







 

[image: ]











 



[image: img]



Copyright © 2000 by Claire Martin


All rights reserved,


including the right of reproduction


in whole or in part in any form.

Visit us on the World Wide Web:


http://www.SimonSays.com

FIRESIDE and colophon are registered trademarks


of Simon & Schuster, Inc.

This publication contains the opinions and ideas of its authors and is designed to provide useful advice in regard to the subject matter covered. Statements made by the authors regarding certain products, services, and organizations are based on the authors’ research, and do not constitute an endorsement of any product, service, or organization by the authors or publisher, each of whom specifically disclaims any responsibility for any liability, loss or risk, personal or otherwise, which is incurred as a consequence, directly or indirectly, of the use and application of any of the contents of this book or any of the products, services, or organizations mentioned herein. The authors urge all nursing mothers to check with your physician before taking any over-the-counter drug, herbal remedy, or vitamin supplement, and to inform the doctor prescribing medications for you that you are breastfeeding.

ISBN-10: 0-7432-3023-X
ISBN-13: 978-0-7432-3023-0






Acknowledgments

My agent, Jody Rein, whose tireless advocacy for this book was both personal and professional; Dr. William Sears and his wife, Martha; Carol Brussel, IBCLC, who contributed many hours of advice and exemplary editing; the Mother’s Milk Bank at Presbyterian–St. Luke’s Hospital in Denver; Kelly Kittel; pediatric nurse practitioner Pat Sheans; Cody Martin; ILCA representative Terry Shell; pediatrician Dr. Jack Newman; Beth Gabrielski, lactation consultant at Denver Children’s Hospital; Erick Kirshner of the Colorado Foundation for Medical Care; Jenny Deam; Mary Louise Butler; Marianne “Dr. Mom” Neifert; the regular posters on alt.support.breastfeeding and misc.kids.breastfeeding; models Veronica Vasquez and Carolyn Wiese; Usenet breastfeeding gurus Angela Beegle and Larry McMahan; Trish Todd, my thorough and resourceful editor at Simon & Schuster; Diane Carman, Howard Saltz, and other supportive editors and colleagues at The Denver Post; my daughters, Cordelia and Tessa, who taught me firsthand the problems and joys of breastfeeding; and my patient husband, Bruce Finley, without whose love, support, and patience this book would not exist.






 

For my mother







Foreword


There are plenty of books that explain why you should breastfeed, and can teach you the basics, but this is the first designed specifically as a panic button for harried new mothers.

Whether you’re a first-time mother or a veteran mom, the first few weeks of a baby’s life are stressful and pressured. That’s where this new and different breastfeeding guide fits in. It focuses on the questions that often come up at midnight or 2 A.M., when you’re hesitant to call your doctor or lactation consultant and you know it will be hours before you’ll be able to call your health care provider’s help line.

This book covers the most common problems and issues associated with breastfeeding, and offers tips on how to solve those problems or alleviate them until you can get medical attention.

Most important, this book is written by mothers who have been in your shoes. Claire Martin and Nancy Krebs know how tempting it is to join a frustrated, screaming baby in a duet. They’ve survived erratic sleeping jags and the marathon nursing sessions of growth spurts. They are the friends you can trust and turn to for reliable advice that comes from hard-won experience.

Think of The Nursing Mother’s Problem Solver as your first-defense reference book for breastfeeding questions — a supplement to your parenting library. Open this book when you need a quick answer or helpful advice. This book won’t answer all your questions — no book can — and certainly is not a substitute for your doctor or lactation consultant. But if, between visits and phone calls, a worrisome symptom appears, or if you’ve forgotten a step in settling your baby in a comfortable nursing position, you’ll be glad you keep this book handy.

William and Martha Sears


Authors of The Breastfeeding Book






Preface

In paintings and photographs, nursing mothers look so serene, and the babies so docile, that most of us just assume that breastfeeding is natural and easy. Then it’s your turn to be the nursing mom in the picture, and suddenly breastfeeding is about as easy and natural as flying solo. There’s a big difference between “natural” and “easy.” (Is “natural childbirth” easy? Not for most of us.)

Nanoseconds after she was born, my first child lay between my desperately engorged breasts and looked at me with an expression of introspective bewilderment: Now what? That pretty much summed up my feelings. Her head was smaller than my swollen right breast. How was I supposed to get my nipple, and the vast sea of areola surrounding it, into that tiny red mouth?

“Uh, uh, uh,” she said, her mouth yearning toward a nipple.

Eventually we figured it out. Breastfeeding has a heck of a learning curve. Almost every woman who breastfeeds her baby runs into problems at some point. Some of us are lucky initially — our babies latch on like champs after delivery — but then we get a yeast infection or a plugged duct, or discover that the baby who nursed so beautifully yesterday absolutely refuses to latch on today. (Or we discover that the baby wants to nurse every 30 minutes.) It takes a while to figure out whether the baby is eating to satiation or latching on well, and to tell the difference between a baby who eats frequently because she’s getting only foremilk, and a baby who eats frequently because she’s going through a growth spurt.

And then, once you think you’ve figured it all out, you wake up with the dizzying fever that signals mastitis. Or you get thrush. Or the baby is teething and (a) wants to nurse constantly, especially when a disapproving in-law is watching, or (b) pushes your watermelon-tight breast away, ignoring the milk that sprays in his face. Or you need to rent or buy a breast pump that poses an entirely new set of questions. These are the reasons for this book. It’s meant to help you identify and begin solving problems. Just as Cliff’s Notes provide a shortcut to the themes in classic literature, this is Cliff’s Notes for breastfeeding moms. All the questions in this book are real, and so are the nursing moms who asked them — sometimes when they were on the brink of giving up. Their questions came from interviews with new nursing mothers, from questions called in to pediatricians and lactation consultants, and from questions posted on online newsgroups organized by breastfeeding mothers, pediatricians, and lactation consultants. When you’re wondering whether your symptoms indicate thrush or an inflamed breast, or whether it’s okay to have a beer just once instead of another glass of iced tea; when nothing seems to help your cracked nipples, or if you’re having trouble getting a tiny newborn mouth to latch onto a nipple the size of his face, turn to this book. You’ll find answers and suggestions.

And, of course, you’ll learn a lot of things on your own. For instance:


	When you’re breastfeeding, you tell time by considering how long it’s been since the last feeding. (And even that goes out the window when the baby is sick, is teething, or is going through a growth spurt.)

	When you’re breastfeeding, you choose clothing according to how easily your breasts can be accessed. (This pretty much rules out tank dresses, jumpers, and one-piece outfits.) You choose fabrics with an eye for a pattern that camouflages leaking milk and spit-up. Silk is out. Dark is out. You learn to see vests as utilitarian wardrobe staples rather than cute but optional accessories.

