes daily and replaced weekly.

In women who are living with HIV, it is particularly important to treat breast thrush and oral thrush in the infant promptly.

TREATMENT OF CANDIDA INFECTION OF THE BREAST
« Gentian violet paint
- To baby’s mouth: 0.25%, apply daily or alternate days for 5 days, or until 3 days after the lesions have healed
- To mother’s nipples: 0.5% apply daily for 5 days
«  Nystatin cream 100 coo IU/g:
- Apply to nipples 4 times daily after breastfeeds
- Continue to apply for 7 days after lesions have healed
»  Nystatin suspension 100 0oo IU/mL:
- Apply 1 mL by dropper to child’s mouth 4 times daily after breastfeeds for 7 days, or as long as mother is being treated
OR
«  For mother: fluconazole 150-300 mg orally once, followed by so-100 mg twice daily for 2—3 weeks
« Forinfant, oral Candida: fluconazole 6 mg/kg orally once, followed by 3 mg/kg per day for 14 days

Stop using pacifiers, teats and nipple shields
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Short frenulum or “tongue tie”

Many mothers worry that their babies have “tongue-tie”. In most cases, the baby’s tongue is normal, but a little short. Many
babies with tongue-tie can breastfeed without any difficulty. Sometimes however, a baby cannot get their tongue far enough
over their lower gum to reach the large ducts beneath the areola, so they have difficulty attaching and suckling effectively. The
baby may not get enough breast milk, and they may make the nipples sore.

If a baby has difficulty with breastfeeding, and you or their mother think that a short frenulum may be the cause, try to get
the baby to take more of the breast into their mouth. In some cases, that is all that is necessary. However, if the tongue-tie is
severe, or if the difficulties continue, you may need to refer the baby to a doctor to consider cutting the frenulum surgically.

Summary of management of sore nipples

This list summarizes the management of sore nipples.
First look for a cause.
«  Observe the baby breastfeeding and check for signs of poor attachment.
« Examine the mother’s breasts.
*  Look for signs of Candida infection; look for engorgement; look for fissures.
*  Lookin the baby’s mouth for signs of Candida and for tongue tie; and at the baby’s bottom for Candida rash.
Then give appropriate treatment:
*  Build the mother’s confidence.
*  Explain that the soreness is temporary, and that soon breastfeeding will be completely comfortable.

*  Help her to improve her baby’s attachment. Often this is all that is necessary. She can continue breastfeeding, and
need not rest her breast.

*  Help her to reduce engorgement if necessary. She should breastfeed frequently, or express her breast milk.

*  Consider treatment for Candida if pain is deep in the breast, if it continues between feeds, if it persists after
attachment is corrected, or if there is itchiness.

Then advise the mother:
*  Not to wash her breasts more than once a day, and not to use soap or rub hard with a towel.

*  Breasts do not need to be washed before or after feeds — normal washing as for the rest of the body is all that is
necessary. Washing removes natural oils from the skin and makes soreness more likely.

*  Not to use medicated lotions and ointments, because these can irritate the skin and there is no evidence that they are
helpful.

*  Suggest that, after breastfeeding, she applies a little expressed breast milk over the nipple and areola with her finger.
This promotes healing.
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Session 29

Breast conditions: exercise

Introduction

«  Youwill now practise what you learnt about in Session 28.

« The exercise contains short stories about mothers with various breast conditions, followed by some questions.

+  Youshould answer the questions using the information from Session 28.

«  You can look back at the notes for Session 28 in your manual if you wish.

«  Read the instructions How to do the exercise and the Example of what to do.

« Then write your answers in the section that says To answer.

« Ifpossible, use pencil, so that it is easier to correct the answers.

«  When you are ready, discuss your answers with a trainer. Trainers will give feedback individually as you do the exercises
and will give you Answer sheets at the end of the session.

How to do the exercise:

«  Read the stories and write your answers to the questions in pencil in the space after each story.

«  When you have finished, discuss your answers with the trainer.

Example:

Mrs A says that both her breasts are swollen and painful. She put her baby to her breast for the first time on the third day,
when her milk “came in”. This is the sixth day. Her baby is suckling, but now it is rather painful, so she does not let him suck
for very long. Her milk is not dripping out as fast as it did before.

What is the diagnosis?
(Engorged breasts)

What may have caused the condition?
(Delay starting to breastfeed)

How can you help Mrs A?
(Help her to express her milk, and help her to position her baby at her breast, so that he can attach better.)
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To answer:

Mrs B’s baby was born yesterday. She tried to feed her soon after delivery, but she did not suckle very well. She says that her
nipples are inverted, and she cannot breastfeed. You examine her breasts, and notice that her nipples look flat. You ask Mrs B
to use her fingers and to stretch her nipple and areola out. She is able to stretches the nipple out a short way, showing that the
nipple and areola are protractile.

What could you say to accept Mrs B’s idea about her nipples?

How could you build her confidence?

What practical help could you give Mrs B?
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Mrs C has had a painful swelling in her left breast for 3 days. The skin of a large part of the breast looks red, and it is hard and
extremely tender. Mrs C has a fever and feels too ill to go to work today. She is a teacher in the local primary school. Her baby
sleeps with her and breastfeeds at night. By day, she expresses milk to leave for him. She has no difficulty in expressing her
milk. But she is very busy, and it is difficult for her to find time to express milk, or to breastfeed her baby during the day.

What is the diagnosis?

Why do you think that Mrs C has this condition?

How would you treat Mrs C?

What could you suggest to prevent the same problem occurring again?
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Mrs D complains of nipple pain when her 6-week-old baby is suckling. You examine her breasts while her baby is asleep, and
can see no fissures. When the baby wakes, you watch her feeding. Her body is twisted away from her mother’s. Her chin is
away from the breast, and her mouth is not wide open. She takes rapid, shallow sucks. As she releases the breast, you notice
that the nipple looks squashed.

What is the cause of Mrs Dora’s nipple pain?

What could you say to build Mrs Dora’s confidence?

What practical help could you give her?
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Mrs E says that her right breast has been painful since yesterday, and she can feel a lump in it, which is tender. She has no
fever and feels well. She has started to wear an old bra which is tight, because she wants to prevent her breasts from sagging.
Her baby is 10 weeks old and now sometimes sleeps for 6-7 hours at night without feeding. You watch him suckling. Mrs E
holds him close, and his chin is touching her breast. His mouth is wide open and he takes slow, deep sucks.

What could you say to empathize with Mrs Ellen’s worries about her figure?

What is the diagnosis?

What may be the cause?

What three suggestions would you give Mrs Ellen?
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Mrs F’s baby is 3 months old. She says that her nipples are sore. They have been sore on and off since an attack of mastitis
several weeks ago. The mastitis cleared up after a course of antibiotics. This new pain feels like needles going deep into her
breast when her baby suckles. The pain continues between feeds, and her nipples are sometimes itchy.

You watch her baby breastfeeding. You can see areola above her mouth but not below. The baby’s mouth is wide open, her
lower lip is turned back, and her chin is close to the breast. The baby takes some slow deep sucks and you see her swallow.

What might be the cause of Mrs Flora’s sore nipples?

What treatment would you give to her and her baby?

How would you build Mrs Flora’s confidence?
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Mrs G says that her breasts are painful. Her baby is 5 days old. Both Mrs Graces’ breasts are swollen, and the skin looks shiny.
The nipples are stretched flat and there is a fissure across the tip of her right nipple. You watch her breastfeeding. Her baby is
restless and makes smacking sounds as he tries to suckle. After a few sucks, he pulls away and cries.

What can you say to empathise with Mrs Grace?

What is the cause of Mrs Grace’s difficulties?

