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 Foreword

Centuries ago few women faced decisions about how to feed their babies: the newborn's only means of survival was mother's milk. Today, however, there are safe alternatives to nursing, and so a woman needs to think about how she wishes to feed her baby and what method is really best for them both. If she decides to nurse her baby as her ancestors did theirs, she must make an effort to learn how. Breastfeeding is the physiologic continuation of the normal reproductive cycle, and babies are born knowing how to find the nipple and to suck; their mothers, however, do not instinctively know how to nurse. Many women today have never seen a baby breastfed and have little access to experienced nursing mothers. Today's mothers have to learn what to do.

An expectant mother must first learn about alternative feeding methods so she can make an informed choice. With this book, Kathleen Huggins helps the mother through the decision-making process by providing sound information about the practical advantages of breastfeeding, its importance to a baby's health, and the very special emotional rewards it offers both mother and baby.

As a woman progresses through her pregnancy and makes preparations for her baby, she may wonder how she should also prepare for breastfeeding. Inexperienced though well-meaning friends may offer abundant but conflicting advice. This book, on the contrary, provides sensible guidelines for preparing to breastfeed, as well as an explanation of the process by which nature prepares the breast for nursing. Understanding how the breast functions prepares a woman for the physiologic changes that occur as the baby is born, the placenta is delivered, and lactation begins. It is also important that the expectant mother discuss her plans to breastfeed with her physician or midwife. The health-care provider can work together with the mother to plan the details of delivery and postpartum care to facilitate lactation.

Having made the decision to breastfeed and having prepared herself for it, a woman must learn how to nurse her new baby. Included here are chapters that cover methods of increasing milk production and release, or let-down, and what to do when small problems arise. The author also describes more complicated problems, though these are rare, and explains the course of treatment a doctor or midwife is likely to recommend. It is important to recognize when a situation warrants medical attention, since early appropriate management can usually minimize a problem and facilitate its resolution.

 The author, who has breastfed her own children, is also a perinatal nurse who has counseled thousands of new mothers through a breastfeeding clinic and telephone hot line. With her practical experience, enhanced by her formal study of lactation, she is especially qualified to prepare this manual for mothers.

A new mother needs to be confident that she is doing the best for her baby. This book will give her the knowledge that is vital to developing that confidence. With the rich store of information herein, every mother should be able to experience the joy of breastfeeding.

Ruth A. Lawrence, M.D.
 
University of Rochester


 Preface

Not long ago, a first-time nursing mother came to me about a difficulty she was having breastfeeding her baby. After we successfully resolved it, she suggested I write a book on breastfeeding that included problem-solving techniques. Although I was flattered, such a project seemed monumental. But later, as I recalled her enthusiasm, I began to consider the insights I had gained over years of assisting so many mothers, first as a maternity and newborn nurse and later after founding a breastfeeding clinic and telephone counseling service. Certainly, I was more than familiar with the common concerns of mothers who are learning to breastfeed, as well as with the occasional problems that can interfere with the development of a successful nursing relationship. The next day I wrote my rough outline.

Many excellent books had already been written on the benefits of nursing over artificial feeding methods. I set out, however, to provide mothers with a practical guide for easy reference throughout the nursing period. The first part of the book provides basic information about the breast, preparation for nursing, and nursing during the first week; the remainder of the book is intended for reading as the baby and the nursing relationship grow and develop. There are chapters on each of the three later phases of nursing—from the first week through the second month, from the second month through the sixth, and after the sixth month. Following each of these chapters is a Survival Guide—a quick yet thorough reference for almost any problem you or your baby may encounter during the phase covered. Although you may rarely need to consult the Survival Guides, I have included them to ensure that, when you do, you will be able to identify and resolve your problem as quickly as possible. Because many nursing women occasionally find themselves in need of medication, Dr. Philip O. Anderson has provided an appendix on drugs and their safety for the breast-fed baby.

During the year I spent writing this book, I received a great deal of encouragement and guidance. I am tremendously indebted to LynnMoen for her support along the way. I also wish to thank Penny Simkin, R.P.T., and my editor, Linda Ziedrich, for their many efforts on my behalf.

 For their thoughtful review of the text I thank Marian Tompson; Andrea Herron, R.N., M.S., C.L.C.; Kathleen Rodriquez Michaelson, B.A., C.L.C.; Vicki McDonald, R.D.; Judith La Vigna; Julie Merrill, R.N.; Tom Robinson; and Kathleen Auerbach, Ph.D.

Jim Litzenburger; Vicki Gadberry, R.N., C.N.M.; Marilynn Schuster, R.N.; Kathleen Long, M.D.; and Dawn Edwards, R.N.C., are most appreciated for their encouragement as well as their friendship.

I am grateful to Donna Janetski for her commitment to this project in preparing the manuscript. My thanks also to Mike Sims for his generosity, and to Susan and Kirk Graves for their efforts.

This book would never have been possible without my husband, Brad, whose love, patience, and faith sustained me. Kate, my beautiful daughter and former nursing companion, was my inspiration throughout.

 


NOTE TO THE SECOND EDITION: For help in preparing this edition I would like to thank Trina Vosti, I.B.C.L.C., and Andrea VanOutryve, I.B.C.L.C. And thanks to John, my current nursing companion.

 


NOTE TO THE THIRD EDITION: For their extensive review of the text I wish to thank Olga Mireles, R.N., C.L.C., and Ellen ("Binky") Petok, I.B.C.L.C.

 


NOTE TO THE FOURTH EDITION: For their generous assistance with revisions, I thank the following women: Dayna Ravalin, R.D.; Sue Petracek, B.S. Ed.; Paula Meier D.N.Sc., R.N., F.A.A.N.; Lois D. W. Arnold, M.P.H., I.B.C.L.C.; Jan Barger, R.N., I.B.C.L.C.; Darillyn Starr; and Rachel Vireday.

 


NOTE TO THE FIFTH EDITION: Several years ago, on a parenting website, I was lucky enough to meet "Honeysucklemama," who was nursing her first child. Rarely have I encountered such a thoughtful and supportive counselor assisting other mothers with her insightful writing. Thank you, Tricia Bulger Zack, for your fresh look at this book, as well as your support during my year of recovery from breast cancer.

I would also like to thank Patricia Donohue-Carey, L.C.C.E., C.L.E., perinatal health educator; Nancy Wight, M.D.; Jack Newman, M.D.; Lenore Goldfarb, I.B.C.L.C.; Thomas Hale, Ph.D.; James McKenna, Ph.D.; Cynthia Good Mojab, M.S., I.B.C.L.C., R.L.C.; and Darillyn Starr for reviewing portions of this new edition. My friends Binky Petok, I.B.C.L.C.; Gretta Blythe, R.N., I.B.C.L.C.; and Jan Ellen Brown, I.B.C.L.C., I thank you for your love and support.

 


 NOTE TO THE SIXTH EDITION: For this, the 25th anniversary edition, I have many to thank. First, my husband, Brad, who for the past 25 years has encouraged and supported me. Without him, there never would have been The Nursing Mother's Companion.

Two physicians who specialize in lactation have been particularly helpful with this edition. Dr. Jane Morton has devoted herself to assisting nursing mothers and has shared her experience and research with mothers as well as health-care providers. Dr. Jack Newman, a Canadian pediatrician, has also graciously shared his vast breastfeeding knowledge with mothers and lactation professionals.

Although Philip O. Anderson, Pharm.D., is now retired, he kindly agreed to update the drug information in Appendix D for this sixth edition.

In this edition I have included information about the impact of hospital maternity care on breastfeeding. My friend and coworker Claudia Goff, R.N., was kind enough to assist me with this.

Penny Simkin, P.T., was helpful in sharing information on mothers who have been sexually abused and the effects of the abuse on breastfeeding.

This edition contains more information on expressing milk, including in-depth reviews of breast pumps. For this, I must thank Catherine Watson Genna and Richard Weston.

There is now a new approach to feeding solid foods to babies. Dawn Wilt, R.D., C.L.E., assisted me greatly, as did Gill Rapley and Stefan Kleintjes, European experts on breastfeeding.

A surprising resource for me during this past year was my daughter, Kate. After years of working in banking, Kate became a lactation educator. She helped me a great deal with this edition.

Lastly, I must acknowledge Linda Ziedrich, my editor extraordinaire, who has held my hand and polished my words for the past 25 years.


 Introduction

Is Breastfeeding Really Better?

What's in it for Mom?


Since the beginning of humankind, women have put their infants to breast. Extending the physical bond that begins at conception, they have nourished and protected their young with their bodies. These tender moments, in return, have brought pleasure and fulfillment to the task of mothering. If you are now pregnant, you are probably looking forward to the time in which you will nourish, comfort, and protect your child in the same way as others before you—at the breast.




Perhaps you already feel committed to the idea of nursing. For you, there is no question that you'll breastfeed your baby. Or perhaps, like many women, you have some uncertainties, but still feel it's worth a try. Your outlook depends on many things—the value you place on breastfeeding, how your partner feels about it, how your friends have fed their babies, your lifestyle, and your feelings about yourself and your body.

You probably also have some notions about what nursing will be like. Perhaps you think it will be easy and convenient. Maybe you worry that it might not fit in with your activities and plans. You may have concerns about your ability to nurse. Probably you know of other women who tried to nurse but soon gave up. Whatever you rattitudes, expectations, and concerns about breastfeeding, these may become powerful determinants in your ultimate success or failure tonurse your baby happily.


 Is Breastfeeding Really Better?

You may be under the impression that the decision to breastfeed or bottle-feed is simply a matter of personal preference. Don't let anyone fool you into believing that breast milk and formula are equallygood—they are not. Without a doubt, mother's milk alone promotes optimum health and development for babies. It is uniquely designed to meet the complete nutritional needs of the growing human infant. It also protects the infant against illness throughout the entire first year and beyond, as long as nursing continues. Artificial human milk, whether made from cow's milk or soybeans, will never be able to duplicate nature's formula.



If a multinational company developed a product that was a nutritionally balanced and delicious food, a wonder drug that both prevented and treated disease, cost almost nothing to produce and could be delivered in quantities controlled by the consumers' needs, the very announcement of their find would send their shares rocketing to the top of the stock market. The scientists who developed the product would win prizes and the wealth and influence of everyone involved would increase dramatically. Women have been producing such a miraculous substance, breast milk, since the beginning of human existence.

—Gabrielle Palmer, The Politics of Breastfeeding





 Although they do grow on processed infant formulas, babies, like all young mammals, do best with milk from their own species. Human milk contains proteins that promote brain development. In contrast, cow's milk contains proteins that favor muscular growth. The nutritional properties of breast milk are designed for babies' specific growth and developmental needs. Formula manufacturers are continually challenged to include all of the nutrients in breast milk that scientists are gradually identifying as important to infant growth and development.

In recent years, for example, formula manufacturers have acknowledged that the fatty acids in breast milk are necessary to babies' intellectual, motor, and visual development. Now 90 percent of formula in the United States includes ARA and DHA (arachidonic acid and docosahexaenoic acid) made from fermented micro algae and soil fungus. These lab-produced chemicals are meant to substitute for the omega-3 and omega-6 fatty acids that are naturally found in breast milk. When formula manufacturers started adding ARA and DHA to their products, says Marsha Walker, executive director of the National Alliance for Breastfeeding Advocacy, the price of formula immediately rose by 30 percent. Research has shown little evidence for the companies' claims of beneficial effects on brain and eye development, but we do know that some infants suffer from diarrhea and other side effects after drinking these formulas.

Human milk differs from formula, too, in that it contains specific immunities against human illness. In contrast, cow's milk contains specific immunities against bovine disease. For this and other reasons, babies on a formula diet are at greater risk for illness and hospitalization. Diarrheal infections and respiratory illnesses, including respiratory syncytial virus (RSV), are more frequent and serious among these babies. (RSV is the most common cause of pneumonia and bronchiolitis—inflammation of the small airways in the lung—in children under one year of age in the United States.) Formula-fed babies develop many more ear infections, which may lead to later speech and reading problems. Urinary tract infections and bacterial meningitis are also more common among artificially fed infants.

Although most parents don't know this, powdered formula is not sterile. Besides lacking the anti-infective components of breast milk, powdered formula may be contaminated with bacteria (Cronobacter spp., formerly known as Enterobacter sakazakii) that can make infants sick. For this reason, the World Health Organization and the United Nations Food and Agriculture Organization recommend that infants at greatest risk of infection—those less than two months old, born at a low birth weight, or born prematurely—receive liquid rather than powdered formula. Yet most hospitals routinely give powdered formula samples in gift bags when newborns are discharged.

