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April 2019 
  

It has been nine years since the first edition of this syllabus was published.  

There have been several development in the breastfeeding world since then; particularly in these two 

areas (i) the knowledge on breastfeeding ï new research, new concepts and updates; and  (ii) the 

increasing public awareness on breastfeeding ï the new wave of hope and expectation of new parents 

and grandparents. Development from these two areas alone brought about changes to the approach on 

breastfeeding management and how we support mothers, babies and their families. 

We have also been receiving thoughtful feedback from trainees, peer counselors and reviewers using 

this syllabus.  In addition to that, fellow trainers through their observation and experience facilitating 

the courses, have identified several key areas for improvement. Hence, it was timely to revise this 

syllabus.  

This revised edition is intended for Malaysian Breastfeeding Peer Counselor (MBFPC) Entry Level 

Course trainees; to be used as a companion to the course. There are 11 modules including one on 

resources. Each module has its learning objectives.  

New to this edition are : 

a) Module 1: introduces MBFPC, its journey thus far and its goals;    

b) Module 2 : expands section on giving effective breastfeeding help and highlights important key 

points in coloured text box;   

c) Module 3, 4 and 8 : minor updates 

d) Module 5, 6 and 9 : several sections updated to suit peer counselorôs scope of practice; technical 

jargons removed or simplified to enhance clarity;  

e) Module 7 and 10 : new content added for better understanding on the subject. 

f) Module 11 : compiles a list of  up-to-date and evidence based resources ie. recommended 

websites, books and handouts. There is also a shortlist of 5 reference books and to make it easier 

for the trainees, we have identified certain chapters in the reference books to the modules.  

This syllabus is meant to be used as a companion to the MBFPC Entry Level Course. It is not to be 

regarded as a textbook. Trainees are encouraged to refer to module 11 and/or other credible resources 

for further reading and to complement their learning. Trainees and peer counselors are also welcome 

to discuss with their trainers. 

This revision would not be possible without valuable feedback, suggestions, support and solid 

teamwork from peer counselors and fellow team members. We cannot thank you enough for all your 

priceless contribution.  

 

Ning Desiyanti Soehartojo, MD, IBCLC 

training@malaysianbfpc.org 

Education Team 

Malaysian Breastfeeding Peer Counselor Association.  

Putrajaya. 

mailto:training@malaysianbfpc.org
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Module 1: Introduction  

Objective:  Participant will be able to: 

Å Describe the Malaysian Breastfeeding Peer Counselor Program and itôs goals 

Å List at least three peer counselorôs scope of practice. 

Å Identify two benefits of mother to mother help. 

 

A.  Malaysian Breastfeeding Peer Counselor Program   

B.  Breastfeeding Peer Counselorôs Scope of Practice 

C.  Effectiveness of Mother-to-Mother Help  
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A. Malaysian Breastfeeding Peer Counselor Program (MBFPC Program) 

1. The background scenario :  

Å The World Health Organization and UNICEF recommendations for optimal 

breastfeeding are as follows: initiation of breastfeeding within the first hour after the 

birth; exclusive breastfeeding for the first six months; and continued breastfeeding for 

two years or more, together with safe, nutritionally adequate, age appropriate, 

responsive complementary feeding starting in the sixth month.
1 

Å Malaysian government has been taking steps to implement several strategies to 

promote breastfeeding in accordance with WHO and UNICEFôs global 

recommendation. Since 1992, Baby Friendly Hospital Initiatives (BFHI) and Ten 

Steps to Successful Breastfeeding were implemented in all government hospitals, 

National Breastfeeding Policy was in place along with other promotional strategies 

throughout the country.
2
 

Å In 2006, Malaysiaôs National Health Morbidity Survey (NHMS III) reported that the 
overall prevalence of infants initiated breastfeeding within one hour of birth was 

63.7%, exclusive breastfeeding below 6 months was 14.5% and prevalence of 

continued breastfeeding up to 2 years was 37.4%
3
.  In other words, even though two 

thirds of infants were initiated early for breastfeeding, only 14.5% of infants were still 

exclusively breastfed at 6 months of age, despite our government & health care 

systemôs  huge efforts.   

Å Clearly, a multifaceted approach from other agencies and members of the public is 

needed to promote, protect and support breastfeeding beyond hospital setting.  

 

 
 

 

 

 

  

FIVE CIRCLES OF SUPPORT  

CIRCLES  represent the types of support a breastfeeding woman can call upon for 

help and encouragement. World Breastfeeding Week, 2008.
4
 

What can we do 
 to help and support our 

mothers and babies ? 
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2. Support beyond hospital setting : 

Å Mother to mother support also known as peer support is one of the key factors found 

to be effective in extending the duration of exclusive breastfeeding. Women who 

received any form of support were less likely to stop exclusive breastfeeding before 

five months than those who received no support.  

Å Combinations of peer support and professional support  were more effective than 

professional support alone in prolonging any form of breastfeeding, especially in the 

first two months.
5
 

Å In Malaysia, there was inadequate number of lactation counselors and lactation 

consultants in the community to meet the demands of our mothers and babies.  

 

3. How MBFPC began : 

Å A project was planned to train mothers and non medical personnels who were 

interested to become breastfeeding  peer counselors, to help mothers.     

Å This project which was managed by Susuibu.com, received  full support from World 

Alliance for Breastfeeding Action (WABA) and UNICEF. UNICEF provided initial 

funding for the project  that comprised of Train the Trainers course, the peer counselor 

trainings in 5 regions, and monitoring of the overall project until the end of 2010.  

Å In January 2010, sixteen (16) Peer Counselor Program Administrators (PCPA) 

completed the 6 days training conducted by Kathy Baker and Pushpa Panadam from 

La Leche League International (LLLI).  

Å This group of PCPAs then planned and scheduled a three (3) full day workshop for 

each region in Malaysia. The training syllabus adapted from LLLI was revised to suit 

our culture and local needs.  

Å By the end of year 2010, a nationwide training program for Peer Counselors was 

successfully conducted in 5 regions.  

 

4.  The Journey Continues :  

Å The network of MBFPC trained peer counselors continues to grow till date, reaching 

all states in West and East Malaysia.  

Å Trained Peer Counselors volunteer within their capacity, participating in breastfeeding 

promotional activities,  helping mothers in their local community either individually 

through one to one counseling or through mother to mother support group in various 

setting such as workplace, neighbourhood and/or health care facility. 

Å In 2013, Malaysian Breastfeeding Peer Counselor Association (MBFPCA) was 

established and registered under Registry of Societies, Malaysia. MBFPCA is an 

independent non-profit organization.  

Å MBFPCA has been actively involved in activities that promote, protect and support 

breastfeeding at the community level, national and international level.  

Å MBFPCA has also been invited to participate and collaborate in breastfeeding related 

activities organized by health care facilities, government agencies and non-

government organizations. 
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Å MBFPC Trainings are on-going, with up-to-date breastfeeding knowledge and revised 

mode of training to enhance peer counselorsô learning experience.  

Å Our mission is to train peer counselors and build a network of trained breastfeeding 

peer counselors to promote, protect, support and empower the breastfeeding 

communities in Malaysia.  

Å Our vision is : every mother in Malaysia have access to skilled  help and effective 

breastfeeding support from a trained breastfeeding peer counselor within  her 

community.  

 

B. Breastfeeding Peer Counselorôs Scope of Practice 

1. Peer counselor may work from their home, a breastfeeding support centre, a health clinic 

or hospital setting.  

2. Peer counselor should work in a way that respects the dignity of the mother, the healthcare 

support system and those with whom they work.  

3. ñScope of practiceò refers to the range of services a peer counselor can provide. This 

includes :  

a. support normal breastfeeding for new mothers and babies.  

b. helping mothers get off a good start and establish exclusive breastfeeding by giving 

them accurate information that is specific to their needs.  

c. encourage mothers to breastfeed by listening and helping them to explore their barriers 

and discover ways that allow breastfeeding to be part of their daily lives.  

d. Refer mothers to other breastfeeding experts when needed.  

4. Peer counselor must know when they are unable to address a problem and when to refer. 
6
 

5. Peer counselor do not and will not accept funds or gifts from manufacturers or distributors 

of breast milk substitutes, related equipment such as feeding bottles and teats.  
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 Unicef. Breastfeeding. https://www.unicef.org/nutrition/index_24824.html (Accessed 2019-04-18) 
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MALAYSIAN BREASTFEEDING PEER COUNSELOR  

 

BASIC JOB DESCRIPTION 

The Peer Counselor offers information, encouragement and support for breastfeeding to 

mothers in their own communities. 

