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How Breastfeeding Works

Before you start reading this chapter, I want you to know that it includes some pretty nerdy information about how we make milk. It is absolutely fine to skip over this chapter if it doesn’t interest you or you have more immediate challenges that you need help with. If, however, you’re curious and have the time, understanding this process can be helpful in getting your breastfeeding journey off to the best start and to help build your confidence going forwards.

How Your Body Makes Milk

During puberty, we develop breasts and, within them, glandular tissue starts to develop. Mammary glandular tissue is where breast milk is made. It has alveoli that appear like bunches of grapes and ducts that are like the stalks. The alveoli are lined by lactocytes, which draw nutrients from the mother’s blood system and produce colostrum (the very first form of breast milk) and milk. The ducts are like straws that store and carry the milk from the alveoli to the nipple. On average, women have between 4 and 18 openings on the nipple (known as pores) which breast milk comes out of.
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From around 16–20 weeks of pregnancy, you will have colostrum in your breasts. Colostrum is very low in volume, but it’s thought its role is as much about your baby’s long-term immunity as it is about nutrition. It’s the perfect first food that babies need little and often (I’ll explain more about colostrum and how to harvest it on page 13). The composition of your colostrum varies depending on how many weeks pregnant you were when your baby was born. If your baby is born prematurely, for example, your milk will be higher in protein and fats among other things, and so is really beneficial for your baby.

The role of hormones

Once you have birthed your baby, your placenta will shortly follow, which leads to a sudden drop in the hormone progesterone. This is the signal to your body that your baby is here and needs feeding. Because this stage is controlled by your hormones, it means that your body will start to produce milk, whether or not you stimulate your breasts. It’s actually very rare for a person not to make any breast milk at all. But any disorder that affected your breast development during puberty can mean that you don’t have much or any milk-making tissue in one or possibly both breasts. Sheehan syndrome, which can occur when you have significant blood loss during childbirth, results in damage to your pituitary gland, meaning it is limited or unable to produce any of the hormones required to produce breast milk. However, this is very rare.

It usually takes two or three days for this hormonal change to result in your colostrum becoming more dilute and you starting to make large volumes of milk. This is often referred to as your milk ‘coming in’ – a silly and somewhat confusing term really, as colostrum is milk and that’s present before birth.

You will know when your milk ‘comes in’ as you will start to produce much larger quantities of milk. In fact, per feed, it goes from a few millilitres on the day your baby is born to about 60ml by about Day 3. Between 6 weeks and 6 months, your baby will consume their maximum amount of milk per 24 hours; this amount will be fairly stable. On average, they will consume 750–1,000ml of breast milk a day, with its composition adapting to your baby’s growing needs. For example, it will become fattier during periods of physical growth or it might be higher in carbohydrates when your baby’s brain is having a spurt in development.

Prolactin, another important hormone, is known as our milk-making hormone. It’s released from the pituitary gland when our nipples are stimulated by a suckling baby or a breast pump. We have prolactin receptors in our milk-making breast tissue, ready to marry up with the hormone and signal to the alveoli to make milk.

We need enough of the hormone prolactin (so lots of feeding and stimulus) but also enough receptors to enable the prolactin to result in milk being made. Under the influence of placental hormones, receptors will start to develop in pregnancy. But we also have a key window in the early weeks once our baby has been born to lay down more receptors. This occurs in the first six weeks, but, most intensely, in the first two weeks post-birth. We make more receptors when our breasts are stimulated by a baby feeding or we express milk. So, frequent feeding or pumping will mean we future-proof our supply and maximise our ability to make a plentiful supply of milk. It gives some meaning to that common phrase, ‘If in doubt, whip it out’, or in other words, if you think your newborn might be hungry or would possibly feed, just go for it. It’s a good way to ensure you can meet the demand for milk further down the road when the volume they drink is greater. (Don’t worry – we’ll go into this in more detail in Chapter 5.)

The somewhat unfortunate twist about prolactin is that our levels are higher at night, which means that many babies will instinctively feed frequently at night to stimulate our milk supply. It’s a bit like their night feeds are them putting in their order for the next day’s milk.