 Recently, formula companies have added probiotics, live intestinal bacteria, to their powdered infant formulas to help prevent diarrheal infections. This poses a dilemma for parents, as the instructions say to mix the powdered formula with cool water so the added bacteria will not be destroyed. But the World Health Organization advises always mixing powdered formula with boiling water, to kill any dangerous bacteria that may be present in the formula.

Infant formula may contain other toxins besides bacteria. High levels of aluminum have been identified in most formulas. In 2008 some formulas were found to contain another toxic chemical as well. After Chinese manufacturers poisoned thousands of infants in China by adding melamine to formula to fake higher protein levels, the U.S. Food and Drug Administration (FDA) announced that it could not establish any safe level of melamine in formula. The FDA then tested the most popular brands of formula sold in the United States to be sure they were free of melamine. Apparently because the chemical is used in some plastic food packaging and in a cleaning solution used on food processing equipment, some of the U.S. formulas were found to have trace amounts of melamine. The agency then changed its view, and declared that the amounts of melamine found in U.S. formulas were acceptable.

From time to time, manufacturing errors in the production of infant formula have had serious consequences. More commonly, though, contaminants are introduced at home. Babies have suffered lead poisoning when their formulas have been mixed with tap water high in lead content. Water pollution is a potential problem even if the water is purchased in a sealed bottle. And feeding bottles can contain toxins that can leach into the baby's formula (see [>]).

Formula feeding has other risks for babies, including these:


	Formula-fed infants have higher incidences of colic, constipation, and allergic disorders. In fact, a significant number of babies are allergic to formulas, both those based on cow's milk and those based on soy.


	 Formula feeding appears to be one of several factors implicated in Sudden Infant Death Syndrome (SIDS). Babies who have received formula, in any amount, have a doubled risk of SIDS at one month of age compared with babies who are exclusively breast-fed. (The reason for this is unknown. Perhaps it's that breastfed infants are generally healthier than formula-fed babies and therefore resistant to whatever causes SIDS.)

	Tooth decay, malocclusion (improper meeting of the upper and lower teeth), and distortion of the facial muscles may also directly result from sucking on bottles.



 


Some studies suggest that the benefits of breastfeeding extend into later childhood, adolescence, and adulthood. Breastfed babies have lower cholesterol levels and less coronary artery disease, on average, when they become adults. Breastfeeding is protective against chronic digestive disorders, such as Crohn's Disease and ulcerative colitis. Although asthma rates are not significantly different between breast-fed and non-breastfed babies, adults who were breastfed have a lower rate of asthma. Breastfed babies have a smaller chance of developing obesity, which can start with overfeeding in infancy, and both Type-1 (juvenile-onset insulin-dependent) and Type-2 (late-onset) diabetes. Cancers, including leukemia and cancer of the lymph glands, are also less common in children who were breastfed.

There is mounting evidence that artificially fed infants more often develop learning disorders and generally experience lower levels of intellectual functioning. Recent large-scale, international studies confirm previous studies' findings that children who were breastfed have higher IQs and perform better in reading, writing, mathematics, and other school subjects. Studies also reveal that it is breast milk, not the act of breastfeeding, that is responsible for this superior cognitive development.

Breastfeeding helps, of course, in establishing a close bond and meeting the emotional needs of a child. Nursing women produce hormones that promote a physiologic bonding between mother and child. And in what better way can a baby be nurtured, comforted, and made to feel secure than snuggled within his mother's loving arms, against the warmth of her breast?

Although some rationalize that bottle-feeding mothers can capture a similar warm feeding relationship, in reality they do not. This is partly because bottle feeding doesn't require much human contact.




 Needless Fears about Breastfeeding

Breastfeeding will be inconvenient. In fact, experienced nursing mothers boast about the ease and convenience of breastfeeding.

 


Breastfeeding will be painful. Normally, women find nursing comfortable and pleasurable. Some women develop sore nipples during the early days of nursing, but most soreness can be avoided by correctly positioning the baby at the breast (see "Positioning at the Breast," [>]). You may have heard that babies sometimes bite their mothers while nursing. When a baby is sucking, his tongue covers his lower gums and teeth so he cannot bite. Still, some babies do occasionally bite at the end of feeding, usually during a period of teething. Most babies learn very quickly not to do this.

 


Breastfeeding will be embarrassing. Although we all know making milk is the natural function of our breasts, most of us feel embarrassed about exposing them. At first you may be more comfortable nursing in private, but most women find that, with a little time and experience, nursing in the presence of others can be discreet and comfortable.

 


Breastfeeding will tie you down. In fact, you can take your nursing baby anywhere with as little equipment as a spare diaper.

 


You'll have to stop breastfeeding when you go back to work.

 


Today, a growing number of women are combining motherhood, nursing, and working, and doing it quite successfully, thanks to recent advances in milk collection and storage equipment. Having a healthy baby is especially important to a working mother, and breastfed babies are sick less often.

 


Breastfeeding will ruin the shape of your breasts. Pregnancy typically causes the breasts to enlarge and sometimes to develop stretch marks. During the first few months of nursing, women whose breasts are normally small or medium-sized generally find them to be bigger. As the baby gets older and begins nursing less often, most women notice their breasts reduce in size. At weaning, the breasts typically appear smaller still and somewhat droopy, but within six months they often resume their usual size and shape. A recent U.S. study found that increased maternal age, more pregnancies, higher body-mass index, larger pre-pregnancy bra size, and smoking were all independent risk factors for sagging breasts. But women who nursed generally had no more sagging than women who bottle-fed.

 


Your milk may be inadequate for your baby. Some mothers wonder if their diet, breast size, or temperament will keep their milk from being rich or abundant enough. None of these factors affect the amount of breast milk produced, which depends on the frequency of feedings and the baby's effectiveness at the breast. And the quality of a mother's milk is rarely an issue.




The bottle-fed baby generally receives less stroking, caressing, and rocking than the breastfed baby. He is talked to less often and he spends more time in his crib away from his parents. Although noone knows how prevalent the practice of propping bottles for young infants is, probably the overwhelming majority of babies who areable to hold their own bottles become almost entirely responsible for feeding themselves.

For all of these reasons, the American Academy of Pediatrics recommends that infants be offered only breast milk for the first six months after birth, and that breastfeeding continue throughout the first year and then as long as mutually desired.




 What's in It for Mom?

Although the health of an infant and the emotional benefits of breastfeeding are reasons enough to nurse, women frequently haveother motives. Experienced nursing mothers boast about the ease and convenience of breastfeeding. They are often quick to add that information, guidance, support, and reassurance were essential at the start. After the first few weeks, however, nursing a baby simplifies life considerably.

Nursing saves money. Feeding your baby on 8-ounce cans of ready-to-feed formula would cost about $4,000 for the first year of life. Using 32-ounce cans instead would cut the cost to about $1,800. Concentrated formula, which must be reconstituted with water, would cost about $1,500 for the year, and using powdered formula would cut the price a little more, to about $1,200.
 

 Most experienced nursing mothers are glad not only that they don't have to buy formula but that they don't have to prepare bottles. Instead up getting up at night to fix a bottle, you can simply pull the baby to the breast and doze off again. You can go on outings with your baby without carting around formula, bottles, and nipples. Many mothers have been grateful that they could nurse their babies through natural disasters such as storms, flooding, and fires when formula and clean feeding supplies were unavailable. (Just because the breastfed baby is easy to take along doesn't mean she can't be left behind. When you and your infant must be apart, you can leave your own milk for her. See Chapter 6 for more information.)

Many women worry about how they will look after they have had a baby. The fat you accumulate during pregnancy is intended for caloric reserves while nursing. Rigorous dieting is not a good idea during the nursing period, but it isn't necessary, either; most mothers find that they gradually lose weight while they are breast-feeding so long as they are not overeating. Women who formula-feed their babies may have a much harder time losing the fat they gained during pregnancy.

Breastfeeding has other beneficial effects on a woman's body. Recent studies have found that women reduce their risk of Type-2 diabetes by as much as 12 percent for each year they breastfeed. Swedish researchers have determined that mothers who nurse for at least 13 months cut their risk of developing rheumatoid arthritis in half. Many studies report lower rates of ovarian cancer and breast cancer among women who have breastfed, and it appears that the risk of cancer decreases the longer a woman nurses. There is some evidence, too, that nursing offers protection against developing osteoporosis (brittle bones) later in life. And breastfeeding generally lengthens the time before menstrual periods resume after childbirth; most nursing women have no menstrual cycle for several months to two years after delivery, so long as they are nursing frequently. Finally, recent studies comparing breastfeeding and bottle-feeding mothers suggest a lower rate of postpartum depression among nursing mothers.

Some mothers are repelled by the smell and taste of many formula preparations, not to mention the unpleasant odor of the bowel movements and spit-up milk of the formula-fed baby and the stains formula may leave on clothing. Breast milk smells sweet, if it smells at all, and as long as a baby is exclusively breastfed her spit-up and bowel movements smell mild and inoffensive.


Mothers who nurse do so not only because they want the very best nourishment and protection for their babies and because they personally derive many practical benefits from breastfeeding, but simply because they enjoy the experience. The loving relationship established between mother and infant at the breast is emotionally fulfilling and pleasurable. You'll know no greater reward as a mother than witnessing your child grow from your body—first in the womb, and then at the breast.



 Breastfeeding Isn't Always Easy

If breastfeeding is natural, it must be easy, right? Sometimes it isn't. Today, close to half of all mothers who start out nursing their babies give it up within the first six weeks. The reason for this failure is rarely that the mother is unable to produce enough milk. Typically, it is because she is alone in her efforts to nurse. All too many new mothers know little about the nursing process and the breastfed infant, have little or no guidance, and lack support while they are learning. Although breastfeeding is natural, it is not instinctive—it must be learned. The chapters that follow will tell you what you need to know.

 [image: [Image]]


There's no pleasure to equal watching your baby grow from the nourishment of your own body.



 1. Looking Forward: Preparations during Pregnancy
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Learning about Breastfeeding [>]

Your Breasts [>]

Ensuring the Purest Milk [>]
 
Planning for a Normal Birth [>]
 
Planning for the First Days [>]
 
Planning for the First Weeks [>]


 


You may have decided to nurse your baby long before you became pregnant. Or perhaps you have just begun to consider breastfeeding. Although nourishing a baby at the breast is natural, many new mothers are surprised to find it is a learned skill—one that usually takes several weeks to master.

Success at nursing often depends upon a woman's confidence and commitment. You can develop your confidence by learning as much as possible about breastfeeding ahead of time. You can strengthen your commitment to nurse by developing a strong support system for yourself.









 Learning about Breastfeeding

Generations ago, most new mothers turned to their own mothers for support and guidance on breastfeeding. Happily, many women today can do so, too. But many can't.

If your mother didn't breastfeed, or if she gave it up quickly, there are several ways you can learn about nursing ahead of time. Reading about it is certainly beneficial. In some communities, breast-feeding classes are offered. Expectant mothers are also most welcome to attend La Leche League meetings, which are held monthly in most areas. La Leche League is the organization of nursing mothers whose purpose is to support breastfeeding worldwide. In some areas, other groups, such as the Nursing Mothers Counsel, provide classes and telephone counseling for pregnant and nursing women. These groups are listed in Appendix A. In addition, hospitals, county health departments, and WIC (the Special Supplemental Nutrition Program for Women, Infants, and Children) programs may sponsor prenatal breastfeeding classes. See Appendix A, [>], for more information about WIC.

Another excellent way to learn about breastfeeding is to spend time with women who are nursing their babies. It may be that you have never seen, close up, a mother and baby breastfeeding. Most nursing mothers will delight in your interest, and one or two may become good sources of information and support for you in the days to come. Be sure to ask them about their first weeks of nursing. Most likely you will hear of a variety of experiences, and perhaps you will develop a sense of what the early period of breastfeeding can be like.



 Your Breasts

During pregnancy, many changes occur in your breasts in preparation for nourishing your baby. In early pregnancy, you probably noticed they were more full and tender than usual. Their increasing size during the first few months of pregnancy is caused by the development of the milk-making structures within them. Most women prefer to wear a supportive bra throughout pregnancy, although a few women are just as comfortable without one. From early or mid-pregnancy on, your rib cage expands. You will probably find that your bra band feels tighter, and this may lead you to purchase new bras or bra extenders.