	When you’re breastfeeding, you learn to drink more than a marathon runner. (In fact, having little cups of water and juice set up at intervals along your daily route strikes you as a pretty good idea.)

	
When you’re breastfeeding, “the wet spot” in your bed is the part of the sheet directly under your chest. A lot of nursing moms resign themselves to wearing a bra 24 hours a day — with nursing pads.

	And when you’re breastfeeding, you discover a new level of blissed-out love. There is no feeling on earth like locking eyes with a baby who is peacefully nursing at your breast. It is a peace that the most beatific madonna-and-child painting falls short of depicting.




This is the way breastfeeding is supposed to be. And it is easy. And it does feel natural.






How to Use This Book

The Nursing Mother’s Problem Solver is designed to be a sort of breastfeeding thesaurus — a resource you can count on when you need a swift answer that can be easily found, even when it’s 3 A.M. and you’re at the end of your rope, with a squalling baby in one hand and this book in the other.

The wealth of material that follows is alphabetically organized to help you quickly find the specific topic you’re seeking. It also includes cross-references that direct you to additional information on the same topic or related issues.

For example, if you’re concerned about a red, painfully tender place on your breast, you can go to “Red Streak” in the “R” section for an in-depth explanation that also refers you to entries on plugged ducts and mastitis, two conditions that may be related. Or, if you’re struggling with a frantic baby, you can look up “Frantic Nurser” to find an answer that also directs you to entries on breast compression, colic, growth spurts, and overactive letdown — techniques and situations that can help you better understand your baby, and resolve the situation.

You’ll find the answers to common problems — getting the baby to latch on, growth spurts that go hand in hand with nonstop nursing, how to stock your nursing station, the merits of gliders versus rocking chairs, and more — that vex most new mothers. You’ll also find information that most other breastfeeding books don’t address, including schedule feeding programs, whether nipple jewelry affects breastfeeding, and whether exposure to tear gas can compromise your breast milk.

It won’t be long before you’re an expert at breastfeeding. Enjoy this special time with your baby!

 






A

Abscess, Breast

Q: I was just diagnosed with a breast abscess, the result of a plugged duct on my right breast. My obstetrician put me on antibiotics and told me to nurse on that breast first. I finally had to have surgery to drain the abscess. The incision seems to be healing, but my milk supply in the affected breast has diminished. Will I be able to make enough milk again to continue exclusively breastfeeding my 3-month-old? Could the abscess come back?

A: If you continue nursing, your supply should gradually increase, although it may not be as high as it once was. Breast abscesses are nasty, and they can become reinfected, especially if surgery fails to drain all the pus.

You’ll need to take special care if you’re prone to plugged ducts. Massage your breasts when you’re nursing or pumping, to loosen any plugs starting to form. Use warm compresses on your breasts just before a nursing session.

To increase your supply, drink lots of water, and get some help so you can rest up. You’ll need a recovery period while your milk supply rebuilds as you recover from the abscess. Your spouse and/or other relatives and friends can do the chores while you and the baby loll in bed, napping and nursing. Drink plenty of water and juice to stay well hydrated. (If your urine is clear, or nearly clear, you’re drinking enough fluids. If it’s yellow, you’re dehydrated.)

See also Mastitis, About; Plugged Ducts, About

Adopted Baby

Q: I’m adopting a 5-month-old baby soon, and currently I’m breastfeeding my 20-month-old. Do you have any tips on getting a 5-month-old interested in breastfeeding again? She’s been bottle-fed all her life.

A: Since you’re already lactating, you don’t need to worry about how much milk you’re producing. Other nonlactating adoptive moms who want to breastfeed must work through the slow process of inducing lactation, which can take weeks or months. With persistence and patience, and help from a breast pump, it’s possible to lactate even if you’ve never nursed a baby.

However, it’s impossible to predict how much milk you’ll be able to produce on top of your current supply. You will need to increase your milk supply, since a 5-month-old nurses more than a 20-month-old whose calories also come from solids. Even then, you may not be able to exclusively breastfeed the new baby.

Expect nipple confusion problems, along with bewilderment from your new baby, who’ll be wondering what the heck you’re doing. Bottle-fed babies may be used to eating as they’re held upright and facing away from you. Teaching them to nurse goes against everything they associate with food, and the first attempts may be upsetting for both of you.

You can try a transition using a tube feeding lactation aid — with surgical tubing taped to your breasts and nipples — so the baby connects nipples with food. Nipple shields are another option. Some adoptive moms have used a combination of both, threading the supplemental tube through an enlarged hole in the nipple shield.

There are some books about adoptive breastfeeding. Go online and check out www2.promom.org and its bookstore. There’s also a Web site devoted to the issue at www.prismnet. com~naomi/abrw/. La Leche League International has archives with other stories from adoptive mothers who nursed.

See also Nipple Confusion; Nipple Shields; Tube Feeding Lactation Aids

Alcohol and Breastfeeding, About

Can a nursing mother have a glass of wine with dinner, or will the alcohol affect the baby? Should you believe your grandmother’s advice to drink a beer or two in the afternoon to boost your evening milk supply? Should you pump and dump after having a margarita?

First, the bad news: The alcohol you drink does show up in your breast milk.

The good news: The percentage of alcohol in your breast milk is comparable with your blood alcohol level, not the proof on the bottle. We’re talking about alcohol-flavored breast milk, not giving your infant a straight shot of whisky. A 120-pound woman would have to drink 350 5-ounce glasses of wine before her milk contained as much alcohol as the wine in her glass — a feat as improbable as it is lethal.

Here’s a more realistic scenario: If a 120-pound woman has a 5-ounce glass of wine (about 12 percent alcohol), her blood alcohol level will be about 0.03 percent. Every 20 to 30 minutes after she finishes the glass of wine, the alcohol level in her blood — and therefore in her milk — diminishes by half as the liver metabolizes the alcohol.

But every individual responds differently to alcohol. Your reaction to an alcoholic drink depends on your age, your weight, your physical condition, how long it takes you to finish a drink, and the amount of food and other drugs or medications you’ve consumed. As a rule, the less you weigh, the more swiftly your blood alcohol percentage will rise. Two drinks will put a 140-pound woman’s blood alcohol percentage at 0.07 percent (enough to significantly affect her driving ability), but it would take three drinks to elevate a 200-pound woman’s blood alcohol level to the same percentage. And you’d feel fairly tipsy at 0.07 percent — in most states, a blood alcohol level of 0.08 percent is defined as the legal limit for driving under the influence.