Supply and demand

In very simplistic terms, once your milk has come in, the more milk you remove from the breast, the more you will make. This process is often known as ‘supply and demand’. As the alveoli empty, they immediately start refilling. In fact, there’s thought to be at least 30 per cent of your milk supply within the breast, ready to be drunk at any time. This puts paid to the advice that is often bandied about saying to ensure you ‘empty the breast’ – it’s just not possible. Throughout this book, therefore, I will refer to you ‘draining’ your breast; by this I mean that your baby feeds well at the breast and drinks the milk that they require to grow and thrive.

Breast milk contains a protein called ‘feedback inhibitor of lactation’, known as FIL. As levels of milk rise in the breast, so does FIL, resulting in milk production slowing or halting. So, having full breasts for long periods will reduce your milk supply, whereas feeding your baby frequently, allowing them to drain the breast, is what will stimulate your body to make more milk. Again, this goes against the common advice in some parenting circles to wait for your breasts to refill or to stretch out time between feeds.

Your Let-down

The milk ejection reflex (MER), also known as your let-down, is when the nerves in your nipple stimulate production of the hormone oxytocin (the love hormone), which then interacts with the cells surrounding your milk-making tissue, causing them to contract. This squeezes the milk out and down the ducts, to the pores on your nipple. On average, from the start of nipple stimulus (suckling or pumping), a let-down occurs within two minutes.

It can be a bit of a shock if your baby pulls off the breast when you’re feeding and you see milk literally hosing out. Don’t worry, though, this is very normal, and most babies cope well with the flow of milk. The beauty of breastfeeding is that this flow of milk will stop and start – on average, a person has 3–4 let-downs per feed, but the range is between 1 and 17 as we’re all individual. If a baby wants more milk, they’ll revert their sucking to that rapid tempo which stimulates an oxytocin peak, giving them a degree of control over the amount of milk they receive.

Because the trigger for a let-down is hormonal and not just something that happens to one breast at a time, it’s very common to leak milk from the breast that you’re not feeding or pumping from. You’ll notice that the let-down in both breasts occurs within ten seconds of each other. Some women leak loads, while others leak barely anything or nothing at all – this isn’t reflective of your supply. You can use reusable or disposable breast pads to absorb the leaking milk, if needed. It can be slightly tiresome if you’re a heavy leaker. You’ll probably want to change your breast pads frequently, for comfort more than anything.

Because a let-down is driven by oxytocin, it can be quite common to have a let-down in between nursing sessions too, maybe because you hear another baby cry, find something funny or sneeze. This tends to lessen over time.

What does a let-down feel like?

Some women don’t feel when their let-down happens. If this is you, you’ll still know it’s happening because your baby will start to do longer, slower sucks followed by a swallow. For those who do feel it, you usually become aware of it after the first month or two of feeding. The feeling can vary from person to person, but fairly common sensations include tightness, tingling or burning. If your breast is very full, the sensation will likely be stronger; for some it can be quite uncomfortable. Over time, it’s likely you’ll become less aware of the sensation, but you can observe your baby’s swallowing to know they are getting milk (see page 26 for more signs your baby is feeding effectively).

It’s not uncommon to feel a raging thirst with your let-down, nor is experiencing a wave of nausea. It’s important to make sure you drink to thirst and stay hydrated. There is no ‘ideal’ volume of water to consume per day when you’re breastfeeding, but we do know that over-hydrating (which negatively affects electrolyte levels) could reduce your milk supply. A good way to tell whether you’re drinking enough is to aim for your urine to be a light straw colour. If you are affected by nausea, play around with food and sugar levels to ease it. Overall, this tends to improve after the first month or so.

All About Breast Milk

Breast milk is a very clever, living substance. It contains cells that adapt to your baby’s needs and, in particular, it’s unique in supporting their immune system and gut microbiome (the balance of good and bad bacteria). There are up to 200 different strains of good bacteria in breast milk, which acts to support your baby’s developing immune system. It also provides your baby with antibodies to any illnesses that either of you are exposed to – it’s reported that one teaspoon of breast milk has up to three million germ-killing, as well as cancer-fighting, cells, which means that breastfed babies are less likely to get some common childhood infections, such as diarrhoea and vomiting, and ear infections, as well as asthma, type 1 diabetes and sudden infant death. There are also benefits to you: breastfeeding helps protect you against some breast and ovarian cancers, as well as preventing type 2 diabetes and high blood pressure.

It’s worth noting that there is some research that highlights a concern about giving formula milk early in a child’s life. It’s been shown that, in babies who go on to be breastfed, exposure to cow’s milk formula in the first 24 hours of life makes them 16 times more likely to develop cow’s milk protein allergy (CMPA – see page 220).