 

REPORTING RELATIONSHIPS  

The Peer Counselor is directly responsible to the Peer Counselor Program Administrator who 

trained her or to the direct supervisor of the agency she works for. 

 

RESPONSIBILITIES   

1. Contact or visit mothers (ante and post-natal) in the local community, discuss 

breastfeeding with them, using appropriate counseling skills;  

2. Teach mothers practical skills for breastfeeding such as positioning and attachment, and 

breast milk expression, and help them to overcome common basic problems;  

3. Be close to mothers, especially in the first weeks after birth or when there is any 

difficulty. 

4. Respect and support motherôs decision always.  

5. Know local expertise in breastfeeding support and refer mothers to more experienced 

breastfeeding counselors or lactation consultant when necessary;  

6. Lead support group meetings when and where appropriate.  

7. Offer telephone support to mothers if appropriate. 

8. Be ready to respond to questions about breastfeeding raised within the community, local 

schools or healthcare system.  

9. Attend health events, exhibitions, answer questions and distribute information.  

10. Speak on breastfeeding related issues when invited.  

11. The Malaysian Breastfeeding Peer Counselor never charges a mother for her services, 

though the Peer Counselor may be paid by an agency or through a grant. 

12. Do not and will not accept funds or gifts from manufacturers or distribution of breast milk 

substitutes, related equipment such as feeding bottles and teats.  

13. Report to Peer Counselor Program Administrator on a regular basis.   

 

 

Commitment Agreement 

 

I, ___________________________________being fully aware of my responsibilities and my 

role as a Malaysian Breastfeeding Peer Counselor do commit to upholding and performing the 

above responsibilities to the best of my abilities. 

 

_________________________________________ 

Name    Date 
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C. THE EFFECTIVENESS OF MOTHER -TO-MOTHER HELP:  

Research On The La Leche League International Program by Marian Tompson 

 

"Why such a fuss about breastfeeding?" "All you have to do is put the baby to the breasté" 

"Who needs an organization for that?" You will hear remarks like that today, usually made by 

someone who ever tried to breastfeed a baby.  As many mothers have discovered, when you 

live in a predominantly bottle-feeding culture where breastfeeding is looked upon as a kind of 

substitute for formula feeding and something that can be handled in much the same fashion, 

desire is not enough to insure success. 

Breastfeeding for all its apparent simplicity, is not so much an instinctive activity as it is an 

art that normally would be passed down from mother to daughter.  Breastfeeding is not just 

used to satisfy hunger and thirst. It is used for comfort, warmth, and security. It is not just a 

method of feeding. It is a very special relationship. And like all relationships its course is 

determined by a host of factors which include the mother's own concept of her role, the 

support or lack of it from her husband and others close to her, and the very individual 

temperament and needs of her baby. When we add to this the general ignorance of and 

uneasiness with breastfeeding found in our society as a whole, we can appreciate that 

breastfeeding is more than just putting the baby to the breast and letting nature take its 

course. 

This was certainly my experience as well as that of a friend of mine when we started having 

babies during the fifties. Though I had three different physicians with my first three children, 

I found that the solution offered for any problem, whether it was sore nipples or a fussy baby, 

was to put the baby on a bottle. My friend and her physician-husband were chagrined to 

discover that despite his medical training they found themselves going the same route. 

Fortunately, we learned with each child and soon, as experienced nursing mothers, found our 

friends running to us for help with their nursing babies. 

This was the beginning in 1956 of La Leche League, a non-profit, non-sectarian organization, 

devoted to providing encouragement, information, and support to the mother who wants to 

breastfeed her baby. We never expected to be more than a group of mothers meeting with our 

friends. It was our impression from all the bottle feeding going on that not many women were 

really interested. We soon found out how wrong we were and that many women were bottle 

feeding as a second choice and that as soon as they learned there were women skilled in the 

art, who were willing to help them, they were eager to give it a try. So by word of mouth in 

the beginning, and always in response to the need, La Leche League grew until, now over 

thirty-five years later, we have over 3,000 groups and 8,000 accredited certified Leaders 

helping mothers in 60 countries around the world. 

During this time there have been close to a dozen independent studies done on the work of 

the League--some of them very comprehensive and others zeroing in on one aspect of League 

work.They all show clearly that information and support of the kind offered to mothers 

through La Leche League is highly related to the outcome of breastfeeding. La Leche League 

members breastfeed their children longer and wean them more gradually. Ladas (6), in her 

study of 1,100 primiparas found that mothers receiving support from the League nursed their 
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babies an average of nine to twelve months while unaffiliated mothers nursed three to six 

months. Knalf and Marshall (5), in a four-year study of League members, discovered that 

85% of League members nursed their babies for over nine months, while only 20% of 

unaffiliated mothers nursed their babies that long. Gerard (3), in measuring the effect of 

different kinds of help given to new mothers, took two groups of mothers, one given personal 

help and instruction by Mrs. Gerard while they were in the hospital; the other group were 

women who attended La Leche League meetings. These groups were compared with a 

control group of 300 women who were not given any particular kind of help postpartum. At 

the end of three months it was discovered that of the last group 32% were nursing, of the 

mothers getting personal help from Mrs. Gerard 62% were nursing, and in the La Leche 

League group 93% were breastfeeding. In Wemmer's study (9) of factors affecting successful 

lactation she found that successful breastfeeders had significantly more knowledge and that 

La Leche League members scored the highest. League members introduced solids into the 

diet later and were more likely to wean directly from the breast to a cup instead of a bottle. 

They showed less concern with feeding schedules and instead responded to the baby's 

expressed needs. Knafl found that 96% of League members introduced solid foods between 

four and six months of age. One effect of delaying solids was the firm establishment of the 

lactation process which enabled mothers to nurse their babies as long as they desired. 

Unaffiliated mothers, on the other hand, frequently mentioned problems with inadequate milk 

supplies after they began feeding solids, usually during the first eight weeks of life. Wemmer 

found that unsuccessful breastfeeders started solids before two months and La Leche League 

members at five and a half months. 

It was shown that membership in the League increased mother's feelings of competence 

and self-determination. Members were better able to deal with hospital routines that might 

have a negative effect on breastfeeding. Indeed, the assurance that comes from belonging to a 

large organization with established principles and beliefs made the mothers feel less 

intimidated by the professional atmosphere. They found particular help in facing criticism 

from friends and relatives who could not understand why they were breastfeeding. All the 

respondents emphasized the importance of talking out feelings and problems with a 

sympathetic, supportive person who was having or had had some of the same problems. 

League Leaders were considered especially helpful because of their careful personal and 

patient approach to each problem presented. They accepted the mother's feelings, shared 

their own personal experiences and those of others, and focused on the mother and child as 

unique individuals in a unique combination. So I guess it isn't surprising that those 

interviewed agreed that they received help through the League which could be found no place 

else and which they felt was essential to their successful nursing experience. 

Silverman and Murow (8), of Harvard Medical Schools Department of Psychiatry, after 

studying the League, suggest that the greatest pay-off for prevention of mental health 

emergencies may be in providing opportunities, as we do in the League, for new parents to 

learn how to assume their new roles. Opportunities to learn from professionals are very 

limited and the League, they think, helps people through complex critical transitions that 

come to all of us in the normal life cycle. They also found that group solidarity is important 

and that feelings of normalcy were reinforced. This goes along with Ladas' findings that 
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while information played an important role in the success a mother experienced while 

breastfeeding, information and support in the form of a group support has the greatest impact 

on the success factor. Hansell (4), postulated that the small group neighborhood setting in 

which this counseling occurs may increase the likelihood of its effectiveness. 

Most of the information needed by a new mother is not medical. Anyway, mothers hesitate to 

bother their doctors, especially if it's outside of their calling hours. But they don't feel 

uncomfortable about calling another mother, so the League Leader is able to offer help at the 

moment that it is needed. 

Most of today's nursing mother's worries are about the same things mothers have worried 

about during the past thirty years. The majority of phone calls received at our office from 

mothers who do not attend League meetings are about the fussy baby and frequent feedings. 

If a mother is nursing, the fussiness all too often becomes an indictment of her milk. Maybe 

her milk is too thin or too scanty, and how can she tell if the baby is getting enough? Is this 

why her baby is nursing every two hours or so instead of being on the four-hour schedule that 

was followed in the hospital? The next most frequent number of calls is about sore nipples. 