What practical help can you give Mrs Grace?
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Session 30
Refusal to breastfeed

Objectives

After completing this session, participants will be able to:
o list the causes of refusal to breastfeed
o decide why a baby is refusing to breastfeed

o describe the management of refusal to breastfeed

Introduction

In some communities, refusal is a common reason for stopping breastfeeding. However, it need not lead to complete
cessation of breastfeeding, and can often be overcome. Refusal can cause great distress to the baby’s mother. She may feel
rejected and frustrated by the experience. You need to know how to decide why a baby is refusing, and how to help the mother
and baby enjoy breastfeeding again.

Why a baby may refuse to breastfeed

Is the baby ill, in pain or sedated?

« These are common reasons in the first few days. The baby may have refused to breastfeed since birth. However, they may
also be the reason in older babies.

Illness
« The baby is ill because of a difficult delivery (e.g. brain damage) or infection.
«  The baby may not attach and suckle at all.
« The baby may attach to the breast, but less than before.
+ The baby is weak, owing to malnutrition.
Pain
«  The baby has a painful place, such as a bruise on their head from vacuum extraction.
« The baby cries and fights as their mother breastfeeds them, and she presses the painful place.
Sedation
«  Ababy may be sleepy because of:
- drugs that the mother was given during labour

- drugs that she is taking for psychiatric treatment or epilepsy.

Is there a difficulty with breastfeeding?

« These are common reasons in the first month or two of a baby’s life.

«  Sometimes breastfeeding has become unpleasant for a baby, and they pull away from the breast in frustration.
Possible causes

«  Separation of the mother and baby after delivery.

+ Feeding from a bottle, or sucking on a pacifier (dummy).

«  Poor attachment, so that the baby does not get much milk.
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«  Poor technique of the mother or helper positioning and attaching the baby, such as pressure on the back of the baby’s
head, which makes the baby resist.

+ Delay in the milk “coming in”, or engorgement, so the baby does not get much milk.

«  Oversupply, so that too much milk comes too fast. The baby may suckle for a minute and then come off the breast choking
or crying, with milk spraying out.

+  Blocked nose. The baby starts suckling, but then has to stop to breathe.

«  Sore mouth (Candida infection [thrush]; in an older baby, teething), the baby may suckle a few times and then stop and
cry, or may refuse altogether.

Refusal of one breast only

« Sometimes a baby refuses one breast, but not the other. This is because the problem affects one side more than the other.
For example, the baby has more difficulty attaching to one side.

Has a change upset the baby?

«  Babies have strong feelings, and if they are upset they may refuse to breastfeed. They may not cry, but simply refuse to
suckle.

« This is most common when a baby is aged 3—12 months. They suddenly refuse several breastfeeds. This behaviour is
sometimes called a “nursing strike”.

Possible causes

«  Separation from the mother, for example when she starts a job outside home.
« Anew carer, Or too many carers.

+ Achange in the family routine - for example, moving house, visiting relatives.
+ Illness of the mother, or mastitis, which makes milk salty.

«  The mother menstruating.

«  Achange in the mother’s smell, for example, different soap, perfume or different food.

Is it “apparent” and not “real” refusal?

Sometimes a baby behaves in a way that makes their mother think that they are refusing to breastfeed. However, the baby is
not really refusing.

3

«  When a newborn baby “roots” (or searches) for the breast, they move their head from side to side as if they are saying “no”.
However, this is normal rooting behaviour.

« Between 4 and 8 months of age, babies are easily distracted, for example when they hear a noise. They may suddenly stop
suckling. It is a sign that they are alert.

«  After the age of 1year, a baby may decide to stop breastfeeding by themself. This is usually gradual.
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CAUSES OF REFUSAL TO BREASTFEED

Ilness, pain, discomfort or sedation
(especially in the first week)

Difficult delivery (e.g. brain damage)
Infection

Pain from bruise (vacuum, forceps)
Sedation (drugs given to mother)
Blocked nose

Sore mouth (thrush, teething)

Difficulty with breastfeeding technique
(especially in the first month)

Separation from mother after delivery

Use of bottles and pacifiers while breastfeeding
Not getting much milk (e.g. poor attachment)
Pressure on back of head when positioning
Delay “coming in”, engorgement

Mother shaking her breast

Restricting the length of feeds

Difficulty coordinating suckle

Change that upsets the baby
(especially aged 3—12 months)

Separation from mother (e.g. if mother returns to work)
New carer or too many carers

Change in the family routine

Mother ill

Mother has breast problem (e.g. mastitis)

Mother menstruating

Change in smell of mother

Apparent refusal

Neonate - rooting
Age 4-8 months — distraction

Above 1year - self-weaning
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Management of refusal to breastfeed

If a baby is refusing to breastfeed:
«  Treat or remove the cause if possible.

«  Help the mother and baby to enjoy breastfeeding again.

Treat or remove the cause if possible

Illness

« Ifababyisunable to attach and suckle, they may need special care in hospital.

« Treatinfections with appropriate antimicrobials and other therapy. Refer if necessary.

+  Help the mother to express her breast milk to feed to the baby by cup or by tube, until the baby is able to breastfeed again
(see SESSIONS 17 and 33: EXPRESSING BREAST MILK 1and 2).

Pain

«  Help the mother to find a way to hold the baby without pressing on a painful place.
Sedation

« Ifthe mother is on regular medication, try to find an alternative.

+  For analgesics during labour, give the mother extra support while the drugs clear.
Breastfeeding difficulty

+ Discuss the reason for the difficulty with the mother, and teach her to express her milk.

«  When her baby is willing to breastfeed again, help her more with her technique, and help her to build up her milk supply
(see SESSION 34: NOT ENOUGH MILK).

Oversupply

«  Suggest that she expresses her milk before she offers the baby the breast. She can slow the flow of milk by holding her
breast with the “scissor” hold, or she can breastfeed lying on her back. She should let the baby suckle from only one breast
at each feed (see SESSION 35: CRYING).

Thrush

+  Treat with gentian violet or nystatin (see SESSIONS 19 and 28: BREAST CONDITIONS 1 and 2).

Teething

«  Encourage the mother to be patient and to keep offering the baby her breast.

Blocked nose

«  Explain how to clear it. Suggest short feeds, more often than usual for a few days.

Changes that upset the baby

« Discuss the need to reduce separation and changes if possible.

+  Suggest that she stops using a new soap, perfume or food.

Apparent refusal

« Ifitisrooting:
- Explain that this is normal. She can hold her baby at her breast to explore her nipple.
-  Help her to hold the baby closer, so that it is easier for them to attach.

« Ifitisdistraction:

—  Suggest that she tries to feed the baby somewhere more quiet for a while. The problem usually passes.
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Ifit is self-weaning, suggest that she:

- makes sure that the child eats enough family food

gives the baby plenty of extra attention in other ways
- continues to sleep with the baby because night feeds may continue
- expresses her breast milk and feeds it to the baby by cup.

This is valuable at least up to the age of 2 years.

Help the mother and baby to enjoy breastfeeding again

This is difficult and can be hard work. You cannot force a baby to breastfeed.

The mother needs help to feel happy with her baby and to enjoy breastfeeding. They have to learn to enjoy close contact
again. She needs you to build her confidence and to give her support.

Help the mother to do these things:

Keep her baby close to her all the time.
— She should care for her baby herself as much of the time as possible.
- Ask grandmothers and other helpers to help in other ways, such as doing the housework, and caring for older children.

— She should hold her baby often and give plenty of skin-to-skin contact at times other than feeding times. She should
sleep with the baby.

- If'the mother is employed, she should take leave from her employment - sick leave if necessary.

- Itmay help if you discuss the situation with the baby’s father, grandparents and other helpful people.
Offer her breast whenever her baby is willing to suckle.

— She should not hurry to breastfeed again, but offer the breast if her baby does show an interest.

- The baby may be more willing to suckle when sleepy or after a cup feed, than when they are very hungry. She can offer
her breast in different positions.

— If'she feels her ejection reflex working, she can offer her breast then.
Help her baby to breastfeed in these ways:

- Express alittle milk into her baby’s mouth.

— Position the baby well, so that it is easy for them to attach to the breast.