As the breasts grow in size, the blood flow to them increases, and veins in the breasts may become clearly visible. Some women develop stretch marks on their breasts, like the ones that can occur on the abdomen during pregnancy.

The nipple and the area around the nipple, the areola, may double in size and deepen in color; this darkening may serve as a visual cue to the newborn. Also during this time, small glands located in the areola, known as Montgomery's tubercles, become pronounced. Their function is to secrete an antibacterial lubricant that keeps the nipple moist and protected during pregnancy and breastfeeding. This is why soaps and special creams are unnecessary in caring for your breasts, and may even be harmful: soaps remove the breast's natural lubricant, and creams may interfere with its antibacterial action.

The nipples often become more sensitive during pregnancy. Some women find that their nipples even hurt when touched. This sensitivity diminishes as pregnancy advances; it should not make breastfeeding uncomfortable. Other women enjoy the sensitivity and feel great pleasure when their breasts are fondled during lovemaking.
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▸ In pregnancy the breasts become enlarged, and veins and stretch marks may become visible.

By the fifth or sixth month of pregnancy, the breasts are fully capable of producing milk. Some women begin to notice drops of fluid onthe nipple at this time. This fluid, known as colostrum, comes from several tiny openings in the nipple and is the food your baby will receive during the first few days after birth. Some women do not leakcolostrum, but it is there in the breasts just the same.

As women, we all receive messages about our bodies and what they "ought" to look like. These messages affect our self-image, including our feelings about our breasts and how they look. You can probably remember how you felt about your breasts as they developed in early adolescence. You may have felt proud as they grew larger and you began wearing a bra. Perhaps you were embarrassed if they developed earlier or grew larger than the other girls'. You may have felt anxious if they took a long time to grow or self-conscious if they were small.



 Caring for Your Breasts

During the last months of pregnancy, avoid soaping your breasts; just rinse them during your bath or shower. Soaps tend to dry the nipples and the areola. If your breasts are dry or itchy, a mild cream or lotion may feel soothing, but avoid getting it on the nipple or areola.
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▴ Breasts come in all sizes and shapes.

Even now you may wish that your breasts were smaller or larger, fuller or less droopy. You may not resemble the women with "perfect" breasts portrayed in photographs of nursing mothers. Women with large breasts, especially, often feel insecure about nursing, fearing that their breasts will grow much larger still or leak milk excessively. Actually, large breasts seldom grow bigger after delivery, and they tend to leak less than small breasts.

Each woman's breasts are different from all others, but the breast, regardless of size, is perfectly designed for its ultimate purpose—tonourish and nurture our children. The breasts not only provide aninfant with superb nutrients for growth and development but offer the warmth, the comfort, and the security that every growing baby needs. In this respect, they are most beautiful.


 The making and giving of milk

After the birth of your baby, colostrum is readily available for her first nursings. Colostrum is the ideal food for her first days; it is both perfect nutritionally and important for protection against infection. Mature milk generally appears by the second or third day, but occasionally not until the fourth or fifth day or even later. The late onset of milk production, which is becoming a common problem, may be related to events that occur during birth (see "Planning for a Normal Birth,"[>]).


 A woman's body is signaled to initiate milk production with the delivery of the placenta. This causes the hormone prolactin to activate the milk-producing cells of the breast. The initial manufacture of milk occurs whether the baby nurses or not. Continued milk production is another matter. This depends on frequent and regular stimulation of the breast and the drainage of milk. The baby's sucking stimulates the nerve endings in the breast, which in turn trigger the release of the two hormones essential to milk production and release—prolactin and oxytocin.

Prolactin, as mentioned previously, activates the milk-producing cells in the breast to manufacture milk. Oxytocin is responsible for the release of the milk from the tiny sacs where the milk is made. This release is referred to as the ejection or let-down reflex. As the baby nurses, the milk is propelled forward toward the nipple. It is the baby's job to get the milk out by compressing the areola with her tongue and gums as she nurses.
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Cross-section of a lactating breast. ▴
 

During the early months of her life, your baby will receive plenty of milk as long as you nurse her frequently (at least eight times in 24 hours), she latches on and sucks properly, and you allow her a sufficient amount of time to complete each feeding. This is because breastfeeding works by supply and demand. The more your breasts are stimulated and emptied by the baby's sucking, the more milk you will produce.




 Ensuring the Purest Milk

A mother may occasionally wonder if her milk is entirely safe for her child. Most frequently, this concern arises because she needs to take medication. Although most medications pass into the breast milk, the vast majority pass in only small amounts and are considered safe for the nursing infant. A comprehensive guide to drugs in breast milk, by Dr. Philip O. Anderson, can be found in Appendix D (see [>]). Another source of such information is LactMed, an online database developed by Dr. Anderson for the National Library of Medicine. You can find LactMed in the list of databases at http://toxnet.nlm.nih.gov.

More and more questions have arisen about the environmental pollutants we are exposed to, such as insecticides and other toxic chemicals. Many of these substances are stored in fatty tissues of the body, and, as a result, small amounts may be detected in breast milk. Experts on the subject, however, have been unable to identify any risks to the baby from such amounts, and most believe that the nutritional and immunological benefits of breast milk far outweigh the possible risks of environmental pollutants. Sadly, our children receive even greater exposure to some of these chemicals in the womb than they do at the breast.

If you want to minimize your baby's exposure to toxic chemicals, follow these guidelines during pregnancy and as long as you are breastfeeding:


	Stop using pesticides in the home, in the garden, and on pets.

	Avoid exposure to organic solvents, which are in paints, furniture strippers, gasoline fumes, non-water-based glues, nail polish, and dry-cleaning fluids. Air dry-cleaned and mothballed clothes outdoors before wearing them, and avoid permanently mothproofed garments.


	Adopt a diet low in animal fat, by choosing lean meats and low-fat dairy products.

	Avoid smoking and the company of those who smoke around you.

	Avoid eating fish species that have been found to have high levels of mercury and PCB, including shark, swordfish (also known as kajiki), king mackerel (which is among the species known as saba in Japanese restaurants), tilefish (also known as golden or white snapper), and fish caught in contaminated waters, especially the Great Lakes.

	Carefully wash or peel fresh fruit and vegetables. Avoid crashdiets, which can increase the excretion of toxic substances intobreast milk.

	If you work with chemicals, ask your doctor to refer you to a specialist who can advise you about their safety.





 Seafood, Safe and Not

The U.S. Food and Drug Administration says that pregnant women can safely eat 12 ounces per week of any other types of cooked fish but should avoid eating shark, swordfish, king mackerel, and tilefish. The Environmental Working Group is even more conservative; this nonprofit organization suggests also completely avoiding fresh tuna (including varieties sold in sushi restaurants as ahi, maguro, meji, shiro, and toro), sea bass, Gulf Coast oysters, marlin (makjiki), halibut, pike, walleye, white croaker, and largemouth bass, and eating no more than 3 to 6 ounces a month of canned tuna, mahi mahi, blue mussels, Eastern oysters, cod, pollock, Great Lakes salmon, Gulf Coast blue crab, wild channel catfish, yellowtail (known in sushi restaurants as hamachi, kanpachi, inada, or buri), bonito (katsuo), wild trout, and lake whitefish.

Safe fish and shellfish, with mercury levels lower than .2 parts per million, include farmed trout, farmed catfish, fish sticks, shrimp, pollock, wild Pacific salmon, haddock, summer-caught flounder, croaker, clams, flatfish, mid-Atlantic blue crab, freshwater sport fish, and scallops. Check with your state or local health department about the safety of local species.
 






 Planning for a Normal Birth

Over the past two decades, the numbers of mothers who have their labor induced, who have epidural anesthesia, and who deliver by cesarean section have skyrocketed. It is now known that these high-tech interventions often affect breastfeeding.

A complicated birth often ends with the separation of mother and baby. This may make the start of breastfeeding more difficult.

All too often, a complicated birth also means the late onset of milk production. Several factors may be partially responsible—a long labor, epidural anesthesia, the use of synthetic oxytocin to augment or induce labor, and the administration of large volumes of intravenous fluids. When milk production is delayed beyond 72 hours after birth, the newborn may become jaundiced, lose too much weight, and require supplemental feedings. A mother in this situation becomes more likely to abandon nursing.

A complicated birth often doesn't begin naturally but is induced by the breaking of the bag of waters. A doctor may suggest doing this when a mother nears or passes her due date. Induced labor all too often makes other medical interventions necessary. The rupture of the membranes may or may not stimulate labor, but it certainly increases the risk of infection to mother and baby. Once the bag of waters is broken, the clock begins ticking. The baby needs to be delivered within 24 hours to minimize the chance of infection.

Sometimes problems during pregnancy make induction a good choice. It may be risky for the baby to remain in the uterus when pregnancy has lasted 42 weeks, when the mother has high blood pressure or an infection of the uterus, or when she has another health problem such as diabetes. But many doctors schedule inductions for convenience—the convenience of mothers, physicians, and hospital staff. A doctor may persuade a mother by describing induction as routine procedure to avoid a middle-of-the-night run to the hospital and to guarantee that certain family members can be in attendance, or by voicing concern about the baby's size. Some mothers may request induction, simply because they are tired of being pregnant.

None of these are good reasons for induction. Studies of thousands of cases have shown that inductions increase the incidence of labor complications and surgical delivery without improving newborn outcomes.


 Nature begins preparing for birth during the last weeks of pregnancy. The baby drops down into the pelvis; the cervix tilts forward and begins to soften. The baby's lungs mature; he receives maternal antibodies that will protect him against infection in the early weeks of life; and he puts on a layer of fat. His body stores more iron, and he develops a coordinated sucking and swallowing ability. When the baby is ready to be born, he releases a small amount of hormone that in turn stimulates the mother's body to secrete the hormones that initiate labor. When the baby, maternal hormones, uterus and cervix, and placenta are ready, labor begins. When labor begins on its own in this way, the labor tends to be easier, and the baby is usually born ready to breastfeed.

A mother who has agreed to an induction usually finds herself admitted to the hospital before labor is well established or even begun. If her due date was incorrectly estimated, the baby may be born weeks early. A developmentally immature newborn is at increased risk for complications such as temperature instability, low blood sugar, respiratory problems, and jaundice. Babies born three weeks or more early often don't learn to nurse well until near the time that they were meant to be born.

If breaking the water bag fails to bring on effective contractions, artificial oxytocin (Pitocin) may be used to strengthen them. During a normal labor, the mother produces her own oxytocin, which leads her body to also manufacture endorphins, natural pain reducers. Artificial oxytocin, given intravenously, does not reach the brain and so does not stimulate the release of natural endorphins. Besides feeling more painful, Pitocin-induced contractions are often longer, and Pitocin may prevent the uterus from fully relaxing between contractions. Because Pitocin can increase the stress to both the uterine muscle and the baby, the mother will need continuous electronic monitoring. As a result, she may be confined to a bed instead of helping her labor along by moving freely, and she may be unable to take relaxing baths or showers to ease her labor pains.

A recent study of thousands of first-time mothers revealed that those whose labors were induced—by rupture of the membranes, Pitocin, or both—were four to ten times more likely to undergo cesarean surgery. Almost all of these women will deliver their future children by cesarean as well.
 

 Whether or not their labors are induced, most women today choose to have epidurals. An epidural is an injection of a narcotic and an anesthetic into the space around the spinal cord. The drugs block the nerve impulses from the lower spinal segments, and this results in decreased sensation in the lower half of the body.

For 80 percent of laboring women, an epidural provides good pain relief. But it may also cause undesirable complications. Labor is usually longer. Contractions become weaker and less frequent, because an epidural lowers the mother's own production of oxytocin, the substance that causes the uterus to contract. This means that she is more likely to need artificial oxytocin. She will not experience the peak in oxytocin that produces the powerful final contractions that end in birth and that helps the mother fall in love with her baby at first sight.

Epidurals have other side effects. Because the drugs block the nerves that regulate blood pressure, one-third of women who have epidurals experience low blood pressure, and in 12 percent of these cases the drop is low enough to seriously deprive the baby of oxygen. In an attempt to prevent a blood-pressure decrease, the mother may be given large amounts of intravenous fluids before the epidural. These fluids may be a factor in the delay in the onset of milk production.