If you follow the strict definition of moderate drinking — no more than one drink a day — it is not necessary to pump and dump afterward. Pumping will not hasten the elimination of the alcohol-flavored milk. Only time will reduce the level of alcohol in your body. If you do drink beyond the point of tipsiness and your breasts are engorged, the conservative recommendation is to pump and dump your milk instead of nursing while you’re still inebriated. (If your baby is hungry before you’re sober, give her some previously expressed milk.) Watching that hard-won milk go down the drain is painful enough to discourage most of us from going on a bender.

Alcohol will have an effect on your baby, according to an American Academy of Pediatrics study. Generally, babies react to alcohol-flavored milk by being more wakeful, instead of sedated, and they may be more irritable than usual.

Bear in mind that an infant — with a body weight of 10 to 20 pounds and immature organs — is far more sensitive to even small amounts of alcohol than you are, especially if she’s exclusively breastfed. Studies by the American Academy of Pediatrics have shown a small but distinct relationship between maternal alcohol use and infant sleep patterns. One study demonstrated a link between maternal drinking and decreased motor skills in the infant. (Go to http://nursingbaby.com/quest6.htm for links o medical research citations.)

In short, the effect of alcohol-flavored breast milk on a baby seems to be related to the amount of alcohol that the mother drinks.

It ought to go without saying that routine abuse of alcohol will interfere with your ability to care for your baby, and it can screw up your supply and letdown, not to mention your baby’s motor development, sleep patterns, and weight gain. In other words: If you drink to excess, use formula instead.

Still, breast milk from a mom who has only a glass of wine or beer a day is nutritionally better for your baby than formula. If you choose to drink in moderation, it would be a good idea to wait until your infant has fallen asleep (for one of her longer naps) or to limit your alcohol use to special occasions.

See also Pumping, About

Alcohol, Effect on Breast Milk

Q: I know that some alcohol from a drink probably leaches into breast milk. But if I have one glass of wine, or one beer, will the amount of alcohol that makes it into the breast milk harm my 1-month-old daughter? I’m not talking about getting drunk — just having a beer or a glass of wine a few times a week.

A: Alcohol does leach into your breast milk — it can be detected in breast milk about 30 minutes after you have a drink (12 ounces of beer, 5 ounces of wine, or 1.25 ounces of 80-proof liquor). Most physicians and lactation consultants in the United States advise breastfeeding moms to lay off the hooch. Some pediatricians and lactation consultants say that a glass of wine or a bottle of beer, even once a day, is fine as long as you don’t drink to the point of feeling high or drunk. One or two beers (12 ounces apiece) or a glass of wine (5 ounces) each week won’t harm your baby.

As you’d expect, the effect that alcohol-infused breast milk has on a baby is directly related to the amount that the mother drinks. Think of it this way: The amount of alcohol that leaches into your milk is equivalent to your blood alcohol level. If you’ve had enough alcohol to impair your driving ability (see the BAC Chart for Women), you’ve had enough to affect your baby.

Alcohol does have an effect on babies. It screws up their sleeping schedule and makes them more wakeful and more fretful, according to a recent study published by the American Academy of Pediatrics. (That prospect is enough to make juice or soda far more appealing than a beer.) Babies whose mothers drink two or more alcoholic beverages a day — a level that exceeds “moderate” drinking as defined by the National Clearinghouse for Alcohol and Drug Information — do show measurable developmental delays. Some lactation consultants advise nursing moms to avoid nursing for up to 3 hours after having a drink. Others say that you don’t need to refrain from nursing unless you feel the effects of a drink, and one drink shouldn’t do that. Your best bet: If you want a beer or a glass of wine, try to nurse the baby just before you have the drink.

See also Alcohol and Breastfeeding, About

BAC CHART FOR WOMEN

Correlate number of drinks to body weight to find approximate blood alcohol concentration (percentage, expressed as decimal value). Values in boldface indicate significant impairment of skills

[image: ]

Source: Be Responsible About Drinking, Inc. (B.R.A.D.). See Web site at


<http://www.brad21.org/bac_charts.html>.

Allergies (Baby’s), About

If you’re sensitive to certain foods, your baby may be, too. Babies are more likely to be sensitive to certain foods rather than truly allergic. (They outgrow sensitivities but not allergies.) If you or the baby’s father or your other children have food allergies or sensitivities, or are prone to eczema, then your baby is more likely to be food sensitive, too. Symptoms of a food sensitivity include cramping and abdominal pain, bloating, foul-smelling gas, diarrhea, eczema, incessant fussiness, vomiting, and constant congestion or colds.

Even if you have a Naugahyde palate, think of your baby’s palate as velvet. She may easily be sensitive to foods you eat without a second thought.

If your baby is sensitive to a food in your diet, it affects his ability to nurse. Muscles respond to allergic reactions, and since the tongue is a muscle, an allergic baby may have a hard time using his tongue to suckle.

Signs of food-sensitivity reactions include fussiness, skin rashes, red cheeks, diarrhea, vomiting, and congestion. If you’ve eaten something that provokes a sensitive reaction in your baby, she’ll probably react within 3 to 6 hours after your meal. If your baby is sensitive to citrus, it may take 1 to 4 hours for the citrus allergen to show up in your milk and only a day for that allergen to build to a level she finds intolerable. She may react while she’s still nursing or up to 4 hours later. Certain allergen-provoking foods remain in your system and enter your milk several days after you’ve eaten them.

The dietary culprits that provoke sensitive reactions include milk and dairy products, soy, eggs, peanuts, wheat, fish, corn, and citrus. It’s not unusual for a baby to be sensitive to a food you craved and ate throughout your pregnancy, like tomato sauce. Babies also can be sensitive, but not allergic, to other foods: Broccoli, onions, cabbage, carbonated soft drinks, and caffeinated sodas or coffee can make a sensitive baby gassy.

You can reduce the risk of food sensitivities by breastfeeding exclusively until your baby is 6 months old and then introducing solids carefully, and by avoiding allergenic foods in your own diet if you see food-sensitivity symptoms in your baby. Learn to read labels closely. Like foods that contain casein, lactose, and other dairy derivatives, many food products contain extracts from eggs, fish, peanuts, and soy.

To ferret out an offending food, keep a diary of everything you eat and drink, including seasonings, or follow an elimination diet: Start by avoiding a particular food (e.g., cow’s milk and all foods made with milk or milk solids) for 10 days to 2 weeks. If the baby shows no change by then, try eliminating other foods, one at a time. Some babies may react to garlic, curry, and other spices, so try to eat only three or four single-ingredient foods at a meal. (Instead of a Thai curry, choose the grilled chicken and rice noodles; order rice and beans instead of a fajita with all the fixings.) Within a few days, you’ll be able to see the relationship between the foods you eat and your baby’s reaction.

