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To Bibi and Becker, the best chippers in the world





INTRODUCTION

For millennia, breastfeeding has been crucial to the survival of the human race. But in our modern world, many women are given incorrect, unhelpful, or frankly harmful advice on what they need to do to feed their babies. This has resulted in low breastfeeding rates and traumatic postpartum experiences for countless new moms. Most of what women learn on the internet, social media, and from health care providers is misguided and based on outdated information. Friends, family—and even strangers—offer additional opinions that are well meaning, but fraught with bias and invariably inconsistent.

It doesn’t have to be this way.

As a breast surgeon specializing in the care of lactating patients, I have helped tens of thousands of women resolve breastfeeding struggles. But in the absence of a definitive, reliable resource for help, frantic moms have been willing to try anything. One of my patients developed an ulcerated wound after being instructed to apply gentian violet—a caustic liquid—to her nipple. Others had skin breakdown from repeated Epsom salt soaking. Some were walking around their backyards topless to “air out” and expose their breasts and nipples to sunlight. I heard about black walnut oil, goldenseal powder, and thyme. Apple cider vinegar. Tea-bag tonics. Castor oil and plastic wrap. Crockpots of scalding washcloths and heating pads on high. Performing “breast gymnastics.” Massage guns. Bacon on nipples. One patient aptly observed that her kitchen “looked like a Breaking Bad episode.”

Desperation breeds insanity.

Fast-forward to the explosion of social media and the frenzy of fake news. Among decades-old entrenched myths, new influencers—uncredentialed and often speaking from personal experience alone—have begun to promote even wackier hacks to guarantee breastfeeding “success.” Social media algorithms have sucked postpartum women into a vortex of purchasing expensive and ineffective products that fuel anxiety and skew healthy, instinctual judgment. I thought I had heard it all until a patient told me that she read on a “reputable” Instagram site that Oreos and Dr Pepper were recommended to increase milk production.

Presented with this ever-changing, dizzying array of breastfeeding instructions, as well as conflicting advice that begins during pregnancy and continues relentlessly after birth, women have no idea whom to trust or where to turn for legitimate guidance. As a result, feeding can consume a new mom’s postpartum experience, leaving no time for sleep or basic self-care. Patients come to me because the advice they previously had received was making them exhausted and discouraged, and, most of all, it wasn’t working.

With this book, I intend to wipe the slate clean and return lactation to its rightful domain: a basic, fundamental function of the human body. I address some of the long-standing treatments to avoid (for example, massaging your breast or treating yeast on the nipple), and explain why decades of passed-down recommendations are flawed. My goal is to simplify what has become a far too complex, profit-driven industry preying on vulnerable postpartum women. I want to make “lactastrophes,” a situation in which something goes so terribly wrong with breastfeeding that it isn’t recoverable (or recoverable only with a great deal of suffering), a thing of the past. Breastfeeding should not be an extreme sport.

The information in this book is applicable to breastfeeding anywhere in the world—not just where people can afford to buy products. I will walk you through how I counsel and manage patients each day in my clinic. I won’t focus on the expansive and overwhelming market of lactation gadgets and pseudoscience supplements. I want to provide you with advice on what to do—knowing to ignore anything to the contrary. You need far, FAR less than what you are made to believe.

Ironically, until now, the field of breastfeeding and lactation has lacked someone with breast expertise and surgical experience to help guide care. Breast surgeons like I am are experts on all aspects of this organ that defines our species; our absence in the lactation space has allowed myths and interventions that make things worse—not better—to proliferate. The basic approach to common conditions affecting the breast have been opposite from what surgery—the medical specialty that traditionally treats wounds and handles human tissue—teaches from day one of residency. Surgeons are considered the no-nonsense players in the field of medicine: we get to the point and fix the issue.

Breast surgeons spend close to or more than a decade in school and specialty training. I have completed four years of medical school, five years of every-other-night-on-call general surgery residency, four years of international surgery work and research, and an additional year of breast-specific training. I have cared for thousands of infants and older pediatric patients.

Contrary to what you might have been made to believe, the vast majority of babies are healthy and need little to no intervention with lactation. It’s quite obvious if a baby has a medical or functional issue that affects breastfeeding. You should run the other way if you’re immediately told by a lactation provider that your baby has a recessed chin, weak cheeks, facial asymmetry, torticollis, tongue tie, lip tie, cheek tie, high palate, overall body tension, or a list of any other supposed congenital flaws you had no idea were possible in a human infant and somehow “missed” by the pediatrician. When lactation providers are unsure of how to address a challenge with breastfeeding, the default too often is to blame the baby and saddle him with fabricated pathologies.

It is far harder to recognize how a mom’s breasts and mental health significantly affect how she experiences lactation. We need to spend less time talking to mom about the baby and more time talking to mom about mom.

I completed my IBCLC (International Board Certified Lactation Consultant) degree as a practicing breast surgeon. But the 1,000 clinical hours and 100 online educational credits required for my IBCLC pale in comparison to how I’ve spent half my life working as a surgeon. I care for a high volume of patients each day, as well as on evenings and weekends as needed. There’s no type of patient I don’t see. It can be a first-time mom needing basic help with a latch or a patient with a complicated abscess. Surgeons work hard. And this translates into knowledge and expertise. The more you see, the more you do, and the more you’ll continue to learn.

My science and medical background, not my personal experiences, provide the foundation for my daily work. I would never make recommendations to cancer patients based on my opinion or having had breast surgery myself. Instead, I use national guidelines and the latest peer-reviewed research. And that same standard holds for lactation. I teach and care for patients using knowledge gained from decades of intense training and clinical practice as a surgeon, not years of breastfeeding my son. Women deserve evidence-based advice, not home-grown remedies. There is nothing more misleading to patients and other lactation providers than people telling stories of their own biased breastfeeding experiences rather than presenting neutral medical facts.