— Show her how to hold and feed her baby in the reclining position: she leans well back, so that the baby is supported on
her chest. She can do this skin-to-skin, so the baby crawls to her breast (see SESSIONS 14 and 27: POSITIONING A BABY
AT THE BREAST 1 and 2).

- She should avoid pressing the back of the baby’s head, or shaking her breast.

Feed her baby by cup until they are breastfeeding again.

— She can express her breast milk and feed it to her baby by cup (or cup and spoon).

— Express as often as the baby would feed (3-hourly), to keep up her supply of breast milk and to keep her breasts healthy.

- Ifnecessary, use artificial feeds and feed them by cup.

She should avoid using bottles, teats and pacifiers (dummies) of any sort.

233

4 Breastfeeding (advanced)



Infant and young child feeding counselling: an integrated course. Participant’s manual, second edition

HELPING A MOTHER AND BABY TO BREASTFEED AGAIN
Help the mother to do these things:

«  Keep her baby close — no other carers

- Give plenty of skin-to-skin contact at all times, not just at feeding times

Sleep with her baby

Ask other people to help in other ways

Take leave from employment
«  Offer her breast whenever her baby is willing to suckle
—  When her baby is sleepy, or after a cup feed
- Indifferent positions
— When she feels her ejection reflex working
« Help her baby to take the breast
- Express breast milk into the baby’s mouth
— Position the baby so that they can attach easily to the breast — try different positions
- Show her how to feed the baby in the reclining position skin-to-skin
- Avoid pressing the back of the baby’s head or shaking her breast.
«  Feed her baby by cup
- Express her breast milk to keep the supply and keep her breasts healthy
— Give her own expressed breast milk if possible; if necessary give artificial feeds

- Avoid using bottles, teats, pacifiers

EXERCISE 30.A BREAST REFUSAL

How to do the exercise:
+  Read the stories and write your answers to the questions in pencil in the space after each story.

«  When you have finished, discuss your answers with the trainer.

To answer:

Mrs H had her baby 3 days ago. She says that she has been trying by herself to put her baby to her breast for 2 days, but he
could not attach well, and now he is refusing. She will have to bottle feed.

A nurse has now come to help Mrs H to attach the baby. The nurse puts the baby to face Mrs H’s breast. The nurse then holds
Mrs H’s breast with one hand, and the back of the baby’s head with her other hand. The nurse then tries to push the baby onto
the breast. The baby pushes his head back and cries.
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Why does Mrs H’s baby refuse to breastfeed?

What could you say to praise the mother and the nurse?

What would you suggest that the nurse does differently?

What three things could you suggest that Mrs Haley does?

Session 30. Refusal to breastfeed
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Mrs ] has a baby who is 1 month old. The baby was born in hospital, and was given three bottle feeds before she started to
breastfeed. When Mrs ] went home, her baby wanted to breastfeed often, and she seemed unsatisfied. Mrs ] thought that she
did not have enough milk. She continued to give bottle feeds in addition to breastfeeding, and hoped that her supply of breast
milk would increase. Now her baby is refusing to breastfeed. When Mrs J tries to breastfeed, the baby cries and turns away.
Mrs ] wants very much to breastfeed, and she feels rejected by her baby.

What could you say to empathize with Mrs J?

Why is Mrs J’s baby refusing to breastfeed?

What two pieces of relevant information might be helpful to Mrs J?

What four things would you offer to help Mrs ] to do, so that she and her baby can enjoy breastfeeding again?
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Session 30. Refusal to breastfeed

Mrs K says that her 3-month-old baby is refusing to breastfeed. He was born in hospital and roomed-in from the beginning. He
breastfed without any difficulty. Mrs K returned to work 2 weeks ago. Her baby has 2—3 bottle feeds while she is at work. For the

last week, he has refused to breastfeed when she comes home in the evening. She thinks that her breast milk is not good, because
she works hard and feels hot all day.

What might be the cause of her baby’s refusal to breastfeed?

What praise and relevant information could you give to build Mrs K’s confidence?

What could you suggest that she does to breastfeed again?
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Session 31
Taking a feeding history — 0 up to 6 months 2

Objectives

After completing this session, participants will be able to:

o describe how to take a feeding history of an infant aged 0 up to 6 months

o describe the content and arrangement of the JOB AID: FEEDING HISTORY — 0 UP TO 6 MONTHS
o demonstrate appropriate use of the JOB AID: FEEDING HISTORY — 0 UP TO 6 MONTHS

Introduction

In order to help a mother, you need to understand her situation. In this session, we will learn how to take a feeding history
of a child aged o up to 6 months. The baby may be breastfeeding or receiving another form of milk, and may or may not be
receiving complementary feeds.

The JoB AID: FEEDING HISTORY — O UP TO 6 MONTHS will help you to remember the main questions to ask for any infant.
As you become more experienced, your counselling skills will help you to learn more about different situations.

Taking a history means finding out about a mother and baby in a systematic way. First, we will look at the technique of
HOW TO TAKE A FEEDING HISTORY — O UP TO 6 MONTHS. Then you will learn to use a special form, the JoB AID: FEEDING
HISTORY — O UP TO 6 MONTHS, to help you to remember what to find out about.

HOW TO TAKE A FEEDING HISTORY — 0 UP TO 6 MONTHS

«  Greet the woman in a kind and friendly way.

«  Use the mother’s name and the baby’s name (if appropriate).

« Askher to tell you about herself and her baby in her own way, starting with the things that she feels are important.
«  Look at the child’s growth chart. It may tell you some important facts and save you asking some questions.

«  Askthe questions that will tell you the most important facts.
The JoB AID: FEEDING HISTORY — O UP TO 6 MONTHS is a guide to the facts that you may need to learn about.
Decide what you need to know from each of the six sections.

«  Be careful not to sound critical.
e  Use SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT.

»  Trynot to repeat your questions.

If you need to repeat a question, first say: “Can I make sure that I have understood clearly?” and then, for example,
“You said that (name) had both diarrhoea and pneumonia last month?”

«  Take time to learn about more difficult, sensitive things.
For example:
- What does the baby’s father say? Her mother? Her mother-in-law?

- Is the mother happy about having the baby now? About the baby’s sex?

Some mothers tell you these things spontaneously. Others tell you when you empathize, and show that you understand
how they feel. Others take longer. If a mother does not talk easily, wait, and ask again later, or on another day, perhaps
somewhere more private.
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The JoB AID: FEEDING HISTORY — 0 UP TO 6 MONTHS

The JoB AID: FEEDING HISTORY — O UP TO 6 MONTHS lists the main things that you need to find out about to help a mother and baby.
It has six sections. Try to memorize the headings:

« Feeding

+ Health

«  Pregnancy, birth and early feeds (where applicable)

«  Mother’s condition and family planning

«  Previous infant feeding experience

«  Family and social situation

When you know the headings, you will find it easier to remember the different points in each section.

Often, questions about points in the first two sections give you the answer to a problem. Sometimes you need to find out more
about the mother, her pregnancy and delivery, her previous babies, or the family’s situation, before you can understand her

difficulties.

Key point: Start with the first two sections. They are the most important. Then continue through the other sections
until you are clear about the situation. When you are clear, you need not continue to ask about all the other details.
However, it is a good idea to go quickly through each section, in case there is something relevant.

Remember that the JoB AID: FEEDING HISTORY — O UP TO 6 MONTHS is not a questionnaire. When you first use it, go through
all the points. As you gain experience, you will find it easier to choose which points you need to ask about. You may need to
follow up some of the points with more detailed questions.

When you are talking to a mother, the facts may not all come out in the same order as on the Job aid. If at any time, a mother
wants to tell you about something that is important to her, let her tell you that first. Ask about the other things afterwards.
Try to remember the things that she has told you about already.