Usually, only one or two foods are the culprits. You don’t need to follow a drastic elimination diet. Instead, cut out the most likely suspects, such as dairy, wheat, and peanuts. Because certain allergen-provoking foods remain in your system and can enter your milk several days after you’ve consumed them, you must strictly follow elimination diets for at least 10 days. If the baby’s symptoms clear up within 10 days, try reintroducing the eliminated foods, one at a time and 1 week at a time. (If you eliminated dairy and wheat, start eating cheese OR bread again — not a cheese sandwich — until you’ve been able to monitor the baby’s reaction for a week.)

If you have to eliminate a whole food group, like dairy, ask your doctor for advice on nutritional supplements or alternative foods; it may help to consult a registered dietitian as well.

See also Allergies, Dairy; Allergies and Sensitivities, Soy; Foods to Avoid
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Allergies (Yours), About

Some nursing moms with allergies find relief by closing the windows, cranking up the air conditioning, and rubbing a topical menthol ointment, like Vick’s Vapo-Rub, on the temples and sinus area. (If you use an ointment, wash your hands thoroughly afterward.) The ointment seems to work as a temporary remedy, calming down allergic reactions so a mom can concentrate on nursing instead of blowing her nose.

SPECIFIC MEDICATIONS

Allegra: No data are available on its transfer to breast milk. A similar product, Seldane, is also based on fexofenadine, and studies on Seldane indicate that only a minimal amount is transferred to breast milk.

Claritin: About 0.02 percent of what the mother ingests is transferred to her milk, according to the limited research available. Claritin is used for children, so it is considered safe for breastfeeding mothers.

Nasal sprays: Most nasal sprays are safe for nursing moms. Some nasal spray contents have been linked to impaired linear growth of the fetus, so don’t use them if you are pregnant while nursing.

Seldane: See Allegra

Allergies, Dairy

Q: My 3-week-old daughter has diarrhea that, according to my pediatrician, is the symptom of an allergic reaction to milk products I’ve eaten. I’ve eliminated milk from my diet as well as my prenatal vitamins. But she’s still having diarrhea. What am I doing wrong?

A: Diarrhea in a breastfed baby looks and smells different from a normal mustard-colored stool. Twelve or more poopy diapers within 24 hours, with watery foul-smelling stools, indicate diarrhea and require seeing a pediatrician immediately.

Symptoms of a food allergy — more accurately called a food sensitivity in babies — include


	Constant fussiness



	Eczema (dry skin with red patches or a rash or hives)

	Diarrhea, foul-smelling gas and cramps, vomiting (especially with blood flecks)

	Bloating

	Canker sores

	Yeast infection (thrush)




A dairy sensitivity indicates an inability to digest the milk proteins in dairy products. Lactose and its various forms — milk sugar, glucose, galactose — are in many infant foods, pharmaceuticals, bakery products, sweets, and more.

So even though you’ve eliminated milk, it’s possible that dairy products are sneaking into your diet. It may be in vitamin and herbal supplements, or a prescription drug you’re taking. If that’s a possibility, go to a pharmacist with a bag containing everything you’re taking, over-the-counter or prescription, for help in analyzing the contents.

You must examine product labels for casein, a phosphoprotein that’s one of the chief components of milk and the basis of cheese used in many food and nonfood products. A list of other culprits:


	Milk solids (“curds”)

	Whey

	Sodium caseinate (the most common form of caseinate) or any other ingredient that includes caseinate

	Sodium lactylate

	Lactalbumin (and anything else that begins with “lact”)

	“Nondairy” (a phrase that indicates less than 0.5 percent milk by weight and does NOT mean milk free)




And be cautious of generalizations like “natural ingredients” (a catchall that can include dairy products and by-products), “hydrolyzed vegetable protein” (casein may be used in processing).

Are you keeping a food diary? Different symptoms can mean different food allergies, and babies who are allergic to one food can be sensitive or allergic to another. A baby who is dairy sensitive may also develop soy allergies, especially if exposed very early to soy in a formula. Go back to your pediatrician and discuss the problem with her.

If your baby is sensitive to dairy products, he may outgrow it by the time he’s 5 or 6 months old, especially if you’re cautious about your diet. By 6 months, an infant’s bowel has matured enough to digest and absorb complex food and is less at risk for food sensitivities.

See also Allergies (Baby’s), About; Colic; Lactation Consultant; Latching On, About; Thrush, About

Allergy Medications and Breast Milk

Q: I’m breastfeeding my 6-week-old, and I suffer from intolerable seasonal allergies. When I was pregnant, I took triamcinolone acetonide (sold as Nasacort). But the product literature cautions nursing moms who want to use triamcinolone acetonide. Another nasal spray, Flonase, poses the same problem. My doctor suggested Chlor-Trimeton, but it makes me so sleepy that I can’t drive or concentrate well. Is there anything I can take?

A: Nasal steroids, like the brands you mention, are the safest and most effective preparations to relieve allergic symptoms in nursing mothers. Nasal sprays are considered topical therapy, and the amount your system absorbs is fairly low.

In order for a drug, or anything else you ingest, to enter milk, it must attain significant plasma levels. Nasal steroids rarely reach detectable levels in plasma. Generally, nasal sprays are safe for breastfeeding mothers. (Even oral and intravenous steroids are OK if they’re used briefly and in low doses.)

The package literature you mention is published primarily as a first defense against litigation; it rarely provides accurate information for nursing mothers.

See also Allergies (Yours), About


Allergies and Sensitivities, Soy

Q: Our 1-year-old daughter can’t tolerate cow’s milk, and when I was nursing, I had to cut out most dairy products from my diet, too. We’re weaning her from breast milk to soy milk, but she even seems sensitive to that — very gassy, with lots of hiccups, and she drools excessively. (She could be teething, though.) Could she be sensitive to both dairy and soy?

A: Yes. More babies are sensitive to dairy than to soy, but soy products are a close second to dairy products in terms of babies’ allergies. Study the product labels to make sure that any solid foods don’t contain soy. This can be tricky. Obviously, soy is in soy sauce, soybeans, and soy oil, but did you know it’s also in some cheese substitutes and in many Asian and vegetarian food products? Soy also may be listed as tofu, edamame, soya, vegetable protein, or textured vegetable protein. Since your daughter has so many sensitivities, why are you weaning her? No formula or other substitutes, including rice milk, can provide the benefits of human milk. If you continue nursing her, you’ll need to be careful about your own soy intake, since she’s demonstrated a sensitivity to soy products. Ask your pediatrician to refer you to a registered dietitian, who can advise you on what foods to eat and what to avoid. The American Dietetic Association has a booklet, Food Sensitivity, which includes recipes along with a list of ingredients to avoid.

And take heart: Most babies eventually outgrow food sensitivities.

Almond Milk

Q: I’ve heard that sometimes almond milk can be an alternative for formula. Is that true?