Aside from changing the approach to the physical aspects of lactation, I also hope to rewrite the emotional narrative surrounding breastfeeding. This is informed by my education and certification as a perinatal mental health provider and experience working with this patient population. As it stands now, the dialogue is quite polarized: either someone breastfeeds and is heralded as a shining success, or a woman is judged by the “breastapo” for turning to formula and suffering her first major “failure” of motherhood.

Though struggles are often related to bad advice, they also occur because of the focus on milk-making at all costs: breastfeeding becomes transactional rather than relational. It’s exacerbated by a tunnel vision approach to breastfeeding rather than understanding it as a biological process that occurs within the context of two (or more) human beings. A woman’s breasts should not determine her worth as a mother. As I tell my patients, “No amount of breastmilk matters if a baby doesn’t have a mom to give it to him.”

Countless women have felt failed by their bodies and the medical system and are justifiably hostile toward the topic of breastfeeding. Postpartum women with a breastfeeding challenge have no idea where to seek help when they need it; if they do find a supportive physician, that person most often did not receive lactation education. I want women who were victimized by these circumstances to feel equally as seen in this book as those women who simply need a resource for the occasional piece of evidence-based advice. I hope women—and all the people in their life who have witnessed the good, the bad, and the ugly—engage with it and open a necessary conversation about why things go so poorly for so many and what we can do to make it better. The answer to postpartum mental health and marriage equality isn’t knee-jerk formula: it’s figuring out the root causes of why breastfeeding can be such a miserable memory for some moms. We all can be lactivists advocating for change.

It will take decades to overhaul the medical patriarchy—the system whereby men dominate health care—and its neglected topics of education like lactation. Therefore, this book is not only about breastfeeding; it’s also a commentary on existing health care disparities and how we can drive progress for women and children. In the United States, low breastfeeding rates can be blamed on the lack of adequate paid maternal leave. However, the statistics are just as poor (and even worse) in some countries that do allow women to stay home for a year postpartum.

There’s incredible pressure for women to breastfeed in the absence of a global socioeconomic system to promote this. Alongside the lack of medical attention to breastfeeding, women have been hit by relentless advertising of baby formula for nearly a century. While formula most certainly serves as a medication to feed infants when supplementation is required, it often would not be necessary if moms had the support they needed to breastfeed.

Modernization has emphasized individualism and sterility, divorcing humans from the interdependence and nurturing that previously sustained our species. Many humans now live a biological-cultural mismatch, siloed in single-family homes, trying their hardest to survive. This makes new parents easy targets for the predatory formula, infant sleep, and all other aspects of the burgeoning baby industry focused on undermining their self-confidence and agency. It’s sadly much more of a surprise if things accidentally or magically go well, and more the expected norm that they do not.

Until true multifaceted structural change arrives, women deserve an easily digestible, reliable resource for help. And other physicians, health care providers, and lactation consultants need a tool to self-educate and move forward from the status quo of the past. The field has been lacking an evidence-based, expert-written guide to prepare women for breastfeeding or troubleshoot a specific postpartum concern without spiraling down a dead end.

I have structured this book so it can either be read sequentially or in individual parts for quick reference. Instead of Dr. Google, keep the advice of a real doctor nearby. For anatomic and medical clarity, I use terms such as female, mother, and breast throughout the book, though the information contained applies equally to gender-diverse parents.

In part I, I explain the basic anatomy and physiology of the breast in terms of how the organ works and how milk is made. This is not meant to be an in-depth review of medical school 101; instead, it provides context for recommendations discussed later in the book.

Part II covers the basics of breastfeeding: I focus on how simple your first few postpartum weeks should be and demonstrate how to ditch complicated and exhausting recommendations like syringe feeding, schedules, and soul-sucking pumping regimens. Far too many patients receive conflicting advice in the hospital after birth and are unsure what to continue after discharge. I clarify this through discussing topics such as how the heck you even start breastfeeding, what you want to happen in those early days, and a description of options for positioning baby while feeding.

Part II is the instruction manual that I ideally want moms to review prior to giving birth, but certainly can be revisited in the bleary-eyed first days home with baby. To conclude, I lay out changes to expect through the various stages of breastfeeding: pregnancy and preparation, early days home (zero to three months), three to six months, and after six months.

My hope is that by embracing the simplicity outlined in part II, most moms won’t need part III on troubleshooting and mythbusters. That said, it’s inevitable that some women will be led astray during lactation. I address everything from appropriate care of mastitis to ignoring advice to pump and dump.

Part IV covers maternal mental and physical health. I discuss how necessary it is to prioritize mental health above all and how to support grief and trauma when breastfeeding doesn’t go as planned. I also explain the unique aspects of postpartum physical health for mom, such as understanding that sweating and strange body odor are normal and knowing when to seek help if something like insomnia becomes a persistent problem.

In part V, I cover special circumstances, such as readmission to the newborn intensive care unit (NICU), breastfeeding multiples, undergoing surgery while breastfeeding, breast cancer screening, and how to approach lactation with a significant mental or physical health history.

Finally, the appendix reviews breastfeeding “commandments” (the no-nonsense advice I give to my patients each day in clinic) and provides a checklist for quick troubleshooting. The key references contain the names of protocols for medical care during lactation.

I hope I share with pregnant women, postpartum moms, and anyone else interfacing with the lactation world a new understanding of the breast and breastfeeding. The rigid schedules, all-consuming pumping, mommy guilt, and sense of failure need to move aside. No matter your breastfeeding story or struggles with mental health, I hope to show you how to find new joy and regain your sanity when you go with the flow.