Remember to use your counselling skills when you are taking a history from a mother. Try to ask questions in an open way,
although you may also have to ask some closed questions if you need specific information.
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JOB AID: FEEDING HISTORY — 0 UP TO 6 MONTHS

Mother's name:

Baby's name:

Date:

Baby's age:

Particular concerns about feeding of child:

FEEDING

«  Milk (breast milk, formula, cow’s milk, other)
«  Frequency of milk feeds

« Length of breastfeeds/quantity of other milks
« Night feeds

+  Other foods in addition to milk (when started, what, frequency)

«  Other fluids in addition to milk (when started, what, frequency)

« Use of bottles and how cleaned

« Feeding difficulties (breastfeeding/other feeding)

HEALTH

«  Growth chart (birth weight, weight now; length at birth, length now)

«  Urine frequency per day (6 times or more)
«  Stools (frequency, consistency)
« Illnesses

PREGNANCY, BIRTH AND EARLY FEEDS (where applicable)

« Antenatal care

« Feeding discussed at antenatal care
«  Delivery experience

« Rooming-in

+  Prelacteal feeds

«  Postnatal help with feeding

MOTHER’S CONDITION AND FAMILY PLANNING
« Age

+ Health - including nutrition and medications

+  Breasthealth

«  Family planning

PREVIOUS INFANT FEEDING EXPERIENCE
«  Number of previous babies

«  How many breastfed and for how long

« Ifbreastfed — exclusive or mixed fed

«  Other feeding experiences

FAMILY AND SOCIAL SITUATION
e  Work situation
o Economic situation

«  Family’s attitude to infant feeding practices
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Follow DEMONSTRATION 31.A using the JoB AID: FEEDING HISTORY — O UP TO 6 MONTHS. Make sure that you have a copy of the
LISTENING AND LEARNING SKILLS to look at as you follow the demonstration. Listen for counselling skills, for example if the
counsellor asks open questions, reflects back, shows empathy, accepts and praises. You can make notes in the Participant’s
manual if it helps you to remember.

DEMONSTRATION 31.A TAKING A FEEDING HISTORY — 0 UP TO 6 MONTHS

Health worker:
Mother:

Health worker:
Mother:

Health worker:
Mother:

Health worker:

Mother:

Health worker:
Mother:

Health worker:
Mother:

Health worker:
Mother:

Health worker:
Mother:

Health worker:
Mother:

Health worker:

Mother:

Health worker:
Mother:

Health worker:
Mother:

Health worker:

Mother:

Health worker:
Mother:

Health worker:

Mother:

Good morning, I am Nurse Jane. May I ask your name, and your baby’s name?
Good morning, nurse; I am Mrs Green and this is my daughter Lucy.

She s lovely — how old is she?
She is 5 months now.

Yes —and she is taking an interest in what is going on, isn’t she? Tell me, what milk have you been giving her?
Well, I started off breastfeeding her, but she is so hungry and I never seemed to have enough milk, so I had to
give her bottle feeds as well.

Oh dear, it can be very worrying when a child is always hungry. You decided to start bottle feeds? What are you
giving her?
Well, I put some milk in the bottle and then mix in a spoonful or two of cereal.

When did she start these feeds?
Oh, when she was about 2 months old.

About 2 months. How many bottles do you give her each day?
Oh, usually two — I mix up one in the morning and one in the evening, and then she just sucks it when she
wants to—each bottle lasts quite a long time.

So she just takes the bottle little by little? What kind of milk do you use?
Yes —well, if I have formula, I use some of that; or else I just use cow’s milk and mix in some water, or sweetened
milk, because they ave cheaper. She likes the sweet milk!

Formula is very expensive isn't it? Tell me more about the breastfeeding. How often is she doing that now?
Oh she breastfeeds when she wants to — quite often in the night, and about 4 or 5 times in the day — I dow’t count.
She likes it for comfort.

She breastfeeds at night?
Yes, she sleeps with me.

Oh, that makes it easier, doesn’t it? Did you have any other difficulties with breastfeeding, apart from worrying
about not having enough?
No, itwasr’t difficult at all.

Do you give her anything else yet? Any other foods or drinks?
No - Iwon’t give her food for a long time yet. She is quite happy with the bottle feeds.

Can you tell me how you clean the bottles?
Ijust rinse them out with hot water. If I have soap I use that, but otherwise just water.

OK. Now can you tell me about how Lucy is. Has she got a growth chart? Can I see it? [mother hands over
growth chart] Thank you, now let me see.... She was 3.5 kg and 51 cm when she was born, she was 5.5 kg and
59 cm when she was 2 months old, and now she is 6.0 kg and 66 cm. You can see that she gained weight fast for
the first 2 months, but it is a bit slower since then. Can you tell me whether Lucy has had any illnesses?

Well, she had diarrhoea twice last month, but she seemed to get better. Her stools are normal now.

Can I ask about the earlier days — how was your pregnancy and delivery?
They were normal.

What did they tell you about feeding her when you were pregnant, and soon after she was born? Did anyone
show you what to do?
Nothing —they told me to breastfeed her, but that was all. The nurses were so busy, and I came home after one day.
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Health worker: They just told you to breastfeed?

Mother: Yes — but I didn’t have any milk in my breasts even then, so I gave her some glucose water until the milk started.

Health worker: Itis confusing isn't it when your breasts feel soft after delivery? You need help then, dow't you?

Mother: Yes.

Health worker: Can I ask about you? How old are you?

Mother: Sure—Iam 22.

Health worker: And how is your health?

Mother: Lam fine.

Health worker: How are your breasts?

Mother: I have had no trouble with my breasts.

Health worker: May I ask whether you are thinking about another pregnancy at any time? Have you thought about family planning?

Mother: No-TI haven't thought about it — I thought that you can't get pregnant when you are breastfeeding.

Health worker: Well, it is possible if you are also giving other feeds. We will talk about it more later if you like. Is Lucy your
first baby?

Mother: Yes. And I do not want another one just yet.

Health worker: Tell me about how things are at home — are you going out to work?

Mother: No—1Iam a housewife now. I may try to find a job later when Lucy is older.

Health worker: Who else do you have at home to help you?

Mother: Lucy’s father is with me. He has a job as a driver and he is very fond of Lucy, but he thinks she should not
breastfeed at night — he thinks she breastfeeds too much and he wants her to sleep in another bed. But I am
not sure . . . He says that too much breastfeeding is what gives her diarrhoea.

DEMONSTRATION 31.A 3172 DEMONSTRATION 31.A 313
Lucy Lucy

Discuss the demonstration with the trainer. Report on your observations of how Nurse Jane took the history.
Did Nurse Jane use LISTENING AND LEARNING SKILLS to obtain information? Can you give some examples?
What examples of empathy did you hear the health worker use?

Did Nurse Jane ask some questions from all six sections of the JoB AID: FEEDING HISTORY — O UP TO 6 MONTHS?
Did she leave out any important questions?

Did asking questions from each section of the form help her to understand the difficulties?

What were the feeding difficulties in this situation?

Read through the list in the box SUMMARY: HOW TO TAKE A FEEDING HISTORY — O UP TO 6 MONTHS and try to learn it.

243

4 Breastfeeding (advanced)



Infant and young child feeding counselling: an integrated course. Participant’s manual, second edition

SUMMARY: HOW TO TAKE A FEEDING HISTORY — 0 UP TO 6 MONTHS

Greet the woman and introduce yourself

Use the mother’s and baby’s names (if appropriate)

Ask her to tell you about herself and her baby in her own way (use LISTENING AND LEARNING SKILLS)
Look at the child’s growth chart

Ask the most important questions (use the JoB AID: FEEDING HISTORY — O UP TO 6 MONTHS)

Be careful not to sound critical (use SKILLS FOR BUILDING CONFIDENCE AND GIVING SUPPORT)

Try not to repeat questions

Take time to learn about difficult, sensitive things

Notes
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Session 32

Taking a feeding history — 0 up to 6 months: exercise

Introduction

You will now practise taking a feeding history for infants aged o up to 6 months in the way that you learnt about in Session 31.
You will practise taking a history to understand the mother’s situation and to try to decide what her difficulty is. You do not
practise giving information or suggestions, or trying to solve her difficulty. You will practise that in another session.