A: Almond milk is NOT an acceptable alternative for human milk or formula. It is inadequate nutritionally, and it can be dangerous. Giving your baby almond milk now may leave her prone to a nut allergy later. Most pediatricians advise against giving a baby nuts or nut products until age 2. Human milk is best for babies and children who can’t tolerate formula. If you can’t breastfeed, ask your pediatrician about donor milk from a human milk bank. Donor milk requires a prescription. If that’s not an option, and you cannot breastfeed, research the formula brands to see which best suits your baby.

See also Formula, About; Milk Banks, Receiving Milk from

American Academy of Pediatrics Guidelines

Q: At my son’s 9-month checkup, I told the pediatrician that I planned to continue nursing for at least a year. He was surprised, and told me that most babies aren’t breastfed that long. He also told me that babies get the most benefits from breast milk during the first 6 months. Should I keep nursing? I thought doctors recommended nursing for at least a year.

A: The American Academy of Pediatrics (AAP) recently extended its recommended length of nursing time from 9 months to 1 year, and advises that babies start solid foods by 6 months of age. The World Health Organization supports breastfeeding even longer than that.

Technically, your doctor’s right: Most women stop breastfeeding within the first couple of months, usually because they have logistical problems. If you’re happily nursing, keep it up! Breast milk continues to provide immunities and other benefits, no matter how old your baby is.

In 1997, the AAP’s journal, Pediatrics, announced its new policy: The AAP “recommends breast milk as the preferred source of feeding for almost all babies for at least the first year of life.” No matter how old your baby is, each time he nurses he will receive benefits, including antibodies. Studies by the AAP have found that breastfed babies are less are colicky, better nourished, are more resistant to infections and illnesses, and thrive better than formula-fed babies.


Antibacterial Nursing Pillows

Q: I’ve been researching nursing pillows, and a friend suggested buying one that’s recommended as antibacterial. The brand has “bacteria-inhibiting fiberfill,” and the manufacturer says it’s the only nursing pillow that protects babies from germs. Is this just a marketing line, or does it really work? It’d be worth the extra money if it really does prevent infections.

A: The antibacterial line is a marketing gimmick. According to infectious disease epidemiologists at the Centers for Disease Control, antibacterial items such as sponges, children’s toys, soap, and nursing pillows can’t combat viruses, which cause most illnesses. You’re better off buying a generic washable nursing pillow and throwing it in the washing machine a couple of times a week.

Antibodies in Breast Milk

Q: What exactly are the antibodies in breast milk? Is the foremilk more important, or the hindmilk?

A: About 80 percent of the cells in breast milk are macrophages: cells that kill bacteria, fungi, and viruses. Human milk has scores of ingredients — scientists still haven’t identified some of them — not found in formula.

One reason why breastfed babies have fewer illnesses than formula-fed infants is that human milk transfers the mother’s antibodies to disease to the baby. Breastfed babies are more resistant to dozens of illnesses, including ear infections, pneumonia, botulism, bronchitis, staphylococcal infections, influenza, German measles, lymphomas, and Crohn’s disease. Your body produces antibodies specific to diseases present in their environment, so your milk is custom-made to fight the cold your husband brings home from work or your older child’s runny nose.

Foremilk is high in sugar and low in fat. It’s thin, and it’s designed to keep your baby well hydrated. It is crucial for your baby to have the hindmilk as well as the foremilk because the hindmilk is rich in nutrients and fats essential to growth and brain development. Your baby needs both.

The fatty hindmilk also contains mucins, which aren’t antibodies but do help the body fight off infections. A breastfed baby’s digestive tract contains large amounts of Lactobacillus bifidus, a beneficial bacteria. Newborns have “leaky” guts, with little or no mucosal lining. The mucins in hindmilk help keep their guts lined, preventing viruses from entering. Mucins are part of a complex defense system of muscular fighters: In laboratory tests that isolated mucins from breast milk, the mucins alone killed rotavirus, one of the most common causes of diarrhea in infants.

Antidepressants and Breastfeeding

Q: I’ve heard that St. John’s wort is the herbal equivalent of Prozac, which I took for a year before my pregnancy to treat depression. I know I can’t take Prozac and continue nursing. What about St. John’s wort?

A: Neither Prozac, a prescription antidepressant, nor St. John’s wort, an herbal over-the-counter supplement, is recommended for breastfeeding mothers.

As yet, no research indicates that St. John’s wort is compatible — or incompatible — with breastfeeding. However, without knowing how much may leach into breast milk, it’s better to avoid St. John’s wort. Remember, “herbal” doesn’t mean “safe.” Some preparations of St. John’s wort are in the family of an inhibitor that has serious side effects, including seizures, photosensitivity, gastrointestinal irritations, fatigue, and restlessness.

Better antidepressant options are Zoloft and Paxil, both prescription drugs that are safe for nursing mothers to take. Zoloft is safer, according to Thomas Hale’s Medications and Mother’s Milk, but both drugs leach only negligible amounts into breast milk.


Antihistamines

Q: Before I was pregnant, I used to take Benadryl when hay fever made me miserable. Now, 2 months after my daughter’s birth, my sinuses are acting up again. But the nurse told me that Benadryl could dry up my milk. Is this true? The last thing I need is to reduce my milk supply!

A: Benadryl will not always dry up your milk, but it does have that effect on some moms. Any time you take an antihistamine, you should drink extra fluids. Dimetapp is recommended to breastfeeding moms because it’s less drying than Benadryl. Try to avoid giving more than two doses per day, or for more than 48 hours. Avoid the longer-acting antihistamines, which tend to be more drying than the short-term (4-hour) type.

Signs of decreasing milk supply: fussiness at the breast, increased nursing, decreased wet diapers. If the wet diapers start to look yellow, or if there are urine crystals, stop the antihistamines at once, and boost your fluids.

See also Allergies (Yours), About

Arching Baby

Q: My 5-week-old son is extremely sensitive. He tends to be very tense and alert. He arches his back a lot, especially when he’s nursing and even on the changing table. He nurses all the time, but he is still gassy and burps a lot afterward, wailing and arching his back. How can I get him to calm down and nurse?

A: Arching is not unusual, but it certainly can wreak havoc with a breastfeeding relationship. Some babies can be so tight and tense that only their head and bottom, or head and heels, touch the surface they’re lying on. This is not typical, and can be indicative of high muscle tone or other conditions that should be explored with your son’s pediatrician. These babies tend to be exquisitely sensitive to light and noise and are easily distracted when they nurse.

There are many reasons why babies arch. Some are easily overstimulated by noise, lights, and activity around them. They need a calm, quiet atmosphere for nursing: dim lights, no music or TV, any siblings in another room. Try swaddling the baby, and avoid talking when he’s concentrating on eating. Arching and the symptoms described here are also common when a baby has gastroesophageal reflux. Talk with your pediatrician to rule that out, or to treat it.