Also, mothers worry about that they are losing their milk, particularly once the initial 

engorgement subsides, and many mistake the loose unformed stool of the totally breastfed 

baby for diarrhea. We are being contacted by an increasing number of women who are trying 

to bring their milk in because of problems with formula feeding or because of a desire to 

experience some of the closeness of breastfeeding with an adopted baby. 

While examining how the League works to help mothers, I do not mean to belittle the 

importance of the information and help mothers receive from their physicians and nurses. The 

influence of the medical professional is substantial. Mothers look to their doctors and to the 

nurses in the hospital for guidance. So before I close I will take this opportunity to discuss 

briefly a number of ways, suggested by the mothers themselves, how doctors and nurses 

could be helpful. 

Talk to the mother before she has her baby about how she is going to feed that baby. Give her 

enough information so that she can make an informed decision. Recommend reading 

material, you might give her or lend her a copy of The Womanly Art of Breastfeeding. The 

small cost of a book is more than offset by the number of problems and worries it prevents. 

I would strongly suggest she be put in touch with La Leche League so she would be sure to 

be in contact with at least one other breastfeeding mother through meetings, or telephone 

calls, or even correspondence. 

If she is not sure whether or not she wants to breastfeed you might suggest that she give it a 

try for a few weeks. As Samuel Fomon said at our Physicians' Seminar, "Even one day of 

breastfeeding is better for both mother and baby than no breastfeeding at all." One 

pediatrician points out during his prenatal visits, "Breastfeeding is a very special relationship 

you might be sorry you missed." We have found this to be all too sadly true while talking 

with mothers. 

If you have few breastfeeding patients in your practice you might like to color code each file 

folder. That way you would be reminded, at a glance, that this is a breastfeeding mother, so 
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you could ask her how everything is going with the nursing and establish good lines of 

communication which will be especially valuable when and if problems arise or if you have 

to prescribe medication for the mother. 

Now once she's had her baby and is in the hospital it would be ideal if all the personnel were 

favorably disposed toward, if not knowledgeable, about breastfeeding, and if not 

knowledgeable, would suppress any urge to give advice. Simple statements like "Isn't it 

wonderful that you're breastfeeding" or "your baby is certainly lucky" can go a long way 

towards helping her through difficult times. She should be helped to find a comfortable 

position for breastfeeding so that she can relax and her milk will flow more easily. And this 

position will vary with each nursing couple. 

Attendants should be sensitive to her feelings about nursing in front of people she doesn't 

know. It's not just the embarrassment a mother might feel about baring her breast in front of 

strangers, but also the pressure to perform and prove she can do it. This last situation is often 

mentioned by mothers of premature infants, who find themselves having to nurse their tiny 

infants under very trying circumstances. 

The breastfeeding mother should understand that it is the baby's sucking which 

determines the amount of milk she will have. She should know what she can do to relieve 

engorgement when her milk comes in. She should understand how supplementary bottles not 

only interfere with milk production but might well mean the end of breastfeeding. Whether or 

not the hospital does have a positive program of support for the nursing mother does make a 

difference. In Meyer's (7), 1966 study it was found that in hospitals where such efforts were 

made, almost twice as many women left the hospital breastfeeding. A Chicago-area hospital 

set aside one wing, for breastfeeding mothers, with the idea that the more experienced 

breastfeeding mothers would provide support for the inexperienced mothers. Since babies 

could not be brought out on the floor for feedings on demand during visiting hours, a nursing 

mothers' lounge was set aside as a place mothers could feed their babies if it was needed even 

during visiting hours. 

The mother is in the hospital only a short time, and we would hope that before she leaves she 

would also be given some advice on what to expect when she gets home and where to go 

for continuing help. At least for another generation, breastfeeding mothers living in a 

predominantly bottle-feeding culture are going to need a lot of extra help. 

At this point at least 54% of mothers in the United States start our breastfeeding their babies. 

This is more than double the number nursing twenty years ago. There is growing interest 

among physicians; the American Academy of Pediatrics recommends that physicians 

encourage breastfeeding among mothers. I think we are going to see an even greater 

percentage of mothers eager to give their babies the very best start. It is important we keep 

in mind that it is one thing to motivate or encourage a mother to breastfeed and quite 

another to make sure she has the kind of help she needs to succeed. If we could do the 

first, we also have the responsibility to follow through with the second.  
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Help is available from La Leche League and others. We offer our help in putting you in touch 

with any resources you might need to insure that these mothers get the help they need to 

enjoy breastfeeding their babies. 
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Module 2: Communication Skills for Peer Counselor 
 

Objectives: Participant will be able to: 

Å List three components of effective breastfeeding help 

Å List two dangers of giving advice  

Å Describe the facilitatorôs role 

Å Identify two important things to remember when helping mothers 

Å Identify at least two telephone counseling tips 

Å List at least two communication hints when working with interpreter 

 

A. Giving Effective Breastfeeding Help 

B. Dangers Of Giving Advice 

C. Counseling Situations Encountered By Peer Counselors 

D. Communicating with the Health Care Professionals 

E. Telephone Counseling 

F. Guidelines for Working with Interpreter 
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Module 2 ï Communication Skills for Peer Counselor 

 

A. Giving Effective Breastfeeding Help 

1. Helping mothers with breastfeeding goes far beyond giving information. Without 

effective communication and counseling skills, all of your knowledge and wisdom may 

fall on deaf ears. Mothers respond best to a person who has a warm and caring attitude 

and who shows deep and genuine concern and empathy.  

2. Active Listening :  is a counseling technique that you, a Malaysian Breastfeeding Peer 

Counselor, will be using.  

a. it involves communicating concern and empathy without prying or invading the 

mother's privacy. 

b. helps us to better understand and help mothers. 

c. helps us build connection with mother. When a mother knows you are really listening 

to her, she will feel cared for and important and will feel comfortable with sharing 

information with you, which will make it easier to effectively help her. 

d. helps you discover what each mother needs most from you - information, suggestions 

and ideas, or reassurance and encouragement.  Sometimes all she will need is 

someone to tell her, "You're okay" or "That sounds normal." 

e. Active listening is a skill one needs to practice. With practice, active listening will 

become second nature to you. You will be able to use the technique without having to 

concentrate on doing it. 

NOTE : Active Listening is different from the ñSocial Listeningò which we practice 

when we speak with friends. 

3. Best Start 3-Step Counseling Strategy : focuses on three important principles of active 

listening that help you quickly determine a motherôs concerns so you can target 

information that will be most helpful to her. The 3 steps are :  

a. Asking open ended questions 

b. Affirming her feelings 

c. Educating her 

NOTE : See  Handout #1 for further explanation.    

4. Adult learning approach : a mother has more control over her care when peer counselors 

use an adult learning approach during counseling and discussion.  

a. this approach is one of active learning rather than passively being taught; peer 

counselor serves as a facilitator rather than a teacher.  

b. Simply telling a mother what to do is not as effective as including the mother in the 

learning process.  

c. Learning is most effective when mother not only listens to verbal instruction, but also 

sees a demonstration / visual aid and practices doing them. 
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5. Giving evidence based information : 

a. Give in small pieces, keep it simple. 

b. Get feedback; either verbal or bodily response. 

c. On phone, check for voice tone and pauses. 

d. Offering a couple of options may help the mother find a solution that will fit her 

lifestyle. 

e. Ask mother to restate information you gave her, as she understands it, for your 

clarification.  

f. Write down or have mother write down. Or send lengthy information in writing. 

g. Recommend a book, reprint or information sheet.  

6. Concluding the discussion : ask the mother what she thinks of the suggestion, for 

example: 

Å ñWhich of these ideas might work for you ?ò 

Å ñWhat was most helpful for you?ò 

7. Motherôs self esteem :  

a. Leave the mother feeling good about herself.   

b. Any mother with a living child is doing something correctly.  Look for things she is 

doing well.  Be specific and genuine. 

Å ñIt takes a lot of patience / courage / persistence to é..ò 

Å ñI see you care a lot about é.ò 

Å ñYouôve come up with some positive solutions yourselféò 

8. The ultimate goal of each individual counseling contact is increased satisfaction for the 

mother. 

a. Increased self awareness and understanding in turn will lead to the motherôs personal 
growth.  

b. This enables her to take responsibility for her situation and to be self sufficient.  