Preparation

You will work in groups of four to practise taking a feeding history. Use role-play to practise taking a breastfeeding
history. Follow the JoB AID: FEEDING HISTORY — O UP TO 6 MONTHS.

One of you will be a “mother”, one of you will be a “counsellor”, and the other one or two participants will be “observers”.

When you are a “mother”, play the part of the mother in the history on your card. The “counsellor” takes your history, and
does not have the card.

You will each be given a growth chart for the baby in your story — it may already be filled in, or you may need to fill it in
yourself. Use pencil for this, so that you can reuse the card in a subsequent session.

The “observers” will also be given a copy of the mother’s card, so that they can follow the history. The “mother” and
“observers” must conceal the card from the “counsellor”.

The “mother” gives herself and her baby a name.

In turn, each member of the group plays the part of a mother, a counsellor and an observer.

Arrangement of the histories

First, there is the REASON FOR VISIT, including the mother’s complaint, if she has one.

Then there is the HISTORY, with six sections, which are the same as the six sections in the JoB AID: FEEDING HISTORY —
0 UP TO 6 MONTHS. There is some information in each section, so it is important to ask questions relating to each section
of the form.

Taking a feeding history for an infant aged 0 up to 6 months

Look back at the form HOW TO TAKE A FEEDING HISTORY — O UP TO 6 MONTHS on page 239 of your Participant’s manual.

If you are the “counsellor”:
— Greet the “mother” and ask her how she is. Use her name and her baby’s name.

- Ask one or two open questions to start the conversation, and ask her to tell you about herself and her baby.
If appropriate, ask how you can help her.

- Look at the baby’s growth chart.
- Ask the “mother” questions about things from all six sections of the JoB AID: FEEDING HISTORY — O UP TO 6 MONTHS.
- Use your counselling skills.

- You can make brief notes on the Job aid, but try not to let it become a barrier.

245

4 Breastfeeding (advanced)



Infant and young child feeding counselling: an integrated course. Participant’s manual, second edition

« Ifyou are the “mother”:
- Try to respond naturally to the “counsellor”.

- When the “counsellor” asks how they can help, read out the REASON FOR VISIT. Answer the “counsellor’s” questions
from the information in your history, in your own words.

- Do not read out all the information at once; just tell the “counsellor” things that they have asked about.
- Ifthe “counsellor” asks closed questions, just say “yes” or “no”.
- Ifthe “counsellor” uses open questions and other LISTENING AND LEARNING SKILLS, give them the information more easily.
- If'the information to answer a question is not in your history, make up information to fit with the history.
« Ifyouare observing:

— Follow the history practice with your JoB AID: FEEDING HISTORY — O UP TO 6 MONTHS and your copy of the history,
and observe how the “counsellor” takes the history.

- Notice whether the “counsellor” asks about things from all sections of the Job aid, whether they miss important
questions, and whether they ask relevant questions.

- Notice, using your list of COUNSELLING SKILLS, whether the “counsellor” uses open questions and other LISTENING
AND LEARNING SKILLS.

- During discussion, be prepared to first praise what the “counsellor” does right, and then to suggest what they could
do better.

When you have finished taking this mother’s history, your trainer will discuss the history with you and give you feedback.

Notes
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Session 33
Expressing breast milk 2

Objectives

After completing this session, participants will be able to:

list the situations when expressing breast milk is useful

explain how to stimulate the oxytocin reflex

rub a mother’s back to stimulate the oxytocin reflex

demonstrate how to select and prepare a container for expressed breast milk
describe how to store breast milk

explain to a mother the steps of expressing breast milk by hand

Introduction

In this session, you will learn how to express breast milk effectively. Expressing breast milk is helpful in a number of situations.
All mothers may be faced with one or more such situations at some point. Difficulties can arise, but they are often due to poor
technique. Mothers also need the support of their families and friends.

Many mothers are able to express plenty of breast milk using rather strange techniques. If a mother’s technique works for
her, let her continue to do it that way. But if a mother is having difficulty expressing enough milk, teach her a more effective
technique.

Expressing milk is useful to:

relieve engorgement

relieve blocked duct or milk stasis

leave breast milk for a baby when their mother goes out or goes to work
feed a low-birth-weight baby who cannot breastfeed

feed a sick baby who cannot suckle enough

feed a baby who has difficulty in coordinating suckling

feed a baby while they learn to suckle from an inverted nipple

feed a baby who "refuses”, while they learn to enjoy breastfeeding

keep up the supply of breast milk when a mother or baby is ill

prevent leaking when a mother is away from her baby

help a baby to attach to a full breast

keep up milk production

help with breast health conditions, e.g. engorgement (see SESSIONS 19 and 28: BREAST CONDITIONS 1 and 2)
express breast milk directly into a baby’s mouth

prevent the nipple and areola from becoming dry or sore

facilitate the transition to another method of feeding or to heat-treat breast milk (see MODULE 7: HIV AND INFANT FEEDING).
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So, there are many situations in which expressing breast milk is useful and important, to enable a mother to initiate or to
continue breastfeeding.

All mothers should learn how to express their milk, so that they know what to do if the need arises. It is important that all
those who care for breastfeeding mothers should be able to teach mothers how to express their milk.

Breast milk can be stored for about 8 hours at room temperature or up to 24 hours in a refrigerator.

Stimulating the oxytocin reflex

The baby suckling or touching the mother’s breast stimulates the oxytocin reflex. Also, the mother seeing, hearing, touching
and thinking about her baby, and the mother feeling calm and confident can stimulate the reflex.

The oxytocin reflex may not work as well when a mother expresses as it does when a baby suckles. A mother needs to know
how to help her oxytocin reflex, or she may find it difficult to express her milk.

Fig. 33.1illustrates how rubbing a mother’s back can help to stimulate the oxytocin reflex.

Fig. 33.1A helper rubbing a mother’s back to stimulate the oxytocin reflex

The mother sits down, leans forward and folds her arms on the table in front of her, resting her head on her arms, as relaxed
as possible.

The helper rubs both sides of her spine with their thumbs, making small circular movements, from her neck to her shoulder
blades, and back again, for 2 or 3 minutes (see box inset in Fig. 33.1).

There are other ways of massaging a mother’s back, and they often work well.
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HOW TO STIMULATE THE OXYTOCIN REFLEX
+  Help the mother psychologically:
- Build her confidence.
- Try to reduce any sources of pain or anxiety.
- Help her to have good thoughts and feelings about the baby.
«  Help the mother practically. Help or advise her to:

- Sit quietly and privately or with a supportive friend.
Some mothers can express easily in a group of other mothers who are also expressing for their babies.

- Hold her baby with skin-to-skin contact if possible.
She can hold her baby on her lap while she expresses. If this is not possible, she can look at the baby. If this is
not possible, sometimes even looking at a photograph of her baby helps.

-~ Warm her breasts.
For example, she can apply a warm compress, or warm water, or have a warm shower. Warn her that she should
test the temperature to avoid burning herself.

- Stimulate her nipples.
She can gently pull or roll her nipples with her fingers.

- Massage or stroke her breasts lightly.
Some women find that it helps if they stroke the breast gently with finger tips or with a comb.
Some women find that it helps to gently roll their closed fist over the breast towards the nipple.

- Askahelper to rub her back.

How to express breast milk by hand

Breast milk can be expressed by hand, or by manual or electric pump. Hand expression is the most useful way to express milk.
It needs no appliance, so a woman can do it anywhere, at any time.

It is easy to hand express when the breasts are soft. It is more difficult when the breasts are engorged and tender. So teach a
mother how to express her milk in the first and second day after delivery. Do not wait until the third day, when her breasts are full.

Key point: A woman should express her own breast milk. The breasts are easily hurt if another person tries. If you are
showing a woman how to express, show her on your own body as much as possible, while she copies you. You can use a
model breast if you want to.