More than anything else, I want to empower you to trust your instincts: if something seems weird or wacky, it’s because IT IS. If something seems too complicated or exhausting, it’s because IT IS. Don’t do it. Simple is always better. When in doubt, keep your hands off your breasts. Stay far away from anything or anyone who suggests your body or your baby are not enough. And give yourself a huge pat on the back for the awesome job you’re already doing. With the right support and guidance, breastfeeding can be magical. My goal is to provide you the tools to embrace your breasts, celebrate your baby, and nurture a breastfeeding relationship that is all your own.

Now take a deep breath, fasten your bra straps, and hold on for the ride. This is lactation, rewritten.
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CHAPTER 1

Anatomy, or “What the heck is happening with my boobs?”

To combat circulating misinformation, it’s important to start with the very basics of understanding how the breasts work. Overall, we need to remember that the human body, in all its beauty, comprises organs and supportive structures that function in similar ways. The breast is one part of a whole, not a separate appendage with its own rules and regulations. I review these fundamental concepts and offer simple suggestions on how to approach your lactating breasts with confidence and kindness. But if you’re looking for a specific solution first, skip to that section; you can return here when you need a mental health alternative to 3:00 a.m. doomscrolling.


Histology (Under the Microscope) and Anatomy

When operating on a breast, the naked eye sees only globules of yellow fat, blood vessels, and white, rubber-like slabs of gland. These white slabs have the texture and appearance of tough calamari. Truly. We also say that very dense breast tissue is “like cement.” If you were to slice open your breast where you think there’s a “plug” of breastmilk, you would encounter this white, solid tissue—not a clogged artery of milk or a cyst needing to be popped.

Breasts contain the structures in the following illustration:
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BREAST ANATOMY

Description 1




Lobules

The milk-making units of the breast (lobules) are lined by two layers of cells: an inner layer of alveolar cells (also called lobular cells), which make and store milk, and an outer layer of myoepithelial cells. The myo- prefix means these cells contain contractile elements, which help release stored milk in response to a stimulus like an infant’s suckling.

When your breasts are lumpy, engorged, or have a “clogged duct,” these lobular cells are bulging with milk and drawing a lot of blood flow to the area. You “release” a “clog” or “plug” after nursing because you remove the milk from these cells and allow blood to escape the area (not because you “unclogged” milk from a microscopic duct). Only one or two tablespoons of milk sit in the millions of ducts in the breast at any point in time; instead, these alveolar cells store it. There’s no such thing as “milk backing up” in the breast like a sewage pipe.

Think of an erect penis or clitoris: blood flow enters via arteries, making the organ swollen and red. This swelling prevents blood from escaping. The organ remains firm and red until the blood flow slows, creating space to drain. The organ softens and becomes less red. This analogy makes people laugh or squirm (or both), but it’s a simple way of describing why lactating breasts become red and hard as well.



Ducts

Hundreds of millions of ducts course through the breast, most invisible without a microscope and far smaller than a human hair. Like lobular cells, ducts are similarly lined by two layers of cells: an inner layer of ductal epithelial cells and an outer layer of contractile myoepithelial cells. All you really need to know about the ducts is that they’re like a network of fine cobwebs, not a handful of chunky straws. Treat that beautiful design delicately.



Arteries, Veins, and Lymphatic System

Arteries carry blood into the breast, veins drain the blood, and lymphatic vessels help remove any additional fluid residing in the connective tissue spaces (“interstitial fluid”). The lactating breast is highly vascular and metabolically active, meaning that a significant amount of the body’s blood flow is directed to it (if men supposedly think with their penis, then lactating women think with their breasts). Because of this, engorgement can make people feel bad. But this isn’t infection. Most of the time, mastitis isn’t infection, either.

In these situations, the body is in overdrive, releasing inflammatory cells and sending a message that it’s tired of expending so much energy on the gland. We are familiar with this concept in a lot of organs. For example, conditions like pancreatitis (inflammation of the pancreas gland) are most often not infectious and do not require antibiotics for treatment. It’s time we translate this understanding to the lactating breast.

Most of your breast fluid will drain to the lymph nodes in the axilla (underarm) and the small remainder to others living around your collar bone (clavicle) and internal mammary nodes (center of your chest near the sternum, or breastbone). Women often feel enlarged lymph nodes in their armpits during pregnancy and especially during lactation (the lymph nodes help process the extra fluid). These lymph nodes are generally soft, mobile, and tender; worrisome lymph nodes are firm, not moveable, and not tender. Contact your health care provider if you have any concerns.


[image: An anatomical diagram of a breast showing a network of blood vessels and nerves across the breast and surrounding chest, with a key identifying three types of lines.]
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Nerves

The breast receives most of its sensation from nerves that run in a groove under the second through sixth ribs. One of these nerves, called the “lateral cutaneous branch of the fourth intercostal nerve” receives attention for being responsible for the milk letdown reflex (also referred to as the “milk ejection response,” or “MER”). But nature was smart enough to create plenty of backup collaterals, and patterns of innervation vary among individuals. If one nerve was injured during a surgery in the areola region, such as a breast reduction or lumpectomy, others step in to help. The dense innervation is also why pain is so common in lactation.



Stroma

Stroma, or supportive tissue, contains matrix proteins (scaffolding) and the fibroblast cells that produce those proteins. Think of this like the cement gluing the other structures together. Stroma can develop interstitial edema (swelling), causing it to be firmer and swollen. But the lumpy tissue is not a “clog” of breastmilk!




Outside (Gross) Appearance

In medicine, the term gross simply means non-microscopic; the gross appearance of the breast is skin, nipple, and areola overlying gland. The breast lives between the second and sixth ribs. There are many, many different anatomic variants of breast and nipple development. MANY. Breasts are like humans in general. They come in a huge variety of shapes and sizes, and there’s nothing wrong with any of them.


