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  A PARENTING BOOK THAT STANDS ALONE




  When, some fifteen years ago, the authors of this book’s popular predecessor, What to Expect When You’re Expecting, decided to

  venture beyond pregnancy to publish a book for new parents, they must have known that they were stepping into crowded and competitive territory. Since Benjamin Spock published his first edition of

  Baby and Child Care in 1946, many authors had tried their hand at writing a book to help us raise happier and healthier children. Among authors following in Dr Spock’s footsteps, there

  was no shortage of experts: paediatricians, child psychologists, academics and assorted specialists. Ironically, these authorities were following in the footsteps of a person who repeatedly

  reminded parents that, when raising children, one should not rely too heavily on experts; that it is often better to trust your instincts.




  What to Expect the First Year was different. It was a project that was both bold in scope and unique in perspective. It promised to explain ‘everything parents needed to know about

  the first year of life’. And rather than being written by experts, it was written by a team of accomplished authors whose only real claim to our attention was that they were parents like

  ourselves. They set out to provide for other parents answers to questions that they themselves had – or might have had – about raising their own children.




  What to Expect the First Year has been very well received and extraordinarily successful. With over 7 million copies in print, it delivers on its promise, and readers have surely

  validated its parent-centred approach. But its success – and the success of this revision – is due, I believe, not only to its broad coverage and unique approach, but also to the

  careful research that has gone into each topic, the thoughtful and reasoned discussions of everyday problems, and an attention to detail that is often striking.




  Written from a parent’s point of view, First Year offers the kind of advice that parents often appreciate but that professionals seldom think to include. Heidi Murkoff, who

  originated the idea for What to Expect When You’re Expecting when she was pregnant with her daughter Emma, no doubt got many of the ideas for this book as she was figuring out how to

  best feed Emma, dealing with her crying spells, and watching and wondering as Emma grew and progressed through the developmental milestones of the first year. Were Heidi and her coauthors

  paediatricians as well as parents, they could have drawn on clinical experience and thinking, but perhaps at the expense of their experience and thinking as parents. They may have still mentioned

  all of the advantages of breastfeeding and the rationale of not starting baby foods until a baby is developmentally ready. But would they have covered the advantages of choosing a name for a baby

  that is easy to say and to spell, and avoiding names that are trendy or political? They would still have talked about the foods that comprise the ‘Baby Daily Dozen’ to help assure good

  nutrition, but would they have told us about saving empty baby food jars to warm and serve small portions? They stress the importance of taking the full dose of a prescribed medicine with all the

  conviction of your child’s doctor, but they add that you might consider chilling the medicine, a trick to make it more palatable without affecting potency. And try using a shallow medicine

  spoon … well, you can read about why.




  The scope of What to Expect the First Year puts it almost in a category of its own. While some authors do quite well with medical advice, they skimp on the developmental side, or fail to

  go beyond the basics of nutrition. Others that emphasize child development are unconvincing – and therefore unreassuring – on issues of physical health and disease prevention. This book

  covers almost everything a parent could want to know about raising an infant. Whether you are preparing formula, removing splinters, considering the advantages of teaching a baby sign language, or

  are curious about whether the rash is due to fifth disease (slapped-cheek), this book will be of help. It may not always replace more definitive and specialized sources of information, but it

  probably will. More often than not, First Year will get you through until morning!




  Readers will appreciate the attention to detail in First Year. Among the list of environmental hazards are the seldom-mentioned sewing and knitting supplies that are too small and too

  sharp to safely occupy the same space as an active and inquisitive eight-month-old. If you want to know about baby acne, how and where to find good in-home child care, what the outlook is for a

  premature baby with chronic lung disease, or just need a dosage chart for common fever medicines, it’s here. The authors’ time-tested month-by-month approach, including the reassuring

  ‘What your child may be doing’ section, remains in this second edition. There is also a special section on seasonally appropriate advice, a section on first aid, on premature babies,

  and on adopted babies. There is special advice for fathers and for siblings. And, as in the past, there is an excellent reference section that covers recipes, home remedies, and common

  illnesses.




  While most of what made the first edition of First Year so popular remains, many sections have had important updates. This second edition updates child safety seat information, child CPR

  recommendations, information for parents of children with special needs, including small prematures, and there is updated information on immunizations and common childhood illnesses. Chapters such

  as ‘Becoming a Father’, ‘The Adopted Baby’, and ‘The First Postpartum Days’ continue to provide parents with the kinds of practical, reassuring information that

  keeps this book a top seller year after year.




  What to Expect the First Year has not only aged well, it has got better. I have long advised new parents to keep several books on their reference shelf, if possible. But if they had to

  choose just one book to keep on hand, this should be the one. What to Expect the First Year stands alone as well as, if not better than, any current book on infant care.




  

    – MARK D. WIDOME, MD, MPH




    Professor of Pediatrics




    The Penn State Children’s Hospital




    Hershey, Pennsylvania


  




  

     

  




  A SECOND BABY IS BORN




  How time flies when you’ve been raising children and writing books. Though it seems like just yesterday (okay, maybe the day before

  yesterday) when my husband, Erik, and I brought our first baby, Emma, home from the hospital, it’s actually been over twenty years (eighteen since we brought home her brother, Wyatt). And

  though it seems like just yesterday that my coauthors and I delivered the first edition of What to Expect the First Year, it’s actually been nearly a decade and a half.




  Time for another baby? Don’t think so (though I’m admittedly tempted whenever a warm bundle gets within cuddling distance, I’ve become a little too attached to uninterrupted

  sleep). Time for another edition of First Year? Absolutely.




  Which brings to mind a question I get a lot: Why would you need to write another edition of What to Expect the First Year? Have babies really changed all that much in the last fifteen

  years?




  It’s true, though every baby is unique (as second-time parents are quick to discover), as a group today’s babies aren’t all that different than babies born when First

  Year was (though they are, on average, a bit bigger). They still spend a good amount of time eating, sleeping and crying. They still don’t have a whole lot of hair or a whole lot of

  teeth. They still go through plenty of nappies. They still smell sweeter than any perfume. They’re still round and soft and (for lack of a better word) yummy. They still have the same basic

  needs: food, comfort and lots of love. And because they still don’t come with instructions, they still keep their parents guessing (and turning to books like this one) – a lot.




  But while babies haven’t changed all that much, how we care for them has. From the way we put them to sleep (backs, please, not tummies) to the way we soothe them (how about a massage,

  baby?) to the way we communicate with them (baby talk out, baby signs in). From guidelines on feeding (breastfeed longer, start solids later) to guidelines on immunization (combined vaccines mean

  fewer tears) to guidelines on car seat safety (babies now stay rear-facing until their first birthday, no matter how big they get before then). Figure in the explosion of baby products (from

  nursing pillows to hands-free breast pumps, from angled bottles to spill-proof cups, from high-tech baby monitors to low-tech baby slings), and it’s clearly time for a revision.




  What can you expect from this second edition? Plenty that’s new and improved; dozens of new questions and answers, many of them inspired by reader’s letters; expanded sections on a

  multitude of topics (from understanding your newborn to stimulating your older baby, from juggling career and family to mediating sibling squabbles); a new chapter devoted to breastfeeding; the

  latest information and the latest trends on everything baby: more illustrations – all of them new.




  But because some things about babies never change, you can expect that some things about What to Expect the First Year haven’t changed, either. The easy-to-use format, the

  no-question-is-too-silly-to-ask philosophy, the familiar reassurance that breeds comfort – and hopefully, all the help that you’ll need to see you and baby happily and healthily through

  those remarkable (and exhausting) first twelve months.




  Wishing you a wonderful First Year!




  

    – HEIDI MURKOFF


  








  

     

  




  Part 1




  THE FIRST YEAR




  

     

  




  CHAPTER 1




  Get Ready, Get Set




  After nearly nine months of waiting, there’s finally a light at the end of the tunnel (perhaps, even, effacement and dilatation at the end of

  the cervix). But with just weeks to go before D-day, have you come to terms with your baby coming to term? Will you be ready for your baby’s arrival when he or she is ready to arrive?




  Even former Girl Guides will find there’s no way to be completely prepared for the time when baby makes three (or more). But there are a myriad of steps that can be taken to make the

  transition a smoother one – from selecting the right baby name to selecting the right hospital, from deciding between breast and bottle to deciding between cloth nappies and disposables, from

  psyching yourself up for the changes the new arrival will bring to preparing the family dog. The flurry of activity as you attempt to get ready and set may occasionally seem frenzied, but

  you’ll find it good preparation for the even more hectic pace that awaits you after baby’s born.




  
FEEDING YOUR BABY:


  Breast or Formula, or Both




  Perhaps there’s never been a question for you. When you close your eyes and summon up a daydreamed snapshot of life with baby, you

  clearly see yourself suckling your precious bundle at the breast or, just as clearly, cuddling your newborn as he or she takes a bottle. Whatever your reasons – practical, emotional or

  medical – your mind was made up about baby feeding early in pregnancy, perhaps even before conception.




  Or maybe that snapshot isn’t quite so well focused. Maybe you can’t exactly see yourself breastfeeding, but you’ve heard so much about how breast milk is better for baby that

  you can’t see yourself bottle feeding either. Or maybe you’d really like to give breastfeeding a try but fear that it won’t mix well with working, or with sleeping, or with

  romance. Or maybe it’s your spouse’s mixed feelings – or a friend’s, or your mother’s – that are giving you second thoughts.




  No matter what’s causing your indecision, or your ambivalence, or your confusion about the right baby-feeding method for you, the best way to bring that

  fuzzy picture into focus is to explore the facts, as well as your feelings. First of all, what are the facts?




  FACTS FAVOURING BREASTFEEDING




  No matter how far technology advances, there will always be some things that nature does better. Among them: formulate the best food and best

  food delivery system for babies – a system that is at the same time good for mothers. As Oliver Wendell Holmes Senior said well over a century ago, ‘A pair of substantial mammary glands

  has the advantage over the two hemispheres of the most learned professor’s brain in the art of compounding a nutritious fluid for infants.’ Today, paediatricians, obstetricians,

  midwives, even manufacturers of infant formula concur: under most circumstances, breast is best by far. Here are just some of the reasons why:




  It’s custom-made. Tailored to the needs of human infants, breast milk contains at least 100 ingredients that are not found in cow’s milk and that can’t

  be synthesized in the laboratory. Moreover, unlike formula, the composition of breast milk changes constantly to meet a baby’s ever-changing needs: it’s different in the morning than it

  is in the late afternoon; different at the beginning of a feeding than at the end; different the first month than the seventh; different for a premature baby than for a term baby. The nutrients in

  breast milk are matched to an infant’s needs and his or her ability to handle them. For example, breast milk contains less sodium than cow’s milk formula, making it easier for a

  baby’s kidneys to handle.




  It goes down easily. Breast milk is designed for a human baby’s sensitive and still-developing digestive system, rather than for a young calf’s. Its protein

  (mostly lactalbumin) and its fat are more easily handled by the baby than are the protein (mostly caseinogen) and fat in cow’s milk. Infants also have an easier time absorbing the important

  micronutrients in breast milk than those in cow’s milk (in which, again, nutrients are designed to be absorbed by the young calf). The practical result: Breastfed babies may be less likely to

  suffer from gas and excessive spitting up.




  It’s safe. You can be sure that the milk served up from your breasts isn’t improperly prepared, spoiled or contaminated (assuming that you don’t have

  an illness that would make breastfeeding unsafe for baby; few illnesses do).




  It keeps allergies on hold. Babies are almost never allergic to breast milk. Though an infant may be sensitive to something a mother has eaten that has passed into her

  milk, breast milk itself is virtually always tolerated well. On the other hand, more than one out of ten infants, after an initial exposure, turn out to be allergic to cow’s milk formula. (A

  switch to a soya or hydrolysate formula usually solves the problem – though such formulas stray even farther from the composition of human milk than cow’s milk formula.1) Some studies also show that breastfed babies may be less likely to get childhood asthma and eczema than those babies fed formula.




  It’s a tummy soother. Because of breast milk’s naturally laxative effect and because of the easier digestibility of breast

  milk, infants who nurse are almost never constipated. Also, though their movements are normally very loose, diarrhoea is rarely a problem. In fact, breast milk appears to reduce the risk of

  digestive upset both by destroying harmful microorganisms and by encouraging the growth of beneficial ones.




  It keeps nappy rash away. The breastfed baby’s sweet-smelling movements are less likely to cause nappy rash, though this advantage (as well as the less

  objectionable odour) disappears once solids are introduced.




  It’s an infection preventer. From the first time to the last time infants suckle at their mothers’ breasts, they get a healthy dose of antibodies to bolster

  their immunity to disease. In general, they will come down with fewer colds, ear infections, lower respiratory tract infections, urinary tract infections, and other illnesses than bottle-fed

  infants, and when they do, they will usually recover more quickly and with fewer complications. Breastfeeding also improves the immune response to immunizations for most diseases (such as tetanus,

  diphtheria and polio). Plus, it may offer some protection against Sudden Infant Death Syndrome (SIDS).




  It’s a fat flattener. Breastfed infants are often less chubby than their bottle-fed peers. That is, in part, because breastfeeding puts baby’s appetite in

  charge of consumption. A breastfed baby is likely to stop when satiated, while a bottle-fed infant may be urged to continue sucking until the bottle’s emptied. In addition, breast milk is

  actually calorie controlled. The hindmilk (the milk a baby gets at the end of a nursing session) is higher in calories than the milk at the beginning and tends to make a baby feel full – a

  signal to stop sucking. Nursing also appears to somewhat lower the risk of obesity during childhood and later in life. Recent studies show that children who are mostly breastfed as infants are less

  likely to be overweight as teenagers than their formula-fed peers. The studies also found that the longer an infant was breastfed, the less likely he or she is to be overweight. Breastfeeding may

  also be linked to lower cholesterol readings in adulthood.




  It’s a brain booster. Breastfeeding appears to slightly increase a child’s IQ, at least through age fifteen, and possibly into adulthood. This may be related

  not only to the brain-building fatty acids (DHA) in breast milk but also to the closeness and mother-baby interaction that is built into breastfeeding, which possibly fosters intellectual

  development.




  More sucking satisfaction. A baby can continue sucking at a nearly empty breast once a feeding is over. This non-nutritive sucking comes in especially handy if baby is

  distressed and needs to be calmed down. An empty bottle does not allow for continued sucking.




  It builds stronger mouths. Mother’s nipples and baby’s mouth are a perfect match (though it often doesn’t seem so the first time mother and baby try to

  work together). Even the most scientifically designed artificial teat fails to give a baby’s jaws, gums, teeth and palate the workout he or she would get at mother’s breast – a

  workout that ensures optimum oral development and some perks for baby’s future teeth. Babies who are breastfed are less likely to get cavities later on in childhood than those who were

  not.




  There are also breastfeeding benefits for the mother (and father):




  Convenience. Breast milk is the ultimate convenience food, always in stock, ready to use, clean and consistently at the perfect temperature. No formula to run out of,

  shop for, or lug around, no bottles to clean or refill, no powders to mix, no feedings to warm. Wherever you are – in bed, on the road, at a restaurant, on the beach – all the

  nourishment your baby needs is always ready and waiting. Should baby and mother be apart for the night, the day, or even the weekend, breast milk can be expressed in advance and stored in the

  refrigerator or freezer for bottle feedings.




  Lower cost. Breast milk is free, whereas bottle feeding can be an expensive proposition. With breastfeeding, there are no bottles or formula to buy; there are no

  half-emptied bottles or opened cans of formula to waste.




  Quicker postpartum recovery. All your motivations for breastfeeding don’t have to be selfless ones. Because breastfeeding is part of the natural cycle of

  pregnancy-childbirth-mothering, it is designed to be better not just for baby but for you as well. It will help your uterus shrink back to prepregnancy size more quickly (that’s the increased

  cramping you’ll likely feel during the first postpartum days as your baby suckles), which in turn will reduce your flow of lochia (the postpartum discharge) more rapidly, which means less

  blood loss. And it will help you shed leftover pregnancy weight by burning upwards of 500 extra calories a day. Some of this weight was laid down in the form of fat reserves especially to help you

  produce milk; now’s your chance to use it.




  Some protection against pregnancy. Ovulation and menstruation are suppressed in most (though not all) nursing mothers at least until their babies begin to take

  significant supplementation (whether in the form of formula or solids), often until weaning, and sometimes for several months afterwards. (Which doesn’t mean that you can’t become

  pregnant. Since ovulation can quietly precede your first postpartum period, you can never be certain as to when the protection you’ve been receiving from breastfeeding will stop. See here for more on birth control.)




  Cancer risk reduction. Feeding your baby via the breast can reduce your risk of some cancers down the road. Women who breastfeed have a slightly lower risk of developing

  uterine cancer, ovarian cancer and premenopausal breast cancer.




  Bone building. Women who nurse have a lower risk of developing osteoporosis later in life than women who have never breastfed.




  Enforced rest periods. Breastfeeding ensures frequent breaks in your day, especially at first (sometimes more frequent than you’d like). Whether or not you feel

  you have the time to relax, your postpartum body needs the time off your feet that breastfeeding forces you to take.




  Less complicated night-time feedings. Even parents who can’t get enough of their adorable infants during the day don’t always look forward to seeing them at

  2 AM (or at any other time between midnight and dawn). But baby’s night-time waking can be a lot easier to take when comfort is as close as your breasts, instead of

  far off in the refrigerator, needing to be poured into a bottle. (It’s even easier on mum if dad completes the transfer of baby from cot to breast and back again.)


  





  

    

      

        BREASTFEEDING MYTHS




        MYTH: You can’t breastfeed if you have small breasts or flat nipples.




        Reality: In no way does outward appearance affect the production of milk or a mother’s ability to dispense it. Breasts and nipples of all shapes and

        sizes can satisfy a hungry baby. Inverted nipples that don’t become erect when stimulated don’t even usually need any preparation to make them fully functional; see here.




        MYTH: Breastfeeding is a lot of trouble. Reality: Never again will it be so easy to feed your children (once you get the hang of it). Breasts, unlike

        bottles, are ready when baby is. You don’t have to remember to take them with you when you’re planning a day at the beach, lug them in a changing bag, or worry about the milk

        inside them spoiling in the hot sun.




        MYTH: Breastfeeding ties you down.




        Reality: It’s true that breastfeeding is naturally better suited to mothers who plan to be with their babies most of the time. But those who are

        willing to make the effort to express and store milk, or who prefer to supplement with formula, can satisfy both their need to work – or see a movie, or go to an all-day seminar –

        and their desire to breastfeed. And when it comes to stepping out with baby, it’s the breastfeeding mother who is more mobile, always having an ample supply of food along no matter

        where she goes or how long she plans to stay.




        MYTH: Breastfeeding will ruin your breasts.




        Reality: Much to the surprise of many people, it’s not breastfeeding that affects the shape or size of your breasts but rather pregnancy itself. During

        pregnancy, your breasts prepare for lactation, even if you don’t end up nursing – and these changes are sometimes permanent. Excessive weight gain during pregnancy, hereditary

        factors, age or poor support (going braless) can also result in breasts that are less firm. Breastfeeding is blame free.




        MYTH: Breastfeeding didn’t work the first time so it won’t work again.




        Reality: Even if you had trouble breastfeeding your first baby, research shows that you’ll likely produce more milk and have an easier time

        breastfeeding the second time around. The adage ‘If at first you don’t succeed, try, try again’ emphatically applies to nursing.




        MYTH: Breastfeeding excludes dad.




        Reality: A father who wants to be involved in the care of his nursing infant can find ample opportunity – for bathing, nappy changing, holding,

        rocking, playing with, bottle feeding with expressed milk or supplemental formula, and, once solids are introduced, spooning those ‘trains into the tunnel’.


      


    


  




  Eventually, easier multitasking. Once you become proficient at nursing – and master the one-arm manoeuvre – you’ll find that you can nurse and do just

  about anything else at the same time – page through a magazine, check your email, or read your toddler a favourite book. (Just make sure that you spend plenty of nursing time interacting with

  your baby, too.)




  Strong mother-baby bond. As almost any mother who’s ever breastfed will tell you, the breastfeeding benefit you’re likely to treasure most is the bond it

  nurtures between mother and child. There’s skin-to-skin and eye-to-eye contact, and the opportunity to cuddle, baby-babble and coo built right into the breastfeeding experience. True, you can

  enjoy the same pleasures when bottle feeding, but it takes more of a conscious effort (see here), since you may frequently be faced with the

  temptation to relegate the feeding to others when you’re tired, for example, or to prop the bottle when you’re busy. Another benefit for breastfeeding mums: Research suggests that women

  who breastfeed are somewhat less likely to suffer from postnatal depression.




  FACTS FAVOURING FORMULA FEEDING




  If there were no advantages to bottle feeding, no one who was able to breastfeed would ever turn to formula. But there are some very real

  advantages, and for some mothers (and some fathers) they are compelling, even in light of breastfeeding’s many benefits:




  Longer satisfaction for baby. Infant formula made from cow’s milk is more difficult to digest than breast milk, and the large rubbery curds it forms stay in a

  baby’s stomach longer, giving a feeling of satiety that can last several hours, extending the period between feedings to three or four hours even early on. Because breast milk is easily and

  quickly digested, on the other hand, many nursing newborns feed so often that it sometimes seems as though they’re permanently attached to their mothers’ breasts. Though this frequent

  nursing serves a practical purpose – it stimulates the production of milk and improves the supply – it can be time-consuming for mum.




  Easy monitoring of intake. You know just how much a bottle-fed baby is taking. Because breasts aren’t calibrated to measure baby’s intake, a nursing mother

  may worry that her newborn isn’t getting enough to eat (though that’s rarely the case – especially once nursing is established – since breastfed babies tend to eat as much

  as they need). The bottle-feeding mother has no such problem – a glance at the bottle tells her exactly what she wants to know. (This can be a disadvantage, however, if anxious parents push

  babies to take more than they want.)




  More freedom. Formula feeding doesn’t tie the mother to baby day and night. Want to take in dinner and a show with your spouse? Or even get away for a romantic

  weekend? A grandparent or a baby-sitter can stand in. Intend to go back to work when the baby is three months old? No weaning or expressing breast milk will be necessary – just a daily supply

  of bottles and formula for the child-care provider to use to feed your baby. (Of course, these options are also open to breastfeeding mums who express milk or supplement with formula.)




  Fewer demands. The woman exhausted by a difficult labour may be grateful to have the option of sleeping through middle-of-the-night or crack-of-dawn feedings. Dad,

  grandma (if she’s come to stay), a baby nurse, a doula or anyone else on hand can take over those honours. There’s also less of a physical drain on a newly delivered mother’s

  resources if she doesn’t have to add milk production to her many daily – and nightly – challenges.




  More participation for father. Dads can share in the pleasures of baby feeding when baby is bottle fed in a way that’s impossible with the breastfed infant, unless

  you pump regularly or supplement with formula.




  More participation for older siblings. An older child will feel very much involved in taking care of his or her ‘new baby’ when giving a bottle. (Again, this

  option is also open to breastfeeders who supplement with expressed milk or formula.)




  No interference with fashion. A bottle-feeding mother can dress as she pleases. The nursing mother’s wardrobe is not quite as

  limited as it was when she was pregnant, but most of the time she won’t be able to put fashion before practicality. She’ll have to forgo one-piece dresses that don’t button up the

  front. (Try accommodating a hungry baby by lifting your dress over your waist and you’ll see why.)




  Less restriction on birth control methods. A breastfeeding mother has to limit her choice of contraception to those methods that are safe during lactation (but there are

  many; see here). The formula-feeding mum has no such restrictions.