If you need to touch her to show her exactly where to press her breast, be very gentle and careful not to touch her inappropriately.
Put her fingers where she should express, and, if necessary, put your fingers on top of hers to show her how to press.

HOW TO PREPARE A CONTAINER FOR EXPRESSED BREAST MILK
«  Choose a cup, glass, jug or jar with a wide mouth.
«  Wash the cup in soap and water (this can be done the day before).
«  Pour boiling water into the cup, and leave it for a few minutes. Boiling water will kill most of the germs.

«  When ready to express milk, pour the water out of the cup.
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a. Place the first finger or first two fingers and
thumb each side of the areola and press
inwards towards the chest wall

b. Press behind the nipple and areola between
your first finger or first two fingers and thumb

c. Press from the sides to empty all segments

Fig. 33.2 How to express breast milk by hand
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HOW TO EXPRESS BREAST MILK BY HAND

Teach a mother to do this herself. Do not express her milk for her. Touch her only to show her what to do, and be
gentle. Teach her to:

«  Prepare a clean dry wide mouthed container for the expressed milk.
«  Wash her hands thoroughly with soap and water every time before she expresses.

«  She needs to wash her breasts only once a day. Frequent washing, especially with soap, dries the sensitive skin of
the areola, increasing the risk of fissures.

«  Sitor stand comfortably, and hold the container near her breast.

«  Puther thumb on her breast above the nipple and areola, and her first finger or first two fingers on the breast
below the nipple and areola, opposite the thumb. She supports the breast with her other fingers (see Fig. 33.2).

«  Press her thumb and first finger or first two fingers slightly inwards towards the chest wall. She should avoid
pressing too far, or she may block the milk ducts.

+  Press her breast behind the nipple and areola between her first finger or first two fingers and thumb. She should
press on the larger ducts beneath the areola. Sometimes in a lactating breast, it is possible to feel the ducts. They
are like pods, or peanuts. If she can feel them, she can press on them.

«  Pressand release, press and release. This should not hurt — if it hurts, the technique is wrong. At first no milk may
come, but after pressing a few times, milk starts to drip out. It may flow in streams if the oxytocin reflex is active.

«  Pressthe areola in the same way from the sides, to make sure that milk is expressed from all segments of the breast.
«  Avoid rubbing or sliding her fingers along the skin. The movement of the fingers should be more like rolling.

«  Avoid squeezing the nipple itself. Pressing or pulling the nipple cannot express the milk. It is the same as the baby
sucking only the nipple.

«  Express one breast for at least 3—5 minutes until the flow slows; then express the other side; and then repeat both
sides. She can use either hand for either breast, and change when they tire.

«  Alternate between breasts 5 or 6 times. Stop expressing when the milk no longer flows.

«  Explain that to express breast milk adequately takes 20-30 minutes, especially in the first few days when only a
little milk may be produced. It is important not to try to express in a shorter time.

« Ifsheis expressing colostrum in the first one or two days, collect it in a 2 or 5 mL syringe as it comes from the
nipple. A helper can do this. This avoids wasting the milk, which can happen with a small volume of milk in a large
container.

«  Some mothers find pushing slightly inwards towards the chest wall at the same time as compressing the breast
helps to increase milk flow.

Avoid the following:
«  Squeezing the nipple — this can block milk flow.

« Sliding the fingers on the breast — friction can make the breasts sore.
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How often a mother should express milk

How often a mother should express her milk depends on the reason for expressing the milk. Usually she should express as
often as the baby would breastfeed, which is about every 3 hours, or 6—8 times a day.

To establish lactation, to feed a low-birth-weight or sick neonate, she should start to express milk on the first day, as soon as
possible after delivery. She may only express a few drops of colostrum at first, but it helps production of breast milk to begin,
in the same way that a baby suckling soon after delivery helps production to begin.

She should express as much as she can, as often as her baby would breastfeed. This should be at least every 3 hours, including
during the night. If she expresses only a few times, or if there are long intervals between expressions, she may not be able to
produce enough milk.

To keep up her milk supply to feed a sick baby, she should express at least every 3 hours.

To build up her milk supply, if it seems to be decreasing after a few weeks, she should express very often for a few days
(every 2 hours or even every hour), and at least every 3 hours during the night.

To leave milk for a baby while she is out at work, she should express as much as possible before she goes to work, to leave
for her baby. It is also very important to express while at work to help keep up her supply, to keep her breasts healthy and to
reduce leaking. She should express at least twice during working hours, 3-hourly if possible.

To relieve symptoms, such as engorgement, or leaking at work, she should express only as much as is necessary.

To keep her nipple skin healthy, she should express a small drop to gently smooth onto the nipple and areola after a bath or shower.

HOW TO STORE EXPRESSED BREAST MILK

«  Useappropriate storage containers, such as clean plastic or glass jars with tight lids, and, if possible, a refrigerator.
For long-term storage, 10 or more containers will be needed.

«  Putthe expressed breast milk into a container, cover it, and put it in as cool a place as possible. The amount of
expressed breast milk put into one container should not be more than the amount needed for one feed.

« Ifthe amounts of milk expressed are small, add more to the same container during one day, but not after that.

« Ifno refrigerator is available, expressed breast milk can be kept at room temperature, even in a hot climate,
for 6 hours.

« Ifthere is a refrigerator, store the containers of expressed breast milk in the main compartment for up to 24 hours,
or in the freezing compartment for up to 3 months.

+  Before use, allow frozen milk to defrost in the main compartment, or at room temperature. Warm the milk by
standing in a pot of water at hand temperature.

+  Use unfrozen milk within 2 hours (or give to an older child or throw away).
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Breast pumps

If breasts are engorged and painful, it is sometimes difficult to express milk by hand. It can be helpful to express with a pump.
A pump is easier to use when the breasts are full. It is not so easy to use when the breasts are soft.

The “rubber-bulb breast relievers” (see Fig. 33.3) are the most widely available, but are of limited use and not efficient. They
should ONLY be used to relieve engorgement when hand expression is difficult. That is why they are called “breast relievers”.

In order to use the rubber bulb breast reliever:

Compress the rubber bulb to push out the air.

Place the wide end of the tube over the nipple.

Make sure that the glass touches the skin all around, to make an airtight seal.
Release the bulb. The nipple and areola are sucked into the glass.

Compress and release the bulb again, several times.

After compressing and releasing the bulb a few times, milk starts to flow. The milk collects in the swelling on the side of
the tube.

Break the seal to empty the milk, and start again.

Rubber-bulb breast relievers are difficult to clean properly. Milk may collect in the rubber bulb and it is difficult to clean out.
The milk that collects is often contaminated. They are not very efficient, especially when the breasts are soft. They should NOT
be used for collecting milk to feed a baby.

Fig. 33.3 Rubber-bulb breast reliever

Summary

Hand expression is generally the most useful way to express breast milk. It is less likely to carry infection than a hand or

electric pump, and is available to every woman at any time. It is important for women to learn to express their milk by hand,
and not to think that a pump is necessary.

Notes
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Session 34
“Not enough milk”

Objectives

After completing this session, participants will be able to:
« list the reliable and possible signs that a baby is not getting enough milk
« decide whether a baby is getting enough breast milk

o describe the common reasons why a baby may have a low intake of breast milk in the first 2 weeks
of life

« list the common reasons why a baby may have a low intake of breast milk intake after 2 weeks of age
o describe the common reasons for apparent insufficiency of milk
o decide the cause of the difficulty

« explain the management of real or apparent low milk supply

Introduction

Usually, even when a mother thinks that she does not have enough breast milk, her baby is in fact getting all that they need.
Almost all mothers can produce enough breast milk for one or even two babies. They can almost all produce more than their
baby needs.

Sometimes a baby does not get enough breast milk. But it is usually because they are not suckling enough, or not suckling
effectively (see SESSIONS 12 and 24: HOW BREASTFEEDING WORKS 1and 2). It is rarely because the mother cannot produce enough.