Areola

The areola is the darker circle that surrounds the nipple and has little bumps called “Montgomery glands” that lubricate the nipple with oil while breastfeeding. The areola lacks subcutaneous fat (a layer under the skin that provides cushion and insulation to the gland). It is comprised of smooth muscle (the reason that the areola can be large and soft, or wrinkle up, become firm, and shrink). These features are essential to facilitate latching. Making a “sandwich” out of your breast instead of picking up a small pinch of the areola is NOT what nature intended in any kind of way. More on this in the Latching discussion on page 39.



Nipples

Some nipples contain a lot of orifices (holes where the milk comes out) and some have fewer. Unless you have a very rare genetic condition that affects development of the breast and nipple, any variation in the number of orifices is adequate.

It’s also not anatomically possible to have a “flat” nipple. Nipples are comprised of erectile tissue, like the clitoris and penis are. You wouldn’t call either of those flat. You simply need to stimulate the nipple to encourage it to become firm. And recognize that most moms’ breasts are extremely swollen after labor from receiving a lot of IV fluid, making the nipple appear “flat.” If you’re told you have “flat” nipples and need a nipple shield, stop right there and turn to page 39 for guidance on latching.

Inverted nipples are not terribly uncommon, and we most frequently observe “slit” inversions. These nipples can be pulled out manually and then return to a partially inverted resting state; they are often tethered by connective tissue bands that can release with pumping and breastfeeding. At times, they may never release and some babies can struggle with them, while others do perfectly fine. Do not use a nipple shield. Commercial nipple everters are likewise not effective or recommended in pregnancy or postpartum. Never undergo a plastic surgery procedure to evert your nipples, unless you desire it for cosmetic reasons after breastfeeding. The surgery technique injures the nipple tissue and renders it nonfunctional.

Some nipples are extremely elastic (stretchy); even before breastfeeding, people can twist them 360 degrees and then some. With the slightest amount of suckling, these nipples compress and look like a “lipstick” shape. The “picture-perfect” latches circulating on the internet and social media simply do not reflect anatomic reality, as nipples require a fair amount of fibrous tissue to truly maintain a cylindrical shape while doing their job. Your baby isn’t defective if your nipple changes shape with breastfeeding.

Some nipples are extremely inflexible, bulbous, and large. These are not particularly common, but can be challenging when a baby can’t get past the nipples (which act like a large pacifier) to remove milk from mom’s breasts. If you think this may describe your nipples and your baby is losing weight and not swallowing milk at the breast, ensure that the pediatrician and/or lactation provider examines your nipples rather than assuming the baby is the problem.

Two nipples on one person may be different at a baseline, or can vary based on the situation. For example, if your nipples are the same size and shape at rest (and may even be the same flange size), their textures or shapes may change with nursing. Pumping can cause huge changes in size. Morning is different from night and cold a change from warm. Just like the rest of our body, they’re functional and adaptable—not the fixed representation of a cookie-cutter diameter.

Nipple color is highly variable. Nipples are pink or red in the setting of increased blood flow and pigmentation changes, not because of a “yeast” infection. Both dark and light skin tones can experience loss of pigmentation from repeated surface rubbing with the baby nursing or pumping. Silverettes are notorious for changing the health and color of the skin (see page 91 for why you want to avoid this). With pumping, nipples can turn a variety of colors, including purple and white (particularly in the setting of pumping on suction that is too high for too long). This is due to the large volume of blood flowing in and out of the nipple and the constriction being applied and then released.

If your nipples are white but painless after breastfeeding, don’t worry (all nipples spasm from time to time in response to stimulation). If you are in excruciating pain, you could be experiencing problematic vasospasm (see page 219 and chapter 9) and/or neuropathic pain. This is very easily treatable with the Selective Serotonin Reuptake Inhibitor (SSRI) class of drugs. But please, whatever you do, avoid nitroglycerin, a medication traditionally used for chest pain that dilates (expands) blood vessels. This could make you ill, and the topical cream could be dangerous for a baby to ingest. Also know that your very necessary cups of coffee or other caffeinated beverage are not causing excruciating pain in your nipples. Enjoy your normal food and drink.

Accessory (extra) nipples are quoted as being quite uncommon, but likely underestimated because limited research has been conducted on the topic. Accessory nipples occur along the embryologic development of the “nipple line,” which extends from the axilla (under the arm) down into the pubic hair and labia. I most commonly find accessory nipples in the axilla, the lower margin of the breast where the band of a bra sits (the inframammary fold, or IMF), and the upper abdomen. Sometimes people don’t realize they have an accessory nipple, thinking it’s a mole instead.

Women may have associated accessory breast tissue that can become swollen and painful postpartum. Sometimes, the nipple and accessory tissue are so well-developed that they produce milk, which you should ice and avoid stimulating if you want it to be less swollen. Accessory breast tissue also can exist without an associated nipple. See page 297 for more information on managing accessory breast tissue.

Finally, some women’s nipples can have an especially unique appearance as a result of how they developed, including separate smaller mounds rather than a singular distinct, tubular projection on the surface of the areola (see images on my website, physicianguidetobreastfeeding.org). These patients generally produce normal milk volume, but too often, they receive nipple shields in the hospital rather than having a chance to figure out the unique anatomy from the start. These nipples do have erectile tissue and can firm up and group together when stimulated.




Breasts

I can’t repeat myself enough when I say that breasts, like humans, are highly variable and unique, and the vast majority of this is totally normal. Unfortunately, lactation misconceptions abound regarding what represents a problem with breast development (and therefore milk production) versus what does not. Terminology is literally all over the place, making it difficult to understand when someone is describing a potential issue with lactation.