Having both an epidural and Pitocin can affect the baby's heart rate. A survey of first-time mothers who experienced both of these interventions found that half required cesarean births for fetal distress.

Epidural anesthesia also often causes relaxation of the pelvic-floor muscles, which can interfere with the normal flexion and rotation of the baby's head as it passes through the birth canal. This interference can lead to an abnormal presentation (that is, the baby descends facing the mother's front or side), which makes delivery difficult, or to the baby's failure to descend, an indication for a cesarean. An epidural also reduces a mother's ability to push (and occasionally makes it impossible for her to move her lower body at all), so delivery by forceps or vacuum extractor may be necessary. The incidence of cesarean section increases by three times when epidurals are given. Mothers having an epidural are also at greater risk for excessive bleeding after birth.

About 24 percent of women who have an epidural will develop a fever. Any elevation in temperature could mean that the mother has an infection, so the newborn will need to be checked. If the baby also has a fever, he will be further tested and treated with antibiotics. In one large-scale study, mothers who had fevers during delivery more often had babies with low Apgar scores, poor muscle tone, and sei-zures than did babies of mothers without fever. And a baby whois being tested and treated for fever is separated from his mother during the hours when breastfeeding ideally begins.



 Prepare for a Normal Birth


	Attend childbirth classes, preferably ones taught by certified Lamaze or Bradley instructors, to learn more about normal birth.

	Recognize that your due date is approximate. Let your caregiver know you prefer to wait until labor begins on its own.

	If your caregiver is concerned about the well-being of the baby, ask to have a non-stress test (electronic fetal monitoring) every two to four days for reassurance that the baby is well.

	Stay at home during early labor until your water breaks or your contractions are coming every 3 to 4 minutes and are lasting for 1 minute.

	Consider hiring a doula to assist you in coping with the discomforts of labor and birth.

	Take advantage of a water tub or shower to lessen the intensity of contractions.

	Try to delay an epidural until after labor is well established and your cervix is dilated 5 centimeters.

	If you feel you need pain medication, ask about PCEA.

	Once your cervix is completely dilated, use upright positions to assist gravity and to increase the diameter of your pelvis, so as to help the baby descend through the birth canal.

	When you begin to push, try to rest between contractions. Push only when the urge comes or when your caregiver or nurse directs. Short pushes, of no more than 4 to 6 seconds each, will help to conserve your energy.






Not only do mothers whose labors are lengthened and complicated by medical interventions tend to get their milk in later, but their babies tend to be less able at the breast. In general, a baby's breastfeeding ability is highest when the mother has given birth with neither intravenous narcotics nor an epidural. The baby's breastfeeding ability is lowest when the mother has used both intravenous and epidural drugs during labor.

Despite high satisfaction with pain relief, many mothers who have undergone epidurals report low satisfaction with their birth experiences. If you're sure you need medication in labor, you might ask for patient-controlled epidural anesthesia, or PCEA. Available in many hospitals and birth centers, PCEA allows a mother to given herself a bolus of narcotic and anesthetic when she feels the need. The dose is low, so it blocks the pain sensors but allows more movement in bed. Once the cervix is totally dilated, the epidural is turned off so the mother can respond to her desire to push. The mother's recovery tends to be better after PCEA; she can walk about sooner, and walking may help prevent her bladder from becoming distended and may also prevent excessive bleeding. Because the baby has taken in less narcotic with PCEA, he tends to show a more normal interest in and ability at the breast.


 If you must schedule a cesarean birth

As many surveys have shown, babies born more than seven days before their due date tend to have complications. Respiratory problems, infections, low blood sugar, and the need for intensive care are especially common in babies born at 37 weeks' gestation or earlier. These problems usually result in separation ofmother and baby and a delay in the start of breastfeeding. In addition, babies born at 37 weeks or earlier are often poor feeders.

In spite of these risks, one-third of cesareans are performed before 39 weeks' gestation. If you must have a cesarean, insist that it be scheduled for after 39 weeks or after tests show that the baby's lungs are mature.

For advice on breastfeeding after cesarean birth, see [>].




Planning for the First Days


Nipple preparation

Often mothers who plan to breastfeed are advised to prepare their nipples during pregnancy. In fact, studies have shown that nipple "toughening" maneuvers, such as brisk rubbing or twisting, do little to prevent soreness during early breastfeeding. Whether or not they have especially sensitive skin, blondes and redheads do not generally experience any more nipple soreness than other women. Sore nipples are usually prevented by correct attachment of the baby at the breast (see "Positioning at the Breast," [>]).

 If you have had one or both nipples pierced, remove the jewelry before giving birth and leave it out as long as your baby is nursing. You'll probably be able to nurse without complication, but you may find that you leak milk from the site of the piercing.

One preparation is very important during pregnancy: You should make sure your nipples can extend outward. Your baby may have difficulty grasping the breast if the nipples do not protrude enough on their own or cannot be made to protrude. Even if you had a breast exam earlier in your pregnancy, your nipples may not have been fully checked. Take the time to perform your own assessment.

First, look at both your nipples. They may protrude, or one or both may be flat, dimpled, folded in the center, or inverted. Next, do the "pinch test": Gently squeeze just behind the nipple with your thumb and forefinger. This imitates the motion your baby will make while nursing. See how both nipples respond. If your nipples are flat, pull them outward to determine if they can lift away from the inner mass of the breast. The chart on [>] will help you determine whether you need to take further steps to minimize initial nursing difficulties.

 


When nipples need correction. The flat nipple that cannot be pinched outward, or the nipple that moves inward or flattens when compressed, is said to be "tied" to the inner breast tissue by tiny adhesions. The physical changes of pregnancy help the nipples to stand out, but one or both may still need correction. In this case, special plastic breast shells may solve the problem before breastfeeding begins.

Worn inside the bra, breast shells exert a steady but gentle pressure on the areola and cause the nipple to extend outward through the opening in the shell. This may help to loosen adhesions beneath the nipple. Breast shells should be worn as soon as you have determined that improvement is needed, ideally from about mid-pregnancy on. They can be purchased in most maternity shops or ordered through Medela (see Appendix A, [>]). Gradually work up to wearing the shells most of the day, letting comfort be your guide.
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 The postpartum setting

Too few mothers realize ahead of time the tremendous effect the immediate postpartum experience—in a hospital, in a birth center, or at home—can have on their breastfeeding success. It is most worth-while to evaluate the situation you will be in after delivery to make any necessary arrangements for early nursing.

The maternity unit's policies should encourage mothers and babies to remain together for the first few hours after birth, or at least assure that nursing takes place within the first two hours, when the baby is likely to be alert and eager to suck. Ideally, the baby isn't swaddled, weighed, bathed, and placed in a crib after birth but simply dried and placed naked against his mother's bare chest; then they are both covered. Newborns treated this way tend to have more respiratory stability and higher blood-sugar levels and to cry much less than other babies. If the birth was unmedicated, the baby will  generally be quiet but alert and able to crawl to the breast and latch on unaided in 30 to 60 minutes (you can see a video of a newborn crawling to the breast at www.breastcrawl.org). Weighing, bathing, eye treatment, and other baby care procedures are best postponed until after the first feeding.
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▴ Breast shells can improve nipple shape.

Breastfeeding goes best when nursing is frequent, every one to three hours, during both day and night. "Rooming in" with the baby, at least during the day and evening, is conducive to frequent nursingand allows the mother and baby to become better acquainted before going home. Preferably, the nursing staff does not routinely give the babies water or formula supplements, as this lessens their interest in nursing and sometimes interferes with their ability to breastfeed. It can be an added bonus if the nurses enjoy assisting breastfeeding mothers or if one nurse is specifically responsible for breastfeeding counseling.



Studies show that mothers who nurse during the first two hours after giving birth are much more likely to be successfully nursing weeks and months later.




Some women have the opportunity to select among several hos-pitals or birth centers for their delivery. If you are making such a choice, be sure to get a recommendation from your childbirth edu-cator or a local breastfeeding counselor. She will probably know which places are most supportive of nursing mothers and infants. Even if only one hospital is available to you—and many birth attendants practice at only one—it is well worth your time to ask about the policies of the maternity unit. This will help assure that your nursing gets off to the best possible start.

Take advantage of the maternity tours, teas, and classes that most hospitals and birth centers offer, or call the postpartum unit (make sure the nurse has time to talk) to learn about policies and routines. Be sure to inquire:


	How soon after delivery will I be able to nurse? What if I have a cesarean birth?

	Will I be able to hold the baby skin-to-skin right after the birth?

	How often is nursing encouraged during the day and at night?

	Can the baby stay in the room with me? If not, how often and for how long will we be together?

	What assistance with breastfeeding does the nursing staff offer?

	Does the staff avoid supplemental bottle-feeding?

	Is there a lactation professional on staff?



In 1990, the United Nations Children's Fund and the World Health Organization created an award of recognition for those hospitals worldwide that have enacted ten policies to support breast-feeding mothers and babies. Hospitals that have implemented the"Ten Steps" are awarded the designation "Baby Friendly." At this writing, nearly 100 hospitals in the United States have earned baby-friendly status, while another 100 are working toward becoming baby-friendly. When inquiring about a hospital's breastfeeding policies, ask if it has earned or applied for the Baby-Friendly certificate. If it has, you can be assured that the nurses are committed to your breastfeeding success. If it hasn't, perhaps your inquiry will inspire the hospital to enact baby-friendly policies.

If the nurse is friendly and receptive to your questions, you might also ask which pediatricians she feels are particularly knowledgeable about breastfeeding and supportive of it.

If you are planning an early discharge from a hospital or birth center, or will be delivering at home, you may also want to inquire about home visits by a nurse, lactation professional, or midwife during the first few days.



 The baby's doctor

Your breastfeeding experience can be greatly influenced by your choice of physician for your child. You may want a pediatrician for your baby, or you may prefer to use a family practitioner, perhaps the one who may attend your baby's birth. In selecting a doctor, start by getting the names of some who are said to have a positive attitude about breastfeeding. Ask your obstetrician, midwife, childbirth educator, or a lactation professional for recommendations. You might also inquireabout physicians in your area who work with nurse practitioners. These nurses have advanced education and training in well-baby care, and they usually provide mothers with extra attention and counseling on a variety of parental concerns, including breastfeeding.

Most doctors and nurse practitioners will set aside time for a preliminary visit with expectant parents. Usually this visit is free of charge. Be sure to visit at least two before making a final decision, even if the first one seems nice. At each office, meet the nurse. She will often be the one who will answer your questions or concerns when you call during office hours. She can be a good resource for you, especially if she has breastfed successfully herself or has a special interest in breastfeeding.

Let the doctor or nurse practitioner know that you are going to nurse your baby. To gauge his or her overall support of nursing mothers, ask what the recommendations would be should you experience difficulty in breastfeeding. The best pediatric practitioners offer practical assistance with breastfeeding or referrals to lactation professionals. Other practitioners provide reassuring words about feeding infant formula. Take time to discuss your preferences for feeding the baby in the hospital. If the maternity unit's policies are not ideal, ask about written orders to allow early nursing and rooming-in and to prevent the feeding of supplements to your baby.

There may be other questions you will want to ask about the hos-pital or birth center, or about well-baby care. Bring a list with you so you don't forget any of them. Be sure to inquire about any necessary procedures for notifying the doctor or nurse practitioner when the baby is born. It is often said that the pediatrician takes care of the parents perhaps even more than the child. Trust your intuition when making your final choice about which pediatrician, family doctor, or nurse practitioner is right for you.



 Nursing bras and pads

During the early weeks of breastfeeding, the average breast weighs three to four times as much as it did before pregnancy. Although a bra isn't an absolute necessity in this period, you'll probably be more comfortable in one, at least if it fits well. If you leak milk and want to use breast pads, you'll definitely need a bra to hold them in place. A stretch bra that can be pulled out of the way may work fine if you're small-breasted, but otherwise you may prefer a nursing bra, with its removable cup flaps.

 After you give birth, both your cup size and band size will most likely change. If you buy a nursing bra in early pregnancy, it may not fit when milk production begins. A better time to shop for nursing bras is during the last couple of weeks of pregnancy or after your baby is born. To be on the safe side, limit your purchase to two or three bras; you'll be more sure of the size and style that suits you after a few weeks of nursing.

