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Introduction

i atoreword to a book on breastteedimg. D DKL Tank.
former President ot the Federatton ob Obstetric and
(nnaccolocical Socreties ol Indras stresses the need for
promotion of breastfeedimyg at an imdividual tevel He
ciphasises, that though breastteeding comes nac o™y
o most mothers, f needs to be nurtured i others
Accurate mformation and thoughttul suggestions over o
nme should be provided to the mother (Tank
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Successtul efforts were made during Dr. Tank's term as
President to promote breastteedimg. However, the
followmg letter dated May S 1999 from a breastfeeding
mother to the author mdicates that we may sull be lagging
behid m supporting such mothers. In this article. an
ctiort s made o discuss how we could have helped her

better
Letter from the mother (May 4. 1999)

“Twork as a Medieal Officer in Dethi. 1 have a one and
ahadt month old baby bov. During my third trimester we
browsed through a lot of books on child care and decided
to buy the Pengum India Guide™. Tdecided to exclusively

breastteed my baby.

After two three davs. T experienced soreness m o
nipples. Tcontmued to feed himandd resisted »vervon s
suggestions to apphy ghee. coconut ol o1 miasse creann
The soreness worsened T deseloped cracks an | by 1

end of the week. both mipples were badly ulceratcd The
pain was unbearable. T decided to express the nudh nd
feed him with a paladar tbrg 1y He ookt the Palad

very well but he was never satisfied  He would Keop
crving and refuse o sleep  Tdid notwant to starthnm on
top feed. Everyone who came to see hinn the nerehbou s

and maid servant would accusmely comment th the

Fig 1 "Paladit” tAlso called Bondla) for eiving expressed
breast milk tor “top mulk) s better than a spoon

buby was being starved and he should be given top nulk

[ consulted a

At the end of the

gynaccologist, who put me on an antibrotic omtment and

second week,
pain - killers and advised me to use nipple shield. 1 did
that. Even this was nottotally pamless The baby seemed
to be ohay fora couple of duys. Then he started the same
routine of crymg and notsleeping. He would take atecd.
and demand one withim half to one hour He would take
one hour over the feed. apparends sleepig but wakme

up cach time he was removed

Unable to take ttafter one very severe bout of crvime, we
consulted his paediatrician who asked me to discontin
the nipple shield and start him on top teed with a cup and
spoon. For the next 10 days. we put him on toned milfk
and ted him with a cup and spoon Tkeptevpressme m

breasts regularty and we used this milk 100 It was an
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Shaustmg and trustraung tme for me as he would have
o be fed by my mother while T stood with o cup in my
hand busy expressmge. I T did not, at the sound of his
ey, there would be a conunuous dripping and 1 would
cetdrenched i milk. His hunger seemed to be satisfied.
In fact he would not stop feeding tll he fell asleep. He
would sfeep tor halt an hour and then getup atter wetting
And he would be

extremely ritable. Many times we had to teed him again

himsett or bringimg out the mitk.
within an hour or so to get him back to sleep.

In the meantime. my uleers had begun to heal. T put him
eradually back o the breast. But the pain reappeared
after acouple of feeds and started worsening. [ eontinued
m thes state for about four days. Istarted dreading feed
times and the ortare that T would have to endure. And
one day T eave up. 1 slept through the night without
expressmg and woke up waith extremely engorged breasts
and had o sprhe of fever. T consulted a gynaecologist
who put me on antibiotics. another application of an
omtment and pain-killers. The baby was back on top
feed. My expressed milk had to be discarded as the
omiment wias supposed to be ubsorbed . She told me
oty feedmge him after four to five davs, Otherwise she
said that she would give me something to stop the milk
tlow and the baby would continue on top feed. [tfollowed
the advice but was unsure if it would work. | was very
upsetand © e about the possibility ot not being able to
breastfeed my baby. The only source of comfort I found
wds the book The Penguin India Guide to Child Care,
mentoned carlier. [thelped me to keep up my conviction
and desire to breastfeed. Tt gave me the courage to try

agam.

I tried agam very tentatively and with a great deal of
hesttation. Tt was uncomfortable but not painful. The
pam kept reducing with cach successive feed. 1 could
fmally wean myself off all those pain-killers 1 had been
takmg for the last month. Even now the pain 1s not all
cone, but Lam now exclusively breastfeeding him. He is
much more reluxed and happy. He seems to be getting

cnough as he passes trequent light coloured urine.

My own guess why all this happened is that he must

have imitially been wrongly positioned. [ have flat

though protractile nipples and 1t 15 cven now
sometimes difficult to position him right. Having
tailed to empty the breast in a nipple-feeding
position, he (the baby) must have left it in a senu-
engorged state. A vicious cycle thus got set up,
the engorged breasts being more difficult for the

baby to suckle™
Discussion
[t goes to the credit of the doctors that they did encourage

the mother to continue breastfeeding as far as possible.