The most confusing blanket term, insufficient glandular tissue (IGT), not only makes no medical sense, but “insufficient” is the very last word we need to use to describe women and their breasts. If someone is not producing enough milk, the terms hypogalactia, hypolactation, or low supply are most accurate. From there, you can determine that someone is experiencing “hypogalactia” as a result of many different potential reasons—for example, tubular breast, previous radiation for cancer treatment, or previous nipple surgery.

True anatomic issues with breast development are quite uncommon and therefore less likely than other factors to affect production. In general, only worry about anatomy in these scenarios: tubular breast; Poland’s syndrome; unilateral hypoplasia (lack of development of one breast compared to the other); and unilateral or bilateral breast dysplasia (abnormal “morphology,” or appearance, not meeting criteria for tubular breast).

Tubular breast has very well-defined parameters for identification and diagnosis: a large areola with fibrous constrictive ring, small breast base relative to breast size (compared with small AA-cup breasts that may have a wide base but limited projection); decreased parenchymal (functional gland) volume; herniation (movement) of this parenchyma into the areola (volume is centered in the areola rather than breast base); asymmetry (breasts have different appearances); and a shortened distance between the nipple and the line under your breast where the band of a bra sits (the inframammary fold, or IMF).

Tubular breasts can look elongated, cylindrical, or pointy; and plastic surgeons sometimes refer to them as a “snoopy” breast. Under the microscope, normal breast gland is replaced with fibrosis (connective tissue, not functional gland). Experts on this condition hypothesize that tubular breast results from alterations in early embryological development of the breast in utero. Tubular breast features exist on a spectrum (see images on my website). Milk production is extremely low in the more severe cases. In other situations, milk production is normal. Overall, if you are concerned your breasts may look like this, seek medical evaluation prenatally.

Poland’s syndrome is a congenital anomaly (meaning it’s the way your body formed in the womb) in chest wall and breast development. Like tubular breasts, Poland’s encompasses a wide spectrum of presentation with categorization most often based on the chest cavity (thorax), breast, and nipple areolar complex appearance. Mild disease can present with simple breast asymmetry, whereas more significant cases can involve abnormalities of the ribs, pectoralis muscle, breasts, nipples, and even the upper extremity. Depending on the individual patient and her anatomy, she may or may not have undergone reconstructive surgery as a child or teenager, which can make the congenital condition less apparent than it otherwise would be. In most circumstances, patients can breastfeed on the unaffected breast. If they have some breast development on the affected side, they may produce some milk there as well.

In terms of hypoplasia and dysplasia, clarifying terminology is essential. Small, A-cup breasts that look “normal” aren’t “hypoplastic” (underdeveloped) or “dysplastic” (abnormally developed). They simply have less fat in them, as breast size is largely determined by fat. Small breasts can produce plenty of milk. While large breasts are often the “showers” of the world, the small ones can be the “growers” during pregnancy and lactation.

Hypoplasia means low (hypo-) development and growth (-plasia). Overall, hypoplasia is a nonspecific term and can cause confusion if applied to a variety of different conditions (such as low supply) or appearances of the breast. Its use is probably most accurate when both breasts look normal in appearance when taken individually, but one is quite a bit smaller than the other when looking at them together. It’s helpful to use the term dysplastic, with the dys- meaning “abnormal,” when breasts appear to have an irregular and asymmetric shape and structure.

Finally, at this point in time, we are unable to quantify breast development during pregnancy or what volume of growth corresponds to adequate milk production postpartum. The breasts change in size and appearance not only because of milk-making (glandular) cells, but because of expansion in connective tissue (“stroma”) and increase in blood flow. In fact, in a rare condition called “gigantomastia of pregnancy,” women grow large volumes of boggy, woody connective tissue more so than functional gland.

Overall, this means we can’t conclude anything definitive in a woman with anatomically normal-appearing breasts that simply don’t grow much. She may have plenty of gland in there (that is, enough volume), but the gland may not function well on a microscopic level. Or the gland may have normal function, but another part of her body doesn’t send an appropriate growth signal to the breast. Or a woman could have functional gland that differentiates normally, but she experiences less supportive tissue growth. This means that her breast overall doesn’t appear to have as much growth as her peers, but on a cellular level, it’s set up to work well. Countless patients with limited breast growth during pregnancy produce plenty of milk postpartum.

[image: ] Take-Home Points [image: ]


	Your breast is an extremely delicate gland, not a sewage pipe with stuck milk. Handle it gently.

	When you’re feeling a “plug” or “clog,” this is generalized tissue swelling and robust blood flow, not a clump or cyst of milk to squeeze out. Ice is your breast friend here.

	Nipples naturally turn many different colors and shapes during breastfeeding, and this is not a problem related to your baby. If you’re experiencing excruciating pain, get help from a lactation professional familiar with the breast and its innervation.

	Breasts come in countless different shapes and sizes, the vast majority of which do not cause a problem with breastfeeding. If you’re concerned about the appearance of your breast and ability to breastfeed, establish care with a lactation provider during pregnancy and follow up early postpartum.









CHAPTER 2

Milk-Making Physiology

The physiology of the breast is quite complex, so I am covering only the very big picture to provide a basic understanding of what you need to know for breastfeeding your baby.

Breast growth and pain may be your first sign of pregnancy, even before you miss your period. In the first trimester (the first twelve weeks), estrogen increases rapidly and promotes growth and maturation of the ducts of the breast. Progesterone becomes more dominant in the second trimester, stimulating development of the alveolar-lobular (milk-making) cells.