  Fewer dietary demands and restrictions. A formula-feeding mother can stop eating for two. Unlike the nursing mum, she can give up the extra protein and calcium, and she

  can forget about her prenatal vitamin supplements. She can have a few drinks at a party, take prescription medicine, eat all the spicy foods and cabbage she wants (though many babies won’t

  object to these tastes in breast milk), without worrying about the possible effect on her baby. After the first six weeks postpartum (but not before, when her body is still in the recovery phase),

  she can diet somewhat more strenuously to take off any pregnancy weight that lingers. This is something that the breastfeeding mother can’t do until baby is weaned – though, because of

  the calories milk production requires, she may not have to diet at all to reach her goal.




  Less embarrassment for the modest. While the nursing mother may receive curious (or unfortunately, sometimes glaring) glances when she chooses to breastfeed in public,

  no one will look twice or askance at a woman bottle feeding her baby. Neither will the bottle-feeding mother need to worry about the sometimes awkward procedure of redressing (refastening bra

  flaps, retucking in shirts, rebuttoning buttons) after the feeding is done. (These hangups, though, are often quickly hung up; many women who opt to try to breastfeed soon find it becomes second

  nature – even in crowded restaurants.)




  Potentially, more lovemaking. After months of making love under somewhat less than ideal conditions, many couples look forward to picking up where they left off before

  conception. For some breastfeeding women, a vagina left dry by the hormonal changes of lactation, teamed with sore nipples and leaky breasts, can make lovemaking a challenge. For the bottle-feeding

  mother, once she’s recovered from delivery, nothing (except for an unexpectedly awake and crying baby) need stand between her and her mate.




  FACTS FAVOURING FORMULA FEEDING




  The facts are before you; you’ve read them and reread them, considered them and reconsidered them. And yet perhaps you’re still left

  undecided. That’s because, as with many other decisions you’re making these days, the decision between breast and formula doesn’t depend just on facts. It also depends on

  feelings.




  Do you feel that you really want to breastfeed but believe it’s impractical because you’re planning to go back to work soon after your baby is born? Don’t let circumstances

  deprive you and your baby of the experience. A few weeks of nursing are better than none at all; both of you stand to benefit from even the briefest encounter with it. And with a little extra dedication and planning (okay, maybe a lot of extra dedication and planning), you should be able to work out a system for continuing to breastfeed even after

  you’ve returned to your job (see here).




  Do you feel fundamentally negative about breastfeeding yet find the facts in favour of it too convincing to ignore? Here again, you might give nursing a try. If your feelings don’t take a

  shift towards the positive, you can quit. At least your baby will have reaped the benefits of breastfeeding for a short time (which is better than no time at all), and you’ll know that you

  tried, erasing those nagging doubts. (It’s best not to quit before you’ve given nursing your best shot, however. A really fair trial would last at least a month, or better six weeks,

  since for some women it could take that long to establish a good nursing relationship even under the best of circumstances.)




  Do you feel fundamentally uncomfortable with – even averse to – the idea of breastfeeding? Or have you previously breastfed and not enjoyed it? Even under these circumstances, it

  would still be wise to seriously consider a six-week trial run, which will give your child some of the benefits of breastfeeding and give you a chance to put your feelings to the test. If after

  this attempt, you still feel breastfeeding is not for you, you can turn to formula without regret.




  Do you fear that you won’t be able to nurse because of a highly-strung (can’t-sit-still) temperament, but agree that breast milk is best for baby? Again, you have nothing to lose by

  trying, and you have everything to gain should your personality turn out to be more compatible with breastfeeding than you thought. Don’t judge the situation too early in the game, however.

  Even women ordinarily graced with saint-like calm can find the first few weeks of breastfeeding (or motherhood, for that matter) a time of high anxiety. Many, however, are surprised to find that

  once a smoothly working breastfeeding relationship is established, nursing is stress-reducing rather than stress-producing – the hormones released as baby suckles actually enhance relaxation,

  and the experience itself is one of the healthiest routes to tension relief. (At the beginning, give yourself the best chance of success by unwinding with some relaxation techniques before nursing

  your newborn.) Keep in mind that you can always switch to formula later, should your initial instincts prove correct.




  If dad feels jealous or unsettled at the thought of your breastfeeding, have him read the facts, too. They may persuade him that his loss (which, after all, is only a temporary one) or his

  distaste (which will also be temporary; once breastfeeding begins, most fathers find they watch in wonder) will be baby’s gain. Also show him the section on breastfeeding and fathers in

  chapter 24. It may help to bring in a paediatrician, family doctor or lactation consultant to reinforce the facts. Talking to other fathers whose babies have breastfed will also help him feel more

  comfortable, while contributing to your already compelling case. Keep in mind that his support is extremely important and worth winning over. Though you can certainly breastfeed without it, studies

  show that women who have the wholehearted support of their partners during breastfeeding are far more likely to stick with it.




  No matter the reasons that bring them to breastfeeding, most women ultimately find it an overwhelmingly positive experience – joyful, exhilarating and incomparably fulfilling (at least,

  once they and their babies get the hang of it). Even those women who begin to breastfeed out of duty often continue to do it because of the pleasure it brings them.

  Many who, before baby arrives, can’t imagine engaging in such an intimate act in the company of strangers live to eat their words and to lift their shirts at the sound of baby’s first

  cry – on an aeroplane, in a crowded park, at a restaurant.




  In the end, however, if you opt not to breastfeed (with or without a trial run), don’t feel guilty. Almost nothing you do for your baby is right if it doesn’t feel right for you

  – and that includes breastfeeding. Even babies who were born yesterday are wise enough to sense feelings of uneasiness in their mothers; a bottle given lovingly can be better for your infant

  than a breast offered grudgingly.




  WHEN YOU CAN’T OR SHOULDN’T BREASTFEED




  For some women, the pros and cons of breastfeeding and formula feeding are academic. They don’t have the option of nursing their new babies,

  either because of their own health or their baby’s. The most common maternal factors that may prevent or interfere with breastfeeding include:




  

    	

      Serious debilitating illness (such as heart or kidney disease, or severe anaemia), or extreme underweight (your body needs fat stores to produce milk) – though some

      women do manage to overcome these obstacles and breastfeed their babies.


    




    	

      Serious infection, such as active, untreated tuberculosis (after two weeks of treatment, breastfeeding should be okay); or AIDS or HIV infection, which can be transmitted

      via body fluids, including breast milk. You can nurse if you are infected with hepatitis A (after baby receives gamma globulin) or hepatitis B (after baby receives gamma globulin and the

      hepatitis B vaccine).2


    




    	

      A condition requiring regular medication that passes into the breast milk and might be harmful to the baby, such as anticancer, some anti-thyroid or antihypertensive drugs;

      lithium, tranquillizers or sedatives. A temporary need for medications, such as penicillin, even at the time you begin nursing, should not interfere with breastfeeding. Women who need

      antibiotics during labour or because of a breast infection (mastitis) can continue to breastfeed while on the medication. Always check with baby’s doctor before starting a new medicine

      during lactation.


    




    	

      Drug abuse – including the use of tranquillizers, amphetamines, barbiturates or other pills, heroin, methadone, cocaine, marijuana, or the abuse of alcohol (an

      occasional drink is okay; see here).


    




    	

      Exposure to certain toxic chemicals in the workplace. To determine whether you have been exposed to toxic chemicals in your workplace, check with the Health and Safety

      department of your local council.


    




    	

      Inadequate glandular tissue in the breasts (this has nothing to do with the size of your breasts) or damage to the nerve supply to the nipple (as from injury or surgery).

      In some cases you may be able to attempt breastfeeding, but under careful medical supervision, to be certain your baby is thriving. If you’ve had surgery for breast cancer in one breast,

      ask your doctor about the possibility of nursing from the other.


      



    


  




  

    

      

        ADOPTION AND BREASTFEEDING




        Just because you haven’t given birth to your baby doesn’t necessarily mean that you can’t breastfeed. With plenty of

        advance planning and preparation, adopting mothers can sometimes successfully breastfeed their infants (though usually not without supplementation) if they get started within a few days after

        birth. See here for tips on breastfeeding an adopted baby.


      


    


  




  

    Some conditions in the newborn may make breastfeeding difficult, but not impossible (with the right medical support). They include:


  




  

    	

      A metabolic disorder, such as PKU or lactose intolerance, that makes the baby unable to digest both human and cow’s milk. Treatment for babies with PKU involves

      supplementing with a phenylalanine-free formula. Formula feedings can be combined with breastfeeding as long as blood levels are carefully monitored and the amount of breastfeeding is

      controlled. In the case of lactose intolerance (which is extremely rare in infancy), expressed mother’s milk can be treated with lactase to make it digestible.


    




    	

      Cleft lip and /or cleft palate that interferes with suckling at the breast. In some cases, especially when only cleft lip is present, it is possible to breastfeed. Using a

      special mouth appliance can allow a baby with a cleft palate to breastfeed. Ask to see a lactation consultant before you make a feeding decision. It may also be feasible to express breast milk

      until after surgery (usually performed during the first few weeks of life), and to begin breastfeeding then.


    


  




  

    If you can’t breastfeed, or if you just don’t wish to, be assured that a commercial baby formula will almost certainly nourish your baby adequately (rare exceptions would include

    infants with multiple allergies who require special formulas). Millions of healthy, happy babies (possibly, you among them) have been raised on the bottle, and your baby can be, too.


  




  
What You May Be Concerned About




  COPING WITH MOTHERHOOD




  ‘Everything’s ready for the baby – except me. I just can’t picture myself as a mother.’




  Even those women who pictured themselves as mothers from the first time they held a baby doll often start to doubt the validity of their calling

  when it threatens to become a round-the-clock reality. Those who spurned dolls for relationships with trucks and footballs, mowed lawns instead of baby-sitting, and rarely gave passing buggies more

  than a passing glance (until the day their pregnancy test came back positive) may face delivery day with even greater trepidation.


  





  

    

      

        MOTHER CARE




        Whether you’re still impatiently awaiting baby’s arrival, or you’ve just brought your brand-new bundle of joy home, you

        probably have almost as many questions about how to care for yourself in the postpartum period as you do about how to care for your newborn. Turn to chapter 23 for information on the first

        postpartum year.


      


    


  




  

    But not only is this ninth-month crumbling of confidence normal, it’s healthy. Strolling into motherhood (or parenthood, for that matter) blithely self-assured may only set you up for a

    swift and unsettling jolt of reality when the job turns out to be more overwhelming than you’d imagined – which it almost always is, at least at first.


  




  So if you don’t feel ready for motherhood, don’t worry. But do prepare. Read at least the first few chapters in this book and everything else you can about newborns and infants

  (always keeping in mind that babies don’t always go ‘by the book’). Spend some time, if possible, with newborns or young babies; hold them, even change their nappies as you get

  the scoop (and the poop) from their parents about the pleasures and challenges of caring for an infant. Taking a parenting course will also help prepare you for the toughest (and ultimately, the

  most fulfilling) job you’ll ever love. (All of this advice also applies for soon-to-be fathers approaching this new role with some trepidation.)




  Most of all, realize that mothers (and fathers) are not born – they’re created on the job. A woman who’s gained some experience with other people’s infants may be

  somewhat more comfortable at first than the mother who’s a complete novice, but by the six-week checkup it will be difficult to tell them apart.




  A CHANGING LIFESTYLE




  ‘I really look forward to having my baby. But I worry that the lifestyle my spouse and I have grown accustomed to will completely change.’




  To be sure, nappies aren’t the only things that will be changing around your house once baby arrives. Most everything about your lifestyle

  – from your priorities to your attitudes, from your sleeping patterns to your eating patterns, from the way you spend your days and nights to the way you spend your weekends, from romance to

  finance – will change, at least to some degree. For instance, you may still be able to eat some lunches and dinners out (especially if you’re going back to work), but fewer of them may

  be at candlelit French bistros and more of them at family-style eateries with high chairs and a high tolerance for peas and carrots ground into the carpeting. Late nights in are likely to take the

  place of late nights out; breakfast in bed is likely to take on a whole new meaning (a 5 AM nursing session, rather than coffee, croissants and the weekend paper at 11);

  lovemaking is less likely to be inspired by passion than scheduled around baby’s nap (if it’s scheduled at all). Silk blouses and wool trousers will

  probably be tucked away in the back of the cupboard to make room for washables that can weather encounters with spit-up and leaky nappies; more movies will be seen on DVD than in cinemas (and

  chances are once you do get back to the cinema on a regular basis, it will be to catch the first runs of the latest animated blockbuster).




  In other words, little babies make a big difference in how you live your life. But while every couple finds that their lifestyle changes somewhat once they become parents, just how much yours

  will change will depend on you, your spouse and, most of all, your baby. Some parents find they don’t miss their child-free lifestyles all that much; for the most part, cocooning as a cozy

  threesome suits them. Some parents find they don’t miss it as much as they thought they would, but also find they crave a little nightlife with their home life (in which case, regular

  Saturday-night baby-sitters can accommodate that craving). Some babies turn out to be more adaptable (which means they can be easily toted on evenings out and weekend excursions); others turn out

  to be slaves to their feeding and eating schedules (which means their parents will probably have to be, too).


  





  

    

      

        THIS BOOK’S FOR YOU, TOO




        As you read What to Expect the First Year, you’ll notice many references to traditional family relationships – to

        ‘wives’, ‘husbands’, ‘spouses’. These references are not meant to exclude mothers and fathers who are single, who have same-sex partners, or who have

        chosen not to marry their live-in partners. These terms are, rather, a way of avoiding phrases (for instance ‘your husband or significant other’) that may be more inclusive but

        also more cumbersome to read. Please mentally edit out any phrase that doesn’t fit and replace it with one that’s right for you and your situation.


      


    


  




  So while the lifestyle changes are ones you’re better off preparing for now – at least emotionally – it’s hard to predict until parenthood is upon you how extensive yours

  will be and how you’ll feel about them. It helps to keep in mind that change, while always challenging, can be exciting, too. Though there’s no doubt your life will be different,

  there’s also no doubt that it will be – in so many ways – richer and better than ever. Just ask any parent.




  WHETHER OR NOT TO GO BACK TO WORK




  ‘Every time I talk to a friend or read an article on the subject, I change my mind about whether or not to go back to work soon after my baby is

  born.’




  Today’s expectant working woman has it all to look forward to: all the satisfaction of a fulfilling career, all the joy of raising a family

  – and all the guilt, anxiety and confusion inherent in deciding which of the two will hold priority in her life after delivery.




  But while it seems as though this is a choice you should make now, it really isn’t. Deciding, while you’re still pregnant, whether you’ll stay home or go back to work (and

  when) after baby is born is like choosing between a job you’re familiar with and one you know nothing about. Instead, assuming you have the options, keep them open until you’ve spent

  some time at home with your baby. You may find that nothing you’ve ever done – including your job – has ever given you as much satisfaction as caring for your newborn does, and

  you may postpone going back to work indefinitely. Or you may find that, as much as you enjoy being a mother, you’re not cut out for full-time parenting – you miss your career too much.

  Or you may find that you’d like to combine the best of both worlds by taking a part-time position, job sharing with another parent, or working from home full- or part-time. Keep in mind that

  there are no ‘right’ decisions when it comes to this very personal question – only the decision that’s right for you. Remember, too, that you can always change your mind if

  the decision you think is right turns out to be all wrong. (See here for some advice on making the decision once baby appears on the scene.)


  





  

    

      

        LEAVE: IT’S NOT JUST FOR MOTHERS ANY MORE




        There’s no better way for a fledgling family to get to know each other than by spending the first few weeks at home, undisturbed by

        work or other distracting obligations. It’s also the best way for new mums and dads to learn the ropes of the parenting business. And that’s why more and more fathers are taking

        advantage of the new paternity leave rights (which came into effect in April 2003). Eligible employees can choose to take either one week or two weeks’ paternity leave (though not odd

        days), either from the date of the baby’s birth or from a chosen number of days or weeks after the birth. Some family-friendly companies offer even better plans for new parents. Check

        with your company, and see here for more details.


      


    


  




  GRANDPARENTS




  ‘My mother has her bags packed and is ready to fly in “to give me a hand” the moment the baby arrives. The idea makes me nervous because my mother

  tends to take over, but I don’t want to hurt her feelings and tell her not to come.’




  Whether it’s loving and warm, distant and frosty, or tottering on the brink somewhere in between, a woman’s relationship with her

  mother (or mother-in-law) is one of the most complicated in her life. It becomes even more so when daughter becomes mother, and mother becomes grandmother. Though there may be hundreds of times in

  the next couple of decades when your wishes will come into conflict with those of your parents, this may be the one situation that will set the precedent for those to come.




  In other words, the timing of the first grandparents’ visit is one of the first decisions you’ll make as parents. You should base it, like most decisions you’ll make as

  parents, on what’s right for the two of you and for your new arrival. If you feel that yours is a threesome that wouldn’t benefit from company right now – particularly the kind of

  company that tends to bring a lot of baggage (and we’re not talking just suitcases) – then your decision should reflect this. Let your parents (and your in-laws, too, if necessary) know

  that you and your spouse need to spend some time alone with the baby before they pay their first visit. Explain that this time will allow you to become more

  comfortable in your new roles, to adjust to your new life, and to bond with your new family member. Assure them that their company and their help with the baby and around the house will be most

  welcome in a few weeks. Remind your mother, too, that the baby will be more responsive, more interesting, more awake and more photogenic by then (sleeping babies all tend to look alike,

  anyway).




  Your mother may feel a little hurt at first, even a little rejected or angry – and she may even deploy that not-so-secret maternal weapon, guilt. But don’t worry (and don’t

  cave in). Once she holds her grandchild in her arms, chances are all will be forgiven and forgotten. What won’t be forgotten is that you and your spouse are the ones who set the rules for

  your family, an important concept to relay to parents and in-laws early (particularly those with the tendency to take charge).




  On the other hand, many new mums and dads feel an urge to renew or strengthen the bonds with their own parents during pregnancy and afterwards. And some new parents welcome the experience, the

  extra sets of hands, and perhaps the hot dinners and vacuumed carpets that come with a postpartum visit from grandparents. Just as those who feel the need to say, ‘Mother, I’d rather do

  it myself,’ shouldn’t be plagued by guilt, those who feel they need the help shouldn’t have qualms about saying, ‘I’d rather not do it myself.’ The

  decision that’s right for you is the right decision to make.




  ‘My in-laws have opinions on everything to do with our baby and how we’re going to raise her – from feeding and sleeping schedules to whether I should

  go back to work. I love them, but how do I get them to butt out?’




  It’s not an easy concept to grasp at first (though it does sink in eventually, usually in the middle of a 3 AM

  feeding or a four-hour colic bout): you are the parents now. It’s a job that comes with enormous pleasures, but also with enormous responsibilities. And one of the first responsibilities

  you’ll have is letting your in-laws know that you and your spouse are responsible for the care, feeding and raising of your new daughter. The sooner you convey this message, the sooner

  everyone can start feeling comfortable in their new roles (you as parents, your in-laws as grandparents).




  Say it early (and often, if necessary), say it firmly, but most of all, say it lovingly. Explain to your well-meaning but interfering in-laws that they did a great job of

  raising your spouse, and now it’s his turn and yours to be the parents. There will be times when you’ll welcome their advice (especially if grandma has catalogued somewhere in her vast

  reserves of experience a surefire trick for calming a crying newborn), but other times when you’ll want to learn from your paediatrician, your baby books and your mistakes – much as

  they probably did. Explain, too, that not only is it important for you to set the rules (as they did when they first became parents), but that many of the rules have changed (babies are no longer

  put to sleep on their tummies or fed on a schedule) since they were in the parenting game, which is why their way of doing things may no longer be recommended. And don’t forget to say it with

  humour. Point out that chances are, the changing tables will turn once again when your daughter becomes a parent – and accuses you of dispensing old-fashioned advice.




  That said, keep two things in mind. Firstly, the wisdom that grandparents bring with them is invaluable. Whether you feel your parents (or your spouse’s)

  did a great job raising you or just a fair one, there is always something to be learned from their experience, even if it’s only what not to do. Though plenty of fine-tuning and refashioning

  is inevitably necessary, there’s no point in completely reinventing the wheel – or parenting practices – with every generation. And secondly, if parenthood is a responsibility,

  grandparenthood is the reward – one you will someday want to enjoy yourself. As you assert your independence as parents, be sure you don’t deprive your in-laws of their reward.




  A LACK OF GRANDPARENTS




  ‘My spouse’s parents are deceased. Mine are elderly and live several hundred miles away. I feel I have no family to talk to about my pregnancy and about

  the baby. I think it will be worse when she arrives.’




  You’re not alone in feeling alone. While in generations past the extended family rarely extended beyond the county line (and often no further

  than the house next door), millions of couples in today’s mobile society live hundreds or thousands of miles from parents and family. Never is this separation more keenly felt – on both

  sides – than when a new generation is being added.




  Keeping in touch with your parents by phone, e-mail, videos, photos and regular visits will help fill the gap between far-flung generations, and will also help your baby get to know her

  grandparents as she grows. But for the kind of emotional and practical support you’ll be craving after the baby’s born, and might otherwise get from your parents if they lived nearby,

  you’ll need to find surrogates. Parent groups, which sometimes evolve out of antenatal or exercise classes, or simply develop spontaneously among casual acquaintances, can provide that kind

  of support (plus a plethora of swapped baby-care tips). So can places of worship, especially those with a strong sense of community and lots of young families. You might also consider spending time

  with a senior citizen (or senior couple) in your area who is far from his or her family, too, and misses the company of grandchildren as much as you miss the company of a grandparent. Weekly visits

  and joint outings can give you and your baby a sense of family, while giving your ‘adopted’ grandparent or grandparents a sense of being needed – filling the void all around.




  A MATERNITY NURSE ORDOULA




  ‘Some of my friends hired maternity nurses when their babies were born. Do I need one, too?’




  If you’ve determined there’s enough money in your budget for a baby nurse (they don’t come cheap), you’ll need to consider

  several other factors before deciding whether or not to hire one. Here are some reasons why you might opt for the help:




  

    	

      To get some hands-on training in baby care. If you haven’t had experience or taken a parenting class and feel you’d rather not learn from the mistakes you make

      on the job and on your baby, a good baby nurse will be able to instruct in such basics as bathing, burping, changing nappies and even breastfeeding. If this is your reason for hiring a nurse,

      however, be sure that the person you hire is as interested in teaching as you are in learning. Some won’t tolerate novice parents peeping over their

      shoulders; one with such a dictatorial take-charge attitude can leave you as inexperienced and unsure when she departs as you were when she arrived.


    




    	

      To avoid getting up in the middle of the night for feedings. If you’re formula feeding and would rather sleep through the night, at least in the early weeks of

      postpartum fatigue, a baby nurse, on duty twenty-four hours a day or hired just for nights, can take over or share this feeding responsibility with you and your spouse.


    




    	

      To spend more time with an older child. Some parents hire a baby nurse so that they can be more available to their older children, and hopefully spare them the pangs of

      jealousy that are often provoked by new arrivals. Such a nurse might be hired to work just a few hours a day during the time you want to spend with your older child. If this is your major

      reason for hiring a nurse, however, keep in mind that her presence will probably serve only to postpone feelings of sibling jealousy. See chapter 25 for sibling issues.


    




    	

      To give yourself a chance to recuperate after a Caesarean or difficult vaginal birth. Since you probably won’t know if you’re going to have a difficult time

      beforehand, it’s not a bad idea to do some scouting around for nurses in advance, just in case. If you have the name of a potential nurse or two, or at least have spoken to an agency, you

      can call shortly after you deliver and have a helper hired before you get home.


    


  




  

    A baby nurse may not be the best solution to your postpartum needs if:


  




  

    	

      You’re breastfeeding. Since a nurse can’t feed a nursing newborn, and feeding is one of the most time-consuming tasks in the care of a young baby, she may not

      prove to be all that helpful. For the nursing mother, household help – someone to cook, clean and do laundry – is probably a wiser investment, unless you can find a nurse who will

      do these chores and also offer breastfeeding tips.