Also, breastfeeding was initiated within half an hour of

Box-1
Doctor’s Missed Opportunities
Following are the possible reasons tor problems with
breastfeeding when a doctor and his/her team fail to
help the mother :

Likely reasons in the case under discussion
1. Wrong management of sore nipples. specially failure
to help the baby suckle n correct position.

g

. Putting doubts 1n the mother’s mind that she was
not producing enough milk.

3. Failure to realise that crying may not be due to

hunger. Colic, for instance, is an important cause

of discomfort and crying.

i

. Lack of antenatal preparation for breastfeeding.

5. Lack of training of health workers in counselling a
breastfeeding mother.

Other possible reasons

6. Delayed first breastfeed and introduction of
prelacteal feeds.

7 Indiscriminate overdoping of mother with
sedatives. analgesics and anaesthetics prior to
delivery.

8. Keeping a normal newborn in the nursery und not
with the mother.

9. Failure to routinely teach manual hand expression
of breastmilk to the mother and preventing
engorgement.

10.Failure to tell the mother that loose motions in an

exclusively breastfed child who is passing normal

urine does not need medication, nor change of milk.
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rg 20 Suckhing i good position. Baby s unw rapped, 1s close
o the mother, chin touches the breast, mouth 1s wide open, lips
are everted and much ot the arcola s i the mouth. Baby takes
slow deep sucks and causes no pain to the mother
(Courtesy . F Savage King)

cnough breastmilh, An occasional passage of dark urine
can be nored. However, i the tirst few days at the
hospital after delivery, the frequency of urine may be
less. as the colostrum has less amount of water init. Also,
if the baby is kept wrapped up all the time, he/she may

sweat and thus pass less urine.

Failing to realise that crying is not necessarily due to

hunger.

Colic in the first three o four months of life is a common
cause of o ing and rritability i a baby. These babies
may suckle frequently for comfort. Besides other
management, dicy clomine can give dramatic reliet to such

babices.

Did this particular baby in question need top milk? The
mother savs At the sound of his (babies) cry, there would
be w continous dripping and [ would get drenched in
milk™. This shows that the mother was having niore than
enough mulk, Even then the baby was prescribed top feed.
Mercitully, 1t was not given with a bottle. Otherwise the
huby would have got used to bottle-feeding and going
back to breastfeeding then could have been difficult, if
notimpossible. Incidentally. it 1s much more convenient
to give expressed breastmilk (or top milk) directly with a

simall elass or a paladar (Fig. 1) than a spoon. Even

prematures can learn direct feedmg trom a glass or a
paladai quite soon without any danger ol aspiration.

Switching to breastfeeding i such babies 1s casy

Lack of antenatal preparation for breastfecding

The mother being referred to here was able to persist
with breastfeeding because of her own mouvation and
assistance from the book on child care. Howeveriitseems
that she did not get antenatal advice from her doctor(s

According to the International Federation of Gynaccologs
and Obstetrics, information on breastfeeding should be
given to mothers and families as part of all pregnancy

related services (1982).  Are such recommendations
tollowed in practice ? We studied and found that m 1vs 2.
one mother out of hundred in Mumbar (tBombav) was
given prenatal advice on breastfeeding compared to tive
in 1986 (Anand, 1987) and thirty four out of hundred in
1996 (unpublished data). In another study. only 51
carried out antenatal breast examination (Anand et al.
1989). Dalal et al (1992) have documented the role of
single antenatal breast examination and adsvice in

establishment of successtul factation.

Most public hospitals run regular antenatal clinmes. In
some of these, the breast of the mother is examined and
she is motivated in advance for breastfecdimy.
Unfortunately it is not done routinely in all hospuals.,
Some of the private hospitals do not have such antenatal
clinics.  The mothers who deliver in these private
hospitals see their doctor for regular check-ups. In such
a setting, many hospitals have found it helptul (o give a
question answer booklet on breastfeeding costing only
Rs. 5/- to the mothers when they register for delivery m
that hospital. This is available from the Association for
Consumers Action on Safety and Health {ACASH. Box
2498, Mumbai-400 002). The obstetrician motivates the
mother to read this booklet which answers most of the
questions related to successful breastfeeding. Mothers
who come directly for delivery are given this booklet

Hindi, Maratht or English in the maternity wards.
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Lack of training of health workers in counselling a

hreastfeeding mother.

It is obvious that this mother did not get the required
support from the health workers. In a study, mentioned
carlicr (Anand et al. 1989}, there was no training
programme in place in the maternity homes to train health
workers in the skills of counselling a breastfeeding
mother. It s suggested that the maternity homes get in
touch with the Breastfeeding Promotion Network of India
tBPNI, BP33. Pitampura, Delhi 110034) or the
Association for Consumers Action on Safety and Health

to organise such a traming programme for them.
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