In the third trimester, the breasts prepare to make milk (lactogenesis I). You may leak colostrum, a sticky yellow substance high in protein and protective antibodies that nourishes the baby in the first few days after birth. Your breasts may become increasingly heavy as blood flow increases (Emily, one of my medical school friends, calls this the “pillowy” breasts of pregnancy) and your nipples will continue to enlarge in size.

Once your baby is born, you undergo another hormonal shift. When the placenta is delivered, your progesterone and estrogen levels fall quickly. This is when the prolactin hormone (manufactured in your brain in the anterior pituitary gland) increases and your milk starts “coming in,” about three to five days postdelivery (what we call lactogenesis II). Oxytocin, the hormone that promotes milk ejection from the milk-making cells into the ducts, is excreted from an adjacent gland, the posterior pituitary. Lactogenesis II is an automatic process that occurs because of this hormonal activity.

A few weeks later, milk-making transitions into lactogenesis III. This process is governed by supply and demand: milk removal means milk production. Milk removal sends a message to the hypothalamus gland in your brain. The hypothalamus then signals the pituitary gland to produce prolactin. This supply and demand concept is why some moms can develop a “power boob,” which produces most of the milk and often causes the baby to prefer one breast. The more you stimulate an overactive breast by continuing to nurse on it (that is, remove milk), the more it upregulates and the more the opposite breast downregulates. For more on independent breast function see Uneven/Lopsided Breasts, page 218; Cancer, page 288; and Breast Cancer and Breast Surgery, page 298.

[image: ] Take-Home Points [image: ]


	Lactation physiology, which begins during pregnancy, is complex, with many details beyond the scope of this book.

	At a basic level, your milk “comes in” postpartum as a result of hormonal shifts from delivery of the placenta.

	After the first few weeks postpartum, milk production is maintained through milk removal, that is, supply and demand. Each breast functions independently, which is why one can become a “power boob” while the other one lags behind. This is also why a patient does not need to wean both breasts if she were to need a procedure on one of them.







CHAPTER 3

Pregnancy and Preparation

During pregnancy, your body changes in countless ways. Before we dive into birth and breastfeeding itself, I’ll review some of these important changes, when to be concerned, and when to seek special prenatal help.


Breast Changes

More commonly than not, your breasts and nipples will change and grow during pregnancy. They generally become more sensitive, and this sensitivity can heighten before birth. As I explained in the previous chapter, you may experience significant breast growth and subsequently develop breast swelling and redness related to increased blood flow. Not wearing a bra makes these symptoms worse (and, unfortunately, many women are frequently instructed to go braless).

Whether your breast growth is extreme or simply painful, find a very supportive bra (bra wearing is not mandatory but certainly helpful). “Very supportive” means that your breasts are quite compressed (the way a tight sports bra would fit). The closer they are to your chest wall, the easier the blood and connective tissue fluid drains. If not, the accumulating fluid will settle in the lower parts of the breast, which will become more swollen, red, puckered, and uncomfortable. Just like your lower legs swell on a long car or airplane trip, your breasts do the same thing. To relieve swelling, you put your feet up and/or wear compression stockings. The breast requires the same care.

In addition to a supportive bra, simple lymphatic drainage can help the body drain excess fluid from the breast. This is demonstrated in this illustration:


[image: Three-panel illustration demonstrating breast examination movements, with a hand making circular motions and then moving upward across different areas of the breast.]
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Lymphatic drainage involves a very light brushing motion (like petting a cat), which is essential for lifting the skin off the underlying lymphatic channels and allowing them to decompress. If you push any harder than this, you will flatten, rather than open, the lymphatic channels.

Long-standing untreated lymphedema (swelling related to insufficient flow of lymph fluid) can cause permanent pock marks in the affected areas of skin (see images on my website). This is avoidable with the appropriate interventions above.



Nipple Changes

Aside from noticing colostrum crusting on your nipple or in your bra, up to 20 percent of women may experience some blood-tinged discharge from their nipples. This condition has an unfortunate name—rusty pipe syndrome (undoubtedly coined by a man). This discharge is spontaneous (that is, occurs without squeezing or sexual stimulation) and usually affects both breasts and multiple nipple orifices (the holes or pores that milk flows from).

This discharge occurs because the breasts are preparing to make milk and are increasing their blood flow. It will resolve itself within a week or two postpartum. You may be alarmed if your baby spits up blood, or you pump milk that looks pink or red. This milk is safe for the baby—breastmilk normally contains red blood cells that you otherwise don’t see. You also can let the milk stand in a bottle on the counter, and the heavier red milk will settle to the bottom. However, the best approach is to feed your baby at the breast and not worry about what you could be seeing with the pump.

If “rusty pipe” doesn’t resolve itself, seek medical evaluation. Bloody discharge is problematic if it is spontaneous (that is, not produced by squeezing) and emanating from a single orifice of a single nipple (in contrast to the multiple orifice and both nipples aspect of “rusty pipe”). Most commonly, this results from a benign (noncancerous) condition called a papilloma. It also can signal the presence of breast cancer.

Regardless of whether you are experiencing worrisome symptoms or not, you must avoid squeezing your nipples to “check.” Even with benign situations such as rusty pipe, the nipple and breast produce more blood and debris when manipulated. If a patient’s breast imaging shows no concerning findings and her discharge only presents itself with squeezing, I prescribe zero stimulation (including sexual) for two or three months and reevaluate after that. I can’t remember the last time the discharge remained present in the absence of an underlying lesion.



Other Breast Changes

Other common skin changes include the growth of moles, seborrheic keratosis (looks like a waxy brown wart that can cluster around your areola), hyperkeratosis (overgrowth of the outer layer of skin that can look dark or crusty and generally affects the face of the nipple), and skin tags. If you have a mole that changes considerably, consult a dermatologist. A health care provider can examine any other new or growing lesion on the nipple or areola (even if it’s simply for your reassurance). Skin tags can become irritated or interfere with latching if larger, and it’s very easy to snip them off in a clinic before the baby arrives. Significant hyperkeratosis can be treated with a prescription cream or resolved definitively with laser; if more mild, the baby will slough the rough skin with nursing.