The salesperson in the maternity shop or department may be able to help you choose a bra that will fit well while you are nursing. If she doesn't know a lot about bras, though, you can figure out your size yourself by following these guidelines: While standing, wearing an unpadded bra and breathing normally, measure your chest just under your arms with a tape measure. Round up to an even number of inches; this number is your band size. Now measure around your body at the fullest part of your bust. As shown in the chart on [>], the difference between the bust measurement and band size determines your cup size.



 [image: [Image]]


▸ A nursing bra makes the breast available with only the motion of one hand.

Since finding larger bra sizes can be difficult, you may have to use a mail-order supplier. To locate one, see Appendix A, [>].

 







	 Difference Between Bust Measurement and Band Size
	Cup Size



	Up to 1 inch
	A



	1 to 2 inches
	B



	2 to 3 inches
	C



	3 to 4 inches
	D



	4 to 5 inches
	DD or E



	5 to 6 inches
	F



	6 to 7 inches
	G



	7 to 8 inches
	H






To check a bra for fit, fasten it on the outside row of hooks. Before raising the straps over your shoulders, bend forward, allowing your breasts to fill the cups. Now stand straight, and adjust the straps.

Check the cup fit. When the flaps of a nursing bra are hooked at their highest points, the cups should have just a little extra room at the top for when milk production begins. If the cups are roomier than this, try a smaller cup size. If your breasts are overflowing at the top, outsides, or center, you need a larger cup size.

Next check the bottom band. While fastened on the outside row of hooks, the band should be snug; an inner row of hooks will allow you to tighten the band as your rib cage contracts after birth. Check to see that the band is level all around or slightly lower in the back. If the bra rides up in the back, the shoulder straps may be too tight. Otherwise, try a larger cup size.

Aside from a good fit, other valuable features of a bra for breast-feeding include all-cotton or microfiber cups to absorb moisture, non-elastic straps for better support, and front-flap fasteners that are manageable with one hand.

A word about underwire bras: Poorly fitted ones are associated with plugged milk ducts and breast infections. If you want to wear an underwire bra while nursing, it is very important to get one thatfits properly. The bend of the wire must be wide enough to fall where there are no milk ducts—that is, well behind the breast tissue. If you have a lot of breast tissue below the armpits, as many women do, a soft-cup bra is definitely preferable. If you do use an underwire bra while nursing, alternate it with a soft-cup bra, and never wear the underwire bra during sleep.


You may also wish to purchase breast pads before delivery, to keep your bra and clothing dry during the early weeks of nursing (not all women leak, so you may want to start with just one pack). Breast pads are sold in two varieties, disposable and reusable. Which ever you select, be sure the pads do not contain plastic or water proof liners, as these can contribute to nipple soreness. If you prefer, you can use handkerchiefs or cut-up cloth diapers instead ofcommercially made pads.

Sometimes mothers consider using plastic breast shells instead of pads to keep dry. The primary purpose of these shells is to improve nipple shape. When they are routinely worn in place of pads, milkmay leak excessively.



 Other purchases you may be considering

Although all infant car seats sold today must you may be meet federal safety standards, the seats vary considering considerably in both features and price. The best car seats for infants are rear-facing, semi-reclined, and labeled for use with babies up to 20 pounds in weight or 26 inches in height. These seats cradle young infants more securely than do convertible infant-toddler seats. In choosing a model, look for latches you can operate easily. You may also prefer a washable cover.

Don't pay extra for a car seat that also functions as a general-purpose infant carrier. In the past two decades, plastic carriers, many of which double as car seats, have been identified as one of the most harmful types of baby equipment. Parents use them both to carry their babies outside the home and to contain them within the home, whether the babies are awake or asleep. Some babies spend many hours each day in these carriers. By limiting babies' movements, the carriers fail to stimulate the lower brain and so delay muscular and sensory-motor development. In addition, many newborns have trouble keeping their airways open when they are placed in these carriers.



The arms of an adult are never a safe place for an infant or small child riding in an automobile. If you use a car, buy an infant restraining seat; every U.S. state now requires the use of one.




Unless it's from a car-seat rental or loan program sponsored by a hospital or other agency, think twice about getting a used car seat. The seat may not meet current standards or may have been recalled, as many are. If you decide to use a secondhand seat, be certain that it is not more than two years old, that the model is still in production and has not been recalled, and that you have the instructions for installation and use.



 Babies need to spend most of their time in a horizontal position, in someone's arms or on a level surface. A bouncer seat, bassinet, or blanket on the floor is a better place than a plastic carrier to leave your baby for extended periods. Or carry your baby in a pouch or sling, keeping your arms free for other things. Holding, rocking, and carrying your baby against your body will stimulate his physical and mental development while strengthening the loving bond between you.




Infant car seats are often improperly installed. Install yours according to the manufacturer's directions, and then shake it hard.It should not move more than 1 inch in any direction. You might also have the installation checked by a child passenger safety technician. Your local health department or highway police department can help you find one for a free inspection. See [>] for further information on car seat safety.

You'll want to either buy diapers or arrange for diaper service for the first few weeks. Besides being ecologically safer than disposable diapers, cloth diapers are more economical as well, if you have access to a washer and dryer. Full diaper service is usually no more expensive than disposable diapers and is a luxury all new parents deserve.

A comfortable armchair can make positioning your newborn at the breast much easier and provide more support for you while nursing. An upholstered living-room, dining-room, or office chair with arms, or a wooden rocking chair, may make a great place for nursing your baby. If your breasts are large, a recliner may be most comfortable. Consider borrowing an appropriate chair or buying one secondhand if you can't afford to buy a new one.

You can get by without an armchair, of course. Most couches are too deep to sit up straight on, and propping yourself up right against the headboard of your bed makes it hard to position the baby and may contribute to poor posture and muscle fatigue. But either a couch or bed can work well if you lean far back and position your baby for latch-on using "biological nurturing," as described in the next chapter (see [>]).

 Although ordinary bed pillows can work well in helping to position a baby for nursing, a variety of pillows are being marketed specifically for this purpose, and they are becoming very popular for the early weeks of nursing. If you'd like to try one of these pillows, choose one with flat surfaces rather than one that is shaped like a croissant. The latter type creates a gap between the pillow and the mother's body, and the baby tends to slip down in between.

Many mothers have found that a footstool specially designed for nursing is very helpful in reducing the strain of holding the baby at the breast. The angled stool raises the mother's feet and legs, lifting her lap. This relaxes her abdomen and supports her lower back, preventing arm and shoulder strain. Nursing stools can be bought through some catalogs and from a major breast pump manufacturer (see Appendix A, [>], for information on ordering them from Medela).

Some mothers buy breast pumps before delivery. Although a pump is not a necessity for everyone, you may at some time want to use one. Or you may prefer to learn the technique of hand expression, which is described on [>]. If you decide to purchase a pump ahead of time, see [>] for reviews of various models and information on obtaining them. You might also speak with a lactation consultant, who will have experience with high-quality breast pumps and may also have them available for sale. Many mothers end up disappointed with pumps they buy at discount, baby, and "big box" stores.

Some mothers need a clinical-grade electric pump in the first few days after delivery. Whether you buy another sort of pump or not, know where you can rent a clinical-grade pump should the need arise. If your baby isn't nursing well upon leaving the hospital or is at risk of underfeeding for another reason (see [>]), you should go home with a clinical-grade electric pump, ideally with a double collection kit. You can locate a rental station by calling the toll-free numbers provided in Appendix A, [>].

In the first weeks after giving birth, many mothers find it helpful to keep a log of their nursings and their babies' stools and urine output. One study has suggested that women who keep such logs tend to breastfeed longer than those who don't. You might consider purchasing The Nursing Mother's Companion Breastfeeding Diary (see "Suggested Supplemental Reading," [>]) as a handy record book for the early weeks.




 Planning for the First Weeks

During your first few weeks of motherhood, caring for the baby and yourself will take just about all of your time and energy. Most new mothers find they are often tired and have emotional highs and lows. Planning ahead can make these important first weeks go much more smoothly for both you and your family.

If your partner can possibly manage to take time off from work, by all means encourage him to do so. Not only can he help in fixing meals, managing the household, and caring for any other children at home, but he also needs and deserves time to get to know the baby. And he can be a great source of support and encouragement while you are learning to breastfeed.

Other family members can also make these weeks easier, but invite them to stay with you only if you feel they will make a positive contribution and be supportive of your nursing.

Perhaps some of your friends in the area have already offered to help when the baby arrives. There are many things they can do, like fixing a meal, washing a load or two of laundry, running errands, minding any older children, or spending an hour or so straightening up your house.

It's also a good idea to stock up on groceries before the birth. Include foods that are easy to prepare and plenty of things to drink. You may also want to plan some simple menus or freeze some dinners ahead of time.


Your support system

About half of American women who start outbreastfeeding give up and begin bottle-feeding within the first three months after birth. As Dana Raphael (1976) wrote more than 30 years ago, "The odds in our culture today are stacked heavily against successful breastfeeding, and the emotional price for failure is high." Although more breast feeding help is available now, those words still hold true.Mothers frequently give up breastfeeding in the learning stage because they have too little information, guidance, and support.

When a nursing mother is encouraged and cared for by others, her motivation can carry her through almost any difficult situation. When she feels alone and unsupported, however, the nursing relationship seems to fall apart at the slightest provocation.

 As enthusiastic as you may feel now, you probably have difficulty imagining that during the early weeks you may sometimes doubt your ability to nurse. In fact, many new mothers experience periods of anxiety while they are learning to breastfeed. If you are lucky, you can turn to your own mother for advice and reassurance about nursing. Many of today's grandmothers, however, nursed for only a few weeks. You may hear them say that "the baby was never able to take the breast," "I just didn't make enough milk," or "nursing hurt too much." Comments such as these reflect an era when women received little encouragement and support in their efforts to nurse, and the lactation consulting profession was in its infancy. Consider for a moment the idea of giving birth all alone. Awful, right? It is probably important to you that someone you love and trust will be with you, encouraging you each step of the way. During your early weeks of breastfeeding you need the same kind of support—the presence of someone who provides reassurance, guidance, and encouragement.

You may be fortunate enough to have friends who have nursed—or are nursing—their babies, and a partner who believes with you that breastfeeding is healthy and natural. Even so, you may discover in time that not everyone in your life shares your feelings about breastfeeding. In fact, many people feel indifferent, and some downright opposed, to this way of feeding and nurturing a baby. Your partner, mother, or best friend may not be entirely enthusiastic about your decision. Some people may even try to discourage you along the way. Perhaps they feel a bit threatened, fearful, or even jealous of the intimate relationship you will be establishing with the baby. The sad fact of the matter is that despite the renewed enthusiasm of young women today toward breastfeeding, many new mothers still get too little support—from family, friends, health professionals, and society in general.

Develop a support system for yourself ahead of time. Let your partner and other family members know how much breastfeeding means to you and how important they will be to your success. If they have concerns or fears about nursing, find out what they are and provide them with the information they need to correct any misconceptions. If you have older children, talk with them about nursing so they know what to expect.


 Be sure to identify sources of guidance. Perhaps you are close to women who have successfully nursed their babies. Many WIC (Women, Infants, and Children Supplemental Nutrition) programs provide breastfeeding support and guidance (see [>]). Take time to find the names of lactation professionals in your community. Your childbirth educator, your hospital's maternity unit, or your obstetrician's or pediatrician's nurse may know of some. Three breast-pump companies, Medela, Hygeia, and Ameda, have geographically arranged lists of lactation professionals (see Chapter 5 for contact information for these companies, and Appendix A, [>]). When you have gathered these supports, you will have stacked the odds in your favor.




 2. Off to a Good Start: The First Week
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You might expect that after the work of labor and birth a mother and her newborn infant would be too exhausted to greet each other. But no matter how fatigued birth may have left her, the mother usually brightens with renewed energy to explore her baby. Some mothers seem to meet their infants for the first time with puzzlement, as if searching for some sign of familiarity. Others react as if they have always known this tiny being and are overjoyed to meet him at long last.

After several minutes of adjustment to breathing, the temperature change, and lights and sounds, the unmedicated infant likewise becomes alert, opening his eyes and moving his mouth. The newborn that is placed skin-to-skin with his mother is soon crawling toward the breast and is actively rooting about. With his fists to his mouth, or perhaps his lips against his father's arm, he seeks out the comfort of the breast. Ideally, the mother and baby should be left skin-to-skin until the first nursing takes place.


 In the Beginning

Throughout the first two hours after birth, the infant is usually alert and eager to suck. At this time he is most ready for his first nursing.