 

 

 

A Special Survey Research Project by the Audio Visual 

Association reports that adults retain: 

10% of what they READ 

20% of what they HEAR  

30% of what they SEE 

50% of what they SEE & HEAR  

80 % of what they SAY 

90% of what they SAY & DO 
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FACIAL EXPRESSIONS 

Adapted from: http://smg.media.mit.edu/People/Judith/Thesis/CityAndBody.frame.html 
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FEELING WORDS LIST  

Mostly up Mostly down 

able expressive relieved abandoned drained mean 

accepted fair romantic abused dumb melancholy 

adequate faithful responsible afraid edgy miserable 

admired fantastic safe aggravated embarrassed mistreated 

affectionate forgiving satisfied agitated exhausted misused 

agreeable free secure alienated empty mixed up 

amused friendly seductive alone enraged mournful 

appreciative frisky sensitive angry envious neglected 

aroused full smug annoyed fat nervous 

aware funny stimulated anxious fearful obligated 

big-hearted generous strong apologetic flighty painful 

bouncy genuine super apprehensive foolish paranoid 

brave giggly superior aroused forgotten perturbed 

brotherly giving supported baffled frightened pessimistic 

bubbly glad sure betrayed frustrated pressured 

buoyant glorious sweet battered furious pushed 

calm good sympathetic bitter gloomy resentful 

capable gratified serene bored glum rushed 

cared for great sexy cautious grave sad 

carefree happy silly cheapened grumpy scared 

caring helpful tall closed in guilty shy 

charming intense tender cold harsh sick 

cheerful concern thrilled competitive hateful sorry 

comfortable jolly tickled concerned helpless spaced out 

compassion joyful tolerant cornered homeless stranded 
competent joyous tough confused hopeless stubborn 

competitive kind triumphant cramped hostile stupid 

compliment kindhearted trusted crazy humiliated tearful 

confident liberated understand critical hurt tense 

considerate loveable up crushed hysterical threatened 

content loving warm cut-off ignored tied down 

cooperative magical well defeated ill trapped 

coy mellow within defensive impotent trivial 

courteous mischievous wise deflated inadequate troubled 

crazy neighborly wonderful degraded impatient uncertain 

creative nice worthy dejected inferior uneasy 

cute nostalgic worthwhile dependent ineffective unhappy 

dedicated open zestful depressed inhibited unloved 

definite optimistic zany deprived insecure upset 

dreamy pleasant  deserted irritated used 

dynamic pleased  devastated isolated useless 

easy-going powerful  disappointed jealous violent 

ecstatic pretty  discouraged lazy vulnerable 

effective protected  disgraced left out withdrawn 

elated proud  disgusted lonely worried 

empathetic quiet  dissatisfied lost worthless 

encouraged reasonable  disturbed low wounded 

energetic receptive  distresses mad  

excited reliable  down manipulated  



 

 

 

 

 

                                                                                   TRAINING  MODULE  

Page 18 of 118  
 

 Except where otherwise noted, this work is licensed under  http://creativecommons.org/licenses/by-nc-sa/4.0/ 

 

Malaysian Breastfeeding Peer Counselor Education Team, 2019 

B. Dangers of Giving Advice :  

1. Peer counseling does not mean giving advice ! 

2. Many people resist taking advice.  They may be skeptical that your advice may not work 

or they just may not want to do what someone else tells them to do. 

3. Advice does not help your client solve her own problems. 

4. If you give advice to a mother and she follows it and succeeds, she may become 

dependent upon you. 

5. If you give advice to a mother and she follows it and fails, she may blame you. 

6. If you give advice to a mother and she decides not to follow it and succeeds, you've lost 

your credibility. 

7. If you give advice to a mother and she decides not to follow it and fails, she will see 

herself as incapable and powerless and you as unapproachable. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

PEER COUNSELOR GOALS 

1. To be a safe, non-judgmental, informative and helpful 

listener to whom mothers can talk about breastfeeding 

2. To help a mother clarify and understand her situation and to 

assist her to find her own solution to her situation 

3. To offer information and assist the mother in discovering 

options which might be helpful in her situation 

4. To empower others and to show them the gift of themselves. 

To help them see themselves as capable people and boost 

their self-esteem 
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C. Counseling Situations Encountered by Peer Counselors 

1. Peer Counselors encourage and support both pregnant women and breastfeeding mothers 

in their journey through parenthood, helping them gain confidence in their ability to 

breastfeed.   

2. Breastfeeding peer support can be provided in many different ways. Some examples 

include :  

a. One-on-one support, which can be in person, over the telephone, by email or text. 

b. Group support, which can be a regular scheduled drop-in gatherings, planned 

meetings, antenatal or parenting class.  

3. Breastfeeding support group meetings can be an integral part of supporting breastfeeding 

mothers.  

a. Women are often drawn to other women with whom they share life experiences, when 

those experiences relate to parenting.  

b. When new mothers have someone who can understand and identify with their 

experience, they can better enjoy and cope with parenthood. Thus, support groups for 

pregnant and/or breastfeeding mothers offer a unique opportunity for learning.  

c. Create a safe environment for learning. Adults, like children, learn best when they feel 

safe, not judged and comfortable. Use the adult learning approach.  

d. Set the standards or expectation for the group includes modeling the behavior you 

would like to see in the participants.  

e. Choose a format : conversation style format or round-robin format.  

f. Visual aid/or discussion aids ï not necessary, but sometimes nice.  

g. Group facilitatorôs role : 

Å Open and close the meeting 

Å Stimulate discussion and encourage participation. 

Å Offer information pertinent to participants needs and/or topic of discussion and/or 

to correct misinformation. 

Å Guide the discussion and keep participants on topic.  

Å Keep records.  
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Tips for the Malaysian Breastfeeding Peer Counselor 

THE WISE OLD OWL,  

The wise old owl sat in an oak, 

the more he heard, the less he spoke, 

the less he spoke, the more he heard, 

why aren't we all like that wise old bird? 

 

 

TWO VERY IMPORTANT THINGS  

TO KEEP IN MIND AS YOU HELP  MOTHERS 
 

 

CONFIDENTIALITY  

1. Any information a mother shares with you is confidential and is not to be shared 

with others.   

2. If you need to consult with someone else regarding the mother's problem, do not 

use the mother's name. 

 

KNOW YOUR LIMITATIONS  

1. A MBfPC is not a health-care provider.  Do not give medical advice! 

2. A MBfPC should always feel free to say, "I need to check on that. Let me call you 

back." 

3. Some ideas to help you as you listen to mothers who have medical concerns: 

Å listen and ask open-ended questions. 

Å avoid giving your personal opinion. 

Å give the mother information from the sources you have available . 

Å encourage the mother to talk with her doctor to work on a solution together.  

Å refer the mother to lactation specialists, health care providers and other services 

when necessary. 

Å inform the mother of her rights as a patient . 

Å be an advocate for her baby.  

Å remember that your role is not to tell her what to do, rather, it is to give her 

breastfeeding information, encouragement and support. 
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D. Communicating With Health-Care Professionals 

 

1. Remain calm.  It does not help to become angry at the health-care professional or to 

breakdown in tears. 

2. Take a supportive person with you.  Two heads are better than one, especially during 

stressful times. It can be easier to be brave if a partner is there. 

3. Use as much eye contact as is comfortable.  Speak slowly and with a low voice. 

4. Speak as an individual rather than as a member of an organization or client of an agency 

or clinic.  Explore various "I" statements to use such as: "I feel strongly about 

breastfeeding and want to find treatment options which will allow me to continue 

nursing." 

5. State your needs in a positive way. Instead of "I think that formula is bad for babies", try 

"Human milk is the best food for babies." 

6. If you are not a physician or trained health-care professional, don't compete with a 

physician on medical issues. 

7. Ask for complete explanations of the treatment the health-care professional recommends 

and then repeat it back in your own words. Ask the health-care professional to please use 

language which you can understand. 

8. Shift the focus to parental decision-making.  Say, "You are asking my permission to...ò 

9. Use open-ended questions whenever possible.  These questions do not limit the health-

care professional to "yes" or "no" answers, but elicit complete explanations.  Many open-

ended  questions begin with or contain the words who, what, how or describe. 

10. Many health-care professionals have their own personal opinions about 

breastfeeding.Their recommendations may reflect their personal opinions rather than 

medical fact. One may want to ask if the health-care professional is offering facts or an 

opinion. 

11. Ask the health-care professional if their recommendation is based on this particular baby 

and if this is what he or she does with all babies.  It is important that treatment be 

prescribed individually and be geared to the child's needs. 