    




    	

      You’re not comfortable with a stranger living in your home. If the idea of having a non-family member sharing your bathroom, your kitchen and your table twenty-four

      hours a day makes you uneasy, hire a part-time nurse rather than a live-in, or opt for one of the other sources of help described below.


    




    	

      You’d rather do it yourself. If you want to be the one to give the first bath, catch sight of the first smile (even if they say it’s only gas), soothe your baby

      through the first bout of crying (even if it’s at 2 AM), don’t hire a nurse, hire household help to free you up for fun with baby.


    




    	

      Dad would rather do it, too. If you and your spouse are planning to share baby care, a nurse may get in the way. There may also not be much left for her to do –

      except to collect her paycheque – especially if dad’s around full-time while he’s enjoying paternity leave. In that case, the money could probably be more sensibly spent on

      cleaning help.


    


  




  

    If you decide that a baby nurse is right for you, the best way to go about finding one is to ask for recommendations from friends who’ve used one. Be sure to find out if the nurse in

    question has the qualifications and qualities you’re looking for. Some cook, some don’t. Some will do light housework and laundry, others won’t.

    Some are gentle, motherly women who will nurture your innate mothering ability and leave you feeling more confident; others are bossy, cold and patronizing and will leave you feeling totally

    inadequate. Many are qualified nurses; some have also been trained specifically in caring for mother as well as baby, in mother-child relations, and in teaching breastfeeding and child-care

    basics. A personal interview is extremely important, since it’s the only way to know whether you are going to feel comfortable with a particular candidate. But excellent references (do

    check them out) are a must. A nurse hired through an agency should be registered. It’s also very important that a nurse – or anyone else you hire who may come in contact with the baby

    – has been screened for TB. She should also be trained in CPR and child safety, as well as be up-to-date on baby-care practices (putting baby to sleep face up; keeping toys, pillows and

    blankets out of the cot, and so on).


  




  You might also consider a postpartum doula. Like a baby nurse, a doula helps a new mother with the baby. Unlike most nurses, she’ll also take charge of the household care. She’ll set

  up the nursery, give baby-care tips, cook, clean, run errands, help care for an older child (or spend time caring for the newborn so you have more time to baby your older child) and more, depending

  on your needs. She will also likely be a good source of breastfeeding tips and will nurture you, the new mother (much as a labour doula does), so you can better nurture your baby. In other words, a

  doula mothers the mother, providing a sympathetic ear and serving as an antidote for the isolation many new mothers experience. Postpartum doulas usually charge by the hour (unlike nurses, who

  usually charge by the week), so they can get costly – but if you use her time effectively, a doula can be well worth the price.




  For more information on doulas or to locate one in your area, contact Doula UK: PO Box 26678, London N14 4WB, www.doula.org.uk.




  OTHER SOURCES OF HELP




  ‘With the loss of my income, we just can’t afford the expense of a maternity nurse. Since I may need a Caesarean – my baby’s in a breech

  position – I wonder if I will be able to manage without help.’




  Just because you can’t afford – or don’t want to hire – a maternity nurse doesn’t mean you have to go it alone. Most

  women, in fact, rely on other sources of help, at least one of which is probably available to you:




  The new father. If your spouse can arrange his schedule so that he can be with both of you for the first few weeks (by taking advantage of paternity leave rights, see

  here), he is probably your best helper. Together and without outside assistance or interference, you’ll both learn more about your baby and baby care than you would any

  other way. No experience is necessary for the job; you’ll both catch on quickly. Do take a baby-care class together at a local hospital or community centre (there are also classes for dads

  only), and read a child-care book or two before baby arrives to pick up some of the basics beforehand. Consider turning to family, friends, the baby’s doctor, the hospital nursery staff, the

  NCT and other sources of information and advice to fill in the blanks. Your partner-in-parenting should also be prepared to perform more than his share of the

  household chores in those first six weeks postpartum, when you’ll still be recovering no matter how you end up delivering.




  A grandma. If you have a mother or mother-in-law whom you’d be comfortable having around on a live-in or come-in basis for the first weeks (and who you think can

  ‘help out’ without ‘taking over’ – a fine line that some grandparents have trouble not crossing), this may provide another good solution. Grandmothers (and many

  grandfathers) have at least 101 uses: they can rock a crying baby, cook a splendid supper, wash and fold the laundry, do the shopping and much, much more. This kind of arrangement works

  particularly well if you can handle a little well-meant interference good-naturedly. Of course, if the grandparent in question has an already busy life and isn’t interested in revisiting the

  changing table, this won’t be an option.




  Your freezer. You won’t be able to put baby on ice when you’re tired, but you will be able to pull meals out of the deep freeze if you prepared some during

  the last weeks of pregnancy when, if you weren’t working, you may have had too much time on your hands anyway. A few nutritious casseroles, a roasted chicken ready to reheat, or a prepared

  pasta sauce will ease the pressure of having to feed yourself and the rest of your family nightly. Then you can focus more on feeding baby (which you may find a full-time job for a while if

  you’re nursing). Don’t hesitate to stock up on frozen vegetables, too; they take little preparation time and are nutritious as well.




  Your favourite take-away. If you don’t have the time or the opportunity (or the energy or the ambition) to prepare meals in advance, you still won’t have to

  cook in those busy postpartum days. Nearly every neighbourhood has one or more take-aways where you can get meats, chicken, sometimes fish, and side dishes ready to heat and eat – and,

  increasingly, fresh salads that require only a fork and an appetite to enjoy. Put favourite take-away restaurants on speed dial, and don’t forget the salad bar at your local supermarket.




  Paper goods. When dinner is over, whether home-prepared or take-away, there are always dishes to do – unless you rely on paper plates, plastic cutlery and

  disposable cups. Disposables will also come in handy for serving snacks to visitors who have come to admire the baby. (Keep such entertaining to a minimum, however, if you want to survive the

  postpartum period.)




  Cleaning help. If there’s one job that most new parents would gladly relinquish, it’s cleaning. Give it up – to a cleaning service, a cleaning person,

  someone you’ve used before, or someone new – anyone who can vacuum and dust, mop floors and scour bathrooms, so that you and your spouse can have more time and energy to devote to baby,

  any older children, yourselves, and each other. This is a good route for parents who want to do most of the newborn care themselves but don’t want to sacrifice their health, sanity or the

  condition of their home in the deal.




  

    Remember, even if you hire help, and most especially if you don’t, there will inevitably be things that don’t get done during those early weeks. As long as caring for your baby and

    getting rest for yourself aren’t among them, don’t worry – but do get used to it. Though a certain amount of order will eventually be restored to your home, life with children

    will almost always include living with at least a few untied ends – not to mention a few unwashed dishes in the sink … a few dust balls under the

    coffee table … a few loads of laundry that still need folding …


  




  WHICH NAPPIES TO USE




  ‘Everyone I know uses disposable nappies, and they do seem a lot less of a mess than cloth ones. But are they as good for baby?’




  Ever since Eve, parents have had to confront the problem of how to cover baby’s bottom. And over the millennia, some ingenious – though

  not necessarily convenient – solutions evolved. For instance, American Indian mothers apparently kept their babies (and their own backs) dry and comfortable by packing their papoose boards

  with the soft shredded insides of reeds.




  Luckily, as a parent in the twenty-first century, you won’t have to wade daily into the marshes to choose the softest and most absorbent reeds to pad your Snugli. But you will have to

  choose among a plethora of possibilities, ranging from several types of cloth nappies (to launder yourself or order from a nappy service) to a bewildering and ever-changing array of

  disposables.




  The choice that’s right for you and your baby may be different from the one that’s right for your neighbours and their infants. Personal factors will be of major significance since,

  scientifically and economically, there’s no conclusive winner in the nappy derby. Consider the following in making your choice:




  Disposable nappies. The parents’ choice by far, disposables are most often selected for their convenience. And for busy parents (is there another kind?),

  that’s a major advantage. There are no dirty nappies to collect, tote around, and pile up for weekly pickup or laundry. Disposables also save a certain amount of time and effort;

  they’re faster and easier to put on and take off (especially important if your baby is a wriggler). Newer (and more costly) styles are increasingly more absorbent and theoretically less

  likely to cause nappy rash. They’re trimmer, better fitting, and less apt to leak.




  These desirable features also add up to a distinct disadvantage: since disposables soak up so much urine and often ‘feel’ dry when they’re far from it, parents are less likely

  to change nappies frequently enough, and infrequent changes can lead to nappy rash. The super absorbency of these nappies also makes it hard to tell how much your newborn is urinating, to gauge if

  his or her milk intake is sufficient. Additionally, the new superbreed of nappy keeps babies so comfortable when wet that toilet learning may eventually be more difficult to accomplish. Also on the

  minus side is the effect that paper nappies have on the environment as they’re loaded into landfills. (Though cloth nappies also take a toll on Mother Nature in terms of power and water use,

  as well as soap runoff.) Having to shop for and lug the nappies home is also a potential disadvantage, when weighed against the convenience of a nappy service, but this drawback can be avoided if

  you order by phone or on-line.




  Home-delivered cloth nappies. To those who are reluctant to encase their infant’s bottom in paper and plastic, soft, comfortable, sterilized and possibly

  ecologically preferable cotton nappies are appealing, especially when they are delivered to the door weekly. Some studies (which nappy services are fond of quoting) show a lower incidence of nappy

  rash with such nappies; others (cited by paper nappy manufacturers) show superabsorbent disposables yielding a lower incidence of rash. If cloth nappies are

  continued into toddlerhood (many parents switch to paper before this), toilet learning may be easier to accomplish, because direct contact between a sopping wet cloth nappy and skin makes a child

  very uncomfortable, more aware of being wet, and, hopefully, more inspired to use the potty.




  There are disadvantages, however. Separate waterproof pants are usually needed to avoid having to change baby, cot and often parent’s clothes every time baby wets (though there are

  ‘all-in-ones’ – fitted cloth nappies with the waterproof cover already sewn on). These waterproof pants increase the risk of rash by keeping air out and moisture in, though

  breathable nappy pants or wraps made of cotton or wool (sometimes with airy mesh linings and /or absorbent foam fillings) can reduce or even eliminate this problem. Because there’s more

  fussing and fiddling involved (though technical advances in the cloth arena – such as fitted nappies and easier fasteners – continue to reduce this drawback significantly), nappy

  changes are generally more trouble with cloth nappies, particularly as baby becomes more proficient in squirming. Because absorbency is more limited, double nappies are usually needed at night,

  and, for some heavy wetters, during the day. Boys, who concentrate their urine in front, may need paper nappy liners. And then there are the plastic bags of soiled nappies to be carried home from

  outings and the ever-present bucket of dirty nappies, which is never truly odour free (though the same can be said for disposable nappies if kept for too long in a nappy bucket).




  Finally, though cloth nappies don’t end up in landfills, their laundering does have a negative impact on the environment; whether it’s as significant as the impact from disposables

  is debatable.




  Home-laundered cloth nappies. These may be the clear loser compared to the other two choices. Because they can’t be adequately sanitized, home-laundered nappies

  are, according to studies, more likely to cause nappy rash. And though they seem to be far less expensive than either of the other nappy choices, they are only slightly so, when one considers the

  cost of soap, water and power used. In addition, they demand a greater expenditure of time and effort – to soak, wash, dry and fold between uses.




  




  Some parents decide to use cloth nappies for the first few months, a time when baby usually spends more time at home than on the go, and then graduate to disposables as the logistics of toting

  cloth become too much like hard work. They will often, however, use disposables on outings and, sometimes, at night (because their greater absorbency keeps baby more comfortable longer and may

  ensure a better night’s sleep) from the start.




  Whichever nappy you decide on now, you may find that your baby develops nappy rash frequently later. This could point to a sensitivity to your choice. If this occurs, don’t fight it

  – switch. Try a different type of nappy (switch from cloth to paper or vice versa) or a different brand of disposable. Also see tips for preventing and treating nappy rash on this page.




  QUITTING SMOKING




  ‘Except for the first few months of pregnancy, when I couldn’t smoke because it made me queasy, I never managed to give it up entirely – and

  neither has my spouse. How much will smoking around our baby affect her?’




  Nothing you can buy in a layette department, splurge on in a toy store, or put away into a trust fund can match

  the gift to your newborn of growing up in a smoke-free environment. Smoking by parents has been linked to an increased risk of Sudden Infant Death Syndrome (SIDS), to more respiratory illnesses

  (colds, flu, bronchiolitis, asthma) and ear infections during the first year of life, to impaired lung function and reduced lung capacity, as well as to an increased risk of tooth decay later on in

  childhood. Not only are the children of smokers sick more often than children of non-smokers, but their illnesses also last longer. They are also more likely to be hospitalized in the first three

  years of life. The more smokers in the household, the more severe the negative effects, since the amount of smoke a child inhales is related to the number of smokers she is exposed to on a regular

  basis. And the risks aren’t eliminated even when parents step outside the house to light up. Researchers have found that children in households with smokers who smoke only outside are

  still exposed to 70 per cent more damaging lung particles than those in non-smoking households.




  Perhaps worst of all, offspring of smokers are more likely to become smokers than children whose parents don’t smoke. So quitting may not only keep your child healthier in childhood, it

  may, by lessening the chance of your child smoking later in life, also keep her alive and well longer. And if that’s not motivation enough, keep this in mind, too: by quitting you’ll be

  giving your baby the gift of healthier parents.




  If you haven’t been able to quit up until now, it obviously won’t be easy. As they would with any drug addiction (particularly such a powerful one), your body and your mind will

  align against you. But if you’re determined to fight back – for your sake and your baby’s – you can triumph over both. And the best time to do it is now, before baby is

  born. Giving up smoking before delivery will increase the oxygen available to your baby during childbirth. And your newborn will come home from the hospital to clean, breathable air and, if

  you’re breastfeeding, to nicotine-free milk. If you are still in the early months of pregnancy, quitting now will also reduce the risk of premature delivery and of having a low-birthweight

  baby. (Any time, however, is a good time to quit, especially when there’s a new set of lungs in the house. If you don’t manage to do it before delivery, redouble your efforts once

  baby’s sharing the air in your home.)




  A NAME FOR BABY




  ‘I’ve always been unhappy with my name. How can we be sure our son won’t be unhappy with the name we choose?’




  What’s in a name? To a newborn baby, not much. Feed him, clothe him, comfort and entertain him, and you can call him ‘Rover’ for

  all he’ll care. Once friends and the outside world begin to play a bigger role in your child’s life, however (usually early in primary school), antipathy to the name you selected may

  develop. Though there’s no way to guarantee baby will love for a lifetime the name you choose, careful and sensitive selection will lessen the chance of a name turning out to be Trouble. Here

  are some tips to keep in mind when selecting a name for your baby:




  

    	

      Make sure both you and your spouse like the name – the way it sounds and looks, and the connotations it carries. Ask yourselves,

      ‘Would I like it if it were my name?’


    




    	

      Select a meaningful name – name your baby after a loved family member, a respected historical or biblical character, or a favourite character in literature. Such a

      name gives the child a sense of belonging, of being part of an extended family or of the greater world.


    




    	

      Select a name that fits. Melanie, for example, which means ‘black’ or ‘dark’, would be fitting for a dark-haired girl; Dustin, ‘a

      fighter’, might be appropriate for a boy who made it through a difficult delivery. Or one that fits you spiritually, symbolizing, perhaps, a quality you wish for him or her, such as Hope,

      or Faith, or Christian. Or that reflects your feelings about the birth – Joy, for example, or Ian (‘gracious gift of God’). A fitting name can make a child feel extra special,

      though to match baby up with such a name you may have to postpone the decision until after birth.


    




    	

      How will the name sound to others? Are there any possible hidden meanings or soundalike words that might someday make the name embarrassing to your child? Check the

      initials; do they spell something that could make your child the butt of jokes or teasing? The name Anna Samantha Smith, for example, just might be the source of playground torment for a child.

      What about possible nicknames? Could they trigger childish insults? If it’s an extremely unusual name, or one that’s very ethnic, consider whether it may be difficult for your child

      to live with later on.


    




    	

      Include a middle name so that if your child turns out to be unhappy with his first name, the middle name can be substituted.


    




    	

      Consider choosing a name that’s easy to say and spell. A very unusual name that teachers are always mispronouncing or a name that’s always being misspelled

      could become a burden – not only in school but also later on in life. On the other hand, some children (and later, adults) ultimately enjoy having an unusual name because it will separate

      them from the pack.


    




    	

      Avoid the trendy or the political. Don’t saddle your child with this year’s hot name (after a TV or film star or politician who’s making every magazine

      cover). When the famous namesake turns out to be a flash in the pan or worse, the name may become outdated or place your child in a light that is uncomfortable.


    




    	

      Use a real name instead of a diminutive (Robert, not Bob; Elizabeth instead of Liz.) You can use the diminutive form throughout childhood, but your child then has the

      option of switching to the more dignified version when he or she ventures out into adulthood.


    




    	

      If you don’t want your child to be one of six Emilys or seven Sams in the class, avoid picking a name from the year’s Top Ten. Many parenting magazines and

      websites run an annual piece on the subject of popular names, so check the Internet for this year’s winners. You can also gauge which are the most popular names in your neighbourhood by

      reading the birth announcements, or taking a stroll in the playground and listening to the (proper) names parents call their children.


    




    	

      Consider family feelings, but don’t let them dominate. If there’s a family name that you don’t love but your parents

      would like to see perpetuated out of either tradition or sentiment, try it as a middle name, alter it so that it’s more appealing to you, choose another form of the same name (most names

      actually have several forms), or select a name with the same meaning. A good baby name book will be helpful here. And remember, no matter what names you choose, your parents and grandparents

      will love the kids – even if they’re not happy with the names at first.


    




    	

      Be sure the name or names are euphonic with the last name and with each other. A good general rule: a short last name goes well with a long first name (Abigail Jones) and

      vice versa (James Martinez), while two-syllable firsts usually complement two-syllable lasts (Hannah Kramer).


    


  




  PREPARING THE FAMILY PET




  ‘Our dog is intensely jealous of my affections – she always tries to come between me and my spouse when we hug. I’m worried about how she’ll

  react to the new baby.’




  It’s hard for a dog who’s always been treated like a baby to roll over and play dog when a real baby appears on the scene. But

  that’s exactly what she’ll have to do when her place in your heart has to be shared by that tiny but threatening new human you’ll soon be bringing home from the hospital. Though a

  little initial moping around may be unavoidable, you’ll want to do whatever you can to prevent excessive jealousy and, of course, any aggressive reactions. Start now.




  

    	

      Invest in an obedience training programme for your dog if she isn’t trained already – and even if you’ve never felt there was the need for it before.

      Friskiness and puppy-like exuberance aren’t usually a problem in a childless home, but they could be in one with a new baby. Particularly because the baby’s behaviour won’t be

      controllable or predictable, your dog’s must be. Obedience training won’t take the spirit out of your pet, but it will make her more stable, and thus less likely to harm your

      baby.


    




    	

      Get your dog used to babies now, if you can. Invite friends with babies over to the house, or let her (under careful supervision, and if the parent is willing) sniff near a

      baby in the park or be petted by a toddler, so that she can become familiar with their smells and their moves.


    




    	

      Get your dog used to life with a baby in the house. Use a baby-size doll as a prop in her training (it’ll also be helpful in yours). Put a nappy on the doll; carry,

      sing to, and rock it; ‘nurse’ it; put it to bed in the cot; take it for a walk in the pram (if you don’t mind the neighbours staring). Now and then, play a tape of a baby

      crying.


    




    	

      Get your dog used to sleeping alone, if that’s what the postpartum arrangement will be, so that the change doesn’t come as a shock. Fix up a comfortable doggie

      bed in a corner – with a favourite pillow or blanket for company. Consider keeping it in a baby-free zone; a crawling baby’s invasion of her sleeping space can provoke an aggressive

      reaction in the friendliest of canines.


    




    	

      Take your dog for a complete medical checkup. Be sure that your dog is flea- and tick-free (ask your vet about using a pill or another

      method that’s effective against these pests yet safe to use around your baby). Also be sure to have your dog checked for worms of any kind.


    




    	

      If your baby will have a separate room, train your dog to stay out of it while you’re not there. A gate to block the doorway will help discourage unsolicited visits.

      If your baby’s cot will be in your room or in a corner of the living room, train your dog not to go under the cot, since she could accidentally unlock the side, letting it fall.


    




    	

      If your dog’s feeding station is one your baby will later be able to get to easily, move it to the cellar, garage or some other area that doesn’t invite a

      curious crawler, since even an easygoing dog can become vicious when her food is threatened. If you live in a small apartment, get your dog on an evening feeding schedule and remove her food

      dish during the day. Don’t even leave her food around when the dog is safely outside, because those tasty nuggets taste good not only to canines – many babies love sampling them,

      too, and they pose a choking hazard. And use a small non-tip water bowl unless you enjoy mopping the floor frequently.


    




    	

      After delivery, but while you’re still in the hospital or birthing centre, have your spouse bring home an unwashed piece of clothing your newborn has worn so that

      your pet can become familiar with the baby’s scent. When you arrive home, let your spouse hold the baby while you greet your pet. Then to satisfy her curiosity, let the dog sniff the baby

      – who should be well swaddled, with head and face protected by your arms. Once the baby’s snug in the cot, break out a special treat for the dog and spend a little time alone with

      her.


    




    	

      Be attentive to your new baby, of course, but don’t act overprotective around your dog. This will only make the animal more jealous and insecure. Instead, as you

      would with a human sibling (though on a different level, naturally), try to get your pet involved with the new addition and let her know she’s still a loved member of the family. Pet her

      while you nurse, walk her while you take the baby out in the pram, allow her into the baby’s room while you’re there. Try to make a point of spending at least five minutes every day

      alone with her. But should she show even the slightest aggressiveness towards your baby, reprimand her immediately.


    




    	

      If, despite your efforts to prepare and reassure her, your dog seems hostile towards the new arrival, keep her tied up and away from the baby until you’re sure

      she’s worked out her feelings. Just because a dog has never bitten before doesn’t mean she’s not capable of it under duress. If tying up the dog only adds to her hostility,

      you may have to consider finding another home for her. (With male dogs, neutering may reduce aggressiveness.)


    


  




  ‘I worry that our cat, who has always slept with us, may be jealous of the new baby. ’




  Even friendly cats can undergo personality changes when a baby arrives. And since cats are just as capable of harming an infant as dogs are, with

  their claws as well as with their jaws, it’s as important to make sure they are well prepared for the family expansion. Most of the above tips for preparing a

  dog can work for a cat as well. Be particularly careful to reassure your cat – through plenty of attention – that he is still a family favourite. And because cats usually love to cuddle

  next to a warm body and can quickly scale the sides of a cot, be sure to attach a specially designed mesh cot net securely over it to keep yours from bedding down with baby – a friendly

  gesture that could end in tragedy. Also keep cats (and dogs) from licking your infant’s face or any broken skin.




  PREPARING YOUR BREASTS FOR BREASTFEEDING




  ‘I have a friend who insists that I should toughen my nipples in preparation for nursing. Is that a good idea?’




  Female nipples are designed for nursing. And, with very few exceptions, they come to the job fully qualified, without the need for prior

  preparation. In fact, in some cases the procedures that used to be recommended for toughening up or otherwise readying the nipples for breastfeeding can do more harm than good. For instance,

  applying alcohol, witch hazel, or tincture of benzoin can dry the nipples and make them more, rather than less, likely to crack and fissure; even soap can be drying, and its use on the nipples

  should be avoided during the last trimester of pregnancy and during lactation itself. Ditto using a brush on nipples, which can irritate tender tissues, making them more – not less –

  likely to crack under the pressures of nursing. Massaging or using a breast pump to prepare nipples isn’t just counterproductive, it can be dangerous; such manipulations can stimulate

  contractions and occasionally even trigger a breast infection.




  

    [image: ]


  




  While the vast majority of nipples don’t need any preparation for breastfeeding, a predelivery exam by your practitioner can screen your breasts for any anatomical features that might

  prove problematic once breastfeeding begins, such as underdeveloped glandular tissue or inverted nipples.