Colostrum

It is not unusual to hear a first-time mother tell a nurse, "I don't think I have anything yet to feed the baby." Although small in amount, colostrum is available in the breast in quantities close to the stomach capacity of the newborn. This "liquid gold," which is often yellow but may be colorless, is more like blood than milk in that it contains protective white blood cells capable of attacking harmful bacteria. Colostrum also acts to "seal" the inside of the baby's intestines, preventing the invasion of bacteria, and provides the baby with highlevels of antibodies from the mother. Not only does colostrum thus offer protection from sickness, it is also the ideal food for the new-born's first few days of life. It is high in protein and low in sugar and fat, making it easy to digest. Colostrum is also beneficial in stimulating the baby's early bowel movements. The black, tarry first stools, called meconium, contain bilirubin, the substance that causes newborn jaundice. Colostrum in frequent doses helps eliminate bilirubin from the body and may lessen the incidence and severity of jaundice.

In the hospital the first nursing may take place in the delivery room, the birthing room, or the recovery area. With minimal assistance from your nurse or partner, the baby will probably seek out your breasts and suck within the first hour or so. It is ideal for the baby to be naked against your bare chest (see [>]).

Many specialists believe that when the first nursing is delayed much beyond the first two hours, the infant may be somewhat reluc-tant to take the breast thereafter. Most babies fall asleep about two hours after birth, and they become more difficult to rouse over the next few hours. Nursing without delay also boosts the confidence of the mother and stimulates the action of hormones that cause the uterus to contract and remain firm after delivery. These contractions may help speed delivery of the placenta and minimize blood loss after ward (breastfeeding alone is insufficient, however, in the case of postpartum hemorrhage, when prompt intervention by the medical staff is essential). During the first few days after birth, some mothers feel these contractions, or "afterpains," while nursing. Mothers who have had other children may be quite uncomfortable with afterpains.

Should you not have the opportunity to nurse right after delivery, or if you can't persuade your baby to take the breast, don't get dis-couraged. Many mothers have established successful nursing hours or days after giving birth.



 Just the breast

When you have finished your first nursing in the hospital, let the nurses know (if you have not done so previously) that you prefer your baby be given no supplementary bottles of water or formula and no pacifiers. Water or formula is unnecessary, and artificial nipples may cause your baby to have difficulty recognizing your nipple while he is learning to breastfeed. A recent study reveals that mothers whose babies received supplements or pacifiers in the hospital were far lesslikely to achieve exclusive breastfeeding.

 Newborns do not normally require any fluids other than colostrum (the exception is the baby who has low blood sugar—because her mother is diabetic, her birth weight was low, or she underwent unusual stress during labor or delivery). Supplemental feedings, moreover, can be harmful: They may cause the baby to lose interest in the breast and to nurse less frequently than needed. This is because bottle nipples may lessen the baby's instinctive efforts to open her mouth wide, as she needs to do to grasp the breast, and condition her to wait to suck until she feels the firm bottle nipple in her mouth. The baby who has sucked on bottle nipples may also become frustrated while nursing, since milk does not flow as rapidly from the breast as it does from the bottle.

Giving newborns large amounts of water is dangerous. Because young babies can't excrete water quickly, large amounts can lower sodium levels in their bodies, causing complications that include low body temperature and seizures.

A newborn trained to take a pacifier may fail to recognize hermother's soft, short nipple and therefore have trouble latching on to the breast. Introducing a pacifier now could lead to later problems, too. Recent studies associate the use of pacifiers with early weaning, and older babies who use pacifiers are more likely than others to have frequent ear infections.

Some hospitals now have policies against giving bottles and pacifiers to nursing newborns, but not all do. To be sure all the nurses know of your preference, ask them to place a sign on the baby's crib like this one:



To all my nurses:

While I'm here and learning to breastfeed, PLEASE, NO BOTTLES OR PACIFIERS. My mom will be happy to nurse me whenever I fuss.

Thanks!!

Baby Reynolds







 Time at the breast

Many doctors and nurses tell mothers that to prevent sore nipples they should limit their nursing time during the first several days. Probably nothing else about breastfeeding is as poorly understood as the causes of sore nipples. It may be explained that keeping feedings short will prevent soreness and will help "toughen" the nipples. Actually, sore nipples usually result from improper positioning of the baby on the breast, not from long nursings. Another myth often heard by new mothers is that the breast "empties" in a prescribed number of minutes. Most newborns require about 10 to 40 minutes to complete a feeding. As long as your positioning is correct and nursing is comfortable, there is no need to restrict your nursing time. Besides being unnecessary, limiting nursing time may frustrate the baby and lead to increased engorgement when milk production begins.



Positioning at the breast

A baby is correctly positioned at the breast when he has latched on to it with a wide-open mouth, so that his lower gum is well below the base of the nipple on the areola, the dark area around the nipples. In this off-center or "asymmetrical" position he will compress the sinuses located beneath the areola to draw out milk. If he instead latches onto the nipple only, or latches on with the nipple centered in his mouth, and starts sucking, the nipple will probably become sore and cracked and may even bleed. The baby will also be unable to compress the sinuses beneath the areola well and may therefore get toolittle milk.

Probably the most important skill for you to master, initially, is that of getting the baby on the breast correctly. Some mothers can do this easily, but many need practice.
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▸ An infant correctly positioned while nursing.
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▸ It's hard to control a newborn's head using the cradle hold.

The cradle hold, or cuddle hold, in which the baby's head is held in the crook of the mother's arm, is considered the classic breastfeeding position. I have come to believe that for most new mothers and babies this position is neither the easiest nor the most effective for getting a baby well latched on to the breast. In the first few weeks after birth, a baby hasn't developed enough muscular coordination of the head and neck to easily latch on without help; she needs a good deal of direction from her mother. But it is difficult to direct a newborn's head accurately with the inside of one's forearm. Also, it is usually not possible to get an off-center latch using this position. Although most mothers sooner or later begin using the cradle hold for most of their daytime nursings, in the early days of breastfeeding the cross-over and football holds are generally more useful.

 


The cross-over hold. Take time to position yourself comfortably. If you are nursing in a hospital bed, sit up as straight as possible with a pillow behind you. As soon as you are able, sit in a chair with arms (most couches are too deep). Unwrap your baby; this will encourage his interest in latching on and make it easier for you to check his position. Place one or two pillows on your lap so that the baby is at the level of your breast. Lay him on his side with his chest and abdomen against your body.

Instead of placing the baby's head in the bend of your elbow, as in the cradle hold, hold him with the opposite arm, so that your hand rests between his shoulder blades and supports the back of his neck and head. Place your thumb behind and below one ear and your other fingers behind and below the other ear. Tip his head back slightly so that, when you pull him onto the breast, his chin will reach it first. Now shift the baby, if necessary, so that the area just above the upper lip—not his mouth—is right in front of your nipple. In this position he is most likely to latch on asymmetrically, with his lower jaw far below the base of the nipple.
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▴ Cross-over hold
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▴ Hand position for the cross-over hold

If you're starting on the left breast, hold it with your left hand so that your thumb is positioned at the margin of the areola, about 1½ inches from the nipple, at the spot where the baby's upper lip will touch the breast (or at about two o'clock, if you imagine a clock face printed on your breast). Place your index finger the same distance from the nipple at the spot where the baby's chin will touch the breast (or at about eight o'clock). Gently compress the breast to match the shape of your baby's open mouth.
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▴ Just before latch-on: Tip the baby's head back a bit, and aim your nipple at his upper lip.
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▴ Just before latch-on, from your point of view

Before you bring the baby onto the breast, you must stimulate him to "root." With the baby's forehead tipped back, touch the baby just under the nose with your nipple, and wait until he opens his mouth wide. When his lower jaw is dropped all the way down, quickly bring his shoulders and head together to the breast. With his head tipped slightly back, his chin should reach the breast first. Don't lean into the baby or move your breast. Keep the areola compressed until he begins sucking. You'll know that he is well latched on if his lips are far apart and flared, if he has more of the bottom of the areola in his mouth than the top, and if you feel comfortable.

 You may need to repeat this process a few times before the baby latches on correctly. Common mistakes include lining up the baby's mouth rather than the upper lip area with the nipple, pulling the baby on before his mouth is wide open, not pulling him on quick enough or far enough, and letting go of the breast before he is well latched on.

When you're first learning to get a baby latched on, it helps to see someone else do it. Dr. Jane Morton, a pediatrician in general practice, a clinical professor at Stanford University, an executive board member of the American Academy of Pediatrics' Section on Breast-feeding, and a fellow of the American Academy of Breastfeeding Medicine, has produced wonderful videos about breastfeeding (see Appendix A, [>]). One available for viewing online, "Fifteen-Minute Helper," is intended for physicians but also helpful for mothers who are learning to get a baby latched on. A shorter video of babies latching on to the breast, "Breastfeeding Essentials," has animated art and is on the YouTube website. You can find links to both videos at www.nursingmotherscompanion.com/resources.

Once the baby is actively nursing, you'll probably need to support the breast for him, by gently pressing your fingers against the underside. If your breasts are small, though, you may be able to let go of the breast or even switch arms and continue nursing using the cradle hold.

 


Football hold. The football hold is a great position to use when—


	You have had a cesarean birth and want to avoid placing the baby against your abdomen.

	You need more visibility in getting the baby to latch on.

	Your breasts are large.

	You are nursing a small baby, especially if he is premature.

	You are nursing twins.
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▾ Football hold
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▾ Hand position for the football hold

Sit in a comfortable armchair with a pillow at your side to help support your arm and lift the baby. Support the baby in a semi-sitting position facing you, with her bottom at the back of the chair. Your arm closest to your baby should support her back, with your hand holding her neck and head. Place your thumb behind and below one ear and your other fingers behind the other ear. Position the baby with her head just below the breast and her nose in front of the nipple. This way she'll latch on to the areola off-center, with her lower jaw well below the base of the nipple.

Support your breast with your free hand so that your thumb is about 1½ inches above the nipple, at twelve o'clock, and your index finger is the same distance below the nipple, at six o'clock. Compress the areola with your thumb and index finger so that your hand forms a C-shape. This will more closely match your breast to the shape of your baby's mouth, so she can take in more of the breast. As with the cross-over hold, stimulate the baby to open her mouth wide, and bring her up onto the breast.

 


Side-lying position. The side-lying position is an especially good choice for nursing when—


	You must be flat after a cesarean birth.

	You are uncomfortable sitting up.

	You need help from someone else to get the baby latched on.

	The baby is sleepy and reluctant to begin nursing or stay awake very long.

	You are nursing during the night.
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▴ Side-lying position

You and your baby lie on your sides, tummy to tummy as with the cuddle hold. Place your fingers beneath the breast and lift upward, wait for the baby to root with a wide-open mouth, and then pull him in close.

The side-lying position becomes much easier after four to six weeks, when the baby has better head control and can come onto the breast without much assistance.



 Biological nurturing

Recently, a new approach to getting a newborn latched on to the breast has been described by Dr. Suzanne Colson, a nurse-midwife from England. "Biological nurturing" employs the normal reflexes of newly born infants, which, Dr. Colson teaches, are present in part to assist the baby to latch on to the breast by himself. The technique uses avery comfortable position for mothers and may be especially helpful with newborns who are struggling to achieve a good latch.

With this technique, the mother leans back against pillows, and the baby is placed vertically or obliquely on top of her. The baby, wearing no more than a diaper, lies against the mother's bare skin with his face on top of her breast and his feet touching her thighs, so he can use his crawling reflex to reach the nipple area. The feel and smell of the breast stimulate the baby to open his mouth very wide and bob his head up and down and from side to side as he searches for the nipple. Because the mother is leaning back, the baby is able to use gravity to his advantage and so takes the nipple deeply into his mouth. The mother can support the baby's bottom with one hand and help present the breast with the other. On his website, Dr. Jack Newman offers a video of a baby latching on, for the first time, with this technique. You can find a link to this video, underthe heading "Upright Nursing," at www.nursingmotherscompanion.com/resources.

You can learn more about biological nurturing at Dr. Colson's website, www.biologicalnurturing.com.



 Ending the feeding

Waiting until your baby lets go of the nipple is the ideal way to end a feeding. If the baby does not come off the breast by himself after 20 to 25 minutes on a side, and you want to switch breasts or rest awhile, you can take him off by first breaking the suction. Even if he is not actively sucking, his hold on the nipple is tremendously strong. To release the suction, place your finger at the corner of the baby's mouth, pulling the skin gently towards his ear, until you hear or feel the release.