12. Offer documentation to support your views.  You may want to say, "I have references 

which discuss treatment which does not interrupt breastfeeding.  I would like you to read 

them so  that we can find a solution which will keep my baby breastfeeding." 
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Telephone Counseling Suggestions 

Å Remember, you cannot see the mother or her baby 

Å Always be supportive and positive 

Å Speak clearly 

Å Always give your name at the start of the call 

Å Ask if you called at a good time 

Å Ask the age of her baby 

Å Put the motherôs needs before your own 

Å Get as many details as possible 

Å Suggest changes, donôt give orders 

Å Never say ñYou shouldéò 

Å When in doubt, have the mother go to a baby friendly clinic / hospital  or see a health 

care provider 

Å If the mother calls you at a bad time, politely ask for her name, phone number and let 

her know when you will call her back. Remember to call her back! You may also 

inform the mother to you call you back at a specified time which is convenient for 

both parties. 

Å Have a box of toys for your toddler or older child to play with while you are on the 

phone 

Å Take notes while talking to mothers 

Å Before ending the call, have her repeat suggestions you made 

Å Call the mother in a few days to see how things are going  

Å Refer mothers to needed resources 
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Telephone Role Play (Inappropriate) 

 

PC : (on the phone while chewing gum) 

Hi, Cindy! I know itôs dinner time right now, but this is the only chance Iôve had all day 

to return your call. I know I told you I would get back to you a couple of days ago, but 

man - my life has been so busy and messed-up you wouldnôt believe it. 

My husband just lost his job and has been hanging around all day expecting me to be at 

his beckon call. I feel like Iôm nothing more than a slave these days. You know what I 

mean?!? Itôs do this, do that!  

And my 2 year-old is driving me crazy. He is constantly throwing temper tantrums. I 

donôt think I can make anyone happy. I wish my husband would just take my 2 year-old 

to a park and give me a moments peace so that I could get my work done. Now that he 

lost his job, I need to work. 

I have at least five other calls I need to make yet tonight. Now, what was the problem 

you  were having? 

Mother : My nipples have been sore and bleeding. It hurts when I try to breastfeed. 

PC : Well, you know if you positioned the baby correctly your nipples wouldnôt be sore. So, 

how are you positioning your baby? 

Mother : I have my baby tummy to tummy and I wait until she opens her mouth wide before I 

put her on just like you said. 

PC : If that is what you are doing you wouldnôt have sore nipples. I donôt think I can help 

you. You need to call the lactation specialist. Her number is 555-1212. 
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Telephone Role Play (Appropriate) 
 

PC        :  Hi, Cindy. This is Laura, your peer counselor  from WIC. I realize itôs close to dinner time.   
Is this a good time for you to talk or would you like me to call back at another time? 

Mother : No, this is a good time for me to talk; the baby is sleeping and my mother is bringing dinner 
over in a little while. 

PC        :  Iôm glad we can talk now. So, when we talked yesterday you said your nipples were sore. 
How are you doing today? 

Mother : My nipples are still sore and it hurts when I put her on. 

PC        :  Could you tell me more about your nipples and the pain youôre having?  

Mother :  Well it has gotten a little better, but my nipples are still red and sore and it hurts when she 
latches on. Iôm doing everything we talked about. Iôm holding her tummy to tummy and 
waiting until her mouth opens wide before I put her on. She just doesnôt seem to want to 
stay latched. Iôm not sure breastfeeding is working for me. 

PC        : So, youôre not sure that breastfeeding is working? 

Mother :  Yes, I didnôt think it would be this difficult in the beginning, but I really do want to breastfeed 
my daughter. I want to make this work. 

PC        :  You sound very frustrated. Breastfeeding isnôt always easy in the beginning. I can tell you 
are working very hard to make this work. Since your nipples are still sore and she appears 
to be having trouble staying latched, I think it might be helpful for you to see the lactation 
specialist. Would you like me to call her and have her contact you?  

Mother :  Yes, if you think she will be able to help me. I donôt want to give Lindy formula. I know 
breastfeeding is better for her. 

PC       :  I can tell that you want to do whatôs best for your daughter. Congratulations for continuing to 
breastfeed even though it has not been easy for you. I will give the lactation specialist a call 
right now.  

Do you think you will be okay until she can see you tomorrow?  

Mother : Yes, Lindy is able to breastfeed and she is gaining weight. Itôs just, well I wish it was easier 
and didnôt hurt. 

PC        : Yes, I can relate to how you feel. Let me give you the lactation specialistôs phone number in 
case she has trouble reaching you. Do you have a pen and paper? 

Mother :  Yes, Iôm ready. 

PC        :  Her number is 555-1212. Is there any other way I can help you? 

Mother :  No, I think I will be fine until tomorrow. 

PC        : If you need anything, please feel free to call me at 555-1313. Would you mind if I call and 
see how things are going in the next couple of days? 

Mother :  No, I would like you to call. Hopefully, Iôll have good news for you. 

PC        : Yes, the lactation specialist can be very helpful. I will talk to you soon. Bye. 

Mother :  Bye. Thank you for your help. 

PC       `: Youôre welcome. 
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D. Guidelines For Working With An Interpreter  

 

What You Can Do: 

1. Speak directly to the client.  For example: Do not say: "Ask her how she is feeling." Do 

say: "How have you been feeling?" 

2. Look at the client while talking instead of looking at the interpreter. 

3. Ask the interpreter to speak in the first person if they are not already doing so. 

4. Refrain from talking to or asking questions of the interpreter.  The interpreter is there 

only to facilitate communication, not to participate, give opinions or advice. 

5. Provide examples during your conversation. There is an enormous amount of "Implicit" 

meaning in any language.  By using examples, the meaning becomes clearer in the 

second language.  For example: 

OK: "Do you have any allergies to medicine?" 

Better: "When you have taken pills from the doctor, have itchy areas appeared on 

your skin?" 

OK: "Are your eyes itchy, nose runny?  Does your head feel hot?"  

Better: "What symptoms are you having?" 

6. Speak at your normal rate, unless you are asked to slow down. 

7.    Thank the interpreter at the end of the appointment. 

 

THE INTERPRETER IS SUPPOSED TO: 

1.    Interpret everything you say. 

2. Interpret everything the client says. 

3. Use the language and/or mode of communication preferred by the client. 

4. Let you know if he/she needs you to talk more slowly. 

5.    Take responsibility for correcting an interpreting error. 

6.    Adhere to the Interpreter Code of Ethics. 

 

THE INTERPRETER IS NOT SUPPOSED TO: 

1.    Participate in the conversation by adding his/her opinion or advice. 

2. Talk aside with either party leaving the other party out of the conversation. 

3. Discuss the interpreting situation with anyone. The rights of the client must be protected. 

The information imparted during the conversation is confidential. 

 

COMMUNICATION HINTS:  

1. Speak more slowly, rather than louder. 

2. Remember that there are 3 people involved: you, the interpreter and the client. Don't 

forget to address the client with your body language. 

3. Speak in the first person to the client. Do not reduce the client to a non-entity who is 

being talked about rather than being talked with. 

4. Give the interpreter time to restructure information in his/her mind and present it in a 

culturally and linguistically appropriate manner. 
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5. Have patience. Do not expect a word-for-word translation. Sometimes long 

interpretations may be needed in another language to communicate a seemingly simple 

point in your language. 

6. Understand that you may feel uncomfortable and possibly out of control when first 

communicating through an interpreter. If you feel uncomfortable, just think how much 

more uncomfortable the client must feel. Relax! 

7. Plan extra time for conversing with a client who does not speak a language you speak. 

 

Excerpts from Metropolitan-Indochinese Children and Adolescent Services, Chelsea, 

Massachusetts 

For more information on interpreter services contact: Institut Terjemahan Malaysia 
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Breastfeeding : There Is 

No Substitute  
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Module 3.  Breastfeeding:  There is No Substitute 

Objectives:  Participant will be able to: 

Å List three immediate breastfeeding benefits for baby 

Å List two long term benefits for baby 

Å List two benefits for mother 

Å List two benefits for father and society 

 

A. Benefits of Colostrum 

B. Benefits of Mature milk 

C. Physical benefits for baby 

D. Emotional benefits for baby 

E. Physical benefits for mother 

F. Emotional benefits for mother 

G. Other benefits 
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Module 3 ï Breastfeeding : There is No Substitute 

A. Benefits of Colostrum 

1. Concentrated immunities to protect baby from disease. 

2. Contains natural laxative  to clear baby's intestines and decrease chances for high 

bilirubin levels. 