Now, let’s talk about fat in your milk. You may have heard about ‘fore’ and ‘hind’ milk. These are outdated terms because they gave the impression that there are two distinct milks when, in fact, it’s all the same milk; there’s just a gradual change in fat content as a baby’s feed progresses.

The first milk that comes out of the breast when your baby first latches or you start to pump is ‘watery’ in nature, so it’s great to quench their thirst. It’s also rich in lactose, which is the primary carbohydrate in breast milk. As a feed progresses and the breast starts to drain, the fat content gradually increases. Ultrasound imaging has shown that fat molecules gather at the back of the milk alveoli, so, as the milk comes out of the breast, it gradually gets fattier as the alveoli empty. If your baby is regularly feeding well and taking the milk that they require (with no stretching out the time between feeds), the milk your baby will drink will be fattier. There is no ‘time’ or distinction between the two milks. I like to think of it like a three-course dinner: start with soup, then a main meal, moving on to pudding.

The fat content of breast milk is also dependent on the time of day. You tend to have a lower volume of milk in the late afternoon/early evening, but, as the breast is less full at those times, the milk will have a higher fat content. This helps explain ‘cluster feeding’ in the early evening as a way for babies to fill up and gain weight well (see page 69 for more on cluster feeding).

How Much Milk Can Breasts Store?

Firstly, it’s important to point out that how much milk your breasts can store (known as ‘breast storage capacity’) is NOT affected by your breast size; big boobs just have more fat, not more milk-making tissue. We can’t do anything to change our milk storage capacity, but it would seem it can change from child to child, as our milk-making cells die off when we stop feeding and regenerate with subsequent pregnancies (unless you feed through pregnancy – and there’s no evidence to suggest that this is unsafe).

Let’s talk maths for a minute to demonstrate how storage capacity is very individual. (Please take this with a pinch of salt – a baby won’t feed the same number of times a day every day, nor will they receive the same volume with every feed; it’s just to illustrate the point.)

Say, on average, a baby drinks 850ml (ish) of milk per 24 hours. If you have a large storage capacity, your breasts may store 75ml each side, which would be 150ml per feed (if your baby has both sides per feeds). So, 850ml divided by 150ml is around 6 feeds in 24 hours. If your breasts can only offer up 60ml as a combined total, your baby would have 14 feeds in 24 hours. So, one baby can grow beautifully with just 6 feeds a day and another having the same growth will need 14 feeds. In these scenarios, nobody has a low milk supply and no milk supply is ‘better’ than the other – it’s all just down to our unique storage capacity. Just so you know, we usually say to aim for a minimum of 8 feeds in 24 hours, though many babies will have more than that. I’d say about 12 feeds in 24 hours is a conservative average. It’s also uncommon for your breasts to produce exactly the same volumes of milk; after all, they’re sisters not twins.

Colostrum Harvesting

Colostrum harvesting is the term that refers to expressing and storing colostrum at the end of pregnancy. You can store it in your freezer in case your baby needs any extra milk once they are born. For example, if a newborn is being treated for jaundice, treatment includes consuming lots of milk to help flush out the bilirubin that causes the yellowing of their skin. Any colostrum that you express will be replaced by your body; you’ll simply just make more of it both during pregnancy and once your baby is born.

One of the great benefits of colostrum harvesting is that it can encourage your body to produce copious amounts of milk more quickly. It can also avoid formula milk being given early on, which can cause some issues later on (see Chapter 5 for more on this). One of the greatest benefits of colostrum harvesting that I see in practice is its effect on your confidence. If you have this skill under your belt, you can go into your feeding journey with much more belief that you can make milk for your baby.

Colostrum harvesting can really benefit if:

	✧	You have had any breast surgery, in particular breast reductions or augmentations that involve removal or incisions close to the areola/nipple.


	✧	You have had any significant trauma or surgery to your breast area that could possibly have harmed the nerves in the breast.


	✧	You have had a diagnosis of breast hypoplasia or insufficient glandular tissue (IGT).


	✧	You have any type of diabetes: gestational diabetes, pre-existing type 1 or type 2 diabetes.


	✧	You have any other endocrine (hormone) disorders such as hyper- or hypothyroidism, polycystic ovaries or infertility.


	✧	You have taken beta blocker medication in pregnancy.