A baby who arches must be calmed before he can nurse. He probably would like to be swaddled — with his feet uncovered — because swaddling helps anxious babies feel more secure. Swaddling a tense baby is tricky: Ask your lactation consultant to show you how to swaddle your baby, and have her supervise you until swaddling is easy for you, too. Lightly wiping his face with a damp cool washcloth or a damp warm washcloth may help calm him, too. When you hold him to nurse, make sure his feet don’t touch anything. If you have trouble getting him to latch on, put gentle pressure on his chin with the pad of your thumb or index finger, but stop if he resists. Forcing him to open his mouth will only strengthen his resolve to keep his mouth clamped shut.

The football position is best for a tense baby because it holds him snugly against your body. (See Positions, About.) Ask your lactation consultant to show you other positions that swaddled babies like. If the arching persists, ask your pediatrician if it’s possible that your baby’s skull and spine bones may be slightly misaligned. During birth, a baby’s soft, flexible bones can slip and compress nerves, causing problems ranging from sucking difficulties to hypersensitivity. The situation can resolve itself as the baby grows, but it may take 3 or 4 months. If this is the case with your baby, ask about cranial-sacral physical therapy to realign the bones.

Sometimes arching is an allergic reaction to something in your diet. You can try an elimination diet and see if his behavior changes when you drop dairy products or other foods that tend to upset a baby’s tender digestive system. (See Allergies [Baby’s], About.)

If your baby arches only while nursing, it may be related to an overactive letdown. Does your son gulp and choke when he nurses? (See Overactive Letdown.)

And buy yourself some peace and time by investing in a baby swing. Hypersensitive babies usually love baby swings because the combination of position and motion has a calming effect.

See also Colic; Gas, Burping; Positions, About; Reflux

Armpits, Swollen

Q: My milk came in 2 weeks ago, and the flesh around my armpit is swollen and painful. It makes breastfeeding difficult. Is this normal? How can I reduce the swelling without losing my milk supply?

A: Actually, the tissue in your armpit area is part of the breast — it’s called the tail of Spence. Your milk ducts extend from just below your breast to your armpit, so when your milk comes in, that tissue often is engorged, too. Try packing some raw, crushed green cabbage leaves between your shirt and your swollen armpit area to relieve the swelling. Once you’re past engorgement, the swelling goes down and the problem should go away.

But if you still have discomfort or difficulty nursing because your armpit area seems to have extra tissue, your problem may be an inadequately fitted nursing bra. A bad bra sets you up for endless frustration, including mastitis and plugged ducts. Ask your lactation consultant to recommend a good bra-fitter.

See also Breast Lump; Cabbage Leaves and Engorged Breasts; Engorged Breasts; Mastitis, About; Nursing Bras, About; Plugged Ducts, About

Aspirin

Q: I get migraine headaches. If I take aspirin, will it affect my 7-month-old baby?

A: Aspirin is transferred to breast milk in very low concentrations, peaking about 3 hours after you take it. The American Academy of Pediatrics recommends that nursing moms use aspirin sparingly. Other pain relievers are more compatible with nursing, including ibuprofen and some prescription medications. Ask your doctor about the latter if ibuprofen is ineffective.

Asthma Medications

Q: I’m slightly asthmatic, and I use an albuterol inhaler that my doctor says is OK for a nursing mother. When the asthma gets bad, I use Pulmicort. Is that safe to take while I’m breastfeeding?

A: Pulmicort (budesonide) is powerful but reaches only a minimal level in plasma. That’s true of other inhaled steroids. Their transfer to your breast milk is minimal.

Beta-2 drugs, such as albuterol, also have negligible plasma levels and are not, as your doctor noted, contraindicated for nursing mothers.
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Baby Carriers, About

Baby carriers are a real godsend. Whether you use a sling, a front carrier (like a Snugli) or a back carrier (like a baby backpack or cloth wrap) depends on your baby’s age, what you’re doing, and what works best for you.

SLINGS

Lots of nursing moms love slings. Slings are so ample that they virtually swaddle a baby, with enough material left over to camouflage any maternal skin exposed when you’re nursing. (Because it’s so versatile — it’s a carrier, a baby hammock, a cover-up! — a sling is the most breastfeeding-friendly baby carrier.) Once you’re comfortable wearing the baby in a sling, you can use both hands for other tasks. And slings, unlike most other carriers, are so supportive that you can use them with a newborn.

Downside: Newborns and older babies may dislike the sling because they feel lost in all that cloth. (A new mom may dislike her sling for the same reason.) It takes a while to get the hang (so to speak) of wearing a sling. At first, you’ll worry that the baby might fall out, and instinctively support her with your hands, defeating the sling’s purpose. If you want confidence, ask a mom who relies on a sling to help you through the beginning. Call a local branch of the La Leche League, or ask for help from someone who rents breast pumps.

FRONT CARRIERS

For newborns, you’ll want the kind that has a papoose-board–type padded back and a small seat, or a seat with adjustable snaps. (Larger carriers are meant for babies who’ve developed neck control.) Front carriers keep babies close and snug. Convertible front carriers allow you to wear the baby facing toward your chest, or facing out — a nice alternative when the baby is older and interested in the world beyond your shoulders.

Downside: Front carriers can be awkward for large-breasted moms. Some front carriers aren’t supportive enough to carry newborns. It takes time to get the knack of fastening all those straps — a new mom may find herself so tangled that she feels like Houdini on an off day. And even with a front carrier meant to be nursing-friendly, actually shifting into nursing position involves minor acrobatics. Get used to slipping a burp rag between yourself and the baby to cut down on the amount of cumulative spit-up on the front carrier. They also get awfully warm in hot weather.

BACK CARRIERS

There are two kinds of back carriers: backpacks and those modeled after the fabric swaths used in many cultures. African women, for example use an enormous length of cloth that cradles the baby in the middle, with the ends snaking under the woman’s arms and tied across the top of her breasts. The Baby Wrap is the best-known brand of the African model. Its inventor, an African woman who worked as a nanny, modified the concept to include a sewn-in seat and Velcro tabs on the tie ends. African-style wraps are comfortable, and even though your baby is on your back, she rides so high that you can make eye contact by turning your head.

Downside: African-style wraps are unfamiliar to many women in the United States. A lactation consultant, a member of a local La Leche League group, or a staffer at a maternity specialty shop may be able to show you how to wear a Baby Wrap or how to tie a length of cloth to imitate the original version. (If that fails, you may have more luck by going to a business run by Africans, like an Ethiopian restaurant or an imported African artifacts gallery, for help.) Another disadvantage of wraps: You can’t nurse while wearing the baby, although the wrap is a good cover-up while you’re breastfeeding.