3. Contains enzymes which digest its own fat and protein, which help digestion in immature 

gut of the baby in early days.  

4. Promote development of guts and prepares the gut for digestion. Contains growth 

hormone which promotes the proliferation of the microvilli.  

5. High contents of anti-infective substances to protect newborn.  

 

B. Benefits of Mature milk  

1. Perfect for baby to digest easily. 

2. "White blood"-- full of living cells. 

3. All nutrients in ideal amounts for human growth and development 

a. Perfect balance of proteins, carbohydrates, and fat. 

b. Perfect balance of vitamins and minerals; will not overburden baby's kidneys. 

4. Perfect food for the brain 

a. High in lactose; mammals with most highly developed brains have milk highest in 

lactose. 

b. High in cholesterol and omega-3 fatty acids essential for brain and nerve 

development. 

c. Contains taurine, amino acid essential for brain development. 

d. Breastfed children found to have higher IQs. 

5. Always the right temperature. 

6. Does not cause constipation. 

7. Takes on flavors that are in mother's diet and introduces baby to different tastes. 

8. Contains immune factors that protect baby from disease 

a. Every time a baby nurses, she is immunized. 

b. Reduces meningitis, pneumonia, and infections. 

c. Exclusively breastfed babies during first three months of life are nine times less 

likely to be hospitalized with infections than formula fed infants the same age. 

d. Reduces gastrointestinal and respiratory illness while breastfeeding and continues 

for a time after breastfeeding has stopped. 

e. Reduces the incidence of acute otitis media (ear infections). 

f. Reduces chances of urinary tract infections. 

9. Reduces risks or severity of allergies 
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10. Gives protection against certain chronic diseases and conditions 

a. Crohn's disease 

b. Ulcerative colitis 

c. Insulin dependent diabetes 

d. Childhood lymphomas and Hodgkin's disease 

e. Obesity 

f. Heart disease 

 

C. Physical benefits for baby 

1. Quick digestion of human milk insures frequent feeding, giving baby plenty of interaction 

and skin contact with mother. Skin is largest organ of the body and frequent stimulation 

enhances digestion and total development of baby. 

2. Switching breasts to feed both sides allows eye coordination to develop evenly. 

3. Muscle action needed to nurse the breast helps develop strong jaws and healthy teeth. 

D. Emotional benefits for baby 

1. Frequent feeding helps to socialize baby and form a strong bond with the mother. 

2. Relationship of breastfeeding and mother meeting the baby's needs builds a sense of trust 

and safety from which the child will move to explore other relationships and the world. 

3. It's fun for the baby. 

4. Sucking provides a release from tension. 

E. Physical benefits for mother 

1. Continues the normal reproductive cycle. 

2. Hormones produced during lactation cause the uterus to contract and return to its normal 

size more quickly; reduces post-partum bleeding; lochia ends sooner. 

3. Delays the return of the mother's fertility. 

4. Decreases mother's chances for pre and postmenopausal breast cancer, cervical and 

ovarian cancer; osteoporosis; urinary tract infections. 

5. Easy to feed baby in bed; mother can get more rest. 

6. Because breastfed babies are healthier, less time is lost in caring for sick child, missing 

work/school, going to and from doctor appointments. 

7. Breastfeeding makes babies smell sweeter and pleasant to be around. 

F. Emotional benefits for mother 

1. Biologically, hormones of lactation help mother feel and respond in motherly way toward 

baby; can bring a sense of calm. 

2. Helps a woman learn to mother and be sensitive to her baby's cues. 

3. Builds her self-esteem and confidence in her abilities to nourish and nurture. 

4. Relieves mother of worrying how baby will eat during unexpected circumstances or crisis 

5. Cheap--lessens money worries. 

6. It's fun and easy; allows mother time to enjoy her baby. 

7. Less worry about paying for health services. 
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G. Other benefits 

1. Environmentally sound practice; nothing to manufacture, buy, heat, wash, replace, throw 

away. 

2. Provides a model of breastfeeding and healthy sexuality for children and others. 

3. Easy to travel with baby without worry about feeding baby. 

 

 

 

 
See also  : WABA Activity Sheet 10 : Breastfeeding and Food Security. 

https://www.waba.org.my/resources/activitysheet/acsh10.htm

https://www.waba.org.my/resources/activitysheet/acsh10.htm
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ADVANTAGES OF BREASTFEEDING : A ï Z 

 

A ï Helps avoid allergies; immediately 

available; antibodies are passed from 

mother to baby through her milk; nutrients 

are more easily assimilated. 

B ï Creates close bonding between mother 

and child; reduces risk of breast cancer; 

contributes to optimal brain  development 

C ï Comforting for baby; convenient; 

changes as baby grows; no 

constipation; colostrum is the perfect first 

food 

D ï Digests more easily; cannot be 

duplicated; allows delay of solids; 

fewer dental problems (cavities and 

braces) 

E ï Easy, enjoyable; enhances 

relationship with your baby 

F ï Fulfilling; always fresh; 

gives you a free-hand for reading, 

etc; fewer health problems means a happier 

baby 

G ï Giving of yourself; a great way of 

meeting emotional and physical needs  

H ï Breastfed babies are healthier; babies 

are meant to have human milk 

I  ï Inexpensive; immunity factors are 

only found in breast milk 

J ï Joyful experience; ready in a jiffy   

K ï Spend less time in the kitchen (mixing, 

washing, sterilizing, warmingé)  

L ï Lots of living cells in breast milk ï 

protects baby from infection, less spitting-

up and stomach upsets 

M ï Delays the return of postpartum 

menstruation; something only MOTHER 

can do for her baby 

N ï Perfect balance of nutrients; night 

feedings are easier; natural  

 

O ï prevents overfeeding; less diaper odor, 

reduces the chance of obesity later in life 

P ï Prolactin helps you feel motherly; helps 

prevent serious health problems; promotes 

proper jaw, teeth and speech development, 

breast milk is pure. 

Q ï Quiet time together, best quality  

nutrition; practically unlimited quantity  

R ï Relaxing; less rash; recommended  by 

World Health Organization,  Malaysiaôs 

Ministry of Health & other international 

health organizations; completes the 

reproductive cycle - conception, pregnancy, 

birth, lactation 

S ï Satisfies all the senses; superior infant 

food; saves time; effort, money and 

resources 

T ï Always the right temperature; travel is 

easier; time-tested through the ages 

U ï Uniquely suited to each baby; contracts 

uterus helping to expel the placenta and 

control blood loss; universality of 

breastfeeding is a link with mothers all over 

the world 

V ï Especially valuable in special situations 

(prematurity, jaundice); taste of breast milk 

varies from skim to creamy during each 

feeding 

W ï Helps mother's weight loss by using 

extra calories; no need to worry about baby's 

food supply; encourages normal weight gain 

for baby; called "white blood" because of the 

live-giving properties 

X ï X-tra cuddling builds strong ties of love 

Y ï It's yummy, of course! 

Z ï These are only a few of the zillions of 

advantages to breastfeeding your baby!!! 
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Barriers That Confront 

Breastfeeding Mothers 
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Module 4. Barriers That Confront Breastfeeding Mothers 

Objectives:  Participant will be able to: 

¶ Identify three external barriers to breastfeeding success and describe how to help a 

mother overcome them. 

¶ Identify three personal barriers to breastfeeding success and describe how to help a 

mother overcome them. 

¶ Relate four breastfeeding myths and explain the accurate information for each. 

 

A. Barriers From The World Around The Breastfeeding Mother 

B. Personal Barriers That Come From The Mothers Themselves 

C. Breastfeeding Myths 
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Module 4. ï Barriers That Confront Breastfeeding Mothers. 

A. Barriers From The World Around The Breastfeeding Mother 

1. Feeding-bottles 

a. Feeding-bottles are a symbol of upward mobility (moving from one social level to a 

higher one.) 

b. Feeding-bottles are seen as ñmore modernò. 

2. Formula milk 

a. The use of the word "formula" perpetuates the idea that science has created something 

better than mother's milk; a more accurate term for this manufactured substance is 

"artificial baby milk". 

b. Health care professionals often do not educate women about the differences between 

formula milk and human milk; mothers are led to believe that there is no difference or 

that the differences are insignificant. 