	✧	You are having a planned caesarean section.


	✧	You are at risk of losing a lot of blood after the birth.


	✧	You have a body mass index (BMI) of over 35.


	✧	You have had previous difficult breastfeeding experiences.


	✧	Your baby is noted as being small on a scan.


	✧	Your baby will require blood sugar monitoring immediately after birth.


	✧	Your baby is going to have a planned admission to a neonatal unit for issues such as a cleft lip/palate or they require treatment or surgery shortly after birth.


Colostrum harvesting isn’t recommended for everyone, however. Women who are at risk of premature labour or at high risk of bleeding in pregnancy shouldn’t physically express colostrum. This is due to there being some theoretical possibility that nipple stimulation could cause a peak in oxytocin, which could then stimulate contractions. If you’re unsure, ask your midwife if colostrum harvesting is suitable for you in your pregnancy.

Just to add, some women leak colostrum during pregnancy, causing wet patches on their bra or a yellow crust on their nipples, while others don’t see anything – and that’s not a problem. Leaking or not leaking colostrum is not an indicator of future milk supply; again, it’s just one of those things.

The advice I give regarding colostrum harvesting below is based on a large study called the DAME (Diabetes and Antenatal Milk Expressing), published in 2017, which concluded that there was no harm in advising low-risk women to colostrum harvest from 36 weeks of pregnancy.

How to harvest your colostrum

Before you get started, it can be really helpful to create an oxytocin-rich environment, so maybe play your labour or birth playlist, stroke or smell your baby’s clothes and be somewhere you feel safe and relaxed. If you wish to collect your colostrum, you’ll need a 1-ml, 2.5-ml or even a 5-ml purple oral syringe with a bung. Your midwife can usually give you these if you let them know in advance of an appointment or you can buy them online; there are some beautiful colostrum harvesting kits available. You’ll also need some sticky labels, a pen and a freezer-safe food bag.

It’s absolutely fine to just have a go at expressing and not collect your colostrum. The most important thing is that you’ve learnt the skill or theory, meaning that, if your baby needs additional milk, you can just crack on and hand-express for them. If it is all new to you once your baby is born, it can feel overwhelming – learning new skills with a brand-new baby can be tough.

How often can you hand-express in pregnancy?

From 36 weeks in a low-risk pregnancy you can express twice a day, if you wish. I’d recommend ten minutes per session. Some people choose to do it for longer, so see how you feel and how much you get per session.

 

The technique

Wash your hands and settle somewhere relaxing and private. Massage and warm your breast first, making sure you are gentle and soft with your touch.

Create a ‘c’ shape with your thumb and first finger. Then feel around the edge of your areola (the flat dark bit of your breast). Can you feel a soft sort of silky area just before the firmer denser texture of your breast tissue? This soft sweet spot is where you want to place your fingers. Most people find having their thumb at the top and finger at the bottom is most comfortable, but whatever works for you is great.

 

[image: An illustration showing someone pressing their breast with one hand to express colostrum into a small dish. ]

 

Sometimes pregnancy makes our areola darker and larger so it can be tricky to work out the edge of your areola. Please don’t worry if this is the case for you – this is all about experimenting with what works for your body.

Now, this is the bit that can feel a bit like patting your head and rubbing your tummy at the same time! Imagine that your fingers are superglued to your breast, then push straight back towards your ribs, then bring your fingers together, sort of rolling slightly forwards. Your fingers should not move on your skin – it’s the pressure and direction in which you apply pressure that changes, not the position of your fingers. If you don’t get anything, try maintaining that backwards pressure as you bring your fingers together. You may see a tiny drop of clear, yellow or white colostrum on your nipple, or you might see nothing. The volume of colostrum is very small – collecting nothing or 0.1ml is totally normal when you start; remember, you’re learning a new skill.

If you hit a sweet spot, keep rhythmically pressing until your colostrum stops, then rotate your fingers round to a different orientation and do the same again. If you don’t manage to express any colostrum, please don’t be disheartened – just keep practising the technique every day and play around with where and how deeply you press. You could also ask your midwife if they’ll give you some guidance at an appointment. You may have to press more firmly to get anything, again this is just a variation, not a problem, though you may feel a bit sore the next day, so maybe express less frequently.

As your technique improves, it’ll likely become easier and you’ll collect increasing volumes. A heads-up: I often find women build up to bigger and bigger volumes over the first few days then suddenly their output reduces, and they panic. I don’t have an explanation for why this sometimes happens, but I can reassure you, just carry on and the volume will increase again.