Preparing to Breastfeed

You don’t need to “roughen up your nipples” with a washcloth (something my mom, who breastfed me in the late 1970s, recommended; I told her that didn’t make any sense). As I mentioned in chapter 1, don’t use suction nipple everters; in general, the baby or pump will help evert your nipples after birth. And if they don’t (every nipple is different), this is also okay.

Prenatal expression of colostrum is trending on social media. This isn’t something everyone has to do (unless you want to explore your breast and practice hand expression). However, infants of mothers with diabetes are at risk for low blood glucose and supplementation early after birth, so prenatal expression helps stimulate mom’s milk and allows stored colostrum to be used instead of formula. This risk for infants is highest in type I diabetic moms with suboptimal glucose control during pregnancy, but also occurs in type II and gestational diabetes patients. Other patients at risk for low production of breastmilk may also consider hand expression beginning around thirty-six weeks gestation.

If you are intending to collect colostrum prenatally, hand express correctly. Many people slide their finger down their breast to the nipple (as though they were pushing out the milk). Instead, use the full width of your hand (not a pinch) to move the breast tissue back toward the chest wall, where it will be stimulated by the blood flow behind it. If you have finished one section, you can shift your hand position and express another. See my website for a video demonstration.




Basic Breastfeeding Supplies

Less is more. Your baby does not need all the things the momfluencers push. Here is a basic list of essentials:


	Diapers

	Wipes

	Baby soap

	Zinc creamI

	Basic onesies (save more precious outfits for after you hone your virgin diaper skills)

	A baby carrier or two (the wraps are cozy but require a learning curve, so a simple click or snap one is better for starters). The right carrier is the one you will use. Wearing your baby is the key to surviving the early postpartum time with the most sanity, so make sure you’re prepared.

	A firm mattress or floor mat. Most babies do not like to be laid down by themselves, particularly at night. If your baby keeps you awake in his bassinet, have a safe alternative prepared to avoid inadvertently falling asleep on a couch, rocking chair, or super-squishy mattress. (See the Baby Sleep and Baby Holding section, page 79, for more.)

	A double electric pump if it becomes necessary, or the baby needs bottles (for example, someone else is watching the baby). Innumerable pumps are available on the market today, with more headed our way at escalating prices. Look for simple settings. A pump that advertises countless different features for milk expression can work against you if you’re using it incorrectly. An inexpensive hand pump is also helpful.

	A pumping bra to allow for hands-free electric pumping. This needs to adjust to fit quite snugly on your breasts (something like the Simple Wishes brand) and provide countertraction against the pump flanges. Laxer bras preclude adequate flange suction.

	A basic bottle. If you’re avoiding plastic, consider a stainless steel bottle instead of glass.II

	Non-suction milk catchers to place in your bra to save any leaking milk.

	Milk storage bags.

	If you anticipate needing to travel a lot for work or have long periods of separation from the baby, consider a larger-volume storage container with insulation.III

	Nursing pads. Consider reusable cotton or bamboo ones; the disposables may cause some skin sensitivity and are expensive.

	A good, supportive nursing bra. If you have very large breasts, consider a specialty compression bra.IV

	A place for baby to sleep if you need to lay her down, such as a simple bassinet or crib (but be prepared for a baby who wants to be held).

	A birthing or yoga ball—an inexpensive and effective way of calming a fussy baby while saving your back and arms.

	Pacifiers. Some babies like pacifiers and some do not. I mainly use them as a tool for babies of moms who have oversupply (hyperlactation). Sucking on a pacifier rather than a breast can help break the cycle of overfeeding.



Finally, you’ve probably been encouraged to create a “birth plan.” You can consider scenarios that are ideal to you (for example, avoiding a C-section), but ultimately, birth is out of your control in terms of how your body and baby will respond to it. As a physician, I understand the challenges of balancing too much versus too little intervention.

However, you absolutely can control and plan for who is helping you postpartum, how you will get sleep if you badly need it, and other anticipatory concerns such as knowing which professionals you’ll reach out to if you’re struggling. In the grand scheme of things, birth is a short process. Focus on planning for postpartum. Read more about this with the Postpartum Support Plan on page 344.



What to Take to the Hospital

As much as I recommend against any unnecessary pumping, consider bringing your pump to the hospital and requesting help if you have any questions. It’s better than turning on your pump for the first time at 2:00 a.m. the night you arrive home and having no idea how it works. You also can start wearing your nursing bras and get comfortable using them before discharge.

Bring lanolin-free nipple balm. Nipple balm is an oil-based substance, usually in a jar, that provides a salve for nipple trauma (skin damage from pumping or the early days of engorgement and learning to breastfeed). Up to 10 percent of people are allergic to lanolin, and an uncomfortable dermatitis (skin inflammation and irritation) can develop. However, many hospitals have contracts with the companies that produce lanolin-containing balms, so they don’t have an option to offer you alternatives.

Ingredients that tend to be less allergenic but provide the same oil-based coverage include shea butter, olive oil, and coconut oil. Often, balms or creams also contain a medical-grade beeswax or plant-based wax such as candelilla to provide emollient (a protective layer) and thicken the mixture. This is a good thing: the thicker the substance, the more protective it is. If you don’t have the funds to purchase a commercial product, coconut or olive oil alone are an alternative. However, anything you can pour as a liquid will offer less barrier compared with something you can scoop from a semisolid state.