3. Access to formula milk for free 

a. Any health care agency that hands out formula milk for free also gives tacit 

recommendation for its use 

b. This fosters the attitude of "why should I put myself out, why should I nurse my baby 

when I can get this formula milk for free?" 

c. Only the cost of the supplemental formula milk is calculated as free; the cost of extra 

time and money spent caring for a sick baby, taking him to the doctor, buying 

medications, time lost from work or school, or long term health problems are 

overlooked; mothers are not encouraged to look at the total picture 

4. Use of formula milk to solve problems the mother might be having with breastfeeding 

a. Rather than seek a solution to a problem that maintains the breastfeeding relationship, 

many health care providers automatically turn to formula milk. 

b. Breastfeeding is seen as a problem to women who are having a difficult time with the 

transition to motherhood; formula milk is seen as the solution. 

5. Lack of positive role models from all cultural and economic groups and information that 

is culturally and economically sensitive 

a. Not many written materials available in local language. 

b. Successful breastfeeding mothers are often portrayed by mothers working in office / 

executive setting whom are financially stable to purchase breastfeeding gadgets. 

6. Media focus and image 

a. Media coverage on breastfeeding is lacking. 

b. Media coverage that is given to breastfeeding is often negative and focuses on 

contaminants, perceived inconvenience of breastfeeding, the erroneous assumption 

that breastfeeding will lead to needy, clingy, and dependent babies, toddlers, and 
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children, or that mothers will automatically need to stop breastfeeding in the event of 

a disaster, "stressful" situation or returning to work/school. 

c. Marketing of baby products and dolls usually includes a feeding-bottle. 

 

7. Breast perceived as a sex symbol. 

8. Lack of support and protection for breastfeeding within the social and economic structure 

of culture and society 

a. Lack of mother-baby friendly workplaces; many mothers either quit or do not begin 

breastfeeding because they will be returning to work or school. 

b. Workplaces that do not give women the flexibility they need to express and store their 

milk make continued breastfeeding very difficult. 

c. Lack of adequate maternity or family leave; it is not unusual for a mother to return to 

work at two weeks postpartum; breastfeeding is not 100% established nor is the 

mother adequately recovered from childbirth. 

d. Lack of support from the family; families are often spread far apart and help is not 

available. 

e. Family members express negative things to the pregnant or breastfeeding mother 

which imply that bottle feeding is better or that the mother is inadequate to breastfeed. 

f. If the father of the baby is not supportive of breastfeeding, the mother is less likely to 

breastfeed. 

9. Disease and contaminants in human milk 

a. Based on current policy in Malaysia (Director General of Health Malaysia Directive 

No. 5/2002) HIV positive women are not allowed to breastfeed.  

b. There are hospitals that have policies on recreational drugs and users of those which 

often preclude the mother from breastfeeding. 

c. Debate continues over whether the many advantages of breastfeeding outweigh the 

possible dangers from disease or drugs. 

10. Lack of knowledge about or inadequate promotion, support, and protection of 

breastfeeding by health care providers (HCP) 

a. Many HCPs believe that artificial baby milk is just as good as human milk. 

b. Many HCPs believe that the benefits of breastfeeding are short lived. 

c. HCPs who want to be in control of his/her clients' care. 

d. Lack of accurate and consistent information within health-care facilities. 

e. Health care philosophies which see the mother and baby as separate 

patients/individuals rather than as a couple. 

f. Lack of baby-friendly hospitals among private medical centres/clinics. 

g. Steps in baby-friendly hospitals are  inadequately implemented.  

 

11. Previous or current abuse: sexual, physical, or emotional. 
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12. Anomalies of the breast 

a. Genetic 

b. Breast surgery - the question of whether a woman can breastfeed when she has had 

previous breast surgery is answered by finding out which parts of the breast were 

involved.  If her milk ducts and major nerves were not cut or damaged, her milk 

supply may not be affected.  If her incisions are located exclusively in the fold under 

her breast, chances are no milk ducts or nerves were cut.  If her incisions are near the 

armpits and the surgeon took care not to damage any major nerves, breastfeeding will 

probably not be affected.  Incisions around the areola almost always indicate some cut 

milk ducts and possible nerve damage. 

 

B. Personal barriers that come from the mothers themselves 

1. Fear of failure and lack of confidence within the mother. 

2. Embarrassment. 

3. Loss of freedom; confusion surrounding the role of the  mother and the role of 

breastfeeding in mothering; mothers and their milk are easily separated, but the mother 

still needs to be responsible for her baby whether she breastfeeds or not. 

4. Concerns about dietary and health practices 

a. Many mothers believe that a "perfect diet" is required to breastfeed and some 

believe that they couldn't eat like that or perhaps afford to eat like that. 

b. Addictive lifestyles may require changes that many women don't believe they can 

or are unwilling to make. 

c. A belief that smoking, drinking any alcohol, or having any stress in a mother's life 

will make it impossible for her to breastfeed. 

d. A desire to take the kind of birth control pills which are contraindicated for 

breastfeeding mothers. 

5. Fear of pain; may be after-pains or nipple pain. 

6. Fear of losing round, shapely breasts (pregnancy changes the shape of a woman's breasts) 

7. Lack of information . 
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C. Breastfeeding Myths - Falsehoods that are commonly accepted as true 

 

 MYTH vs FACT 

MYTH #1 Some formulas are better than breast milk because they have added vitamins and iron 

FACTS 

Å breast milk has all the natural vitamins and minerals that babies need. 

Å researchers are still making discoveries 

Å some of added vitamins and iron in formula may be harmful to baby 

Å milk is species specific- whale for blubber and buoyancy, deer for running and 

survival 

MYTH #2 
  

Breastfed babies should be fed on the same schedule as bottle-fed babies 

FACTS 

Å breast milk is readily digested 

Å breastfeeding meets babies' emotional needs as well as nutritional needs 

MYTH #3 Some mothers may not be able to produce enough milk for their babies. 

FACTS 

Å this is true, although rare 

Å the key is frequent nursing 

Å breast milk is always available 

MYTH #4 It is possible for a baby to be allergic to his mother's milk. 

FACTS 

Å it is usually something the mother ate 

Å it could also be outside allergens 

MYTH #5 If a mother is ill with a cold or the flu, she should quit breastfeeding. 

FACTS 

Å bottle-fed babies have twice as many infections 

Å baby is already exposed to germs. So by the time the mother is sick, her body is 

making antibodies against the virus which go through her milk 

Å risk engorgement if stop breastfeeding 

MYTH #6 It is not helpful for a baby to nurse before the "real milk" comes in. 

FACTS: 

Å benefits of colostrum, 

Å nursing right away helps milk come in 

Å nursing contracts uterus, helps mom bleed less after birth. 

MYTH #7 Breast milk looks just like formula.  

FACT:  

Å breast milk will look different at different times (thin, bluish, thick, yellowish) 
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MYTH #8 Breastfeeding ruins a woman's figure. 

FACTS: 

Å causes uterus to contract, helps uterus shrink back to its normal size 

Å muscle tone returns sooner 

Å lose weight faster  

Å changes in breasts 

MYTH #9 Nursing a baby during a menstrual period is unwise. 

FACT:  

Å hormones are natural 

MYTH #10 Small-breasted women cannot produce enough milk to feed a large baby.  

FACT:  

Å breast size does not affect milk supply 

MYTH #11 Babies should get used to a bottle as soon as possible. 

FACTS: 

Å nipple confusion can interfere breastfeeding and milk supply 

MYTH #12 It is okay to take any kind of birth control pills while breastfeeding. 

FACTS: 

Å combined oral contraceptives decrease quantity and quality of milk 

Å progesterone only "mini pill" has not been shown to be harmful if use when baby 

is past 3 months, discuss with doctor 

MYTH #13 Mothers need to drink milk to make milk. 

FACTS: 

Å mammals (eg cows) don't drink milk  

Å mothers need to drink to thirst 

MYTH #14 Nursing mothers need to be on a special diet. 

FACTS: 

Å need more protein, extra calories 

Å aim for a balanced diet 

MYTH #15 Even breastfed babies need water in the early days and when it is hot.  

FACTS: 

Å no nutritional value 

Å could cause nipple confusion 

Å breast milk already contains water 

MYTH #16 A mother can never have too much milk. 

FACTS: 

Å engorgement common in early days 

Å supply will eventually match demand 
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MYTH #17 Nipples should be cleansed with soap and water before every feeding.  