If colostrum harvesting isn’t the right fit for you in pregnancy, I’d still suggest having a look at your breasts, placing your fingers in the ‘c’ shape and locating the edge of your areola. Ask your midwife or antenatal instructor if they have a knitted boob you could have a go with so you can get used to the technique, the direction of pressure and the rhythm of expressing.

If you experience any intense cramping as you hand-express and you don’t want to stimulate labour, then stop expressing/massaging your breast. If you’re in early labour, labour has stalled or you’re being induced and are waiting for something to happen, hand-expressing can be great for boosting your oxytocin levels, which can help bring on contractions.

Collecting and storing your colostrum

If you want to collect your colostrum, there are two ways to do this: you could either express into a sterile shot class, spoon or medicine cup and then suck the colostrum up into the syringe. Or you can collect the colostrum into the syringe directly from the nipple. To do this, pull back on the plunger to suck up the colostrum straight off your nipple. You’ll then spend lots of time flicking the syringe and pushing the plunger up to get rid of the air, and then repeat. This can be a bit fiddly, and sometimes a team effort initially.

You can add to the same syringe for up to 24 hours. I usually recommend collecting your morning and evening sessions in the same syringe and placing it in the body of the fridge in between sessions. Then, once you’re finished for the day, make sure the bung is on securely and then label the sample with your name, date of birth and the date you expressed it, leaving some space to write the day/time you remove it from the freezer (these details are in case you need to take it into a hospital setting). Finally, place the syringes into a freezer-safe bag and pop them in the freezer. They can be in a freezer for up to 6 months and, once defrosted, should be used within 24 hours.

Colostrum: Your insurance policy

It’s important to stress that frozen colostrum is like your insurance policy – it should only be used once you’ve fed your baby and/or hand-expressed until the flow of colostrum stops and they need further milk. If you give frozen colostrum without first stimulating the breast, your body will be on the back foot because it’s unaware your baby needs more milk than it’s currently producing. You need to send as many signals as possible to your breasts to up supply, especially in those early days.

 

Creating a Feeding Plan

Before baby arrives, it’s very normal to explore birth options and plan our birth, but we don’t seem to put the same energy into our feeding expectations. I personally think we need to do this more. Below are some questions to think about that should inform your feeding plan. Your plan can either be written down or just something you and your partner or close cheerleaders talk through.

 

1. What are your feeding intentions? Can you communicate this with those who will be closest to you in the early weeks postnatally? For example, if you want to breastfeed, perhaps you could talk to family that will support you, saying something like: ‘I’ll probably spend hours and hours feeding or holding the baby in those early weeks, so support with food and cleaning would be so helpful to us.’ Or, ‘We think we’d like to breastfeed and give formula, but, for now, we want bottle-feeds to just be given by myself and their dad/mum/granny.’

2. Where can you get help with feeding if you need it? What NHS services are available? How do you access them and can you self-refer? Are there age limits for certain types of feeding support, for example midwifery versus health visitor services? Is there charitable support provided locally by breastfeeding organisations? Is private support an option for you? Is there a local IBCLC or breastfeeding counsellor who people recommend or can you search for one on the Lactation Consultants of Great Britain (LCGB) website? (For a full list of feeding support resources, see page 245.)

3. If your baby needs additional milk for any reason, what milk would you ideally like that to be: your expressed milk, donor milk or formula? How would you like this milk to be given: bottle, cup, finger-feeding or nursing supplementer? (We’ll explore these options in Chapter 5.)

4. How can your partner and other family members bond without feeding? Partners or family members may default to wanting to bottle-feed your baby, which can sometimes be a challenge when trying to establish breastfeeding. So, start talking about ways in which they can bond without a bottle, such as singing, listening to music that you played in pregnancy, wearing the baby in a sling, feeding you, changing nappies or doing bath time, and once you’ve fed the baby perhaps they could hold them for a contact nap.

 

Now you know all about the mechanics of breastfeeding, it’s time to talk about how you actually put your baby to the breast.
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Positioning and Attachment

For many, putting their baby to the breast to feed – known as ‘latching’ – isn’t something that needs to be thought about; it just happens. Sadly, like positive birth stories, we just don’t hear enough of these successes, which can lead to us feeling that breastfeeding is out of reach. It might feel like too much work, potentially painful and exhausting.