Hydrogel pads (products like Lansinoh Soothies) are good for applying on top of the balm to seal it in place and promote faster resolution of the wounds. These products are an alternative to shields, breast shells, Silverettes, and other products that expose the nipple to air, sweat, and soaking in breastmilk, thereby working against healing (see the Wound Care section, page 220, for more information).

In addition to these basic breastfeeding supplies and your individual creature comforts, pack snacks! If you haven’t eaten during labor (different hospitals have different policies), you will be starving after you expend a massive amount of energy pushing the baby out (or going through a C-section, or both!). Particularly if you deliver at night, you may be subsisting on saltines and graham crackers until the morning. I’ll never forget when my friend Hannah delivered freshly baked cookies to my postpartum room instead of flowers—clearly she had already been through birth! Brilliant.



Mental Health

I discuss mental health frequently in this book, because untreated mental health conditions negatively affect lactation. If you’re suffering without help, breastfeeding generally will go poorly and stop earlier than you had hoped, or it will become a miserable, all-consuming experience that leaves no room for healthy parenting. Women can end up resenting breastfeeding for the rest of their lives.

The perinatal (pregnancy and postpartum) period is when a woman is at her highest lifetime risk for developing a mental health condition. This is related to massively fluctuating hormones and the way the female brain literally remodels and rewires itself.V Women can’t control a lot of physical changes during pregnancy—breast growth, constipation, stretch marks, and more—but they fortunately are able to take charge of and treat their mental health.

If you have any history of mental health conditions for which you were taking medication when you became pregnant, do not abruptly stop these. Most medications are safe. Use one of the verified lactation and pregnancy medication sites (see the appendix, pages 347–48) for information on specific drugs.

Many ob/gyns, primary care providers, psychiatrists, and pharmacists refer to general databases that provide vague or incorrect guidance regarding the safety of medications during this time. Consequently, a lot of women are scared into stopping medication for fear they would be harming their baby if they continued taking it. Seek out accurate information from someone like a reproductive psychiatrist, a physician who specializes in women’s mental health. These experts often review debunked literature (for example, Paxil was thought in the past to be linked to heart defects in infants, but faulty data was later exposed) and point out persistent mental health myths.

Tapering medications to a lower dose in the selective serotonin reuptake inhibitor (SSRI) class of drugs does not prevent neonatal adaptation syndrome (NAS). NAS is not “withdrawal” from a medication: it’s simply a group of symptoms that include irritability and muscle tension. If observed, NAS is mild and most often occurs for a few hours at most. Most importantly, research shows no difference in the prevalence of NAS in infants of mothers taking SSRI medication versus those who were depressed without treatment. This speaks to the subjectivity of the observations as well as a baby’s potential genetic predisposition to fussiness rather than mom’s medication use.

In most circumstances, stopping a necessary medication is a much higher risk than any theoretical harm to the fetus during pregnancy. In fact, untreated anxiety and depression increases the risk of preterm birth and low birth weight and may even cause epigenetic changes (environmental factors that alter the biological genome of an individual) in the developing embryo. These risks are thought to be caused by factors such as chronic elevation of cortisol, a stress hormone in mom; research also shows that this in-utero environment can affect the fussiness of the baby postpartum. I observe this clinical correlation on a daily basis. Stressed moms have stressed babies.

Perinatal mood and anxiety disorders (PMAD), also known more recently as perinatal mental health disorders (PMHD), most often occur with fewer classic symptoms compared with the general population. Depression and anxiety in pregnancy and postpartum are more likely to be expressed in the form of body sensations (somatically) than someone describing that she feels emotionally upset. This includes things like jaw clenching, muscle tightness, headaches, sweating, difficulty concentrating, insomnia, back and pelvic aches, fatigue, upset stomach, overactive bladder, and breast discomfort. But these symptoms are not “in someone’s head”: they simply reflect the way the body is processing and experiencing emotion and stress. The mind-body connection is huge, as is the mind-breast. The body keeps the score even when the conscious mind does not.

Disrupted sleep is one of the most common indicators






	Mental health is more important than anything else, including breastfeeding. Use pregnancy and lactation-specific drug databases, seek guidance from reproductive psychiatrists, and do not stop or taper any mental health medication during pregnancy or lactation unless the risk strongly outweighs the benefit.

	Though wearing a bra is not mandatory, a supportive one usually provides relief from pain and swelling related to breast growth during pregnancy.

	If you have any changes in your breasts or nipples that you are concerned about, seek evaluation from a medical professional.

	You need far, far fewer gadgets and supplies for breastfeeding than you are led to believe. Keep it simple.

	You can’t control birth, but you can control having a plan for postpartum help at home. Make one before the baby arrives as outlined on page 344 in the appendix.

	Mental health conditions during the perinatal period present differently than at other times in a woman’s life. Rather than expressing emotional distress, she is more likely to complain of bodily (somatic) symptoms such as headache, fatigue, upset stomach, pelvic pain, and breast discomfort. Patients, lactation professionals, and health care providers should recognize and address this.






	I. I like Burt’s Bees for its high zinc concentration and few added ingredients.

	II. Pura Kiki, a local, family-owned Santa Barbara business, makes my favorite bottles. I knew about them long before moving home to California, but was pleasantly surprised to find out they are based here.

	III. Ceres Chill was developed by a lawyer who traveled frequently for work and needed a solution for transporting larger volumes of milk. This is another stainless steel option that is brilliant in design.

	IV. Prairie Wear is a company dedicated to treating lymphedema (swelling) of the breast and offers excellent compression bras that often accommodate larger sizes.

	V. Emily Jacobs, PhD, University of California Santa Barbara professor and the head of Women’s Brain Health Initiative, has led groundbreaking work on this topic.
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