BACKPACKS

Baby backpacks are cute, and fathers love them, especially dads who feel silly wearing a Snugli or a sling, or pushing a stroller. But most baby backpacks lack head and neck support, and many manufacturers caution against using them until your baby can hold up his head (usually, about 4 months old). Look for backpacks that have shoulder straps as well as a waist belt, to keep the baby secure.

Downside: No eye contact. Nursing with the backpack on is impossible. You must be diligent about battening down all the hatches, especially the shoulder straps, because babies can fall out if you trip or lean forward. Another disadvantage: A backpack offers your baby unparalleled access to your hair. It’s hard to pry off that little death grip, which can be incentive enough for a crewcut.

See also Slings and Breastfeeding

Baby-Friendly Hospital Initiative

Q: What is the Baby-Friendly Hospital Initiative? Does it mean that I won’t have to worry about nurses sneaking formula or glucose to my baby?

A: The Baby-Friendly Hospital Initiative (BFHI) is a breastfeeding-friendly project jointly sponsored by UNICEF and the World Health Organization. Its goal is to encourage increasing breastfeeding rates and setting a global standard for maternity services.

The UNICEF/WHO BFHI was launched in 1995, and has been adopted by hospitals in Australia, Brazil, China, the Philippines, Scandinavia, British Columbia, and elsewhere. In the United States, hospitals have been slow to adopt the BFHI. If the hospital you’ve chosen has not participated in the BFHI, ask these questions to see whether its policies parallel the initiative’s principles:


	Is there a written breastfeeding policy, which is routinely communicated to all health staffers?

	Are all health care staffers trained in the skills necessary to implement that policy?

	Are all pregnant women informed of the benefits and management of breastfeeding?

	Do staffers help mothers begin breastfeeding within 30 minutes of birth?

	Are mothers shown how to breastfeed and how to maintain lactation even during separation from infants?

	Is there a rooming-in policy, allowing mothers and babies to remain together 24 hours a day?

	Does the health care staff encourage breastfeeding on demand?

	Does the health care staff avoid giving pacifiers (dummies, soothers) to breastfeeding babies?

	Does the hospital encourage breastfeeding support groups and recommend them to mothers upon discharge from the hospital?




The Baby-Friendly Hospital Initiative also suggests a list of questions for physicians:


	
Does the waiting room include materials or images that present breastfeeding as a natural way of feeding babies?

	Do the physician, the staff, and other patients feel comfortable when mothers nurse in the waiting room?

	Does the physician inform all pregnant women of the benefits and management of breastfeeding?

	Is the physician aware of breastfeeding support groups in the community? Does the physician provide references to them?

	Does the physician feel competent in supporting mothers as they establish and maintain lactation?

	Can the physician address breastfeeding problems? If not, can the physician refer a nursing mother to an expert who can?

	Does the physician rarely recommend complementary feeding or weaning as a management strategy?




For more information about the Baby-Friendly Hospital Initiative, visit http://www.aboutus.com/a100/bfusa/index.htm

Babywise

See Ezzo, Gary; Schedules for Feeding and Infant Management Programs, About; Scheduled Feedings

Bactrim and Breast Milk

Q: My doctor prescribed Bactrim for me. Is it safe for me to take Bactrim, or will it leach into my breast milk?

A: Bactrim, a combination of Trimethoprim and sulfamethoxazole, is excreted into breast milk in low concentrations. For healthy, full-term infants and older nursing babies and toddlers, those concentrations are considered safe by the American Academy of Pediatrics. However, sulfa drugs can cause problems for preemies and for babies with glucose-6-phosphate dehydrogenase deficiency or hyperbilirubinemia. The medication’s levels peak in the milk 2 to 3 hours after ingestion, so try to schedule your doses and nursing sessions around those peaks.

For additional resources concerning prescription and over-the-counter medications, see the Appendix.

Bathing Suits

Q: I will be nursing my daughter over the summer, and I want to buy a bathing suit that’s breastfeeding-friendly. Are there special suits for nursing moms?

A: Swimsuits, unlike bras, rarely need much modification to be breastfeeding-friendly. Usually, you can free one breast just by lifting it out of the cup. Arrange a lightweight baby blanket over one shoulder for discretion — it will be less stifling than a towel.

If you really want a swimsuit designed for breastfeeding, some companies make them. They’re available at maternity stores and through companies that sell nursing bras.

See also Nursing Bras, About; Appendix

Benadryl

Q: About 3 days ago, when I had a bad cold, I took Benadryl. Afterward, I noticed a reduction in my milk production. I think it was caused by the Benadryl. Is there an alternative antihistamine that won’t affect my milk supply?

A: Antihistamines in general, including Benadryl, may decrease your production of milk. But if you take antihistamines for only a few days, it shouldn’t affect your milk supply much longer than that. Breastfeeding mothers should avoid antihistamines for the first 6 to 8 weeks of nursing, or use the drugs for as short a time as possible.

To counter the antihistamines’ effect on your milk supply, nurse frequently — at least every 90 minutes. If your nursing sessions are spaced more than 3 or 4 hours apart, express your milk, either manually or with a pump. Drink plenty of water — 10 8-ounce glasses of water a day — to counter the antihistamines’ dehydrating effect.

After you’ve stopped the antihistamines, your milk supply should rebound within 72 hours.

See also Allergies (Yours), About; Medications and Breast Milk

Birth Control, About

Most forms of birth control will not affect your milk supply.

Two exceptions: Conventional birth control pills and all intrauterine devices (IUDs) except for copper IUDs. The hormones in conventional birth control pills leach into your breast milk, and the estrogen can lower your milk supply. In fact, Stilbestrol, a synthetic estrogen, was once used in injections to “dry up” milk, but its use was discontinued because of its connection to endometrial cancer and other cancers. Most IUDs release hormones that are incompatible with breastfeeding.

Breastfeeding-friendly birth control includes


	Lactational amenorrhea. If your periods haven’t resumed, if you’re nursing exclusively and frequently (if you are not supplementing or going more than 4 hours between daytime feeds and 6 hours between nighttime feeds; and your baby is younger than 6 months old) then breastfeeding can be a form of birth control. Problem: if just one of those conditions changes, you can easily get pregnant. Studies have found that a breastfeeding woman is more likely to have an anovulatory menstruation (a menstrual period not preceded by ovulation) when her cycles resume.

	Copper IUD. The copper interrupts your normal reproductive cycle by causing the lining of your uterus to shed frequently, but it leaves your milk unaffected. Problem: Slightly increased risk of uterine infection and rupture.

	Depo-provera, a progesterone formula injected every 3 months. Problem: Once you’ve received the injection, it is effective for at least 3 months. Lactation consultants advise nursing moms to try the mini-pill before using Depo-provera. There are other contraindications. Ask your obstetrician about them.