When talking about putting a baby to the breast, you hear lots about positioning and attachment, often abbreviated to P&A. Positioning refers to the way in which we hold our baby in relation to our own body, while attachment is the way in which our baby’s mouth holds our breast tissue. We need both things to work in harmony and, as with most things in life, there isn’t a one-size-fits-all solution.

The Basic Principles of Latching

Latching is often not as simple as just popping your nipple into your baby’s mouth, and, for lots of women, me included, latching a baby is a skill that both you and your baby have to learn together. Looking back, it took me around six weeks to really master it and feel confident in how I put my baby to the breast.

When latching your baby, the aim is for them to have a large, asymmetrical mouthful of nipple and areola, with more areola in the bottom of their mouth. This allows your nipple to travel to the junction between their soft and hard palate (your nipple doubles if not triples in length when sucked). The hard palate is the bony roof of their mouth. If you feel inside your own mouth, you’ll notice how the soft palate is, well, soft, but also silky and very close to your gag reflex! Getting your nipple to sit in this sweet spot is important for your comfort and to avoid any damage to your nipples. That big mouthful of breast tissue also gives your baby the most milk with the least effort. Therefore, if they don’t have a deep latch, they’ll have to work harder to get milk and possibly not drain your breast very well, which could lead to a low milk supply and low weight gain. Some babies respond to this by being very vocal and becoming distressed at the breast, while others will conserve energy and go to sleep very quickly when trying to latch or feed.

As I describe attachment, keep in mind that we all have different anatomy and someone with long nipples may find their baby struggles to take much of their areola into their mouth. Or you may have large areolas (it’s very normal for them to get bigger and darker in pregnancy), making it seem as though your baby doesn’t have much in their mouth in comparison to the images you see in leaflets. Please do account for your own ‘normal’.

How to Latch Your Baby

There is no single or ‘right’ way to latch a baby at the breast. It’s about finding a way that works uniquely for you and your baby. However, there are some basic principles that may help your baby achieve a deep latch:

	✧	Keep your baby’s body superglued to you, from head to toe.


	✧	Make sure one of their arms isn’t trapped between you both.


	✧	Keep your hands off their head. I know this is hard, but any pressure or even fingertips on their head can limit their ability to tilt their head back. It can also be distracting for them, meaning they don’t fully relax into feeding.


	✧	Aim for their mouth, tummy and hips to be in alignment.


	✧	Their chin should be the first bit to hit your breast. This is possibly the most important thing when latching.


	✧	Avoid ‘posting’ your nipple into your baby’s mouth.


	✧	Avoid dipping down to put your baby to the breast – bring them up to you instead.


[image: An illustration of someone holding their breast in one hand and a baby in the other, lifting the baby up to guide its mouth to their nipple.]

 

If you’re sitting in a chair, it can be much more comfortable to have your feet supported on a foot stool. This doesn’t have to be fancy – it can be a toddler bathroom step or a sturdy cardboard box.

Ideally, you want your baby’s head tilted back at the breast. Depending on your baby’s anatomy and your breast tissue, some babies will have their nose clear as if they are sniffing the air. But for others, if they are smushed really close into you, their nose will be pointing upwards, but your breast tissue will be very close to their nostrils. Most babies breathe easily while positioned deeply at the breast, but, if you’re worried, you can gently press into your breast tissue with a finger. Just be cautious that you don’t dislodge a good latch.

Newborns can be snuffly straight after birth – they might have some fluid or mucous blocking their nose. This will naturally clear with time and a few sneezes. If you feel your little one is struggling to latch because they have a blocked nose, you can always use a nasal saline spray for babies.

You may feel very blissed out as you feed your baby. That is due to the release of oxytocin from nipple stimulus. All those hormones from feeding help us cope with stressful situations more easily – regular spikes in feel-good hormones can support our mental health as new mothers. This, of course, relies on us having good support from both healthcare professionals and those closest to us.

Signs your baby is feeding effectively

When your baby is deeply attached at the breast, their chin shouldn’t be visible, so their cheeks will be the bit you can see against your breast. When they suck, their jaw movement can be quite subtle, but what’s not subtle (if you know what you’re watching out for) is when they swallow. The bottom of their jaw will do quite a dramatic drop down. You’d expect one or two sucks (small jaw movement) followed by a pause and a big jaw drop as they swallow. If you tune in, you may also hear a ‘guh’ noise. That ‘guh’ sound is them swallowing. This is something I’d really encourage you to look and listen out for, because a baby can suck for hours at the breast and fool us into thinking they’re feeding well, but they’re not actually pausing to swallow anything. Observing and hearing swallows is a really reassuring sign that they’re drinking milk.