  If you do have inverted nipples (your nipples retract into the breast tissue instead of sticking out when you’re cold or when you compress your breast with your fingers at the edge of the

  areola), ask your practitioner if they’ll need any preparation for breastfeeding. Though research shows that such preparation isn’t usually necessary (once breastfeeding is initiated,

  most inverted nipples do their job as well as any others), some practitioners continue to recommend the use of breast shells. These plastic shells gradually draw out flat or inverted nipples (see illustration) by exerting painless pressure on the breasts. On the downside, breast shells can be embarrassingly conspicuous and may also cause sweating

  and rashes.




  More important than preparing your breasts for breastfeeding is preparing your mind. Learn all you can about breastfeeding: take a antenatal course, if possible; read chapter 3 and books on the

  subject; get in touch with your local NCT group or La Leche League (both of which are invaluable sources of advice and support) or check out their websites at www.nctpregnancyandbabycare.com and www.laleche.org.uk; get tips and feedback from breastfeeding friends; and

  consider using a lactation consultant.


  





  

    

      

        DON’T EXPRESS YOURSELF – YET




        It may be tempting to try to express colostrum antenatally to see if it’s there – but don’t. Not only can such nipple

        manipulation cause uterine contractions, but it might also result in some loss of the valuable elements of this premilk. For more on colostrum, see here.


      


    


  




  
What it’s Important to Know:


  SELECTING THE RIGHT DOCTOR




  Breast or bottle? Cloth or paper? The Pooh curtains or the bunny ones? With all the dozens of decisions you’ll need to make before that

  bundle of joy arrives, there’s one that should definitely top the list: choosing the right doctor for your baby.




  Assuming you stay in the community and are relatively satisfied with the care, the doctor you choose for your baby could well be seeing baby – and you – through some eighteen years

  of runny noses, earaches, sore throats, high fevers, upset stomachs, bumps and bruises, maybe even broken bones; through dramatic physical and psychological developmental milestones that will both

  thrill and bewilder you; through moments you can’t now even conceive of. You won’t be living with your baby’s doctor during those years (though there will be times, particularly

  nights and weekends, when you’ll wish you were), but you’ll still want someone with whom you feel comfortable and compatible. Someone you wouldn’t hesitate to waken at 2

  AM when your nine-month-old’s fever hits a new high, someone you wouldn’t be embarrassed to ask about your six-month-old’s sudden fascination with his

  genitals, someone you would feel free to question when you aren’t sure an antibiotic that’s been prescribed is necessary.




  In other words, it’s best to look before you leap into a GP’s office with your newborn in tow. Though it’s not a decision that can’t be undone – you can change your

  GP at any time, without offering an explanation (and this works both ways; you can be struck off a GP’s list) – it’s one that shouldn’t be made lightly.




  As you begin your search for Doctor Right, think locally – not only for logistical reasons (dragging even healthy babies long distances isn’t fun;

  dragging sick ones can be a nightmare for all involved), but for practical ones (most GPs won’t accept you as patients if you live out of the area). For a list of likely candidates, check

  your local health authority – which can provide you with the names of doctors who live in your area, along with details on their specialties and interests.




  Of course, your best source of leads when it comes to tracking down the right doctor for your baby is other parents. No one can tell you more about a doctor’s bedside manner than his or

  her satisfied (or dissatisfied) patients. Recommendations are most helpful when they come from friends or acquaintances who mirror you in temperament and child-rearing philosophy. Otherwise, the

  very qualities that make them swear by their doctor may make you want to swear at him or her.




  WHAT KIND OF PRACTICE IS PERFECT?




  To some parents, the type of practice may be almost as important as the type of doctor. There are several options; the one most appealing to

  you will depend on your personal preferences and priorities.




  The solo practitioner. In such a practice, a doctor works alone, using another doctor to cover when he or she is away or otherwise unavailable. The major advantage of a

  solo practitioner is that such a doctor has the opportunity to build close one-to-one relationships with each of his or her patients. But there’s also a disadvantage to this: solo

  practitioners aren’t likely to be on call around the clock and around the calendar. They’ll be around for scheduled appointments (unless called to an emergency), and on call most of the

  time, but they will take holidays and occasional nights and weekends off, leaving patients who require emergency care or consultation to a covering doctor (locum) who may be unfamiliar to them. If

  you do select a solo practitioner, ask about who will be covering at such times, and be sure that in an emergency, your child’s records will be available even when the doctor is not.




  The partnership. Sometimes two doctors are better than one. If one isn’t on call, the other almost always is. If you see them in rotation, you and your child often

  can, thanks to the frequent well-child visits during the first year, build good relationships with both. Though partners will probably concur on most major issues and will likely share similar

  philosophies of practice, they may occasionally offer different opinions. Having more than one opinion may in some instances be confusing, but hearing two approaches to a particularly confounding

  problem can be useful. (If one doesn’t seem to be able to solve your baby’s sleeping problems, maybe the other will.)




  An important question to ask before deciding on a partnership: can you schedule appointments with the doctor of your choice? If not, and if you discover you like one but not the other, you may

  spend half your visits with a doctor with whom you’re not comfortable. Even if you can choose the preferred doctor for checkups, sick children must usually be seen by whoever is available at

  the time.




  The group practice. If two are good, will three or more be better? In some ways probably yes; in others, possibly no. A group is more likely to be able to provide

  twenty-four-hour coverage by doctors in the practice, but less likely to ensure close doctor-patient relationships – again, unless you can select the same

  doctor (or two) for regular checkups. The more doctors a child will be exposed to on well-child and sick-call visits, the longer it may take to feel comfortable with each one, though this will be

  much less of a problem if all the doctors are warm and caring practitioners. Also a factor here: if you rotate doctors, contradictory advice can either enlighten or confound. In the long run, more

  important than the number of doctors in a practice will be the confidence you have in them individually and as a group.




  MAKING SURE DR RIGHT IS RIGHT FOR

  YOU




  Other considerations you may want to bear in mind when choosing Dr Right include the following:




  Surgery location. Lugging a size-42 belly with you everywhere you go may seem like a struggle now, but it’s travelling light compared to what you’ll be

  carrying around after delivery. Going unwalkable distances will require more planning than just hopping on a bus or train or into a car, and the further you have to go, particularly in foul

  weather, the more complicated outings will become. When you’re dealing with a sick or injured child, a nearby surgery is not just a convenience; it can also mean faster care and treatment.

  But when you make your decision, keep in mind: a truly one-of-a-kind practitioner may be worth a lengthier trip.




  Surgery hours. What constitutes convenient surgery hours will depend on your own schedules. If one or both of you have 9-to-5 jobs, some early morning, evening or

  weekend hours may be a major requirement.




  Atmosphere. You can tell a lot about the atmosphere of a surgery before you even see it. If you’re treated curtly on the phone, chances are in-surgery experiences

  won’t be any more pleasant. If, on the other hand, you’re greeted by a cheerful welcoming voice, you’re likely to be met with concern and kindness when you come in with a sick,

  injured or anxious child. You can gain further insight when you make your first visit to the surgery. Is the receptionist friendly, or is her manner crisp and sterile? Is the staff responsive to

  and patient with its young clients, or is communication with them limited to ‘Get down’, ‘Don’t touch’, and ‘Keep quiet’?




  Decor. A baby doctor needs more than a couple of magazines on the table and a few Expressionist prints on the wall to make the ‘Right’ design statement in

  the waiting room. On your reconnaissance visit, look for features that will make waiting less painful for both you and your expected: a comfortable play area for toddlers as well as a waiting area

  for older children (if space permits); a selection of clean, well-maintained toys and books appropriate for a range of ages; low chairs or other sitting space designed for little bodies. Wallpaper

  in bold colours and intriguing patterns (orange kangaroos and yellow tigers rather than tastefully understated earth tones) and bright pictures (in both the waiting room and the examining rooms)

  will also give uneasy minds something comforting to focus on while anticipating or experiencing the poking and prodding of a checkup. (But keep in mind, not every good doctor is a Disney buff.) A

  welcome addition in the family practitioner’s surgery: separate waiting areas for adults only and adults with children.




  Waiting time. A forty-five-minute wait when you’re pacing with a fussy infant or trying to distract a restless toddler with yet

  another picture book can be a trying experience for all involved. Yet such waits are not uncommon when the surgery is really busy. For some parents a long wait may merely be an inconvenience; for

  others it is something their schedules simply can’t accommodate.




  In trying to gauge the average waiting time in a particular surgery, ask the receptionist, and if her answer is vague or noncommittal, pose the question to a few waiting parents.




  A long average wait can be a sign of disorganization in the surgery, of overbooking, or of a doctor’s having more patients than he or she can handle. But it doesn’t tell you much

  about the quality of medical care. Some very good doctors are not very good managers. They may end up spending more time with each patient than allotted (something you will appreciate in the

  examining room but not in the waiting room). Or they may not like to turn down requests to fit sick children into an already full schedule (something you will definitely appreciate when it’s

  your child who’s sick).




  All waiting doesn’t take place in the waiting room. The most uncomfortable wait is often in the examining room, holding an unhappy, undressed baby, with no space to pace, or trying to

  distract a frightened toddler without benefit of the toy collection just outside. While long waits in the examining room may not alone be sufficient reason for rejecting a doctor, if they do prove

  to be a problem, be sure to make a point of letting the nurse know that you would prefer to do most of your waiting in the waiting room.




  House calls. Yes, GPs still make them. Most of the time, however, as your doctor will probably explain, house calls are not only unnecessary, they aren’t best for

  baby. At the surgery, a doctor can use equipment and perform tests that can’t be stashed in a little black bag. Still, occasions may arise when you will appreciate very much the doctor who is

  willing to put his or her bedside manner to work literally – as when junior is home from nursery school with a bad stomach flu, baby’s down with a high fever and a bronchial cough, and

  you’re on duty at home alone in a snowstorm.




  Protocol for taking phone queries. If new parents rushed to the doctor’s surgery every time they had questions about their babies’ health or development,

  doctors’ surgeries would be jammed day and night. That’s why many queries can be answered and worries assuaged via the telephone. And why you’ll want to know in advance how your

  prospective baby doctor handles such calls. Some parents prefer the call-hour approach: a particular time is set aside each day for the doctor to field phone calls. No patients are seen during this

  time and distractions are few. This ensures almost immediate access to the doctor – though there may be several bouts with a busy signal or a brief wait for a callback. Other parents find it

  difficult to confine their worries to between 7 and 8 in the morning or 11 and noon, or worse, to wait until tomorrow’s call hour for relief from today’s worries. They prefer the doctor

  callback system: They call when a problem or question arises, and the doctor calls back when there’s a free moment between patients. Even if the callback doesn’t come for hours (in a

  non-emergency, of course), callers can at least unburden themselves on – and sometimes be reassured or counselled by – the person who takes the call. And there is the comfort of knowing

  they will talk to the doctor by the end of the day.




  Style. When you’re in the market for a doctor, as when you’re shopping for baby furniture, the style that’s right will

  depend on your style. Do you prefer a doctor who is easygoing and informal, formal and businesslike, or somewhere in between? Are you most comfortable with a father (or mother) figure, or with a

  doctor who treats you as a partner in your child’s care? Do you want a doctor who gives the impression of having all the answers, or one who is willing to admit, ‘I don’t know,

  but I’ll find out’.




  Just as there are certain features all parents look for in a cot or pushchair (quality, workmanship, value), there are certain traits they all want in a prospective baby doctor: the ability to

  listen (without eyeing the next name in the appointment book); an openness to questions and a willingness to respond to them fully and clearly (without becoming defensive or feeling threatened);

  and, most of all, a genuine fondness for children.




  Philosophy. Even in the best of marriages, spouses don’t always agree, and even in the best of doctor-patient relationships there may be points of difference. But,

  as with marriages, doctor-patient relationships are most likely to succeed if both partners agree on a majority of major issues. Seek an appointment to ask about the doctor’s positions on any

  of the following that you consider important:




  

    	

      Breastfeeding. If you’re eager to nurse, a doctor who is only lukewarm towards or confesses to little knowledge of the subject may not provide the support and

      assistance novice nursers need.


    




    	

      Vegetarianism. If you and your family don’t eat meat or fish, it’s useful to have a doctor who not only accepts that but also knows something about meeting a

      growing child’s nutritional needs on a vegetarian or vegan diet.


    




    	

      Preventive medicine. If you believe in more than an ounce of prevention, it’s a good idea to select a doctor who shares that philosophy – emphasizing the

      ‘well’ in baby care (good nutrition, physical activity, immunizations, and so on).


      



    


  




  

    

      

        A GOOD ALTERNATIVE?




        Looking for an alternative to traditional medical care? More and more Britons are. And the ranks of alternative practitioners are rapidly

        growing to meet that demand. There are now 40,000 alternative practitioners in the UK – compared with 36,000 GPs. But – and this is an important ‘but’ – far from

        all of these practitioners are properly trained or qualified, which makes seeking their care for yourself or your child potentially bad medicine. If you’d like to consult with an

        alternative therapist to complement the care of your traditional GP, first do your homework. Check with the Institute of Complementary Medicine (020 7237 5165, www.icmedicine.co.uk) that they are on the British Register of Complementary Practitioners. Also look for recommendations – from other parents, as

        well as from your GP (who may, in some cases, be able to refer you). And since you’ll likely be paying out of your own pocket (alternative therapies are only occasionally available on

        the NHS), always ask for cost estimates in advance.


      


    


  




  

    	

      Antibiotics. It’s a good idea to select a doctor who’s up-to-date on the latest recommendations for when and how often to

      prescribe antibiotics. Research indicates that many doctors prescribe antibiotics too frequently, often when the situation doesn’t warrant it (usually at the parents’ request).


    




    	

      Complementary and alternative medicine. If a more holistic approach to your family’s health care is important to you, look for a doctor who is familiar with

      alternative and complementary medicine and open to incorporating nonconventional therapies that are safe and effective into your child’s care.


    


  




  YOUR PARTNERSHIP WITH DR RIGHT




  Once you’ve chosen Dr Right, you can’t just drop your baby’s health care into his or her lap, sit back with a waiting room

  magazine and relax, assured of the right results. As parents, you, and not your doctor, have the most significant impact on your baby’s health. If you don’t hold up your part of the

  partnership, even the best of doctors won’t be able to provide the best of care for your baby. To be the right patient-parent for Dr Right, you have a long list of responsibilities.




  Follow surgery etiquette. Arrive for appointments on time or, if the surgery perpetually runs late, call half an hour in advance of a scheduled appointment and ask how

  much later you can safely arrive; try to give at least twenty-four hours’ notice when cancelling; and keep to arranged payment agreements. Remember, patients (or in this case, parents of

  patients) are partly responsible for the smooth operation of a doctor’s surgery.




  Practice prevention. Though it’s wise to select a doctor who believes in preventive medicine and concentrates on well-baby care, the burden for keeping baby

  healthy will fall more heavily on you than on the doctor. It’s you who must see that baby gets proper nutrition, enjoys a wholesome balance of rest and active play, is not exposed

  unnecessarily to infection or cigarette smoke, and is kept as safe as possible from accidental injury. It’s you who must help your baby establish good health and safety habits that can last

  and give benefit for a lifetime.




  Put your worries on paper. Many of the questions you’ll come up with between checkups are worthy of your concern without being worthy of a special phone call

  (‘Why doesn’t he have any teeth yet?’ or ‘How can I get him to enjoy his bath?’). Jot these down as they occur to you, before they have a chance to escape in the

  course of a typically hectic day with baby. Then ask them at your next visit.




  Take notes. The doctor gives you instructions about what to do if your baby has a reaction to her first injections. You get home, she has a fever, and you panic. What

  was it she said? It’s not surprising you’ve forgotten – the baby was crying after the injection and you could barely hear the instructions as you struggled to dress her, never

  mind remember them. The remedy for parental memory loss: always bring a pen and paper to your doctor visits and jot down diagnoses, instructions and any other information you may want to refer to

  later. This may not be easy while balancing baby on your lap (that’s why two-parent visits are ideal), but it’s worth the contortions that may be involved. Or, ask the doctor or nurse if they can jot down some of the information for you.




  Take notes at telephone ‘visits’, too. Though you’re positive you’ll remember the name of the over-the-counter ointment the doctor recommended for baby’s rash or

  the dosage of paracetamol prescribed for teething pain, these details can easily escape your mind when you hang up the phone to the sight of baby smearing carrot purée all over the kitchen

  wall.




  Pick up the phone. Thanks to Alexander Graham Bell, the relief for your worries is only a phone call away. But don’t use your baby’s doctor as a ready

  reference; before making a call, try to find the answers to your questions in this or in another baby book on your shelf. If you’re unsuccessful, however, don’t hesitate to call for

  fear of abusing your telephone privileges. In the early months, doctors expect a lot of telephone calls, especially from first-time parents. Don’t call cold, however. Make the most of the

  conversation by glancing over the Before Calling the Doctor checklist starting on this page and call prepared.




  Follow doctor’s advice. In any good partnership, both sides contribute what they know or do best. In this partnership, your baby’s doctor will be

  contributing years of training and experience. To get the most benefit from those contributions, it makes sense to take the doctor’s advice when feasible, and to inform him or her when you

  don’t intend to, or for some reason, can’t. This is particularly vital in medical situations. Say an antibiotic has been prescribed for baby’s earache. The baby spits up the

  medication and won’t touch another drop. Since the earache seems better anyway, you give up trying to force it down his or her little throat and don’t bother to let the doctor know.

  Then, two days later, baby’s temperature is up. What the doctor would have told you, had you called, is that once the medication is begun the baby may start to improve, but unless the full

  course of treatment is completed, the illness can return with greater force. He or she might also have been able to advise you on better ways of getting the medication down or of alternative ways

  of medicating.




  Speak up. To say that it’s important to follow doctor’s advice is not to say that mother or father doesn’t sometimes know best – even better than

  doctor. Sometimes, parental instincts are as keenly accurate in picking up symptoms of illness as any instrument in a doctor’s black bag. If you sense the doctor’s diagnosis or

  treatment is off, say so (calmly and rationally, not in a challenging way). You may learn something from each other.




  Speak up, too, if you’ve heard about a new treatment for colic or for runny noses, or anything else that you feel might benefit your baby. If it’s something you’ve read, bring

  in the source when possible. Perhaps the doctor has already heard about this advance and can give you additional information for or against it. If the doctor is unfamiliar with it, he or she will

  probably want to learn more about it before offering an opinion. Be aware, however, that medical reporting (especially on the Internet) can be uneven. With your doctor’s help, you should be

  able to sort out the useful from the useless.




  End a relationship that’s not right. There’s no such thing as a perfect doctor (any more than there’s such a thing as a perfect parent). And, again,

  even in the best of partnerships, there’s bound to be some disagreement. But if there seems to be more discord than harmony, try talking things out with the

  doctor before you consider ending the relationship. You may find that there’s a misunderstanding rather than serious philosophical differences behind the rift, in which case you may be able

  to make a fresh start with the same doctor. If the doctor you’ve chosen turns out to be truly Dr Wrong, you will begin the search for a new doctor a lot wiser and, hopefully, end up with

  better results. To make sure you don’t leave your baby without a doctor while you shop around again, avoid terminating your current relationship until you’ve found a replacement. When

  you have, be sure all of your child’s medical records are transferred promptly.




  • • •




  

     

  




  CHAPTER 2




  Buying for Baby




  You’ve resisted the temptation for months. Passed wistfully by the Layette Department on your way to Maternity, not daring to run as much as

  a finger over the lacy rompers and handknit sweaters, casting no more than a longing glance at the musical mobiles and cuddly teddies. But now, at long last, with delivery only weeks away,

  it’s not only okay to stop resisting and start buying, it’s absolutely necessary.




  Do, however, fight the urge to belly up to the counter and put yourself in the hands of the grandmotherly saleswoman who’s waiting to sell you everything she has in stock and several other

  things she’s ready to order at the drop of a credit card. Her voice-of-experience sales pitch may make you forget that you’ll be getting some hand-me-downs from your sister-in-law, that

  dozens of gifts will soon come pouring in, and that you will be doing laundry frequently. And you may end up with shopping bags loaded with more tiny outfits, toys and paraphernalia than your baby

  will ever be able to use before outgrowing them.




  Instead, do your homework before starting your shopping. Calculate your minimum needs (you’ll always be able to fill in later) using the shopping list beginning on here, and face that saleswoman armed with these basic guidelines:




  

    	

      Don’t buy a complete layette as espoused by the store or any list; use lists merely as a guide. Just as every baby is different, every baby’s (and

      parent’s) needs are different.


    




    	

      Keep in mind how many times a week you (or someone else) will be doing the laundry. If you will be washing almost every day, buy the smallest suggested number of items on

      the list; if you will have to lug loads down to the local Suds ’n Spin and can do it only weekly, then buy the largest number.


    




    	

      Gratefully accept any hand-me-down baby clothes given to you by friends or family. Your baby is likely to go through two or three outfits a day in the first few months. At

      that rate, your wallet will be mightily stretched as you try to keep up with his or her wardrobe needs. Even if all the hand-me-downs aren’t exactly your style, it’ll be nice to

      have them standing by for those days when the laundry doesn’t quite get done (again). Check off items borrowed or handed down before finalizing your shopping list.


    




    	

      If friends and family ask what you’ll need, don’t be embarrassed to tell them. They really would rather buy you something

      you’ll use rather than something you’ll have to cart back to the store postpartum. Suggest a few items in various price ranges to give them freedom of choice, but don’t

      suggest the same items to different people. Better still, register for your baby’s needs to make the giving and receiving easier and more efficient (see box on facing page).


    




    	

      Hold off on buying items you won’t need right away (a high chair, a baby seat for the bathtub, toys too advanced for infants) and items you may end up not needing

      (the full quota of pyjamas, towels, T-shirt sets) until you’ve received all your gifts. When the Post Office van stops making its daily gifts drop-off, recalculate your needs and head out

      for the store once more.


    




    	

      Buy mostly six- to nine-month sizes. You may want a couple of three-month-size shirts and maybe an outfit or two for dress-up that fit just right, but for the most part

      it’s more practical to roll up sleeves and endure a slightly blousy look for a few weeks until baby starts to fill out the larger sizes (which happens seemingly overnight). And as

      irresistible as it may be to unpack your purchases into baby’s new dresser, hold back. Keep all baby clothes (even the set you’re planning to take baby home in) tagged or in their

      original packages. That way, if baby checks in at 4.7 kg (10 lb 6 oz), your spouse, mother or a friend can exchange at least some of those tiny items for the six-month size while you’re

      still in the hospital or birthing centre, and the others soon after. Likewise, if your baby arrives early, weighing just 2.25 kg (5 lb), some of the larger sizes can be exchanged.


           In general, buy at least one size ahead (most six-month-old babies wear nine- or twelve-month sizes; some even fill out eighteen-month sizes), but eyeball before

      purchasing because some styles (particularly imported ones) can run much larger or smaller than average. When in doubt, buy big, keeping this in mind: children grow and clothes (if

      they’re cotton) shrink.


    




    	

      Keep the season in mind as you shop. If baby is expected on the cusp of a season, buy just a few tiny items for the immediate weather and larger ones for the weather

      expected in the months ahead. Continue to consider the seasons as baby grows. That adorable appliquéd August-perfect sunsuit at half price may be difficult to pass up, but if it’s

      a twelve-month size and your baby will be a year old next May, it’s a purchase you’ll eventually regret.


    




    	

      When selecting baby clothes, consider convenience and comfort first, fashion second. Tiny buttons at baby’s neckline may be darling, but the struggle to fasten them

      with baby squirming on the changing table won’t be. An organdy party frock may look fetching on the hanger but may have to stay there if it irritates baby’s delicate skin. An

      imported sailor suit may look smart – until you have to change baby and find no access to the nappy area. A lace collar might be beautiful, but when your baby spits up all over it, it

      will be a pain in your neck to wash.