Worries about not having enough milk may arise before breastfeeding has been established, in the first 2 weeks after delivery.
Then the mother needs help and support to establish breastfeeding.

Difficulties may arise after breastfeeding has been established, after the baby is about 1 month of age. The mother needs
help to maintain production of breast milk. Some mothers worry that they do not have milk at a certain time of day, usually
in the evening.

The causes of the difficulties and the needs of mothers in these various situations are sometimes different. However, the same
principles of management apply, so we will consider the different situations together.
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SIGNS THAT A BABY MAY NOT BE GETTING ENOUGH BREAST MILK

RELIABLE SIGNS
«  Poor weight gain (growth slower than standard curves)
« Neonate loses more than 10% of birth weight or weighs less than birth weight at 2 weeks

+  Passing a small amount (fewer than 6 times a day) of concentrated urine (yellow and strong smelling)

POSSIBLE SIGNS

« Babynotsatisfied after breastfeeds

« Babycries often

+  Very frequent breastfeeds

«  Verylong breastfeeds

«  Babyrefuses to breastfeed

« Babyhashard, dry or green stools

« Babyhas infrequent small stools

«  No milk comes out when the mother tries to express
« The breasts did not enlarge (during pregnancy)

«  Milk did not “come in” (after delivery)

How to find out whether a baby is getting enough breast milk:

+  Check the baby’s weight gain: this is the most reliable sign.

«  For the first 6 months of life, use the growth charts for infants aged 0o—6 months (1 kg per month is not necessary, and
not usual). If a baby’s weight gain is not parallel to the curves (or is downward), they are not gaining enough weight (see
SESSION 8: BUILDING CONFIDENCE AND GIVING SUPPORT).

« Look at the baby’s growth chart if available, or at any other record of previous weights. If no weight record is available,
weigh the baby, and arrange to weigh them again in 1 week’s time.

« Ifthe baby is gaining weight and following the curves, then they are getting enough milk.
»  However, if no weight record is available, you cannot get an immediate answer.

«  Check the baby’s urine output: this is a useful quick check.

+  Askthe mother how often her baby is passing urine.

«  Bythe age of 6 days, babies normally pass urine 6 or more times a day.

« Ifthe baby is more than 4 weeks old, ask the mother if the urine is dark yellow or “strong” smelling, showing that it is
concentrated.

« Ifababyis passing plenty of dilute urine, they are getting enough breast milk.

« Ifthe baby is passing urine fewer than 6 times a day, and, if they are more than 4 weeks old, if it is concentrated, then they
are not getting enough breast milk.

« This can tell you quickly whether an exclusively breastfed baby is getting enough milk. However, if they are having other
drinks, you cannot be sure because these signs may not apply.
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REASONS WHY A BABY MAY NOT GET ENOUGH BREAST MILK

Infrequent feeds
No night feeds
Short feeds

Poor attachment
Bottles, pacifiers
Other foods

Other fluids (water,
teas)

Dislike of breastfeeding
Rejection of baby

Tiredness

MOTHER: MOTHER:
BREASTFEEDING PSYCHOLOGICAL PHYSICAL
FACTORS FACTORS CONDITION BABY'S CONDITION
Delayed start Lack of confidence Contraceptive pill Ilness
Feeding at fixed times Worry, stress (estrogen), diuretics Abnormality

Pregnancy

Severe malnutrition
Alcohol

Smoking

Retained piece of
placenta (rare)

Poor breast
development (very rare)

These are COMMON

These are NOT COMMON

The reasons in the first two columns (BREASTFEEDING FACTORS and MOTHER: PSYCHOLOGICAL FACTORS) are COMmon.
Psychological factors are often behind the breastfeeding factors; for example, lack of confidence causes a mother to give
artificial feeds; tiredness results in a mother feeding her baby less often. Look for these common reasons first.

The reasons in the second two columns (MOTHER: PHYSICAL CONDITION and BABY’S CONDITION) are less common in most
settings. So it is not common for a mother to have a physical difficulty in producing enough breast milk. Think about these
uncommon reasons only if you cannot find one of the common reasons.

« Ageofmother

e Menstruation

« Ageofbaby
« Caesarean section
«  Preterm delivery

«  Many children

« Sexual intercourse

« Simple, ordinary diet

« Disapproval of relatives and neighbours

THESE DO NOT AFFECT THE SUPPLY OF BREAST MILK

«  Returning to a job (if the baby continues to suckle often and the mother is relaxed, etc.)
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Discuss how to help a mother whose baby is not getting enough
breast milk

Work in groups of four with one trainer. Go through the steps of helping a mother whose baby is not getting enough milk, and
decide how to apply the skills that you have learnt.

In turns, read out the story from the boxes. After each box, the trainer will ask some questions and lead a discussion.

Mona says that she does not have enough milk. She wants to go back to work in a shop soon, and thinks that she had
better start giving Ali bottles now, so that he is used to it when she is working. Ali is 2 months old. He weighed 3 kg
when he was born and now he weighs 3.4 kg.

Is Ali getting enough milk or not?

How can you find the cause of Mona and Ali’s problem?

What will you do next to help to find the cause?
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The history tells you that Ali wants to feed very often. Mona sometimes has sore nipples, so she does not let him feed

for very long. Ali was delivered in the local hospital. The delivery was normal and she went home after 6 hours, before
Ali had breastfed.

So what is the cause of Ali not getting enough milk?

When you assess a breastfeed, you see less areola above Ali’s mouth, and more below, and his chin is not touching the
breast. When he finishes suckling, the nipple looks squashed. Ali is not ill or abnormal, and Mona is healthy.

How can you help Mona and Ali?
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Discuss how to help a mother who thinks that she does not have
enough breast milk

Continue working with your group of four with one trainer

Go through the steps of helping a mother who thinks that she does not have enough milk, to see how to apply the skills that
you have learnt.

In turns, read out the story from the boxes. After each box, the trainer will ask some questions and lead a discussion.

Bella says that she does not have enough milk. Her baby Rafa seems to be hungry all the time. Rafa is 6 weeks old. He
weighed 3 kg when he was born and now he weighs 4.2 kg.

Is Rafa getting enough milk or not?

How can you find the cause of Bella’s worries?

The history tells you that Rafa wants to feed about every 2—3 hours, and also several times at night. Feeds take about
5-10 minutes. She gives him drinks of water between feeds, because she thinks he is thirsty. Rafa was delivered in the
health centre. The delivery was normal. The midwife helped her to start breastfeeding before she came home. Bell’s
mother says that Bella’s breasts are too small to produce enough milk for a baby as big as Rafa.

What will you do next to help to find the cause of Bella’s worries?
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Rafa suckles with his mouth wide open, with more areola visible above his mouth than below. Bella holds him close and
facing her, and his chin is close to her breast. When he pauses after about 5 minutes, she takes him off the breast. Bella

is quite slim and has small pointed breasts, but you can see some white milk on the nipples when she takes Rafa off.
Rafa and Bella are both well.

What is the reason for Bella thinking that she does not have enough milk for Rafa?

How can you help Bella and Rafa?

Conclusion

The way to help a mother who is worried about her milk supply is similar for a mother whose baby is not getting enough milk
and for a mother whose baby is getting enough.

Often, poor attachment at the breast is the cause of behaviour that makes a mother think her baby is not satisfied, even
though her milk supply is plentiful and her baby is getting all that they need.

You need to use your counselling skills, your knowledge about the breastfeeding pattern, and skills to help with positioning
and attachment. In most cases, the difficulty can be overcome.

Notes

261

4 Breastfeeding (advanced)



Notes (contd)

262



Session 35
Crying

Objectives

After completing this session, participants will be able to:
« list different reasons why babies may cry

« help families with babies who cry a lot to continue exclusive breastfeeding and not to start
unnecessary complementary feeds or supplements

Introduction

During the first few months, a common reason why a mother thinks that she does not have enough breast milk is that she, or her
family, thinks that her baby is “crying too much’.