In the early days of colostrum feeding you may not hear swallows because it’s quite thick and low in volume, but you should still be able to see them, with that jaw drop I mentioned above. Once your milk volume starts ramping up (around Days 2–4), that sound will become much clearer.

The way your breast feels before and after a feed in the early months can also give you a clue as to how well your baby is drinking at the breast. Before a feed, your breast should feel full and firm (hopefully not engorged), and, after a feed, it should be noticeably softer (this feeling of fullness/softening commonly disappears from eight weeks onwards as your milk supply settles).

 

What to do if you have flat or inverted nipples

I often hear from women that they have flat nipples, but when I probe a bit further, asking whether they stick out when cold or touched, the answer is yes. I’d describe this sort of nipple as shy, not actually flat. With shy nipples your baby’s mouth is usually all the stimulus needed. But if your baby appears to be struggling to get a latch, then just rub or touch your nipple to make it stick out prior to putting your baby on.

If you have flat nipples that don’t stick out with stimulus, please don’t worry. Many babies feed really well with nipples just like yours. Your baby is going to breastfeed and not just nipple feed, and often the intense suction of a baby’s mouth over time will make your nipples stick out more at rest.

Inverted nipples describes a nipple that is pulled back into your



	✧	Try using breast shells (not suction shells). You can wear these for 30 minutes at a time a few times a day in pregnancy. Or, post-birth, try to time wearing shells about 30 minutes before a feed. It’s really important that your bra is big enough to accommodate the shells – they shouldn’t leave a red indent on your breast.


	✧	Use a nipple everter. These use suction to ‘evert’ your nipple and can be used just before you latch your baby. Sustain the suction for 30–60 seconds at a time. There are a few different brands on the market to choose from.


	✧	Use a breast pump on strong suction for about 30 seconds prior to a feed.


	✧	When you’re actually feeding, breast-shaping can be really helpful, or try the flipple technique (see pages 30 and 31).


	✧	If these techniques don’t work, you could try a nipple shield (see page 50 for more information on shields).



















































	✧	Pulling off the breast


	✧	Crying/hitting/headbutting the breast


	✧	Rooting behaviour when you take them off the first breast









































































	✧	Did you see and hear lots of swallowing during the feed?


	✧	Does your breast feel emptier now?


	✧	Have you done compressions? If not, try them to see if that prompts your baby to return to active sucking.


	✧	Have you done compressions and your baby is not responding? If so, it’s likely they’re full.


	✧	Have you done a compression and they’ve promptly pulled themselves off the breast? This is a pretty good sign that they’re full.


	✧	Are they asleep? If they have a furrowed brow (like they’re frowning) or have their hands in tight fists, this could be a sign that they’re still hungry.


	✧	If you remove your nipple gently (put your finger in their mouth and break their suction seal), do they wail? If yes, then I’d suspect they want to feed again.
















	✧	Your baby is premature or very small.


	✧	You have inverted or flat nipples (and other tricks haven’t helped – see page 27).


	✧	Your baby won’t latch at the breast despite lots of skilled help.


	✧	Your baby has a tongue tie and struggles to latch and/or maintain their latch.


	✧	You have very sore/cracked/damaged nipples.


	✧	You’re trying to transition a bottle-fed baby to the breast.


	✧	Your baby has an unusual palate shape (high arch or bubble).


	✧	Your baby has a cleft palate.














	✧	Feed your baby with a shield on, let them have a bit of milk first and then, as swiftly as you can, take them off, whip off the shield and put them straight back on.


	✧	Try to feed your baby without a shield (or try the above) when they are sleepy or first waking from a nap.


	✧	Attempt either of the above techniques with movement, so either swaying or bouncing on a birthing ball.


	✧	You could bait and switch with your finger. With a gloved or very clean finger with short nails, let your baby suck your finger, find their rhythm, then quickly pull your finger away and try to latch them.


	✧	Give up all hope that you’ll get rid of them, then your baby surprises you and does it themselves. (I say this in jest, but honestly it happens so often.)
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