           Always look for outfits made of soft, easy-care fabrics, with poppers instead of buttons (inconvenient, and should baby manage to chew or pry one off, unsafe),

      head openings that are roomy (or have poppers at the neck), and bottoms that open conveniently for nappy changing. Shun long strings or ribbons, which are

      potentially hazardous (none should be longer than 15 cm/6 in), and rough seams, which are potentially uncomfortable. Room for growth is another important feature: adjustable shoulder straps,

      stretch fabrics, undefined waistlines on one-piece garments, elasticized waistlines, double rows of poppers on sleepwear, trousers that can be rolled up, wide hems that can be taken down,

      tucks, pleats or yokes. Pyjamas with ‘feet’ should be the right length, or should have elasticized ankles to keep them in place.


      



    


  




  

    

      

        REGISTER FOR YOUR BABY NEEDS




        It may be the thought that counts when it comes to baby presents – that is, until you end up with three baby baths, twenty-seven size

        three-month onesies, and four identical baby carriers at your baby shower. Since gift givers are as anxious to give you gifts you want as you are to receive them, help them and yourselves out

        by signing up with a baby registry. Baby registries are available at most stores that sell baby products (and on-line) and allow expectant parents to register their wish lists before

        delivery, just as engaged couples register their wish lists before their weddings. Registering will help assure that you’ll get what you do want, won’t get what you don’t

        want or don’t need (multiples of the same item, for instance), and that you won’t have to spend your postpartum days running from store to store, returning and exchanging.


      


    


  




  

    	

      If you haven’t learned the gender of your baby through antenatal testing, don’t buy everything in yellow or green (unless you’re crazy about those

      colours), particularly since many infants don’t have the complexion to carry off these shades. Both boys and girls can wear reds, blues, navys, whites and creams. If you wait on some

      purchases until baby arrives, you’ll be able to indulge in some dainty pinks for a daughter or some more distinctly boy styles for a son. At some stores, you can order a layette and not

      pick it up until after the baby is born – at which time you can specify the colour. This will work only if dad, grandma or a friend can pick up your order while you’re in the

      hospital or birthing centre, or if it can be delivered before you arrive home.


    




    	

      When buying baby furniture, practicality and safety should supersede style. An antique cradle, either purchased or passed down, may lend that heirloom look to the nursery

      – but you could be setting your baby up for a fall should the bottom not prove strong enough to support his or her weight, or for a lead overdose if the paint job, too, is antique. If you

      have a dog, a cradle may be too close to the ground for comfort. Keep in mind, too, that many hand-me-down cots and cradles do not meet current safety standards. A plush Rolls-Royce of buggy

      may evoke a lot of smiles when you walk down the street but a lot of frowns when you hold up the bus line while struggling to fold it and lug it, baby and changing bag, up the steps. For other

      features to favour in baby furnishings, see here.


    




    	

       When buying toiletries for baby, buy only what you need (see list on this page), rather than one of everything you

      see. When comparing products, look for those that are alcohol free (alcohol is drying to a baby’s skin) and contain the fewest artificial colours, preservatives and other chemical

      additives.


    




    	

      When stocking the medicine chest, however, err on the side of excess, filling it, just in case, with everything you might need in an emergency (and hope you’ll never

      have to use). Otherwise, you may find yourself helpless when your baby wakes in the middle of the night, burning up with fever, and you have no medication on hand to bring it down. Or when

      baby’s stuffy nose is keeping him or her (and you) up, and you realize you never got around to buying a nasal aspirator.


    


  




  BABY’S WARDROBE




  By far the most fun you’ll have preparing for baby will be buying those tiny, cute clothes. In fact, it may take considerable reserves

  of willpower to avoid overfilling your baby’s cupboard with too many adorable outfits (particularly those that are as impractical as they are irresistible). Here are some general guidelines;

  again, you may need more or fewer of all of these; how many you’ll want is another story altogether:




  Three to ten vests/onesies. For your newborn, your best bet are the vests that open in the front, with poppers on the sides. These are easier to get on your baby in the

  first few weeks, and until your baby’s umbilical stump falls off, it’s better not to have tight clothes rubbing against it. Once the stump does fall off, you can switch to the pullover

  onesie style, which is smoother and more comfortable for baby. These one-piece body suits snap on the bottom and don’t ride up, keeping tummies covered in cold weather.




  Four to seven stretchies with feet, for an autumn or winter baby, but just three or four for a late-spring or summer arrival. Footed outfits keep tootsies toasty without

  socks, making them especially practical (as you’ll soon find out, socks and booties rarely stay put for long). Make sure they have poppers (or zips) at the crotch for easy access to

  baby’s bottom, which you’ll be visiting quite often – otherwise you’ll be undressing and redressing at every nappy change.




  Two-piece outfits. These are less practical, so try to limit yourself (it will be hard!) to one or two of them. Look for ones that snap together at the waist so the

  trousers don’t fall off and the shirt doesn’t ride up.




  Three to six rompers (one-piece, short-sleeved, snap-at-the-crotch outfits without legs), for a late-spring or summer baby.




  Three to six nightgowns with elastic bottoms. While stretchies can also stand in as sleepwear, some parents prefer nightgowns for their babies, especially in the early

  weeks, when the easy-open bottoms make those middle-of-the-night nappy changes more convenient. Nightgowns that close at the bottom with drawstrings (most have elastic instead) shouldn’t be

  used once your baby becomes more active (removing the string eliminates any choking or strangulation risk, but if you do, the gown will creep up during the night). Sleepwear for children must meet

  government standards for flame resistance; there will usually be a label on the sleepwear advising parents whether or not that particular item meets safety

  standards.




  Two to three blanket sleepers, for late-autumn or winter babies. These sleepers keep baby cuddly warm without a duvet or blanket (which should be avoided because of the

  risk of suffocation or Sudden Infant Death Syndrome – SIDS – see here). Bag sleepers shouldn’t be used past five months.




  One to three sweaters. One lightweight sweater will do in summer; heavier ones will be needed in cold weather. Look for ones that are washable and dryable as well as

  easy on, easy off.




  One to three hats. Summer babies need at least one lightweight hat with a brim (for sun protection). Winter babies need one or more heavier-weight hats (a lot of the

  body’s heat escapes through the head, and since a baby’s head is disproportionately large, there’s a lot of potential for heat loss). The hats should be shaped to cover the ears

  snugly but not too tightly.




  One bunting or snowsuit with attached mittens, for a late autumn or winter baby. If you’re buying a sleeping bag, look for one that has a slot on the bottom for a

  car seat strap, to make buckling up easier and more secure.




  Two to three pairs of booties or socks. As you’ll soon find out, these are often kicked off within moments after they’re put on (something you don’t

  usually notice until you’re halfway down the street or on the other side of the shopping centre), so look for styles that promise to stay put.




  Three washable bibs. Even before you bring on the puréed peas and strained carrots, you’ll need these to protect clothes from spit-up and drool.




  Three to four waterproof pants, nappy covers or nappy wraps, if you’re planning to use cloth nappies. If you’re using disposables, you might consider one

  pretty pair for special occasions (though probably only if your baby’s a girl and will be wearing dresses).




  BABY’S LINENS




  Whatever colours and patterns you choose, when it comes to linens, size matters. Sheets and mattress pads must fit the mattresses you’ll

  be using tightly. That way they won’t come loose and pose a safety risk.




  Three to four fitted sheets each, for cot, carrycot and/or pram. All sheets should fit very snugly, so they can’t be pulled out. You might also consider

  half-sheets that tie or snap onto the cot bars and go on top of the fitted sheet. If your baby spits up a lot, it’ll be easier to change just the half-sheet instead of removing the

  hard-to-remove fitted sheet. Be sure the half-sheets are securely attached.




  Two to six waterproof pads, for protecting cot, pram, furniture and laps.




  Two quilted mattress pads, for cot (to protect the mattress). Again, the fit should be very snug.




  Two washable cot or carrycot blankets (optional). These are fine for use in the pram or over a baby who’s buckled into a car seat (or a baby who’s otherwise

  being supervised). But blankets should be avoided for sleep (especially after the first month) because such bedding is a risk factor for SIDS. It’s much safer to dress your baby in blanket

  sleepers or other warm nightclothes instead. If you do choose to use a blanket, it should be lightweight and not densely woven, without any long fringes or with a

  loose weave that might unravel; it should be tucked under the mattress and only reach baby’s underarms. Once baby’s able to move around more (sometime after the first month, though

  possibly earlier or later), a blanket shouldn’t be used at all for sleep.




  One to two blankets for pram or buggy. Just one lightweight blanket for a summer baby.




  Two to three terry-cloth towels. Hooded towels are best, since they keep baby’s head warm after a bath.




  Two to three soft flannels.




  A dozen square cloth nappies or ‘muslins’ (burping cloths), for protecting your shoulders when burping baby, to protect sheets when baby spits up, for

  emergency bibs, and much more.




  Two to five swaddling blankets, depending on the season. Newborns like to be swaddled, and swaddling or ‘receiving’ blankets are useful when trying to make

  your baby cozy. See here for tips on how to swaddle your baby safely.




  Nappies. If you’re using disposable nappies, buy one or two packets of the newborn size and then wait until after baby is born (so you’ll know how big your

  baby is) before purchasing several dozen nappies in the right size. If you’re using cloth nappies and plan to wash them yourself, purchase two to five dozen prefolded cloth ones, plus two

  dozen disposable nappies (once you know how big the baby is) so you can use them for outings and emergencies. If you are planning on using a nappy service, sign up in your eighth month and they

  will be ready to deliver as soon as you do. You might also want to buy some nappy liners to pad the front of the nappy if you’re expecting a boy (a boy’s concentrated flow is more

  likely to lead to leaks) or just for extra night-time protection.




  BABY’S GROOMING NEEDS




  Babies smell pretty terrific naturally, and as far as their grooming needs are concerned, less is almost always more. So buy products that

  have as few additives and fragrances as possible (remember, baby skin is very tender), and keep in mind that many products marketed to parents of infants aren’t even necessary. Even some of

  the following are optional. Items needed for nappy changes should be kept on a shelf high enough above the changing table to prevent baby’s grabbing for them but low enough for you to reach

  easily.




  Baby soap or bath liquid or foam, to be used sparingly. Look for a gentle formula.




  No-tears baby shampoo. For young infants, no-tears baby bath or foam (which may be easier to control because it stays put) can be used for shampoo.




  Baby oil. This can come in handy if you need to gently clean a sticky bowel movement off a sore bottom. It’s also often prescribed for cradle cap.




  Baby powder, optional. Contrary to popular belief, babies don’t really need to be powdered (though a little is nice in warm weather). But if you choose to powder,

  use a cornflour-, not talc-based product.




  Ointment or cream for nappy rash. Ask the doctor for a recommendation.


  





  

    

      

        DON’T GO NUTS




        When buying lotions for your baby, read labels carefully and don’t buy those that contain peanut oil. Researchers have found that

        infants (particularly those with skin conditions) who are rubbed with such creams may be at a higher risk of developing peanut allergies by age two. Luckily, most baby lotions made in the UK

        don’t contain peanut oil, but some foreign-made baby products do, and so do some domestically made creams not specifically marketed for infants.


      


    


  




  Petroleum jelly, such as Vaseline, for lubricating rectal thermometers. Do not use to treat nappy rash.




  Baby wipes, for nappy changes, hand washing on the go, cleanups after spit-ups and leaky nappy incidents, and dozens of other uses. But use cotton wool balls and plain

  water for cleansing baby’s bottom during the first few weeks and whenever nappy rash is a problem.




  Sterile cotton wool balls, for cleaning baby’s eyes, for nappy changes in the first few weeks, and when baby has a nappy rash.




  Baby nail scissors or clippers. Never use sharp adult scissors; babies are squirmy and cuts can easily result.




  Baby brush and comb, which hairless babies won’t need for a few months at least. If baby ends up having lots of hair, use only a wide-toothed comb for hair

  that’s wet and tangled.




  Eight nappy pins, if you’ll be using them. Metal heads are better than plastic, which can crack.




  BABY’S MEDICINE CABINET




  Have these supplies on hand rather than waiting to buy them when you need them (usually in the middle of the night and/or the middle of a

  snowstorm). Ask your baby’s doctor for recommendations on brands and dosages. Most importantly, store them out of reach of infants and children.




  Liquid aspirin substitute, such as Calpol (paracetamol).




  Antiseptic ointment or cream, for minor cuts and scrapes.




  Hydrogen peroxide, for cleaning cuts. A non-stinging spray that numbs or relieves pain as it cleans can make the job even easier.




  Calamine lotion or hydrocortisone cream (0.5 per cent), for mosquito bites and itchy rashes.




  Rehydration fluid (such as Dioralyte), if the baby’s doctor recommends it for treatment of diarrhoea.




  Sunscreen, which is now recommended even for infants under six months old when sun protection is otherwise impossible. Look for a gentle made-for-baby formulation.




  Rubbing alcohol, for swabbing on umbilical stump or for cleaning thermometers, but not for rubdowns.




  Calibrated spoon, dropper and /or oral syringe, for administering medications. (Whenever possible, use the one that comes with a medication.)




  Sterile bandages and gauze pads, in a variety of sizes and shapes.




  Adhesive tape, for securing gauze pads.




  Tweezers, for pulling out splinters.




  Nasal aspirator, a bulb syringe for clearing a stuffy nose (see here).




  Ear syringe, for removing wax buildup, if baby’s doctor recommends it.




  Cool mist humidifier. Humidifiers can help a baby sleep when his or her nose is stuffed up, though they’re not a necessity. Cool mist is the best – warm mist

  or steam humidifiers can lead to burns – but keep in mind that they must be cleaned thoroughly and according to the manufacturer’s directions to avoid the growth of mould and

  bacteria.




  A digital thermometer. It is no longer recommended that parents use glass mercury thermometers because of the dangers of mercury exposure. Tympanic (ear) thermometers

  are less reliable in infants than rectal or axial (armpit) ones. The newer temporal artery thermometers that take the temperature on the forehead, have been shown in studies to be very accurate;

  they may become more widely available and affordable. (See here for more on thermometers.)




  Small penlight, to check throat for inflammation or pupils after a head injury (see here).




  Tongue depressors, for examining the throat.




  Heating pad and/or hot-water bottle, for soothing a colicky tummy or relieving sore muscles.




  BABY FEEDING SUPPLIES




  You’ll need to stock up on more of these supplies, of course, if you’ll be bottle feeding, either exclusively or in combination

  with breastfeeding. But even exclusive breastfeeders will have to invest in a few of the following, if only for backup.




  Four bottles, 120-ml (4-fl oz) size, and ten to twelve bottles, 250-ml (8-fl oz) size, with teats and rings, if you’re bottle feeding; four to six bottles, 250-ml

  (8-fl oz) size with teats and rings if you’re supplementing; one bottle, 250-ml (8-fl oz) size with teat and ring for emergency supplementary feeding if you’re breastfeeding

  exclusively. Opt for BPA-free bottles if possible. Bottles come in three types: traditional-style bottles have straight necks and bodies; bottles with angled necks are designed to

  reduce baby’s air intake by keeping the teat filled with liquid (less air equals less gas; some say the angle may reduce the incidence of ear infections by keeping baby in a more upright

  position during feedings); disposable systems consist of a reusable holder with disposable liners or plastic bags, which collapse as baby feeds, also minimizing air swallowing.




  Teats come in several shapes (including the orthodontic shape and those with a wide base to mimic a mother’s nipple) and with different hole sizes (smaller for younger babies, larger for

  older ones). Silicone teats are odour and taste free, don’t get gummy, are dishwasher safe, and are see-through (so you can see if they’re clean). Try several types to see which work

  best for your baby.




  Utensils for formula preparation, if you’re bottle feeding. Exactly which items you’ll need will depend on the type of

  formula you plan to use, but the shopping list will usually include bottle and teat brushes, large measuring jug, measuring cup, possibly a can opener, long-handled mixing spoon, and a dishwasher

  basket to keep teats and rings (collars) from being tossed around the dishwasher.




  A breast pump, if you’re breastfeeding and want to express milk so someone else can feed the baby while you’re at work or away for a few hours. See here for information on the types of breast pumps available and advice on choosing one.




  A dummy, if you decide to use one. It’s not technically a feeding supply, but it will satisfy your baby’s oral needs when he or she wants to suck but

  isn’t hungry. Look for sturdy construction and ventilation holes in the shield. Like teats, dummies also come in easy-to-clean silicone. Never attach a cord or ribbon that’s more than

  15 cm (6 in) long to a dummy.




  
Nursery Necessities and Niceties




  A baby’s needs are basic: a pair of loving arms to be cuddled and rocked in, a set of breasts (or a bottle) to feed from, and a

  safe, secure environment. In fact, many of the multitudes of products, furnishings and accessories marketed for the nursery aren’t even necessary. Still, you’ll be doing plenty of

  buying when it comes to baby’s new room. Decor won’t much matter to that room’s resident (at least, not at first). Though you’ll likely spend hours agonizing over it, your

  newborn won’t care whether the bumpers are adorned with jumping bunnies or shooting stars, or whether the wallpaper coordinates with the sheets. What does matter, however, is that the nursery

  provides the safe, secure environment your baby needs. Which means, among other things, a cot that meets current safety standards, a bumper that fits snugly, a changing table that won’t take

  a tumble, and lead-free paint on everything. When choosing furniture for your baby’s nursery, as you’ve undoubtedly already noticed in your first forays to the store, there are endless

  styles, colours, finishes and features to pick from. Though you can certainly make choices with an eye towards style (and budget, of course), your first allegiance should be to selecting the

  products that will be safest and most efficient.




  In general, look for items that have only lead-free paint; sturdy non-tip construction; smooth edges and rounded corners; and safety restraint straps at the crotch and waist, where appropriate.

  And while most, if not all, manufacturers comply with safety guidelines, when shopping, you should avoid choosing any items that have rough edges, sharp points, or small parts that might break

  loose; exposed hinges or springs; or attached strings, cords or ribbons. Be sure to follow the manufacturer’s directions for use and maintenance of all items and to regularly check

  baby’s cot, infant seat and other equipment for loose screws, frayed straps, supports that have snapped, and other signs of wear. Also, always send in your product registration card so that

  you can be notified in case of a recall.


  





  

    

      

        CALLING ALL RECALLS




        For safety’s sake, fill out and return any registration cards included with the products you purchase so that you can receive notice of

        recalls.


      


    


  




  Cot. Your baby’s cot is one of the more important pieces of furniture you’ll buy. You’ll want it to be safe, comfortable, practical and durable (not

  only so it will survive the two or three years your baby will be sleeping in it, but also so that you can reuse it for any future siblings). There are two basic types of cots: standard cots

  can come with single or double drop sides, though most manufacturers have stopped making cots with dropped sides because of safety concerns. Some models have a drawer on the bottom for storage. A

  convertible cot can theoretically take your infant from baby all the way to teenager (if it lasts that long), converting from a cot to a toddler bed and then to a day or full-size bed.




  When choosing a cot, look for a label stating that safety standards have been met; cot slats that are no more than 6 cm (2 3/8 in) apart (smaller than the diameter of a fizzy drink can), with no

  splinters or cracks in the wood; minimum rail height of 66 cm (26 in) when the mattress is at its lowest position; at least 23 cm (9 in) between the mattress support and the top of the drop side

  when lowered; a secure locking mechanism for the drop side; and no peeling paint, rough corners or posts or knobs that protrude. You should also look for a cot that has a metal mattress support

  (which will support a jumping toddler better than wood), adjustable mattress height so the mattress can be lowered as your baby grows, casters (with a wheel lock) for mobility, and a plastic

  covering on teething rails (so your baby doesn’t chew on the wood).




  Do not use antiques or cots older than ten years. Old cots (especially those made before 1973, but even some made in the 1980s and 1990s) may be charming or of great sentimental value, but they

  do not meet current safety standards. They might have slats that are too far apart, may contain lead in the paint, may have cracked or splintered wood, may have been recalled, and may have other

  dangers.




  Cot mattress. Because your baby will likely be spending twelve to sixteen hours (or more) a day sleeping on it, you’ll want to make sure the cot mattress you

  select is not only safe and comfortable, but also high quality. There are two types of cot mattresses: innerspring and foam. An innerspring mattress is heavier than a foam one and

  will usually last longer and keep its shape better, offering better support. It’s also more expensive than a foam mattress. A good (though not an absolute) rule of thumb when choosing an

  inner-spring mattress is to look for one with a high number of coils. The higher the count (usually 150 or more), the firmer (and better quality, and safer) the mattress. A foam mattress, made of

  polyester or polyether, weighs less than the innerspring mattress (making changing sheets – which you’ll be doing often – much easier). If you’re buying foam, look for a

  mattress with high foam density, which will mean more support and safety for your baby. More important than the type of mattress you choose is that it be firm and fit snugly in the cot, with no

  more than two adult-finger widths between cot and mattress.




  Bumper. From pink-and-white gingham to Winnie-the-Pooh, boldly coloured choo-choo trains to dainty flowers, parents today have no

  problem finding a cot bumper that suits their taste and nursery decor. But while you may appreciate the bumper for the design statement it makes, it’s not a necessity (baby won’t really

  get hurt if his or her arms or legs get momentarily caught between the cot slats), nor is it always safe (though there are breathable mesh bumpers that lower the risk of suffocation should an

  infant press his or her face up against them). If you do choose to use a bumper, be sure it has a snug (not floppy) fit around the entire perimeter of the cot. There should also be at least six

  ties or sets of poppers for fastening it to the cot rails. The ties should not be longer than 15 cm (6 in) to avoid any risk of strangulation.




  At most baby stores, bumpers are sold as part of a bedding set; the bumper, cot sheet and duvet come packaged together. While it might look very coordinated, using the duvet as a blanket for

  your baby is not a good idea. To reduce the risk of suffocation or SIDS, soft bedding, pillows and fluffy blankets or duvets should never be used in your baby’s cot (see here). Use the duvet and pillow as decoration elsewhere in your baby’s room, or save them for when your baby graduates to a bed.




  Carrycot or cradle. Because you don’t really need a carrycot or cradle (they can be used for only the first four months or so; you can skip them and go directly to

  a cot), they don’t fall into the ‘necessary’ category. Still, they sure can be nice to have in the early weeks, when baby may enjoy their cozy quarters and you may appreciate

  their convenience. Another advantage of the carrycot or cradle is that its height is usually fairly close to that of your bed, allowing you to reach over and comfort (or lift out) your baby in the

  middle of the night, without even getting out of bed. A carrycot is also lightweight and can be moved from room to room. Some can hit the road, too, folding neatly for travel. A cradle is less

  mobile, but most will rock back and forth, providing the soothing motion that babies crave (though most experts agree that the more effective rocking direction is the head-to-toes motion of a

  rocking chair and not the side-to-side motion of a cradle). Some cradles come with a battery-operated vibrating feature to help soothe babies to sleep. Look for a lock that keeps the cradle from

  moving around when baby’s sleeping.




  When shopping for a carrycot or cradle, resist antiques or heirlooms, which may be unsafe. Look for one that has a sturdy stable base, is an adequate size to hold your baby, has a firm mattress

  that fits snugly, has rigid (not soft) sides, and meets all current safety standards. Cradle sides should be at least 20 cm (8 in) high (when measured from the mattress to the top). You will

  appreciate a cradle that has wheels, but if it does, look for one that also has wheel locks. If it is a folding model, learn how to securely lock the legs; if it has a hood, make sure it folds back

  (so that you can easily put your sleeping baby in it). Some cradles convert to bedside sleepers (see below).




  Bedside sleepers. Another item not in the ‘necessity’ category, a bedside sleeper is nice to have if you want to co-sleep with your baby, are nursing, or

  just want to reach over in the middle of the night for a reassuring pat. The bedside sleeper has a high padded rim on three sides and one open side that fits flush against your bed mattress at the

  same height as an adult bed, allowing for easy access to baby.