After taking the baby off the breast, leave your bra flaps down so that the air can dry your nipples. If your nipples are tender or damaged and you want to soothe them, you might apply a modified lanolin preparation or a gel pad (see Appendix A, [>]).



After a cesarean birth

If you are awake for your delivery, let the staff and the baby's physician know you wish tonurse as soon as possible. While some hospitals allow the mother to hold the baby against her skin in the operatingroom while she is being sutured, most do not, and, frankly, many mothers do not feel well enough to enjoy this experience. Also, surgical suites are kept cool, for the doctors' comfort, and the low room temperature can cause a mother's body temperature to drop so far that she cannot keep the baby warm enough.

As long as neither you nor the baby is having difficulties, however, there is no reason to delay nursing for long. One option is to have a nurse or your partner bring your baby to you in the recovery room. If you were not fully conscious during the delivery, or if the doctor orders that the baby be kept in the nursery, you can still begin nursing after your initial separation.

When the baby arrives, place him against your skin, and cover him. Enjoy his attempts to crawl to the breast and nurse. If he doesn't latch on even with your help, have your partner or the nurse help you feed him in the side-lying position. Leave the side rails of the bed up so that turning will be easier. A pillow behind your back and one between your legs may be helpful.

Because you will be recovering from surgery, you will face some discomfort and possibly some difficulty in maneuvering the baby to your breast. The pain medication you'll receive, probably a narcotic, is important for your comfort during the first few days, and it will not hurt the baby. If you take the medication right after you nurse, moreover, only a minimal amount will be in your milk at the next feeding. After the first couple of days, a non-narcotic pain reliever, like acetaminophen or ibuprofen, may be adequate to control your pain most of the time.

When you begin sitting up to nurse, a pillow on your lap will make you more comfortable. The football hold will work well if you want to keep the baby off your abdomen.

After a couple of days you may want to keep the baby in the room with you. Remember to ask for help whenever you need it.Sometimes the staff may forget you gave birth by cesarean.

Whether or not your cesarean was planned, your milk should come in just as if you had delivered vaginally, although it may be delayed if you have had a long or complicated labor and received large amounts of intravenous fluids (see [>]).




 Ensuring Your Milk Supply


Frequent nursing

Most babies nurse infrequently during the first 24 hours of life. But thereafter your baby should be nursing often, at least eight times in 24 hours. Studies show that the numbers of daily nursings on the second, third, and fourth days of life are directly related to how much milk is pro-duced on days five and fourteen. Until your milk comes in, your baby needs frequent feedings of colostrum. After your milk comes in, probably about 72 hours after the birth, a good feeding every few hours will help ensure a plentiful milk supply.

During the first few days after birth, many babies are sleepy. If your newborn has not nursed after three hours (counted from the start of the last feeding), unwrap her from her blankets. Rub herback and talk to her, or place her, dressed in only her diaper, against your bare chest. She will probably then become interested in nursing.

 
 In the hospital, keeping the baby with you in your room helps ensure frequent nursing. If you are not sharing a room with your baby, ask the nurses to bring her to you at least every three hours (more often if she fusses), including whenever she wakens in the night.

Encourage the baby to have a good feeding each time you nurse her. Until your milk is in, you can probably persuade her to take both breasts at each feeding. Listen for the sound of your baby swallowing; when you hear it you will know that she is taking colostrum or milk.

Dr. Jack Newman, of the Newman Breastfeeding Clinic and Institute, has produced some excellent videos that show both babies who are latched on and swallowing well and others who are taking very little milk. You can find links to these videos at www.nursingmotherscompanion.com/resources. The clip entitled "Really Good Drinking" shows a baby who is a few days old. The mother's milk has come in, and the baby is vigorously sucking and swallowing. You not only can see the baby drinking and occasionally hear him swallowing milk, but you can see that he has taken the breast deeply into his wide-open mouth. (Before the milk has come in, a baby may not swallow as much.) For contrast, you can see a baby who is only nibbling at the breast, with little if any swallowing, in the video clip entitled "Nibbling."
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▸ You can burp the baby by sitting her up, one hand under her jaw. Firmly pat her lower back with the other hand.

In the video entitled "Baby 28 hrs old, Baby-Led Mother-Guided Latching," a lactation consultant and Dr. Newman show a mother how to compress her breast to stimulate milk flow to the baby. With the help of breast compression, this one-day-old baby begins swallowing colostrum. Breast compression is easy to do: When the baby is sucking but is not swallowing, gently squeeze the breast until the baby begins taking long sucks with pauses for swallowing.

When your baby has released the nipple, or when you have nursed her for 20 to 25 minutes and she is no longer swallowing, burp her. Hold her up over your shoulder and pat her back, or sit her upright, bent slightly forward with your hand supporting her lower jaw, and firmly pat her lower back. After burping, she will probably regain interest in nursing and take the second breast. If she doesn't burp within a few minutes, just switch sides. If she refuses to nurse on the second breast or nurses only a short time, be sure to start her on that side at the next feeding.

The first days of milk production are the critical period for determining whether a mother ends up with a generous milk supply or an inadequate one. If little milk is removed from the breast, the resulting pressure causes the breast to slow down production. If no milk is removed, milk production stops entirely (this is how women who don't nurse stop producing milk). So ensuring a good milk supply depends on having a vigorous nursing baby, or an effective breast pump, that drains at least one breast every few hours around the clock.



 Avoiding supplements

Another way to help ensure your milk supply isto avoid supplemental feedings. Some babies develop a strong preference for an artificial nipple when a bottle is introduced during the first few days (see "Just the Breast," [>]). Glucose (sugar) water offers few calories and may discourage the baby's interest in nursing. Also, babies fed glucose water more frequently develop jaundice in the first few days after birth. After taking formula, a baby frequently will not want to nurse for four hours or longer, since formula takes longer to digest than breast milk. The decrease in breast stimulation may decrease milk production.



Putting your fears to rest

In the early days of breastfeeding, you may be surprised at how often your baby wants tonurse. He may be especially fussy on the second night following birth, before milk production begins; most babies want to nurse nearly hourly during this period. Even after your milk comes in, your newborn may seem fussy and hungry much of the time. This may make you wonder if you have enough milk, and if you should pump your milk and feed it by bottle to see how much the baby is getting. Well-meaning friends and family members may even suggest you supplement your milk with formula.

 Most newborns want to nurse eight to twelve times in each 24-hour period after the first day or two of life. This frequent nursing is normal; it seldom reflects a poor milk supply, and it never reflects "weak milk." Unless you or your baby falls into one of the categories described under "Babies Who May Not Get Enough" (see [>]), your baby is probably getting plenty of milk.

Without introducing a bottle, though, how can you know your baby is getting enough? You can look for these signs of adequate milk intake:


	Your milk has come in by the third day after birth. When milk production begins, the breasts become firmer and heavier. The firmness may be less apparent with large breasts, but the breasts should still feel heavier.

	Your baby is nursing at least eight times in a 24-hour period after the first 24 hours. This means your baby is nursing every two to three hours (measured from the start of one feeding to the start of the next) during the day, with a sleep stretch of up to five hours at night. If your baby isn't nursing this often, you may have to wake her for feedings.

	Your baby is nursing 10 to 45 minutes at each feeding and seems content after feedings. Babies vary in the length of time they nurse, but they typically need 10 to 45 minutes to complete a feeding. Although babies don't always fall asleep after nursing, they should usually seem satisfied after feedings.

	Your baby has several periods of swallowing during each feeding. When babies are getting milk, they take long, drawing sucks and can be heard swallowing or gulping (see [>]).

	Your breasts feel softer or lighter after the baby has nursed. Once milk production has begun, you should be able to feel a decrease in fullness or heaviness after feeding your baby.

	Your baby is having bowel movements every day, and by the fifth day they have turned yellow. This is the clearest sign that a baby is getting enough colostrum, first, and, later, breast milk. Most newborns have at least two to three bowel movements each day during the first month. Only after the first month is it normal for breastfed babies to go several days without a bowel movement.


	Your baby is wetting more diapers by the fifth day after birth. Before your milk comes in, your baby will urinate infrequently, but by the fifth day you should notice more frequent and wetter diapers. Be aware that most disposable diapers today are so absorbent that they can make wetness difficult to detect.



If not all of the points just listed hold true for you and your baby, you should have him weighed and examined. In the first four to five days after birth, a baby loses weight. After the fifth day, a baby should gain an ounce every day. An initial loss of 10 percent or more of a baby's birth weight suggests the baby is underfed (see Appendix B, [>]). Even if your baby has lost less than 10 percent of his birth weight, have him weighed again in a couple of days to see if he has started gaining an ounce per day.



 Babies who may not get enough

Some mothers and babies at risk for underfeeding can be identified even before the milk comes in. This group includes—


	babies who are born at 37 weeks' gestation or earlier (see "The Near-Term Baby," [>]);

	babies weighing less than six pounds at birth (see "The Near-Term Baby," [>]);

	babies who may have poor muscle tone, such as those with Downsyndrome (see "Developmental and Neurological Problems,"[>]);

	babies who have unusual conformations in their mouths, such as a short frenulum (the string of tissue on the underside of the tongue) near the tongue's tip, a high palate, or a cleft lip or palate(see "The Baby Who Has Not Yet Nursed," [>], or "CleftLip and Palate," [>]);

	babies who aren't yet latching on or sustaining sucking 24 hours after birth (see "Sucking Problems," [>]);

	mothers with nipples as large as or larger in diameter than a quarter (see "Sucking Problems," [>]);

	mothers who have very soft breasts with no noticeable change in fullness and no other signs of milk production at 72 hours following birth (see "Late Onset of Milk Production," [>]);

	mothers who have had previous breast surgery involving an incision around the nipple or areola, such as in some breast augmentation and reduction procedures (see "Nursing after Breast Surgery," [>]);

	mothers who have Polycystic Ovary Syndrome, or PCOS (see [>]);

	mothers who have widely spaced, long, and thin breasts that did not get larger in pregnancy and that may differ markedly from each other in size (see [>]); and

	mothers who have placental fragments still in their uterus (see "Late Onset of Milk Production," [>]).



If you or your baby falls into one of these risk groups, a few days of sluggish nursing and limited milk removal could have a devastating effect on your milk production, even if breastfeeding seems to be getting off to a good start. Consider renting a clinical-grade breast pump, preferably with a double collection kit, which may be more reliable than your baby in stimulating continued milk production. Starting on the third day after birth, pump for 5 to 10 minutes with a double collection kit right after each daytime and evening nursing. If you don't have a double collection kit, pump each side twice, for a total pumping time of 10 to 15 minutes. If your baby isn't able to latch on or clearly isn't sucking effectively, start pumping earlier than the third day, and pump for 10 to 20 minutes with a double collection kit or 10 to 15 minutes per side without one. This should assure that you'll have an abundant milk supply even if your baby's sucking is sluggish. You can freeze the pumped milk for later use.

If your baby is latching on and sucking, watch her closely for the reassuring signs of adequate milk intake listed on [>] and [>]. Weigh her at three to four days of age and approximately every two days thereafter until she is clearly gaining an ounce a day. If she loses 10 percent or more of her birth weight or does not gain an ounce a day after five days of age, she needs your pumped breast milk or formula as a supplement. If she has regained her birth weight, you can gradually stop pumping over a few days. Before returning the pump, though, make sure the baby has gained an ounce a day since the last weighing. See "Treatment Measures for Underfeeding," [>].




 The First Week of Nursing

Although most unmedicated babies are alert and eager to nurse during the first two hours after birth, during the next few days they may sleep much of the time. The average baby, after the first couple of days, begins to wake up to nurse about every one to three hours. At night, he will sleep from one to five hours at a stretch. If your baby is not waking on his own to nurse at least eight times in each 24-hour period, including at least once in the night, awaken him for feedings.

 The typical length of a feeding varies greatly from baby to baby. A baby who is "all business"—who sucks and swallows with few pauses—may complete a feeding in as little as 10 minutes. At the other extreme is the baby who sucks and swallows five or six times and then pauses. This pattern of frequent pausing may extend a feeding beyond 40 minutes. Most babies' feedings fall between these extremes; the average is about 20 to 30 minutes. Although your baby may not fall asleep after feeding, he should seem content.