Many mothers start unnecessary supplements or complementary feeds because of their baby’s crying. These other feeds
often do not make a baby cry less. Sometimes a baby cries more. A baby who cries a lot can upset the relationship between the
baby and their mother, and can cause tension among other members of the family. An important way to help a breastfeeding
mother is to counsel her about her baby’s crying.

REASONS WHY BABIES CRY
Discomfort (dirty, hot, cold)
Tiredness (too many visitors)
Ilness or pain (changed pattern of crying)
Hunger (not getting enough milk, growth spurt)
Mother’s food (any food, sometimes cow’s milk)
Drugs mother takes (caffeine, cigarettes, other drugs)
Colic
“High-needs” babies

Reasons why babies cry

Hunger due to not getting milk easily

«  Ababy who is poorly attached, and not getting milk easily, may demand to be fed very often, and suckle for a long time at
each feed.

+  The baby may get enough milk and grow, by feeding often, but is not satisfied.

Hunger due to growth spurt

« Inthis situation, a baby seems very hungry for a few days, possibly because they are growing faster than before.

« The baby demands to be fed very often.
« This is commonest at the ages of about 2 weeks, 6 weeks and 3 months, but can occur at other times.

« Ifthe baby suckles often for a few days, the supply of breast milk increases, and the baby breastfeeds less often again.
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Mother’s food

« Sometimes, a mother notices that her baby is upset when she eats a particular food.

« This is because substances from the food pass into her milk.

« Itcanhappen with any food, and there are no special foods to advise mothers to avoid, unless she notices a problem.

«  Babies can become allergic to protein in some foods in their mother’s diet. Cow’s milk, soy, egg and peanuts can all cause
this problem. Babies may become allergic to cow’s milk protein after only one or two prelacteal feeds of formula milk.

Substances the mother takes
« Caffeine in coffee, tea and colas can pass into breast milk and upset a baby.
« Ifamother smokes cigarettes, or takes other drugs, her baby is more likely to cry than other babies.

« Ifsomeone else in the family smokes, that also can affect the baby.

Oversupply of breast milk

«  Ababy may cry if they are getting too much milk too fast.

+ The baby may pull up their legs, as if they have abdominal pain.

«  The baby may have loose green stools and a poor weight gain; or may grow well but cry and want to feed often.
«  Because of this behaviour, the mother may think that she does not have enough milk for her baby.

«  However, she has plenty of milk, but the baby may be getting too much foremilk and not enough of the hindmilk.

Reflux

«  Babies sometimes cry a lot because of gastro-oesophageal reflux.

+  Reflux is when milk and acid from the stomach pass back into the oesophagus, making it sore.

+ The baby may regurgitate milk (small vomits).

+  Reflux is more common in babies who have been tube fed.

«  Babies may cry particularly when they lie down, because milk passes back more easily.

« The baby may cry less when they are held in an upright position, so that the milk does not pass back so easily.

«  Symptoms improve as the baby grows.

Colic

«  Some babies cry a lot without one of the above causes.

+ Sometimes the crying has a clear pattern.

«  The baby cries continuously at certain times of day, often in the evening.

« The baby may pull up their legs as if they have abdominal pain.

+  The baby may appear to want to suckle, but it is very difficult to comfort them.

«  Babies who cry in this way may have a very active gut, or wind, but the cause is not clear.
« This s called “colic”.

«  Colicky babies usually grow well, and the crying usually becomes less after the baby is 3 months old.

“High-needs” babies
«  Some babies cry more than others, and they need to be held and carried more.

« Incommunities where mothers carry their babies with them, crying is less common than in communities where mothers
like to put their babies down to leave them, or where they put them to sleep in separate cots.

264



Session 35. Crying

How to help a family with a baby who cries a lot

Look for a cause

Listen and learn

Help the mother to talk about how she feels. Empathize with her feelings.

«  She may feel guilty and think she is a poor mother. She may feel angry with her baby.

«  Other people may make her feel guilty, or they may make her feel that her baby is bad, or naughty, or undisciplined.
«  Other people may advise her to give the baby complements or pacifiers.

Take a history

+ Learn about the baby’s feeding and behaviour.

« Learn about the mother’s diet, and whether she drinks a lot of coffee, or smokes or takes any drugs.
« Learn about the pressures that she is under from the family and other people.

Assess a breastfeed

+  Check the baby’s attachment and positioning, and the length of a feed.

«  Ababy who is poorly attached may cry because they are not getting the milk easily.

Examine the baby

«  Make sure the baby is not ill or in pain. Check the baby’s growth.

« Ifthebabyisill or in pain, treat or refer as appropriate.

Build confidence and give support
Accept

+  Accept what the mother thinks about the cause of the problem.

4 Breastfeeding (advanced)

+  Accept what she feels about the baby and their behaviour.

Praise what the mother and baby are doing right

«  Explain that her baby is growing well, and is not sick.

+  Reassure the mother that her breast milk is providing all that her baby needs — there is nothing wrong with it, or with her.
« Her baby is fine — they are not bad or naughty, or in need of discipline.

Give relevant information

Explain that her baby probably has colic, or “high needs”.

«  Her baby has a real need for comfort. They are not sick, but may have real pain.

« The crying will become less when the baby is 3—4 months old.

«  Medicines for colic are not now recommended. They can be harmful.

»  Supplementary feeds are not necessary, and often do not help. Artificially fed babies also have colic. They may develop
intolerance or allergy to cow’s milk and become worse.

«  Suckling at the breast for comfort is safe, but bottles and pacifiers are not safe.
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Make one or two suggestions

What you suggest depends on what you have learnt about the cause of the crying. Common causes may be different in
different countries.

It might help if the mother takes less coffee and tea, and other drinks that contain caffeine, such as colas. If she smokes,
suggest that she stops or at least reduces her smoking, and if she does smoke, that she does it only after breastfeeds, not
before or during them.

Ask other members of the family not to smoke in the same room as the baby.

It might help if the mother stops taking cow’s milk and other milk products, or other foods that can cause allergy (soy,
peanuts, eggs).

She should stop taking the food for a week. If the baby cries less, she should continue to avoid the food. If the baby
continues to cry as much as before, then that particular food is not the cause of the crying. She can take the food again.

Do not suggest that she stops these foods if her diet is poor. Make sure that she can eat another energy- and protein-rich
food instead, for example, beans.

If the mother has an oversupply of breast milk:

- Suggest that she lets the baby suckle from one breast only at each feed.

- Let the baby continue at the breast until they finish by themself.

- Explain that if her baby stays on the first breast longer, they will get more fat-rich hindmilk.

— Use only one breast for all feeds during a certain block of time — 4, 6 or 8 hours, depending on how severe the problem
is. Then for the next block of time, use the other breast only.

- If'the baby may have reflux, suggest that she tries to feed them in an upright position.

- Itmay also help if the baby sleeps propped up and not lying flat.

Give practical help

Make sure that the baby is well attached at the breast. Improving attachment may alter the baby’s behaviour.

Explain that the best way to comfort a crying baby is to hold them close, with gentle movement and gentle pressure on
their abdomen.

Offer to show her some ways to hold and carry her baby.
Sometimes it is easier for someone who is not the mother to carry the baby, so that the baby cannot smell the breast milk.

Show her how to bring up her baby’s wind. She should hold them upright, for example in a sitting position, or upright
against her shoulder.

(It is NOT necessary to teach “winding” routinely — only if the baby has colic.)

If the baby is less than 1 month old, she can try holding and feeding them skin-to-skin in the reclining (leaning back)
position (see SESSIONS 14 and 27: POSITIONING A BABY AT THE BREAST 1 and 2).

Offer to discuss the situation with the mother’s family, to talk about the baby’s needs and about her need for support. It is
important to try to help to reduce family tensions, so that she does not start giving unnecessary supplements.
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How to hold and carry a colicky baby

Babies are most often comforted with closeness, gentle movement and gentle pressure on the abdomen. There are several
ways to provide this.
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