  Changing space. By the time your baby reaches his or her first birthday, chances are you’ll have changed nearly 2,500 nappies (without even winning any honours

  in the Guinness Book of World Records). With that staggering number in mind, you’ll want to set up a comfortable place to change those nappies –

  one that is also convenient, safe, and easy to clean. Though it’s nice to buy a table designed specifically for changing baby, it’s not really necessary. You can actually turn an

  ordinary dresser or table into a changing space. If you go that route, you’ll need to shop for a thick pad with a safety strap to place on the dresser to keep it protected and to keep baby

  secure and comfortable. Make sure, too, that the dresser height is comfortable for you (and whoever else will be doing nappy duty) and that the pad doesn’t slide off the dresser top when

  you’re changing a squirmy baby.




  If you’re planning to buy a changing table, you’ll have two options: a stand-alone changing table (look for one that is sturdy and has solid legs, a protective guardrail,

  safety straps, washable padding, nappy storage within your reach, and toiletry storage out of baby’s reach), or a combination dresser/changing table, which has an oversize top or a

  flip-open top with a pad. If using the flip-open type of changing table, do not place baby’s weight on the outer edge: That can cause the entire chest to topple. As with the stand-alone

  changing table, look for one that is sturdy and has safety straps, a washable pad and adequate storage space for nappies, wipes, creams and other items.




  If you do opt for the stand-alone style, be sure to purchase (or have on hand) a chest of drawers or other type of storage unit for baby’s clothes.




  Nappy bucket. Your baby’s bottom is sure to be sweet and adorable. But what comes out of it probably won’t be. Luckily, nappies are there to catch it all.

  But to catch all those dirty nappies, you’ll need a nappy bucket designed to whisk away and store the evidence (and odour). If you’re using disposable nappies, you can choose a fancy

  nappy bucket that tightly seals (or even coils) nappies in an odour-preventing plastic liner. Or look for one that uses ordinary refuse bags (because the special liner refills can get expensive).

  Whichever type you use, remember to empty the bucket often (but hold your nose when you do, because the stench of stored nappies can knock you off your feet).




  If you are using cloth nappies, choose a bucket that is easy to wash and has a tight-fitting top that a baby or toddler can’t pry open. If you’re using a nappy service, the service

  will usually provide you with a deodourized nappy bucket and cart away the stinky contents weekly.




  Baby bath. New babies are slippery when wet – not to mention squirmy. All of which can serve to unnerve even the most confident parents when it comes time for that

  first bath. To make sure it’s fun and safe to rub-a-dub-dub when your infant’s in the tub, invest in or borrow a baby bath – most are designed to follow a newborn’s contours

  and offer support while preventing him or her from sliding under the water. They come in a myriad of styles: plastic, foam cushions, mesh sling, and so on. Some ‘grow’ with your baby

  and can be used all the way through the toddler years (when placed in a regular bathtub).




  When buying a baby bath, look for one that has a non-skid bottom and a smooth rounded edge that will retain its shape when filled with water (and baby); is easy to wash; has quick drainage, a

  roomy size (large enough for your baby at four or five months, as well as now), support for baby’s head and shoulders, portability, and has a mildew-resistant foam pad (if applicable).

  Another alternative to the baby bath is a thick sponge specially designed to cushion the baby in a sink or a tub.




  Infant seat. Bouncer seats, baby rockers or infant activity seats (designed for newborns to age eight or nine months) can be invaluable for parents of young babies, not

  only because they can calm a fussy baby, but also because they can give parents’ arms a rest. An infant seat will allow you to have your baby safely nearby (but not on your shoulder) while

  you cook, fold laundry, use the computer, take a shower, or do just about anything else. And since such infant seats are lightweight and take up little room, they can be moved from kitchen to

  bathroom to bedroom quite easily. And your baby will appreciate being propped up at a gentle incline, allowing him or her a great view for watching you (baby’s favourite entertainment) as you

  go about your daily routine.




  There are two basic types of infant seat: the lightweight framed seat (also known as a bouncer seat), which has a flexible frame covered with a fabric seat and bounces or rocks back and

  forth using your baby’s weight and movement; and the hard-shelled battery-operated infant seat, which, with the flip of a switch, provides a constant rocking or vibrating motion. Both

  kinds of infant seat often come with sunshade canopies (useful if you’ll be using it outdoors) and a removable toy bar that can provide entertainment and activities for your baby. Some models

  have a sounds-and-music feature. There are even infant seats that double as travel cots, while still others that can be transformed into a toddler seat when your baby gets older.




  When choosing an infant seat, look for one with a wide, sturdy, stable base; non-skid bottom; safety restraints that go around baby’s waist and between his or her legs; comfortable

  padding; and a removable padded insert so the seat can be used for your newborn and then later for your older infant. Choose one that is lightweight and portable and, if battery operated, has an

  adjustable speed. For optimum safety, never leave an infant, even a very young one, in an infant seat at the edge of a table or counter or near something (such as a wall) he or she could push off

  from. Be sure to always keep your baby safely strapped in. Don’t carry the seat with your baby in it, and never use an infant seat as a car seat.




  Rocking chair or glider. The traditional rocking chair that has been around for years (chances are there’s one that’s been passed down in your family) has,

  in recent years, been usurped in popularity by the glider-rocker, which ‘rocks’ you and your baby in a smooth horizontal gliding motion. Gliders are safer in a nursery than rocking

  chairs because they don’t have runners, which children can get caught under. While a glider is optional, many parents find it’s great for feeding and for calming baby. Many come with

  matching gliding ottomans so you can kick up your tired feet as you glide. An advantage of a glider-rocker is that it’s a purchase that will continue to be used even as baby grows (you can

  read to your toddler on it, use it yourself while watching TV, and so on).




  There are many different designs to choose from when buying a glider; most have seat and back cushions; some have arm pads (which your weary arms will appreciate). Glide before you buy; try it

  out in the store to find the one that’s most comfortable for you.




  Baby monitor. A baby monitor allows parents to keep tabs on a sleeping infant without standing guard over the cot (though, realistically, you’ll be doing plenty of

  that in the first few weeks, too). It’s ideal if your baby’s room is out of earshot of your bedroom or other parts of the house. During the day, a baby

  monitor allows you the freedom to do things around the house while your baby naps; at night you can sleep in another room, yet still hear when your baby wakes for a feeding.




  There are two types of monitors: audio and audio-video. The basic audio monitors transmit sound only. The transmitter is left in your baby’s room, and the receiver either goes where

  you go (battery operated and clipped on) or plugs in to an outlet in the room you’ll be in. Some monitors have two receivers so both parents can listen in (or you can keep one receiver in

  your bedroom and the other in the kitchen, for example). An added feature to the audio monitor is the ‘sound-and-light’ feature. Such a monitor has a special LED display that enables

  you to ‘see’ the sound level of your baby. The audio-video model allows you to see and hear your baby on a TV screen using a small camera placed near the baby’s cot.

  High-tech models have infrared technology so you can see your baby even if it is dark in the nursery.




  When choosing a baby monitor, you’ll first have to determine if you’ll need one with low-range frequency (49 MHz) or high-range frequency (900 MHz). If you live in a high-rise

  apartment building or a densely populated area, you’re likely to experience interference from other sources such as mobile phones, cordless phones, or radios if you choose one with low

  frequency. So choose a 900 MHz one (or the newer 2.4 GHz for even more clarity), and look for one that offers more than one channel (so you can change channels if you’re picking up your

  neighbour’s phone conversation instead of your baby’s cries, as interesting as the former might prove). Also look for models that can use batteries and A/C adapters; have a low-battery

  indicator; volume control (so you can decide if you want to hear your baby’s every breath or just his or her cries); compact size; and are safe (no exposed parts that can cause

  electrocution). Remember to keep both the transmitter and receiver out of baby’s (and older children’s) reach.




  Baby swing. Ask most parents to name the single best piece of baby equipment they purchased, and chances are they’ll say the baby swing. Baby swings can be nothing

  short of miraculous when it comes to soothing a fussy baby; they can also give parents some much-needed time off from rocking baby in their arms. (Some babies dislike the swing and are not

  comforted by it; before you buy one, test it out – with your baby in it – at a friend’s house or in the store.) Swings either have a windup mechanism or are battery operated

  (something you’ll certainly appreciate if your baby really loves the swing). There are also portable swings that are lightweight and easy to carry (in case you think your baby will need the

  swing while visiting grandma).




  When selecting a swing, look for a sturdy frame; a wide base; secure safety straps; smooth surfaces free of sharp edges, hinges that can catch little fingers, or small parts that can break off;

  a seat that reclines for a young infant; an activity tray for diversion; adjustable speeds; quiet motor or quiet crank mechanism; and easy accessibility. Check if the swing you’re purchasing

  is safe for babies under six weeks old (some aren’t), and stop using the swing when your baby reaches 6.8 to 9 kg (15 to 20 lb) (check the manufacturer’s weight recommendations). Never

  use the swing as a substitute for supervision; use it only when baby’s in the same room as you. Also, limit the amount of time your baby spends in the swing, especially at high speeds; some babies can get dizzy from a lot of swinging time.




  Night-light. As you stumble out of bed for yet another middle-of-the-night feeding, you’ll be thankful for a night-light (or a lamp with a dimmer) in your

  baby’s room. Not only will it keep you from tripping over that stuffed giraffe you left in the middle of the floor, but it will also keep you from having to turn on a bright light (which will

  be jarring for you and baby, disturbing the sleepy darkness and making a return to dreamland more elusive). Look for a plug-in model that can safely be left on, and remember to put it in an outlet

  that baby can’t reach.




  Travel cot. If you plan on travelling often to places where such equipment will not be available (or may not meet safety standards), you should consider a travel cot.

  Travel cots are smaller than full-size cots, fold up easily, fit in the boot of a car, and are available in wood, plastic or with mesh sides. If buying one, look for easy folding, storage, and

  portability. See Playpen, here for more on safety features.




  
Equipment for Outings




  Because you’re not going to want to literally be a stay-at-home parent – even if you’re not going back to work

  – you’ll need to prepare for taking your baby out of the house by getting (at a minimum) a buggy and a car seat. As with nursery furniture, when choosing outing equipment there are

  endless styles, colours, finishes and features to pick from. Once again, your job is to make sure whatever you choose for your baby is chosen with safety, comfort and your budget in mind.

  You’ll also want to take into account your lifestyle (Are you in and out of your car often? Do you walk to the corner grocery store to do your shopping? Will you be boarding buses with baby

  daily?) before selecting outing equipment.




  In general, look for items that meet safety standards and have adequate safety straps at the crotch and waist, where appropriate. You should avoid choosing any items that have rough edges, sharp

  points or small parts that might break loose; exposed hinges or springs; or attached strings, cords or ribbons. Be sure to follow the manufacturer’s directions for use and maintenance of all

  items and to regularly check baby’s buggy, car seat and other equipment for loose screws, frayed straps, supports that have snapped, and other signs of wear. Also, always send in your product

  registration card so that you can be notified in case of a recall.




  Pushchair and/or pram. The right buggy (or pushchair) can make your daily life with baby – from the proverbial walk in the park to that hike to the shops –

  much more manageable and much less exhausting. But wading through the dozens of choices (and price tags) in the store can be overwhelming, to say the least. Because there are so many different

  types of buggies, prams, travel systems, joggers and pushchair/pram combinations available, you’ll need to consider your lifestyle in order to find the one (or ones) right for you. Will you

  be taking long, leisurely strolls with your baby on quiet suburban streets (or in that park)? Or will you be hitting the jogging trails with junior? Do you spend a

  lot of time getting in and out of your car? Or more time climbing in and out of buses or railway stations? Will you be taking mostly short walks to the corner shop, or will you also be taking long

  trips with your baby on aeroplanes or trains? Do you have a toddler at home who still likes to be in a buggy? Are you (or your spouse or caregiver) very tall or very short? Do you live in a small

  walk-up apartment, a flat or a house with many steps at the front door? Once you’ve answered these questions, you’re armed with enough information to make your choice. And, depending on

  your budget, you might consider buying more than one type for more flexibility. The basic pushchairs and prams available include:




  

    	

      Classic pram:Considered the ‘limousine’ of baby carriages, this type of baby toter is similar to the kind grandma used to use. These are typically very

      sturdy, have large (non-swivelling) wheels for a smooth ride, shock-absorbing suspension, and elegant canopies and fabrics. In most, the carriage component snaps into the chassis (and can

      double as a carrycot) and the baby faces the parent. Prams are large, heavy (weighing around 18 kg/40 lb), extremely durable (can be passed down to all your children), and usually expensive.

      They are a great choice if you’ll be taking long strolls with baby but won’t have to be navigating flights of stairs on your way in and out of your home.


    




    	

      Convertible pram-pushchairs: Because only prams (with their flat surface) or pushchairs that recline are appropriate for a baby under three months, a convertible

      pram-pushchair can be a good choice for parents who want the sturdiness and comfort of a pram but also the convenience and manoeuvrability of a pushchair. The convertible models recline fully

      to a flat surface, allowing a parent to look down into the pram at their newborn. Once the baby gets a little older (four to six months), the handle is flipped, the seat back pushed up, and

      presto, you’ve got yourself a front-facing pushchair. Most models fold relatively compactly, and while they are heavier and more cumbersome than standard pushchairs (see below), they are

      also very durable and will last many years (and through many babies, if you’re so inclined).


    




    	

      Standard pushchair: These models are designed to be portable and fold compactly. Most are made of aluminum (generally weighing just over 6.8 kg (15 lb)); are sturdy

      and easy to fold; have a reclining seat; and provide a smooth ride. Although they are heavier and more cumbersome when travelling (or hopping in and out of buses or subways) than buggies (see

      below), they are a good choice for parents looking for durability and comfort.


    




    	

      Buggy. Buggies (which are sometimes referred to as ‘umbrella’ pushchairs because of their curved handlebars) are feather-light (usually weighing between

      2.25 to 6.8 kg/5 to 15 lb) and exceptionally easy to fold. When folded, they are extremely compact for convenient carrying and storing. Since most do not recline or offer sufficient padding or

      support, they can’t be used for small babies, but they’re ideal for older children, especially when travelling, using public transport, or getting

      in and out of a car often. You may want to hold off on buying a buggy until your baby’s big enough to use it. (A kickstand is a great addition to a buggy; it can keep a bag-laden buggy

      from tipping backwards when you lift baby out.)


    




    	

      Travel system pushchair: Travel system pushchairs are convenient ‘all-in-ones’, combining car seat and pushchair in one package. The base is a standard

      pushchair that allows an infant car seat to be snapped on top. Parents find this especially convenient because they can move a sleeping baby from car to pushchair without waking him or her up.

      And once your baby outgrows the infant car seat, the bottom part can be used as a stand-alone pushchair, similar to the standard pushchair described above. These travel system pushchairs are

      usually heavier than standard pushchairs (even though the pushchair base is not usually as sturdy as a standard pushchair), but are a good choice for those looking for car convenience. There

      are also lightweight pushchair frames available that allow any brand of infant car seat to be clipped on, providing the same advantages as those of the larger pushchair system, though

      when the baby gets too big for the car seat, the frame can’t be used as a standalone pushchair.


    




    	

      Jogger pushchair: Looking for a way to get back into shape and bring baby along? If you’re an avid jogger or enjoy long walks in the country, a jogger

      pushchair might be the right choice for you. These pushchairs have three large wheels, great suspension, provide a smooth ride for your child on all terrains, and are lightweight. Many have a

      braking system, come with wrist straps and a storage pouch or basket, and are easy to manoeuvre (though they should be used only on smooth terrain). Most aren’t designed to tote newborns,

      so if you’re looking to hit the jogging path sooner rather than later, choose one that comes with an infant seat attachment so baby can recline in comfort and safety while you sweat that

      pregnancy weight off.


    




    	

      Double (or triple) buggy: If you’re expecting baby number two and you have a toddler at home, or if you are having twins, you’ll need a double buggy (or

      triple if you’re expecting triplets, have a toddler and new twins, or have twin toddlers and a new baby). Double buggies offer the convenience of pushing two children as comfortably

      (almost) as pushing one. The two types of double buggy are the side-by-side model or tandem (one seat in front of the other). If you’re buying a side-by-side model, look for one that has

      reclining seats and can fit through doorways and aisles (most do, but some are too wide for narrow passageways). A tandem model is great for a newborn and a toddler but can be heavy to push,

      and when baby gets bigger, your children may fight over who gets the ‘front seat’. Another option if you have an older child: a pushchair that has a sitting ledge or standing

      platform in the front or back so you can push both children together.


    


  




  

    Regardless of which type of pushchair you buy, be sure it meets current safety standards. Look for one with a wide wheel base and swivel wheels (if applicable) for easy manoeuvrability, and

    good wheel brakes. Keep in mind that better-quality nylon or metal (and thus more expensive) wheels will last much longer, are easier to manoeuvre, and provide a

    smoother ride than those made of soft plastic. A good brand will also have buckles that are easy for you (but not your crafty toddler) to latch and unlatch. Buckles should also fit snugly around

    your baby’s waist and crotch, be adjustable, and be comfortable. A jogging pushchair should have a five-point harness (with shoulder straps) for maximum safety. Plastic buggies are light

    and easy to carry but are not as sturdy (and won’t last as long) as those made from aluminum. Steel ones are also sturdy but can be quite heavy. Washable fabric and padding that is

    removable is a plus, as you’ll find out the first time the nappy leaks or the juice spills.


    



  




  

    

      

        WHAT’S IN A BUCKLE?




        

          [image: ]


        




        The five-point harness has five straps: two at the shoulders, two at the hips, and one at the crotch. Experts usually rate this type of harness as safest because

        it offers more points of protection. Look for this type if choosing a convertible car seat; a newborn fits best in this type of harness.


      


    


  




  

    Each type of pushchair comes with its own set of bells and whistles. Decide from the many available features what you won’t be able to live without, what you’ll find useful, and

    what you probably won’t end up needing at all: a large basket or storage area to tote nappy bag, groceries or baby toys (don’t overload handles with bags or other items, since the

    weight could tip the pushchair over and baby with it); adjustable handle height if anyone who will be pushing the pushchair is very tall; a rain cover; child feeding tray; a tray for parents

    complete with cup holder (for your latte); changing bag hooks; removable weather boot; sun canopy or parasol; canopy with sunroof; adjustable footrest; one-handed fold; one-handed steering.


  




  Pushchairs that have reclining seats are necessary for a small infant and advantageous for when your toddler falls asleep. If you’ll be folding your pushchair often (to store in your

  house, to put in the car, to get on a bus), you’ll want one that has an easy open and close mechanism, and one that you can fold and unfold while holding your baby.




  Finally, before buying any pushchair, take it for a test drive in the store to see how easy it is to handle, if it is comfortable for you and your baby, and how it folds and unfolds.




  Child car seat. Car seats aren’t just for your peace of mind and your baby’s safety, they’re required by law. In fact, most hospitals won’t even

  let you take your baby home unless you have an infant car seat securely strapped into your car’s backseat. Even if you don’t own a car, you’ll need a car seat if you ever plan to

  get into a cab, go for a drive in someone else’s car, or rent a car. More than any other item on your shopping list, this is the one you’ll need to have before that first contraction

  hits.




  When choosing a child car seat, be sure it meets government safety standards. Never borrow an older car seat or use one that’s already been in an accident.

  Also be sure to send in the registration card so the manufacturer can notify you if there is a recall on your car seat. See here for information on installing your

  baby’s car seat properly and more safety tips.


  





  

    

      

        REAR-FACING INFANT SEAT
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        A rear-facing seat should be used until a baby is at least one year old and 9 kg (20 lb). The harness slots should be at or below your baby’s shoulders; the

        harness chest clip should be at the infant’s armpit level. Check the instructions to see how the carrying handle should be positioned during travel. Never place any rear-facing infant

        seat in the front seat of a vehicle, particularly one equipped with air bags.


      


    


  




  

    There are many types of car seats available. The right type of safety seat will depend on your child’s age, size and weight. Features within each category vary from manufacturer to

    manufacturer, so decide which model works best for your situation, then choose a seat that’s easy to use and that fits well in your vehicle.


  




  

    	

      Rear-facing infant car seats: These seats, designed to support a baby’s head, neck and back, are installed rear-facing (facing the back window of your vehicle)

      in the backseat and recline at a 45-degree angle. You can choose either a three- or five-point harness buckling system, though five-point provides by far the best protection and is favoured by

      safety experts. Many models have a stay-in-car detachable base that allows for quick installation and easy removal. After buckling your baby into the seat, you simply lock the seat into the

      base. (This feature is also helpful if you’re using a travel system pushchair, see here.) These seats can also be used without the base. Rear-facing car seats

      usually have carrying handles that vary in style and ease of use. Angle indicators, built-in angle adjusters and head support systems are standard on most infant car seats. A rear-facing seat

      should be used until your baby is at least one year old and 9 kg (20 lb). Children who reach 9 kg (20 lb) before the first birthday (many babies reach that weight by nine months

      or even sooner), or who outgrow the infant seat height-wise (they’re 68.5 cm/27 in tall and/or their head has reached the top of the car seat back) still need to stay in the rear-facing

      position until they’re a year old. Some rear-facing infant car seats can be used up to 13.5 to 16 kg (30 to 35 lb), making it easier for you to keep a big baby rear-facing the full year,

      or you can switch to a convertible seat (and use it in the rear-facing position) when baby’s outgrown the infant seat.


    




    	

      Infant-toddler convertible seats: These seats can be used in the rear-facing position for babies under one year and 9 kg (20 lb) and

      in the front-facing position for children up to 18 kg 18 kg (40 lb) (around four years old; weight specifications vary from model to model, so read the information on their packaging

      carefully). One advantage to this type of seat is that your baby can use it from birth right through the toddler years. Another advantage is that it can accommodate babies who are too tall or

      heavy for most infant seats, keeping them in the recommended rear-facing position until at least the first birthday. The drawback is that it provides a less secure fit for the newborn than the

      rear-facing infant seat. If you do choose a convertible car seat, make sure your baby can recline comfortably in the seat in the rear-facing position.


      



    


  




  

    

      

        THE LATCH SYSTEM
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        This safety seat attachment system makes child safety seats easier to use and safer than ever. The system, called Lower Anchors and Tethers

        for CHildren (LATCH), makes correct installation much less complicated because you don’t need to use seat belts to secure the safety seat.




        The system requires that the car seat be equipped with top tether strap attachments. The adjustable tether strap is a belt that better stabilizes the car seat and reduces the potential for

        your child’s head to be thrown forward in a collision. The tether strap is anchored to the upper back of the child car seat and hooks into the rear shelf area, the ceiling, or the floor

        of your vehicle. The majority of cars, minivans and light trucks built after model year 2000 can accommodate the tether strap; tether kits are also available for most older car seats.




        The majority of vehicles made after model year 2002 also have lower anchors located between the vehicle’s seat cushion and seat back, which enables a car seat (made after year 2002)

        to be snapped into the anchors for a secure fit. Together, the lower anchors and upper tethers make up the LATCH system. Remember, if you have a car seat and /or car made before model year

        2002, you still must use your car’s seat belts to secure the car seat.


      


    


  




  

    	

      Toddler-only forward-facing seats: These car seats are used for children at least one year old and over 9 kg (20 lb) and can be used, depending on the

      model, until your toddler is 18 to 27 kg (40 to 60 lbs). These usually are available with the five-point harness (which is considered by far the safest), the T-shield, or the overhead (or tray)

      shield. Some models convert to a belt-positioning booster seat when your child is over 18 kg (40 lb).