A baby who takes longer than 45 minutes to complete most of his feedings may not be getting sufficient amounts of milk and should be weighed to make sure that he has not lost too much weight or, after the fifth day of life, that he is gaining weight.

After your milk comes in, you should hear a lot of swallowing while nursing the baby. Swallowing sounds something like "eh, eh, eh." Some babies gulp noisily, whereas others swallow more quietly. Between swallows, babies take long, drawing sucks. (They take short, choppy sucks when they are not swallowing milk.) These long, drawing sucks usually occur in bursts, that is, five to ten continuous sucks followed by a resting pause. Babies who are taking enough milk usually have several bursts of continuous sucking and swallowing during a feeding.

You should not hear clicking noises while your baby nurses. Clicking usually means that the baby is not sucking adequately and therefore may not be receiving enough milk. The baby should have such a strong hold on the breast that the nipple does not easily slip from his mouth when you pull him slightly away. His cheeks should remain smooth with each suck; dimples on the cheek while nursing are a sign of inadequate suction and faulty sucking (see "Sucking Problems," [>], if your baby's cheeks are dimpling).

During the first day after birth, babies sometimes spit up mucus they have swallowed during delivery. Occasionally a baby will gag on this mucus. After the first 24 hours, this is usually no longer a problem.

Some babies also spit up colostrum or milk. The amounts are usually smaller than they seem, though you may wonder if your baby is keeping anything down. Spitting up a teaspoon or two after feedings is normal for some babies in the first week.

Babies also get hiccoughs, often after a feeding. Hiccoughs are the result of the baby's full tummy. You may remember the baby hiccoughing in utero after drinking amniotic fluid. If the baby starts hiccoughing after nursing at the first breast, it may be difficult to interest him in the other. You don't need to give him water or anything else. The hiccoughs are painless for him; just wait until they go away.

The baby's first stools, called meconium, are black and sticky. Having bowel movements every day and yellow stools by the fifth day usually indicates an adequate intake of colostrum, first, and then breast milk. Frequent yellow stools are one of the surest signs that a newborn is getting enough to eat. Most newborns have at least two bowel movements each day during the first month.

The yellow stools of a breastfed baby are soft, loose, or evenwatery, and sometimes they look seedy. Babies normally strain and grunt when passing their stools. This does not mean they are constipated.

Wet diapers are usually infrequent in the first few days, but they should be more frequent and wetter by the fifth day. Eight or more diapers wet with pale urine each day, along with daily yellow stools, are usually a sign of sufficient milk intake. (This rule may not hold true if the baby is receiving water or formula supplements.)

All newborns lose weight after birth. Expect your baby to lose about 5 to 9 percent of his birth weight. He should begin gaining weight by the fifth day, about an ounce a day.


 Caring for your breasts

Your daily bath or shower is sufficient for cleaning your breasts. Avoid getting soap or shampooon the nipple and areola; this would counteract the naturally occurring oils that cleanse this area. Antiseptic applications to the nipples are also unnecessary, but do take care to wash your hands before nursing.

You will probably want to wear a nursing bra for convenience and comfort, especially after your milk comes in. Again, bras with cotton or microfiber rather than synthetic cups allow for better air circulation to the nipples.

If the baby does not come off the breast by herself when the nursing session is over, take care to release the suction by pulling with your finger at the corner of the baby's mouth, toward her ear. Leave your breasts exposed to the air for five to ten minutes before covering up.

In the past, nursing mothers were discouraged from using nipple creams, since some women develop sore nipples in reaction to preparations containing lanolin, vitamin E, or cocoa butter. Also, lanolin preparations were discovered to be contaminated with pesticideresidues. However, a purified form of lanolin has been developed; it rarely causes allergic reactions. Modified lanolin should not prevent nipple soreness, but it is very soothing to tender nipples and may promote healing.

Another aid for sore nipples are gel pads. Besides soothing sore nipples, they help in healing any crack or abrasion, although improved latching technique is essential in overcoming nipple injury.See Appendix A, [>] and [>], for information on ordering gelpads and modified lanolin.

If you are using plastic breast shells to improve the shape of your nipples, you may find during the first few weeks that they cause your milk to leak excessively and keep your nipples damp. You might try placing the shells in your bra just 10 to 20 minutes before the feeding (milk collected this way should be discarded if it has been in the cups longer than a half hour or so). Don't routinely use breast shells in place of nursing pads; this usually causes more leakage. Breast shells should be washed after each nursing in hot soapy water and rinsed thoroughly.



 When your mature milk comes in

Mature milk production generally begins on the mature milk second or third day after birth, but occasionally comes in not until the fourth day or later (if your milk hasn't come in by the third day, see "Late Onset of Milk Production," [>]). At first the milk will be mixed with colostrum, and so will be pale orange in color. After a few days the milk will become whiter. This mature milk will look more watery than cow's milk; it may resemble skim milk.

Most women notice that their breasts become larger, fuller, and more tender as the mature milk comes in. Large-breasted women may notice only a change in heaviness. This change, known as engorgement, is caused by increased blood flow to the breasts as well as beginning milk production. Fullness may be more apparent if your breasts are normally small or medium-sized. They may feel lumpy, and the lumpiness may extend all the way to your armpits, since milk glands are also located there. After nursing, your breasts should feel softer or lighter.

Engorgement normally lasts 24 to 72 hours. During this time a nursing bra will provide support and comfort. Frequent nursing, at least every two to three hours, is the best treatment. Heat treatments such as warm showers, hot packs, and heating pads may worsen the swelling. You may get relief, though, from gently massaging or compressing the breast while the baby is nursing. This will encourage more milk to let down. It is important to pay careful attention to the way the baby latches on while the breast is engorged. When latch-on is incorrect, because the baby isn't positioned well or the areola is overly full, soreness often follows. If the areola is hard, you can express some milk, by hand or with a pump. (For further advice on managing engorgement, see [>].)

When you put your baby to breast you may feel any of these normal sensations: warmth, relaxation, sleepiness, thirst, and evenhunger.

It is normal for milk to leak from the breasts. When the baby nurses at one breast, milk may drip from the other. This leaking may continue for several weeks, or it may never happen at all.

For women who leak milk, nursing pads are usually necessary to prevent wet or spotted clothing. You can buy the pads in two varieties: reusable and disposable. A new type that helps lessen leaking is called LilyPadz. Made of gas-permeable silicone, these pads apply a gentle pressure on the nipple to stop milk leakage (see Appendix A, [>], for ordering information).



 From hospital to home

In many hospitals, it is customary at the time of discharge to give new mothers an array of sample products that manufacturers would like them to try. You might conclude that the staff endorses these products; this is not necessarily so. One of the gifts is usually something that may be labeled a "breastfeeding kit"—infant formula (often powdered, although powdered formula isn't safe for newborns (see[>]), bottle nipples, and a pamphlet on breastfeeding, which may contain misleading information. Since you have chosen to breast-feed, it is best to leave the kit behind. You won't be needing it.

Well worth taking home, however, are the names and telephone numbers of people who have a good reputation for helping nursing mothers and infants. Ask any nurse who has been encouraging or helpful with your early breastfeeding for this information. She may know of volunteers in La Leche League or the Nursing Mothers Counsel, or lactation professionals in your community.



 Because all newborns are susceptible to declining oxygen levels when they remain seated for a long time, researchers recommend minimizing car travel and avoiding the use of car seats as carriers and other seating devices, such as swings, in the early months of life.
 



When you're getting ready to leave the hospital by car, have ready some small blankets to support your baby in her car seat, even if you'll have a short drive home. Because a newborn can't control her head well, she needs special support to allow her to breathe freely while riding in a car seat. A recent study of current car-seatmodels (Tonkin, S. et al. 2006) found that all newborns need blanket rolls at either side of the body and another across the top of the head. Many also require a blanket roll between the crotch belt and the legs to keep from sliding down in the seat. This is particularly important for infants born early.

If a baby has been born before 37 weeks' gestation, the American Academy of Pediatrics recommends that the hospital staff observe herwhile she reclines in a car seat to be sure her breathing, heart rate, and oxygen levels remain normal. Nurseries that care mainly for full-term babies may not be aware of this recommendation, so you may need toask for your baby to be monitored before she is discharged.

 


At home. As any experienced nursing mother can tell you, the first few days at home with a baby are exhausting and, at times, emotional. These days are best spent caring only for yourself and the baby. Besides recovering from the birth, you are doing the important work of getting to know your baby and learning to breastfeed. Rest and a quiet, pleasant environment are important in preventing anxiety and "baby blues." Try to eat well, but don't worry if your appetite has lessened; this can be normal during the first couple of week safter delivery. Ideally, you should spend the first several days nursing and resting with the baby, while a supportive partner or helper (orboth) manages your home, meals, and callers.

If you have another child or children, you'll want help with them, too. Otherwise you may find yourself feeling suddenly, unexpectedly impatient or irritable with a beloved older child. When my second child was born, I found myself wishing someone could take away my nine-year-old for a while. Such feelings may arise from a natural protective urge that allows a mother to focus her total attention on the vulnerable newborn; shifting hormones and lack of sleep may contribute, too. Other species also defend their babies aggressively. For instance, picking up the new babies of a household pet may make the new mama growl, though in a few weeks she may not care at all when someone handles them.

 In women, as in cats and dogs, such feelings usually lessen over time. In the meantime, they present a fine opportunity for your older child to strengthen a relationship with Dad, Grandma or Grandpa, or another adult. This is also a great chance for your older child to learn patience and responsibility. You can encourage him to accept the big-kid role by saying outright that "the baby comes first." Your child may feel proud to help by fetching a diaper or glass of water, and he may later be able to apply the baby-comes-first principle with other helpless creatures, such as pets.

Some parents find it helpful to keep a log of the baby's feedings and urine and stool output during the early days of breastfeeding. This information may reassure them that the feedings are going well and help a doctor or lactation professional analyze any problem that may arise. If you don't have a copy of The Nursing Mother's Companion Breastfeeding Diary (see "Suggested Supplemental Reading," [>]), your caregiver may give you a blank log, you can find one on the Internet (for example, at http://kellymom.com), or you can create your own. For each 24-hour period, include the number of nursings, the number and color of stools, and, perhaps, the number of wet diapers. There is seldom any reason to keep such a log after the baby has regained his birth weight, which usually happens between 10 and 14 days of age.

Regardless of how you gave birth, you may continue to require pain medication for the first week or so at home. Use over-the-counter pain relievers such as acetaminophen or ibuprofen as often as you need for afterpains or pain from an episiotomy or cesarean incision. Use narcotic pain relievers only when the over-the-counter medications are not enough.

Taking narcotic pain relievers often and for more than one week after birth can in some instances make a baby sleepy and in rare instances lead mothers to experience withdrawal symptoms when the medication is stopped. Withdrawal symptoms may include depression and anxiety, crying, difficulty sleeping, nausea, vomiting, diarrhea, excessive sweating, and dilated pupils. Some of these symptoms mimic a normal postpartum emotional upset, but others do not.

 It is not uncommon for things to suddenly "fall apart" shortly after a new mother comes home from the hospital. Suddenly responsible for a new baby, you may feel shaky, and at times your confidence may vanish. The dramatic hormonal shift that begins immediately after birth may also affect your emotional state for a while. You may find yourself exhausted and upset—especially if you've been taking responsibility for more than the baby and yourself.

Many new mothers have times when they feel that nursing "isn't working" and think about giving it up. Combined with the mood swings that follow birth, fears that the baby may not be getting enough milk, struggles with getting the baby to latch on, or problems like sore nipples can be overwhelming. A father may become very concerned when he is witness to these struggles and emotional episodes, and he may become anxious to find a solution. If your partner can't "fix" your breastfeeding problems, he may encourage you to give up on nursing.

Your partner will be more supportive if he feels he plays an important role in helping the family adjust after childbirth. So encourage him to help—even if he puts the diaper on backwards! He might hold the baby while you nap, put meals together, tidy the house, care for other children, and even track down professional guidance for you.

Despite tearful moments, rest assured that most early nursing difficulties can be overcome with patience and help. Don't hesitate to track down assistance. Just a phone conversation with a knowledgeable person may be enough to get you and your baby back on track.

The postpartum period is a time of physical and emotional adjustment. As with most of life's great transitions, this one is usually accompanied by some turmoil. It will take several weeks, and most of your time and energy, to get to know your baby and learn how to care for her. So don't do more than you must, and accept offers for help. Adjusting to motherhood is always easier when you are supported and cared for by others.
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