	Mini-pill, a progesterone-only birth control pill. Problem: The mini-pill is compatible with breastfeeding, but it does have other side effects. Again, ask your obstetrician about it.




Birth Control by Breastfeeding

Q: I’d prefer to avoid giving my 4-month-old a sibling for a year or two. I don’t want to use condoms, and I know I can’t go back on the pill. Is it true that you can depend on breastfeeding as a form of birth control? For how long?

A: Breastfeeding is not a substitute for birth control, even when your baby is breastfed exclusively — no bottles, no solids. If your breast milk is your baby’s sole source of nutrition, your body responds by going into lactational amenorrhea: your menstrual periods cease. But it’s not foolproof. Ideally, if you’re nursing full time (at least once every 6 hours), breastfeeding can be an effective form of birth control (98 percent). However, lactational amenorrhea depends on an exquisitely delicate balance in the breastfeeding relationship. If you’re separated from your baby, even for only a few hours a day if you have a job, or if your baby uses a pacifier, it can upset that balance, and you can get pregnant. Sometimes you can ovulate, even when you’re breastfeeding exclusively, and it’s possible to get pregnant without resuming your menstrual periods.

Some women resume their menstrual periods even if they are breastfeeding exclusively. Once your period returns, so does your fertility, so you’ll need an alternative form of birth control. Some women don’t resume their periods until their baby is more than a year old, but that doesn’t necessarily mean that they’re not fertile. It’s safest to use a second form of birth control even if you’re exclusively breastfeeding.

See also Birth Control, About


Biting, About

A teething baby bites anything he can, from chew toys and frozen washcloths to your nipples. When your baby nips, it isn’t malicious — but it definitely hurts. You can teach a baby to stop biting, but it takes time and patience. Some techniques:


	Say, “Don’t bite Mama” in a chirpy voice to avoid upsetting the baby. (Downside: Being chirpy is tough when you’re clenching your teeth.)

	For small babies (2 to 5 months): Immediately break the suction on your nipple by inserting your finger between the nipple and the baby’s mouth. Take him off the breast and say, “No biting.” Even very young babies (2 months or so) will catch on. It may take a week, but it’s worth the effort.

	For older babies (6 months and up): Break the suction, pull away, and say firmly: “No biting. That hurts Mommy. You can eat when you don’t bite me.” Then give the baby a real teething object. Try nursing again a few minutes later.

	Enforce your own versions of the “three strikes and you’re out” rule: If the baby bites twice, take her off the breast and say, “No biting.” Wait a few minutes before letting her resume nursing. Repeat the strategy if she bites again. She’ll get the idea.




You can learn to sense when she’s about to bite, too. Some babies are more likely to bite during certain times of the day, especially during what one mom calls the UnHappy Hour, between 5 and 7 P.M. Pay attention when she’s nursing, and take her off the breast before she has a chance to get bored.

Expect tears and frustration. The first time or two she bites, your baby won’t understand why you’re upset. If you immediately unlatch her as soon as she bites, she’ll learn to associate biting and being taken off the breast. (She’ll still cry, but out of hunger instead of confusion.)

If the baby continues biting when you try to resume nursing, put off the breastfeeding session. If the baby is old enough to eat solid foods, offer a piece of banana, some Cheerios, or easily dissolved crackers; sometimes older babies who bite while breastfeeding want to try another kind of food but don’t know how to express their desire. If he’s too young for solids, offer a frozen washcloth or a popsicle made from breast milk.

Biting

Q: My 5-month-old daughter has started biting when she nurses. I’ve tried pulling her closer, or breaking her latch with my finger (which gets her off my nipple), but she still bites when we start nursing again. How can I teach her to stop?

A: Biting does hurt. It’s small consolation that this stage usually doesn’t last very long.

Most babies bite only after they’re sated, and sometimes they bite because they feel playful. Did your daughter accompany her nip with a big grin?

Your baby can’t bite when she’s fully latched on: She has to break suction first. If she’s tried to bite you, watch her closely while she nurses. The instant she breaks that suction, slide your finger into her mouth. (She’ll still try to bite, but she’ll nip your finger instead.)

You’ve already tried two techniques that usually work: pulling the baby tight against you to cut off the air supply, forcing her to open her mouth to breathe; and unlatching her. You can reinforce what you’re doing by telling her firmly, “No biting.” She’s old enough to understand.

See also Arching Baby; Biting, About; Latching On, Clamping Down; Teething

Blanched Nipples

See Nipple Blanching


Bleb

Q: I have a white dot on my nipple, on the areola, and that breast is becoming painfully tender. Is it a pimple? How do I get rid of it?

A: What you’re describing sounds like a bleb: a raised dot that usually accompanies a plugged duct. If you have a plugged duct, your breast is quite sensitive, and it may be painful to nurse. More than one bleb is an indication of thrush.

See Milk Blisters; Plugged Ducts, About; Thrush, About

Bleeding from Nipples

See Nipple Pain, About; Rusty Pipe Syndrome

Blistered Nipples

Q: My 4-week-old is trying to learn how to breastfeed after being formula-fed and bottle-fed with expressed breast milk since birth. I’ve breastfed her exclusively for 2 days, and my nipples are covered with extremely painful blisters. She is sucking and swallowing, so the latch-on should be correct. So, why am I getting blisters?

A: It sounds as if she may not be latching on correctly. Is she taking in some or all of the areola — the pink-brown area that circles the nipple — when she latches on? Or is she only sucking on the tip of your nipple? If your nipples are blistered (sore, cut, or bright red, or look and feel like chapped lips), you probably are having problems with the latch-on or the positioning. Nipples are fraught with nerve endings. That’s why they’re so sensitive and so easily damaged.

She may also have a poor sucking reflex. It’s easier to get milk from a bottle than from a breast, since the milk (or formula) just drips from an artificial nipple.

Have a lactation consultant watch you as you nurse. She can assess the situation and show you how to get the baby to take in more of your nipple, and teach you nursing positions that will relieve the pressure on your nipples and make it much easier to breastfeed.

See also Latching On, About; Milk Blisters; Nipple Pain, About; Nipples, Sore, About; Positions, About

Blisters, White, on Nipple

See Milk Blisters; Thrush, About

Blood, Donating

Q: Can I donate blood when I’m lactating? Or could it somehow compromise my milk supply or my health?

A: Some blood banks do not accept blood from lactating women because of the risks associated with the volume of fluid being removed. Others will accept blood from healthy lactating women, provided that their obstetricians say they’re sufficiently recovered from the effects of pregnancy, labor, and delivery, and that they’re drinking enough fluids to replace the lost blood. (You’ll have to boost your normal fluid intake for about 24 hours during and after the blood donation.)
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