      



    


  




  

    

      

        CONVERTIBLE SEAT/ FORWARD-FACING SEAT
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        Designed for children from birth to 18 kg (40 lb), this unit faces the rear in a semi-reclining position for infant use, then can be switched to an upright,

        front-facing position when baby is older. When in the front-facing position, the car seat (like a toddler-only forward-facing car seat) should be in the upright position, and the shoulder

        straps should be moved to the slots above your child’s shoulders. The harness chest clip should be at your child’s armpit level. Place this seat (and all children under the age of

        thirteen) in the rear seat of the vehicle.


      


    


  




  

    	

      Booster seats: An adult lap-shoulder belt does not fit properly (and therefore isn’t safe) until a child is at least eight years and is approaching 145 cm (57

      in) tall. So from the time your child is 18 kg (40 lb) and outgrows the toddler (or convertible) seat until he or she is tall enough and mature enough to sit safely in an adult safety belt,

      you’ll need to use a booster seat. A belt-positioning booster seat is used with the car’s lap/shoulder belts. It raises your child so that the adult seat belts fit properly,

      assuring that your child’s upper body and head will be protected in a collision. (The shield booster, an older-model booster designed to be used with a lap belt only, does not provide

      enough upper body protection, according to most experts, and is no longer certified for use in children weighing more than 18 kg/40 lb.)


           Your child should continue to use a booster until he or she can sit all the way back against the vehicle seat with his or her knees bending comfortably at the edge

      of the seat cushion; the lap portion of the belt should fit tightly across the top of the thighs (and not ride up over the belly), and the shoulder portion should fit tightly over the shoulder

      (and not cut into the neck or face). You won’t need a booster seat until your child has graduated from the toddler or convertible seat, and since models change from year to year,

      you’re much better holding off on this purchase. (For more on booster seats and safety, see What to Expect the Toddler Years).


    




    	

      Integrated safety seats: Some vehicles on the market feature front-facing child safety seats that are built in, or integrated, into the vehicle’s seat itself

      and can accommodate a child up to 27 to 29.5 kg (60 or 65 lb). These seats are very convenient, eliminating the need to install and remove the safety seat (and the possibility of installing it

      incorrectly). Keep in mind, however, that you’ll still need a rear-facing infant car seat for your baby and a booster seat for when he or she gets older.


    


  




  Baby carrier or sling. Marsupials (such as kangaroos) and many human cultures have known for millennia the benefits of ‘wearing’ a baby: convenience (no

  pushchair or pram to push), efficiency (parental hands are freed up for any number of multitasks, from doing laundry, to checking e-mail, to carting groceries, to eating dinner), enhanced comfort

  for baby (babies who are worn cry less), and enhanced pleasure for parents (nothing beats having a sweet, warm baby snuggled at your breast). For those reasons and for dozens of others, most every

  parent will appreciate having a baby carrier or sling on hand in the first year of life and beyond. There are as many styles of carriers and slings to choose from as there are reasons for buying or

  borrowing one:




  Front carriers consist of a fabric compartment supported by two shoulder straps. They are designed so your baby can either face inwards (especially useful for when baby is sleeping or for

  a newborn who doesn’t have good head control) or face outwards (so baby can enjoy the same sights as you). They feature adjustable straps that distribute weight evenly so that your back and

  shoulders share the load. Most can accommodate an infant up to 13.5 kg (30 lb), though many parents find that a backpack works better once baby is over six months. Some front carriers convert to

  backpacks.




  When choosing a front carrier, look for one that is easy to hook up and detach without help and that won’t require you to wake up your baby to slip him or her out; adjustable, padded

  straps that don’t dig into your shoulders; easy washability; breathable fabric (so baby won’t overheat); head and shoulder support for baby; and a wide bottom that supports bottom and

  thighs.




  A sling carrier is a wide swath of fabric that slings across your body, supported by a shoulder strap. Infants are able to lie down comfortably in them or face outwards. An older baby can

  straddle your hip while being supported by the sling. An additional plus for nursing mothers: slings allow discreet and convenient breastfeeding. When choosing a sling, look for washable,

  breathable fabric; a well-padded and comfortable strap; and trimness (one that isn’t bulky with extra fabric).




  A framed carrier is a backpack frame made of metal or plastic with a fabric seat. Unlike front carriers, which distribute baby’s weight on your shoulders and neck, a backpack

  carrier places the weight on your back and waist. This type of carrier is not recommended for babies under six months old but can be used for children up to 18 kg (40 lb) and age three (depending

  on the model). When choosing one, look for models that have a built-in stand, which helps make loading and mounting easier; are moisture resistant; and have: cleanable fabric, adjustability, safety

  straps or harness to prevent your child from climbing out, firm and thick shoulder strap padding, lumbar support to help distribute the weight down towards your

  hips, and storage pockets for baby paraphernalia (so you don’t have to lug a separate changing bag on your shoulder as well). A heavy-duty backpack is necessary for long hikes. A lightweight

  model is fine for errands. A backpack that converts to a pushchair could come in quite handy.




  Carriers should not be used while driving, jogging, exercising or cooking. Always bend at the knees to pick something up when ‘wearing’ your baby (so he or she doesn’t slide

  out), and stay off stools and ladders. Never use a carrier instead of a car seat, and never leave a child unattended and propped up in a back carrier – even for a moment.




  Changing bag. Have baby, will travel – but you won’t get far without a changing bag. A changing bag is, for most parents, something they don’t leave

  home without … ever. But with so many on the market, how do you choose? Simple: the best changing bag for you is the one that best suits your needs. For example, if you’re doing any

  bottle feeding, you’ll want a changing bag that has a separate insulated bottle holding area. Also consider size and carrying comfort. You don’t want one that can’t fit more than

  one nappy and a bottle in it; on the other hand, a very large one will be too unwieldy to lug around. Look for one in a moisture-resistant material such as nylon or vinyl with multiple roomy

  compartments (so you can keep nappies, especially dirty ones, away from bottles and food); a shoulder strap or backpack style; a zip closing for the main compartment; a detachable changing pad;

  style, if that’s important to you (some parents prefer the kind of sleek, sophisticated changing bag that could pass as a large handbag; others like one that screams ‘baby’

  – complete with pastel ducks or alphabet blocks, while still others seek a bag to match their pushchair or baby blanket). You can also adapt any other carrier (such as a gym bag, backpack or

  oversize handbag) for carrying baby gear.




  
When Baby Gets Older




  Already overwhelmed by the length (and expense) of your shopping list? Here’s some good news: the following items won’t be needed

  until baby’s older, which means you can safely put off purchasing them. However, you may still want to register for the big-ticket items in case a close friend or relative (or a group of

  friends or relatives chipping in together) opt to buy them for you now.




  High chair. You won’t need a high chair until your baby is on solids (usually around six months old; babies who start solids earlier can be fed in an infant seat).

  Still, next to the cot and the car seat, the high chair is one of the most indispensable of baby furnishings. Again, you’ll find a staggering number of models to choose from, with a variety

  of features; some have adjustable height, others recline (which makes them perfect for feeding babies under six months), while still others fold up for storage.




  When choosing a high chair, look for one that meets government safety standards with a wide, sturdy, non-tip base; a tray that can be easily removed or locked in place with one hand; a wide lip

  to catch spills; a seat back high enough to support baby’s head; comfortable padding; safety straps; a crotch post to keep baby from slipping down; wheels

  that lock; a secure locking device if the chair folds; and no sharp edges. Also important: make sure the high chair you choose is easy to clean (plastic or vinyl seat, plastic tray).


  





  

    

      

        BUYING FOR BABY’S FUTURE




        Now that you’ve bought the truckloads of baby paraphernalia you’ll need for the first year (and then some), it’s time to

        put some thought into the kind of planning that’s not sold in any stores – planning that will protect your baby’s future.




        Write a will. Many adults do not have a will. Being without a will is always a risky proposition, but it can result in especially unfortunate circumstances in the

        case of young families, whose children might be left unprotected if their parents pass away. Even if you don’t have many financial assets, you’ll need to name at least one

        guardian who will be able to raise your child (or children) if you and your spouse die before they reach the age of eighteen. If you don’t have a will stating your preferences, the

        courts will determine who gets custody of your children.




        Start saving. As much as you think it will cost to raise your child, it will probably cost a lot more. The sooner you start putting money away for your

        child’s future expenses (especially education) the better, because your initial investment, even if it’s small, will have more time to grow. Start now, with your next pay cheque;

        eighteen years from now, you’ll be glad you did.




        Buy life insurance for yourself (not baby). But make sure it’s the right kind. Financial planners advise that parents buy term life insurance to protect the

        rest of your family in case you die. Such insurance provides a benefit upon death without any cash accumulation. You should also consider disability insurance, since younger adults are more

        likely to be disabled (and thus unable to earn sufficient income) than to die prematurely.


      


    


  




  

    There are plenty of hand-painted wooden high chairs available (at high cost) for style-conscious parents; however, they often get low marks in practicality once less-style-conscious baby

    starts smearing them with apple purée and mashed bananas.


  




  Portable feeding seat. Also called booster seats, these are invaluable when you’re visiting friends or relatives or dining at restaurants that don’t

  provide them; otherwise your baby will be dining on your lap. They also come in handy when your toddler’s ready to move to the table with you but isn’t quite ready for prime-time

  seating. (Once they start walking – and sometimes before – toddlers lose patience with being confined in tight spaces, such as high chairs, and appreciate the relative freedom of a

  booster.) A booster seat is a plastic seat that can be strapped onto a regular chair. Many have adjustable seat levels; some have attachable trays.




  Another option is the seat that locks directly onto a table, though some question the safety of these hook-on types; there is the risk that your child might unhook the chair by pushing back with

  his or her feet. And not all tables can accommodate hook-on models. When buying a portable feeding seat, look for a comfortable seat; sturdy design; safety straps to prevent baby’s slipping

  out; portability; if applicable, a removable tray; and a locking mechanism to prevent falls. See here for safety tips.




  Bath seat. Once baby outgrows the baby bath, but before he or she is big enough to comfortably sit in the big bath, a bath seat can come in handy. Look for safety straps

  and a suction bottom. Most importantly, never leave your child unattended in a bath seat, and always keep him or her within arm’s reach. A child can slip under the water and drown in the time

  it takes to fetch a towel or answer a telephone.




  Playpen. These are usually rectangular in shape, with a floor, mesh sides and rails that lock and unlock for easy (but safe) collapsibility and folding. Most fold into a

  long rectangle and come with a carrying case for easy transport. Some have wheels; others have removable padded changing stations that fit on top, built-in cradles for newborns, side storage areas,

  and even a canopy for shade (useful if you bring the playpen outdoors). Playpens can also be used as travel cots when travelling. When choosing a playpen, make sure it meets government safety

  standards and has fine-mesh netting that won’t catch fingers or buttons; removable fitted sheets for easy cleanup; tough pads that won’t tear easily; padded metal hinges; a baby-proof

  collapse mechanism; quick setup; easy folding; and portability.




  Safety gate. As soon as junior starts to crawl (or starts getting around another way, such as creeping or cruising), you should install safety gates wherever potential

  hazards might lurk (doorways to rooms that are unsafe for baby; the top and bottom of stairs). Pressure-mounted gates consist of two sliding panels that adjust to the size of the doorway and

  then lock into place by wedging against the doorposts. Such a gate shouldn’t be used on stairs.




  Another option is the wall-mounted gate, which attaches directly to the wall using screws and can withstand a lot more force than the pressure-mounted ones. This type of gate usually has

  a swinging door plus a latch that locks it shut. When choosing a safety gate, look for a label indicating it meets government safety standards; expandability (to fit all size doorways and stairs);

  sturdiness; slats (if there are any) no more than 6 cm (2 3/8 in) apart; a latch that is easy to open and close (or you may neglect to close it), preferably with a one-handed release. Do not use an

  old accordion-style gate – they are unsafe.




  Stationary entertainers (ExerSaucer). Mobile walkers are no longer recommended because of the risk of injury and even death. Instead, parents have the option of

  purchasing a stationary entertainment toy (commonly called an ExerSaucer) that allows a baby to bounce, jump, spin and play while staying safely in one place. When choosing, look for one with

  height adjustment (so it can grow with baby); a padded, washable seat that spins in a full circle; a sturdy stationary base; and a wide selection of attached toys and activities. If you do opt for

  an ExerSaucer, make sure you do not leave your baby in it for long periods of time (see here for reasons why).




  • • •








  

     

  




  CHAPTER 3




  Breastfeeding Basics




  They make it look so easy, those nursing mothers you’ve seen. Without skipping a beat of conversation or a bite of salad, they lift their

  shirts and put their babies to breast. Deftly, nonchalantly, as though it were the most natural process in the world.




  The fact is, however, that while the source may be natural, nursing comfort and know-how – especially for first-time mothers – are often not. Sometimes there are physical factors

  that foil those first few attempts; at other times, it’s just a simple lack of experience on the part of both participants.




  Your early nursing experiences might be blissful – with baby latching on quickly and suckling until satiated. Or, more likely, they might go something like this: even with your most

  concerted efforts, you can’t seem to get baby to hold on to your nipple, never mind to suck on it. The baby’s fussy; you’re frustrated; soon you’re both in tears.




  If that second scenario has been playing out for you and your baby as you begin breastfeeding, don’t throw in the nursing bra. You’re not failing, you’re just getting started.

  Nursing, like most other fundamentals of parenting, is learned, not instinctive. After a little time, and a little instruction, it won’t be long before your baby and breasts are in perfect

  synch. Some of the most mutually satisfying breast-baby relationships begin with several days, or even weeks, of fumbling, of bungled efforts, and of tears on both sides. Before you know it,

  you’ll be making it look easy – and natural, too.




  
Getting Started Breastfeeding




  There’s no magic formula (so to speak) for a successful breastfeeding relationship. But there are plenty of steps you can take, right

  from the very beginning, to give you and your baby an edge in breastfeeding success:




  Get an early start. Early-bird nursers tend to catch on sooner, not to mention latch on sooner. If both you and baby are up to it, nurse as soon as possible after birth

  – right in the birthing or delivery room is best. Babies show an eagerness and readiness to suck during the first two hours after birth, with the sucking

  reflex most powerful about thirty minutes after delivery. But don’t worry if you and baby aren’t successful right off the bat. Trying to force the feeding when you’re both

  exhausted from a difficult delivery only sets the stage for a disappointing experience. Cuddling at the breast can be just as satisfying as nursing in the first few moments of your baby’s

  life. If you don’t get around to feeding right after delivery, ask to have the baby brought to you for nursing as soon as possible after all necessary nursery procedures have been completed.

  Keep in mind, too, that even an early start doesn’t guarantee instant success. No matter when you first get going, plenty of practice may be needed before you and your baby make perfect.




  Beat the system. Many hospitals and most birthing centres recognize the importance of getting a mother and baby off to a good breastfeeding start. But even the most

  enlightened hospitals are usually run for the greater good – which sometimes doesn’t coincide with the needs of the breastfeeding mother and baby. To make sure you aren’t thwarted

  in your efforts by arbitrary regulations, ask your doctor in advance to make your preferences (demand feeding, no bottles, no dummies) known to the staff, or explain them to the nurses

  yourself.




  Get together. Making sure you and your baby are together most or all of the time can give early breastfeeding a much better chance of success, which is why rooming-in

  can be ideal. If you’re tired from a difficult delivery, or don’t feel confident enough yet to deal with the baby on a twenty-four-hour basis, partial rooming-in (days, but not nights)

  may be preferable. With this system you can have your baby with you all day for demand feeding, and have a nurse bring you the baby for night feedings when he or she wakes, perhaps allowing you to

  get much-needed sleep.




  If twenty-four-hour rooming-in isn’t available, isn’t possible (some hospitals allow rooming-in only in private rooms or when both patients in a shared room want to keep their babies

  with them), or doesn’t appeal to you, you can ask to have the baby brought to you when he or she is awake and hungry, or at least every two to three hours.




  Ban the bottle. Make sure your baby’s appetite and sucking instincts aren’t sabotaged. Some hospital nurseries still try to quiet a crying baby between

  breastfeeding sessions with a bottle of sugar water. Even a few sips of sugar water will satisfy tender appetites and early sucking needs, leaving baby more sleepy than hungry when brought to you

  later. You may also find your baby reluctant to struggle with the breast nipple after a few encounters with an artificial one, which yields results with a lot less effort. Worse still, if your

  breasts aren’t stimulated to produce enough milk, a vicious cycle begins – one that interferes with the establishment of a good demand-and-supply system.




  Dummies and formula feedings can also interfere with nursing. So issue strict orders through your baby’s doctor that supplementary feedings and dummies not be given to your baby in the

  nursery unless medically necessary. You may even want to put a sign on the baby’s cot that reads: ‘Breastfeeding only – no bottles please.’




  Take requests. Feeding on demand – when baby is hungry, not when a schedule dictates – is generally best for breastfeeding success. But in the early days,

  when baby’s less hungry than sleepy, chances are there won’t be much demand, and you’ll have to initiate most of the feedings. Strive for at least eight to twelve feedings a day, even if the demand isn’t up to that level yet. Not only will this keep your baby happy but it will also increase your milk supply to meet the demand as it

  grows. Imposing a four-hour feeding schedule, on the other hand, can worsen breast engorgement early on and result in an undernourished baby later.




  Don’t let sleeping babies lie. Some babies, especially in the first few days of life, may be a lot more interested in sleeping than feeding and may not wake for

  nourishment often enough. Although babies don’t need that much milk (or colostrum) in the first few days, your breasts need all the stimulation they can get to make sure that when your

  week-old baby does wake up for his feedings, you’ll have enough milk to combat his or her hunger. For tips on waking a sleeping baby for feeding, see here.




  Know the signs. Ideally, you should feed your baby when he or she first shows the signs of hunger or interest in sucking, which might include mouthing the hands or

  rooting around for the nipple, or just being particularly alert. Crying is not a feeding cue, so try not to wait until frantic crying – a late sign of hunger – begins. But if crying has

  started, do some rocking and soothing before you start nursing. Or offer your finger to suck on until baby calms down. After all, it’s hard enough for an inexperienced sucker to find the

  nipple when calm; when your baby has worked up to a full-fledged frenzy, it may be impossible.




  Practice, practice, practice. Consider the feedings before your milk comes in as ‘dry runs’, and don’t be concerned that baby is getting very little in

  the way of nourishment. Your milk supply is tailored to your baby’s needs. Right now those needs are minimal. In fact, the newborn stomach can’t tolerate a lot of food, and the tiny

  quantity of colostrum you’re producing is just right. Use those initial feeding sessions to work on your nursing technique rather than to fill baby’s belly, and be assured that he or

  she isn’t starving while you’re both learning.




  Give it time. No successful breastfeeding relationship was built in a day. Baby, fresh out of the womb, is certainly inexperienced – and so are you if this is your

  first time. You both have a lot to learn, and you’ll both have to be patient while you learn it. There will be plenty of trial and even more error before supplier and demander are working in

  concert. Even if you’ve successfully nursed another baby before, each newborn is different, and the road to breastfeeding harmony may take different turns this time around. Keep in mind that

  things may go even more slowly if one or both of you had a difficult time during labour and delivery, or if you had anaesthesia. Drowsy mothers and sluggish infants may not be up to tackling the

  art of breastfeeding just yet. Sleep it off (and let baby do the same) before getting serious about the task ahead of you.




  Don’t go it alone. Get some professional help, if you can. Hopefully, a breastfeeding specialist will join you during at least a couple of your baby’s first

  feedings to provide hands-on instruction, helpful hints and perhaps literature – as is routine in some hospitals and many birthing centres. If this service isn’t offered to you, ask if

  a lactation consultant or a nurse who is knowledgeable about breastfeeding can observe your technique and redirect you if you and your baby are not on target. If you leave the hospital or birthing

  centre before getting help, someone with breastfeeding expertise – either the baby’s doctor, a home midwife or an outside lactation consultant – should evaluate your technique

  within a few days.




  You can also find empathy and advice by calling either your local NCT group or La Leche League chapter. Volunteers at both organizations are experienced nursing

  mothers who are trained to become accredited leaders. They hold regular meetings and are available for telephone consultations. Or enlist the support of friends, relatives, and others who have

  breastfed successfully.


  





  

    

      

        GETTING HELP




        There are many resources for the breastfeeding mum. Here are some places to contact for help and more information:




        

          	

            Association of Breastfeeding Mothers


            PO Box 207


            Bridgwater TA6 7YT


            08444 122 949


            24-hour helpline for breastfeeding mothers.


            www.abm.me.uk


          




          	

            www.breastfeeding.co.uk


            Support and information on all aspects of breastfeeding, and the chance to chat on-line with mothers about their experiences of breastfeeding.


          




          	

            National Breastfeeding Helpline


            0300 100 0212 (9.30 AM to 9.30 PM, 7 days a week)


          




          	

            La Leche League


            PO Box 29


            West Bridgford


            Nottingham NG2 7NP


            0845 120 2918


            (those who take the calls are mothers like you, answering the phone in their own home, so only call in the evenings or at weekends if it’s urgent)


            www.laleche.org.uk


          




          	

            National Childbirth Trust Breastfeeding Line


            0300 330 0771


            (8 AM to 10 PM, 7 days a week)


            Can put you in touch with a local NCT breastfeeding counsellor. You do not need to be an NCT member to get this help.


            www.nct.org.uk


          


        


      


    


  




  Keep your cool. This isn’t easy to do when you’re a brand-new mother, but it’s vital for breastfeeding success. Tension can inhibit the let-down of

  milk, which means that even if you are producing milk, it may not be dispensed until you relax. If you’re feeling edgy, banish visitors from the room before you feed your baby. Do relaxation

  exercises if you feel they might help, pick up a book or magazine, or just close your eyes and listen to soft music for a few minutes.




  
Breastfeeding basics




  Building a successful breastfeeding relationship with your baby will depend on proper technique and know-how. Understanding how lactation

  works, learning how to properly position your baby at the breast, being sure that your baby is correctly latched on, and knowing when a feeding is over or when baby needs another meal will all

  gradually lead to a growing sense of confidence, the comforting feeling that you’re ‘doing it right’. To enhance your chances of success, boost your nursing savvy before you put baby to breast by taking this minicourse first.




  HOW LACTATION WORKS




  Lactation, or breastfeeding, is the natural completion of the reproductive cycle; here’s how it works:




  

    	

      How it’s made. The process of milk production is automatically initiated the instant you push out the placenta, as your body, which has spent nine months feeding your

      baby inside you, busily gears up for the shifts in hormones that will allow you to feed baby from the outside. The levels of the hormones oestrogen and progesterone decline dramatically in the

      moments after delivery, and the level of the hormone prolactin (one of the hormones responsible for lactation) rises dramatically, activating the milk-producing cells of your breasts. But while

      hormones trigger the start of lactation, they can’t keep milk production going without some help – and the help comes in the form of a tiny mouth, namely your baby’s. As that

      tiny mouth suckles at your breast, your prolactin level increases, stepping up milk production. Just as important, a cycle begins – one that ensures that a steady production of milk will

      continue: Your baby removes milk from your breasts (creating demand), your breasts produce milk (creating supply). The more the demand, the more the supply. Anything that keeps your baby from

      removing milk from your breasts will inhibit the supply. Infrequent feeding, feedings that are too brief, or ineffective suckling can all quickly result in diminished milk production. Think of

      it this way: the more milk the baby takes, the more milk the breast will make.


    




    	

      How it flows. It’s not enough to produce milk; if it’s not released from the tiny sacs where the milk is manufactured, baby doesn’t get fed and further

      production is suppressed. That’s why the single most important function that affects the success of breastfeeding is the let-down reflex, which allows the milk to flow. Letdown occurs

      when your baby suckles, prompting the release of the hormone oxytocin, which in turn stimulates the flow of milk. Later on, when your breasts get the hang of let-down, it may occur whenever

      suckling seems (at least, to your body) imminent – as when your baby’s due for a feeding, or even when you’re just thinking about your baby.


    




    	

      How it changes. The milk your baby gets is not a uniform fluid in the way that formula is. The composition of your milk changes from feeding to feeding and even within the

      same nursing session. The first milk to flow when your baby starts suckling is the foremilk. This milk has been dubbed the ‘thirst quencher’ because it is dilute and low in fat. As

      the nursing session progresses, your breast produces and secretes hind milk – milk that is high in protein, fat and calories. If you cut a nursing session short, your baby will be getting

      only the foremilk and not the fattier, more nutritious hind milk, causing hunger to strike sooner, and even inhibiting weight gain. Be sure at least one breast is well drained at each feed to

      guarantee your baby is getting the hind milk. You’ll be able to tell if baby has emptied enough of the breast if it feels much softer when the feeding is finished than it did when you

      began. (Keep in mind that a lactating breast is never truly empty; there’s always some milk available, and there’s always some being produced.)

      You’ll also notice the milk flow has decreased to a trickle and your baby swallows less often than when your breast was full of milk.


    


  




  BEGINNING TO BREASTFEED




  Here’s how to make sure the milk gets where it’s supposed to go:




  

    	

      Seek some peace and quiet. Until breastfeeding becomes second nature to you and baby (and it will!), you’ll need to focus as you feed. To do this, set yourselves up

      in an area that has few distractions and a low noise level. As you become more comfortable with breastfeeding, you can keep a book or magazine handy to occupy you during long feeding sessions.

      (But don’t forget to put your reading material down periodically so you can interact with your nursing infant; that’s not just part of the fun of nursing, it’s part of the

      benefit for baby.) Talking on the telephone can be too distracting in the early weeks, so turn down the ringer and let voice mail or the answer phone pick up messages. You may also want to

      avoid watching television during feedings until you get the hang of breastfeeding.


    




    	

      Get comfy. Settle into a position that’s comfortable for you and your baby. Try sitting on the living room sofa (as long as it’s not too deep), a glider in the

      baby’s room, an armchair, or propped up in bed. You can even nurse lying down in bed. If you’re sitting up, a pillow across your lap will help raise your baby to a comfortable

      height. Plus, if you’ve had a Caesarean, the pillow prevents baby from putting pressure on your scar. Make sure, too, that your arms are propped up on a pillow or chair arms; trying to

      hold 2.7 to 4 kg (6 to 9 lb) without support can lead to arm cramps and pain. Elevate your legs, too, if you can. Experiment to find the position that works best for you – preferably one

      you can hold for a long time without feeling strained or stiff.


    




    	

      Quench your own thirst. Have a drink – of milk, juice or water – by your side to replenish fluids as you nurse. Avoid hot drinks (which could scald you or your

      baby, should they spill). If you don’t feel like having a cold drink, opt for something lukewarm. And add a healthy snack if it’s been a while since your last meal; the better fed

      you are, the better fed baby will be.


    


  




  BREASTFEEDING POSITIONS




  There are plenty of positions you and your baby can eventually explore while breastfeeding. But the most important one to know is the

  ‘basic’ position, the one from which most other positions take form: position your baby on his or her side, facing your nipple. Make sure that baby’s whole tiny body is facing you

  – you’re tummy to tummy – with his or her ear, shoulder and hip in a straight line. You don’t want your baby’s head turned to the side; rather it should be straight in

  line with his or her body. (Imagine how difficult it would be for you to drink and swallow while turning your head to the side. It’s the same for your baby.)




  Lactation specialists recommend two nursing positions during the first few weeks: the crossover hold and the clutch hold. Once you’re more comfortable with

  breastfeeding, you can add the cradle hold and the side-lying position. So get into your starting position, and try:




  

    [image: ]




    Crossover Bold
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    Cradle Bold


  




  

    [image: ]




    Clutch Bold
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    Side-lying position


  




  

    	

      Crossover hold: Hold your baby’s head with the hand opposite to the breast from which you’ll be nursing (if you’re nursing on the right breast,

      hold your baby’s head with your left hand). Your wrist should rest between your baby’s shoulder blades, your thumb behind one ear, your other fingers behind the other ear. Using

      your right hand, cup your right breast, placing your thumb above your nipple and areola at the spot where your baby’s nose will touch your breast. Your index finger should be at the spot

      where your baby’s chin will touch the breast. Lightly compress your breast. This will give your breast a shape that more closely matches the shape of your baby’s mouth. You

      are now ready to have the baby latch on.


    




    	

      Clutch hold: This position is especially useful if you’ve had a Caesarean and you want to avoid placing your baby against your abdomen, if your breasts are

      large, if your baby is small or premature, or if you’re nursing twins. Position your baby at your side in a semi-sitting position facing you, with

      baby’s legs under your arm (your right arm if you are nursing on the right breast). Use pillows to bring the baby up to the level of your nipple. Support your baby’s head with your

      right hand and cup your breast with your left hand as you would for the crossover hold.


    




    	

      Cradle hold: In this classic breastfeeding position, your baby’s head rests in the bend of your elbow and your hand holds your baby’s thigh or buttocks.

      Baby’s lower arm (if you’re nursing from your right breast, it’s baby’s left arm) is tucked away, under your arm and around your waist. Cup your breast with your left

      hand (if nursing from the right breast) as in the crossover hold.


    




    	

      Side-lying position: This position is a good choice when you’re nursing in the middle of the night or when you need some rest (or, rather, when you can have

      some rest; you’ll always need it). Lie on your side with a pillow supporting your head. Position your baby on her side facing you, tummy to tummy. Make sure her mouth is in line with your

      nipple. Support your breast with your hand as in the other nursing positions. You may want to put a small pillow behind your baby’s back to hold her close.


    


  




  

    Whichever position you choose, be sure you bring baby to the breast – not breast to the baby. Many latching-on problems occur because mum is hunched over baby, trying to shove her breast

    in baby’s mouth. Instead, keep your back straight and bring your baby to the breast.


  




  A PROPER LATCH




  A good position is a great place to start. But for breastfeeding to succeed, a proper latch – making sure that baby and breast hook up

  just right – is a skill you’ll have to master. For some mothers and infants it’s effortless; for others, it takes a lot of practice.




  

    	

      What a good latch looks like: a proper latch encompasses both the nipple and the areola (the dark area surrounding the nipple). Baby’s gums need to compress the

      areola and the milk sinuses located underneath it in order to start the flow. Sucking on just the nipple will not only leave your infant hungry (because the glands that secrete the milk

      won’t be compressed) but will also make your nipples sore and even cracked. Be sure, too, that your baby hasn’t completely missed the mark and started sucking on another part of the

      breast entirely. Newborns are eager to suck even if no milk is forthcoming and can cause a painful bruise by gumming sensitive breast tissue.


    




    	

      Get ready for a good latch: once you and your baby are in a comfortable position, gently tickle your baby’s lips with your nipple until his or her mouth is open very

      wide – like a yawn. Some lactation specialists suggest directing your nipple towards your baby’s nose and then down to the lower part of the upper lip to get your baby to open his

      or her mouth very wide. This prevents the lower lip from getting tucked in during nursing. If your baby isn’t opening up, you might try to squeeze some colostrum (and later on, milk) onto

      his or her lips to encourage latching on.


      If your baby turns away, gently stroke the cheek on the side nearest you. The rooting reflex will make baby turn his or her head towards your breast.

      (Don’t press on both cheeks to open your baby’s mouth; that will just cause confusion.) Once baby gets the hang of nursing, just the feel of the breast, and sometimes even the smell

      of milk, will cause him or her to turn towards your nipple.
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    Tickling baby’s lip
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    Latching on
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    Baby opens wide
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    Breaking suction


  




  

    	

      Seal the deal: once the mouth is open wide, move your baby closer. Do not move your breast towards the baby, and don’t push your baby’s head into your breast.

      And be sure not to stuff your nipple into your baby’s unwilling mouth; let your baby take the initiative. It might take a couple of attempts before your baby opens his or her mouth wide

      enough to latch on properly. Remember to keep your hold on your breast until baby has a firm grasp and is suckling well; don’t let go of your breast too quickly.


    




    	

      Check the latch: you’ll know your baby is properly latched on when the chin and the tip of the nose are touching your breast. As your

      baby nurses, your nipple will be drawn to the rear of his or her throat, and those tiny gums will be compressing your areola. Baby’s lips should be flanged outwards, like fish lips,

      rather than tucked in. Also check to be sure your baby isn’t sucking his or her own lower lip (newborns will suck on anything) or tongue (because your nipple is positioned underneath the

      tongue instead of over it). You can check by pulling the lower lip down during nursing. If it does seem to be the tongue that’s being sucked, break the suction with your finger, remove

      your nipple, and make certain baby’s tongue is lowered before you start again. If it’s the lip, gently ease it out while baby suckles.


      Breastfeeding will not be painful if your baby is latched on properly (unless, of course, you have a cracked nipple or a breast infection; see here and here). If you feel nipple pain while nursing, your baby is probably chewing on your nipple instead of gumming the entire nipple and areola. Take the baby off your breast (see

      below) and latch him or her on again. Your baby is also not latched on properly if you hear clicking noises.


      



    


  




  

    

      

        SUCKING VERSUS SUCKLING




        It’s a subtle distinction that can make all the difference in the success of breastfeeding. To make sure your baby is suckling (that

        is, extracting milk from your breast), not just sucking (gumming your breast with no results), watch for a strong, steady, suck-swallow-breath pattern. You’ll notice a rhythmic motion

        in baby’s cheek, jaw and ear. Later, when your milk comes in, you’ll also want to listen for the sound of swallowing (sometimes even gulping) that will let you know that suckling

        is in progress.


      


    


  




  

    	

      Give baby some room to breathe: if your breast is blocking your baby’s nose once he or she’s latched on, lightly depress the breast with your finger.

      Elevating your baby slightly may also help provide a little breathing room. But as you manoeuvre, be sure not to loosen that latch you both worked so hard to achieve.


    




    	

      Unlatch with care: if your baby has finished suckling but is still holding on to your breast, pulling it out abruptly can cause injury to the nipple. Instead, break the

      suction first by putting your finger into the corner of the baby’s mouth to admit some air and gently pushing your finger between his or her gums until you feel the release.


    


  




  HOW LONG TO FEED




  It used to be thought that keeping initial feedings short (five minutes on each breast) would prevent sore nipples by allowing them to toughen

  up gradually. Sore nipples, however, result from improper positioning of the baby on the breast and have little to do with the length of the feeding. As long as your positioning is correct, there

  is no need to limit the time your baby spends at the breast. Instead, let your baby be your guide; all babies set their own nursing patterns, and following that pattern will help ensure both baby

  and breasts are satisfied. Expect feedings to be marathon sessions at first. Some newborns can take up to forty-five minutes to complete a feeding (though the

  average time is twenty to thirty minutes). So don’t pull the plug just because your baby has fed for fifteen minutes on breast number one. Wait until he or she seems ready to quit, then offer

  the second breast, but don’t force it.


  





  

    

      

        WHAT TYPE OF NURSER IS YOUR BABY?




        Just as every baby has a unique personality, so does each baby have a unique nursing style. Your baby may fall into one of these categories

        classified by researchers. Or you may find your baby has developed a nursing persona all his or her own.




        Barracuda: Your baby’s nursing style is barracuda-like if he or she latches on to the breast tenaciously and suckles voraciously for ten to twenty minutes. A

        barracuda baby doesn’t dawdle – feeding time is no-nonsense for him or her. Occasionally, a barracuda baby’s suck is so vigorous that it actually hurts at first. If your

        nipples fall victim to your barracuda baby’s strong suck, don’t worry – they’ll toughen up quickly as they acclimate to nursing with the sharks. (See tips for soothing

        sore nipples on this page).




        Excited Ineffective: If your baby becomes so wound up with excitement when presented with a breast that he or she often loses grasp of it – and then screams

        and cries in frustration – it’s likely you have an excited ineffective on your hands. Mothers of this type of nurser have to practise extra patience; you’ll need to get your

        baby nice and calm before putting him or her back on the job. Usually, excited ineffectives become less excited and more effective as they get the hang of nursing, at which point

        they’ll be able to hold on to the prize without incident.




        Procrastinator: Procrastinators do just that – procrastinate. These slowpoke babies show no particular interest or ability in sucking until the fourth or

        fifth day, when the milk comes in. Forcing a procrastinator to feed before he or she’s game will do no good (as forcing one to do homework before the last minute will surely backfire,

        but you’ll find that out later on). Instead, waiting it out seems to be the best bet; procrastinators tend to get down to the business of nursing when they’re good and ready.




        Gourmet: If your baby likes to play with your nipple, mouth it, taste a little milk, smack his or her lips, and then slowly savour each mouthful of milk as though

        composing a restaurant review, he or she is likely a gourmet. As far as the gourmet is concerned, breast milk is not fast food. Try to rush gourmets through their meals and they’ll

        become thoroughly furious – so let them take their time enjoying the feeding experience.




        Rester: Resters like to nurse a few minutes and then rest a few minutes. Some even prefer the nip-and-nap approach: nurse for fifteen minutes, fall asleep for

        fifteen minutes, then wake to continue the feeding. Nursing this type of baby will take time and it will take patience, but hurrying a rester through his or her courses, like hurrying a

        gourmet, will do no good.


      


    


  




  

    Ideally, at least one breast should be emptied at each feeding (though, again, your breast is never truly ‘empty’, just well drained). This is more important than being sure that

    baby feeds from both breasts. Then you can be certain your baby gets the hind (or fatty) milk that comes at the end of a feeding, and not just the foremilk that comes at the start (see here).


  




  The best way to end a feeding is to wait until your baby lets go of the nipple. If your baby does not let go of the nipple (babies often drift off to sleep on

  the job), you’ll know to end the feeding when the rhythmic suck-swallow pattern slows down to four sucks per one swallow. Often, your baby will fall asleep at the end of the first breast and

  either awaken to nurse from the second (after a good burp, see here) or sleep through until the next feeding. Start the next feeding on the breast that baby didn’t

  nurse on at all last time or didn’t drain thoroughly. As a reminder, you can fasten a safety pin to your nursing bra on the side you started with at the previous feeding, or you can tuck a

  nursing pad or tissue in the bra cup on that side. The pad also will absorb any leakage from the breast you’re not nursing on (which will be letting down with anticipation).




  HOW OFTEN TO FEED




  At first, you’ll need to nurse often – at least eight to twelve times in twenty-four hours (sometimes even more if baby

  demands it), draining at least one breast at each feeding. Break that down, and it means you’ll be nursing every two to three hours (counting from the beginning of each nursing session). But

  don’t let the clock be your guide. Follow your baby’s lead (unless he or she is not waking up for feedings), keeping in mind that feeding patterns vary widely from baby to baby. Some

  newborns will need to nurse more often (every one and a half to two hours), others a little less frequently (every three hours). If you have a more frequent nipper, you may be going from one

  feeding to the next with only a little over an hour in between – not much rest for your weary breasts. But don’t worry. This frequency is only temporary, and as your milk supply

  increases and your baby gets bigger, the breaks between feedings will get longer.




  How regularly spaced your baby’s feedings are may vary, too, from those of the baby down the street. Some thoughtful babies feed every one and a half hours during the day, but stretch the

  time between night feedings to three or even four hours. Consider yourself lucky if your baby falls into that category – just be sure to keep track of your baby’s wet nappies to ensure

  he or she is getting enough milk with all that sleep (see here). Other babies might operate like clockwork around the clock – waking every two and a half hours for a

  feeding whether it’s the middle of the morning or the middle of the night. Even these babies will settle down into a more civilized pattern over the next few months; as they begin to

  differentiate between day and night, their grateful parents will welcome the gradually longer stretches between night-time feedings.




  But while the temptation will be great to stretch out the time between feedings early on, resist. Milk production is influenced by the frequency, intensity and duration of suckling, especially

  in the first weeks of life. Cutting down on that necessarily frequent demand – or cutting nursing sessions short – will quickly sabotage your supply. So will letting baby sleep through

  feedings when he or she should be eating instead; if it’s been three hours since your newborn last fed, then it’s time for a wake-up call. (See here for

  techniques to wake your baby.)




  
What You May Be Concerned About




  COLOSTRUM




  ‘I just gave birth a few hours ago; I’m beat and my daughter’s really sleepy. Do I really need to nurse right away? I don’t even have any

  milk yet.’




  The sooner you nurse, the sooner you’ll have milk to nurse with, since milk supply depends on milk demand. But nursing early and often does

  more than ensure that you’ll be producing milk in the coming days; it also ensures that your baby will receive her full quota of colostrum, the ideal food for the first few days of life. This

  thick yellow (or sometimes clear) liquid, dubbed ‘liquid gold’ for its potent formula, is rich with antibodies and white blood cells that can defend against harmful bacteria and viruses

  and even, according to researchers, stimulate the production of antibodies in the newborn’s own immune system. Colostrum also coats the inside of baby’s intestines, effectively

  preventing harmful bacteria from invading her immature digestive system, and protecting against allergies and digestive upset. And if that’s not enough, colostrum stimulates the passage of

  your baby’s first bowel movement (meconium; see here) and helps to eliminate bilirubin, reducing any potential jaundice in your newborn (see here).




  A little colostrum goes a long way. All in all, your baby will extract only teaspoons of it – but amazingly, that’s all she needs. And since colostrum is easy to digest –

  it’s high in protein, vitamins and minerals, and low in fat and sugar – it serves as the perfect appetizer to the alimentary adventures that lie ahead.




  Suckling on colostrum for a few days satisfies your baby’s tender appetite while getting her off to the healthiest start in life. But it also stimulates the production of the next course:

  transitional milk. Transitional milk, which your breasts serve up between colostrum and mature milk, often resembles milk mixed with orange juice (fortunately, it tastes much better than that to

  new babies) and is the milk that appears when your milk ‘comes in’. It contains lower levels of immunoglobulins and protein than colostrum does, but it has more lactose, fat and

  calories. Mature milk, arriving between the tenth day and second week postpartum, is thin and white (sometimes appearing slightly bluish). Though it looks like watery skimmed milk, it’s

  actually power packed with all the fat and other nutrients that growing babies need.




  ENGORGED BREASTS




  ‘Since my milk came in today, my breasts are swollen to three times their normal size, hard and so painful I can barely stand it. How am I supposed to nurse

  this way?’




  They grew and grew through nine months of pregnancy – and just when you thought they couldn’t get any bigger (at least, without

  visiting a plastic surgeon), that’s exactly what happens in the first postpartum week. And they hurt, a lot – so much so that putting on a bra can be agonizing. What’s worse, now

  that the milk’s finally arrived, nursing can actually be even more challenging than it was before the milk was there – not just because your breasts are painfully tender, but also

  because they’re so hard and swollen that the nipples may be flat and difficult for your baby to get a grasp on.




  The engorgement that accompanies the arrival of a mother’s milk (and which can be worse when nursing gets off to a slow start) comes on suddenly and dramatically, in a matter of a few

  hours. It most often occurs on the third or fourth day postpartum, though occasionally as early as the second day or as late as the seventh. Though engorgement is a sign that your breasts are

  beginning to fill up with milk, the pain and swelling are also a result of blood rushing to the site, ensuring that the milk factory is in full swing.




  Engorgement is more uncomfortable for some women than for others, is typically more pronounced with first babies, and also occurs later with first babies than with subsequent ones. Some lucky

  women (usually second- and third-timers) get their milk without paying the price of engorgement, especially if they’re nursing regularly from the start.




  Fortunately, engorgement is blessedly temporary; it gradually diminishes as a well-coordinated milk supply-and-demand system is established. For most women, the swelling and pain last no longer

  than twenty-four to forty-eight hours, though some suffer through it for as long as a week.




  Until then, there are some steps you can take to reduce the discomfort:




  

    	

      Use heat briefly to help soften the areola and encourage let-down at the beginning of a nursing session. To do this, place a flannel dipped in warm, not hot,

      water on just the areola, or lean into a bowl of warm water. You can also encourage milk flow by gently massaging the breast your baby is suckling.


    




    	

      Use ice packs after nursing to reduce engorgement. And though it may sound a little strange and look even stranger, chilled cabbage leaves may also prove

      surprisingly soothing (use large outer leaves, rinse and pat dry, and make an opening in the centre of each for your nipple). Or use specially designed cooling bra inserts.


    




    	

      Wear a well-fitting nursing bra (with wide straps and no plastic lining) round the clock. Pressure against your sore and engorged breasts can be painful, however, so make

      sure the bra is not too tight. And wear loose clothing that doesn’t rub against your sensitive breasts.


    




    	

      The best treatment for engorgement is breastfeeding frequently, so don’t be tempted to skip or skimp on a feeding because of pain. The less your baby sucks, the more

      engorged your breasts will become, and the more pain you’ll have to suffer. The more you nurse your newborn, on the other hand, the more quickly engorgement will subside. If your baby

      doesn’t nurse vigorously enough to relieve the engorgement in both breasts at each feeding, use a breast pump to do this yourself. But don’t pump too much, just enough to relieve

      the engorgement. Otherwise, your breasts will produce more milk than the baby is taking, leading to an off-balance supply-and-demand system and further engorgement.


    




    	

      Hand-express a bit of milk from each breast before nursing to lessen the engorgement. This will get your milk flowing and soften the nipple so that your baby can get a

      better hold on it.


    




    	

      Alter the position of your baby from one feeding to the next (try the clutch hold at one feeding, the cradle hold at the next; see here). This will ensure that all the milk ducts are being emptied and may help lessen the pain of engorgement.


    




    	

      For severe pain, you might consider taking paracetamol or another mild pain reliever prescribed by your doctor. If you do take a pain reliever, be sure to take it just

      after a feeding.


    


  




  ‘I just had my second baby. My breasts are much less engorged than with my first. Does this mean I’m going to have less milk?’




  No, it means that you’re going to have less pain and less difficulty nursing – a good thing all around. Though some veteran mums are

  unlucky enough to experience the same amount of engorgement, or occasionally more, with their second baby than with their first, it’s much more common for the breasts to engorge less with the

  second and subsequent pregnancies. Perhaps it’s because your breasts, having been there and done that before, are having less trouble adjusting to the influx of milk. Or perhaps it’s

  because your experience has resulted in more efficient nursing (and draining of the breasts) right from the start. After all, the sooner a baby begins breastfeeding well, the less engorgement

  typically occurs.




  Very rarely, a lack of engorgement and of a sensation of milk let-down does indicate inadequate milk production, but only in first-time mothers. And even most first-timers who don’t

  experience engorgement turn out to have copious milk supplies nevertheless. In fact, there’s no reason to worry that a milk supply might not be up to par unless a baby isn’t thriving

  (see here).




  OVERABUNDANT MILK




  ‘Even though my breasts are no longer engorged, I have so much milk that my baby chokes every time she nurses. Could I have too much?’




  Though it may seem right now like you have enough milk to feed the entire neighbourhood – or, at least, a small day care centre – rest

  assured, you’ll soon have just the right amount to feed one hungry baby, namely yours. Many women find there’s too much of a good thing in the first few weeks of nursing, often so much

  that their babies have a hard time keeping up with the flow and end up gasping, sputtering and choking as they attempt to swallow all that’s pouring out. You may find, too, that the overflow

  causes leaking and spraying, which can be uncomfortable and embarrassing (especially when it occurs in public). It may be that you’re producing more milk than the baby needs right now, or it

  may be that you’re just letting it down more quickly than your baby can drink it. Either way, your supply and delivery system are likely to work out the kinks gradually over the next month or

  so, becoming more in synch with your baby’s demand, which means that the overflowing will taper off. Until then, keep a towel handy for drying you and baby during feedings, and try these

  techniques for slowing the flow:




  

    	

      If your baby gulps frantically and gasps just after you have let-down, try taking her off the breast for a moment as the milk rushes out. Once the flood slows to a steady

      stream she can handle, put baby back to the breast.


    




    	

      Nurse from only one breast at a feeding. This way, your breast will be drained more completely and your baby will be inundated with the

      heavy downpour of milk only once in a feeding, instead of twice.


    




    	

      Gently apply pressure to the areola while nursing to help stem the flow of milk during let-down.
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