FACTS: 

Å avoid soap 

Å not necessary to cleanse nipple area 

MYTH #18 All babies will wake up to nurse when hungry enough. 

FACTS: 

Å wake baby at least every 3 hours in 1st week 

Å jaundiced babies and small babies tend to be sleepy, need to wake them up and 

feed 2-3 hourly in the early weeks.  

MYTH #19 A mother younger than 16 years old cannot nurse.  

FACTS:  

Å milk production is part of pregnancy 

Å if a girl is able to conceive and give birth, she is also able to breastfeed the baby 

MYTH #20 If a mother quits nursing, then changes her mind, she cannot go back.  

FACTS: 

Å relactation is possible 

Å milk remains in breasts for several months 

MYTH #21 A mother should never breastfeed for more than 5 to 10 minutes on each side at a 

feeding. 

FACTS: 

Å Fast vs. slow eater 

Å Nutritional vs. emotional nursing 

Å sucking needs differ 

Å baby may not get enough hind milk 

MYTH #22 Breastfed babies do not need to be burped. 

FACTS: 

Å some gulp air or are spitters 

Å gentle patting or rubbing enough 

MYTH #23 If a mother picks up her baby every time he cries, she will spoil the baby.  

FACTS: 

Å meeting babyôs emotional needs 

Å respond to a babyôs cry is provides  baby with a  sense of security and trust. 

MYTH #24 If a mother gets sore nipples, she should not nurse as often. 

FACTS: 

Å important to nurse often 

Å feed on the least sore side first 

Å check latch-on 
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MYTH #25 If a baby is gaining slowly, the mother probably does not have enough milk. 

FACTS: 

Å refer to growth chart for breastfeeding babies 

Å check babyôs latch. Poor latch = ineffective milk transfer.  

Å does baby have 6-8 wet diapers, 2-5 stools? 

Å is baby nursing on demand? 

Å is baby gaining 150 ï 240 g a week? 

MYTH #26 Fat babies are healthier than thin ones. 

FACTS: 

Å babies can gain too much weight on formula or solid foods 

Å healthy breastfed babies come in all sizes 

MYTH #27 A breastfed baby's bowel movements look just like a bottle-fed baby's. 

FACTS: 

Å breastfed babies have very loose bowel movements 

Å sometimes will be just spot on diaper 

Å can range in color from greenish to yellowish 

MYTH #28 A mother's social life is very limited if she breastfeeds her baby. 

FACTS: 

Å mother can take baby along 

Å nurse before leaving 

Å look at time in relationship to whole life 

MYTH #29 Starting a baby on cereal is the best way to get him to sleep through the night  

FACTS: 

Å normal for babies to wake at night 

Å allergy possibility 

Å substitution of inferior food 

Å can nurse baby in bed to get sleep 

MYTH #30 If a mother needs to return to work, she should wean her baby. 

FACTS: 

Å can express and store for baby 

Å breastfeeding helps bonding when mother and baby must be separated 

MYTH #31 Motherôs milk is ñhotò and not good when the mother becomes angry. 

FACTS: 

Å Milk Ejection Reflex (MER) may be delayed during maternal stress. 

Å the motherôs milk is the perfect food for the baby even if she is upset 

Å some mothers may continue to believe the milk is ñhotò and can be encouraged to 
express a small amount of milk, discard that ñhotò milk and then nurse the baby 

MYTH #32 If a mother becomes chilled then her breast milk is bad. 

FACTS: 

Å bathing, having the back uncovered or drinking cold beverages does not affect the 

milk 
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MYTH #33 The mother must eat certain foods in order to produce breast milk, such as:  beer, dry 

cheese, chocolate.  And she must avoid certain foods: eggs, beans, meat, avocados, 

onions, chillies 

FACTS: 
Å milk production is infant driven.  Sucking produces milk. 

Å nursing mothers should eat a balanced diet with adequate protein and calories. 

MYTH #34 It is easy to both breastfeed and bottle feed a newborn. 

FACTS: 

¶ when bottles replace breastfeeding, engorgement is very likely 

¶ nipple confusion is common 

¶ bottles in the early weeks can interfere with establishing the milk supply 

¶ combination feeding (breast and bottle) works better after breastfeeding is well 

established (4 to 6 weeks, at least) 

MYTH #35 Breastfeeding and working outside the home is not possible. 

FACTS: 

Å many mothers combine employment and breastfeeding 

Å things mothers can do: 

- delay return to work as long as possible, ideally at least 3 months 

- choose flexible work schedules 

- breastfeed at lunch breaks 

- pump once each day for two weeks prior to returning to work 

- pump at work and on days off 

- choose  breastfeeding supportive child care situations 
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Module 5. Breast Anatomy, Hormones of Lactation and Human Milk 

Composition 

 

Objectives: Participant will be able to: 

¶ Describe where milk is made in the breast 

¶ List two hormones of lactation and what effect they have on milk ejection 

¶ Discuss how milk is transferred from the breast into the babyôs mouth 

¶ List three important factors for lactational amenorrhea method to be effective. 

¶ List three factors in human milk that are not present in formula 

 

A. Breast Anatomy - Parts of the breast 

B. Hormones of Lactation   

C. Process of Lactation    

D. Breastfeeding Hormones & Fertility  

E. Human Milk Composition 
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Module 5. - Breast Anatomy, Hormones of Lactation & Human Milk Composition 

A. Breast Anatomy-Parts Of The Breast 

1. Skin--creates the container for all of the milk producing tissue. 

2. Areola--the dark area of the breast which includes the nipple; provides baby with a target; 

no fat lies beneath the areola and the nipple and areola contain erectile smooth muscle 

tissue which contracts with stimulation causing the nipple to become firm and protrude.  

The nipple and areola are flexible and conform to the babyôs palate, tongue and gums 

during feeding. 

3. Montgomery glands--small raised areas appearing on the areola; secrete a lubricant for 

the nipple, keeps the pH of the skin acidic which discourages growth of harmful bacteria 

on the skin. 

4. Nipple tissue  

a. Nipples can vary in size, shape, elasticity, degree of eversion; these variations are 

relevant only if they interfere with latch or suckling. 

b. A nippleôs appearance at rest is not as important as how it functions when in infantôs 
mouth. 

c. A compression or pinch test can help identify nipples that are truly flat or inverted.  To 

assess nipples compress the areola about an inch behind the base of the nipple; if it 

protrudes, it isnôt functionally flat or inverted no matter what it looks like at rest; if 

upon compression the nipple flattens or inverts, then it is truly a functionally inverted 

or flat nipple. 

d. Nipple pore--tiny openings on end of nipple which let the milk out into the baby's 

mouth; there are on average 7 to 10 of these pores on each nipple. 

5. Connective tissue 

a. Fibrous connective tissue holds the breast to the chest wall; this tissue expands and 

grows during both pregnancy and lactation; tissue retracts after lactation has ended. 

b. Cooperôs ligaments support breast tissue.  All ligaments are affected by the hormone 
relaxin during pregnancy.  This allows the ligaments in the pelvis to stretch for the 

passage of the baby through the birth canal.  Relaxin relaxes the Cooper's ligaments, 

gravity pulls the heavier, pregnant breast and causes the postpartum breast to be softer 

and more elongated than a breast has ever been through a pregnancy.  While many 

mothers worry that breastfeeding causes softer and more "saggy" breasts, they need to 

know that pregnancy is the cause, not breastfeeding.  

6. Fat 

a. Gives the breast shape and provides protection and cushioning for internal tissues. 

b. The size of the breast is related to the amount of fatty tissue, not the milk producing 

tissue.  
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7. Circulatory and lymph system 

a. blood brings nutrients to the breast through the circulatory system 

b. lymph system carries away waste--trapped bacteria, dead cells and excess body fluids. 

When breast is engorged, the lymph system is constrained, slows,  and is unable to 

remove fluid and waste from the breast,  circulation slows and pressure builds from 

the milk in the ducts. 

8. Nervous system 

a. Makes the breast sensitive to touch and allows the babyôs suck to stimulate the release 
of hormones to trigger the let-down, or milk-ejection reflex and the production of 

milk. 

b. These factors may interfere with the stimulation of the nerves : injury to the nerve 

supplying the breast, breast surgery, a weak suck or use of nipple shield, particularly a 

thick, non-flexible nipple shield. 

9. Milk ducts ï branch like tubules extending from clusters of alveoli to the nipple pore.  

 

 

  Source  : WIC Peer Counselor Training Manual,2010 
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10. Milk producing tissue 

a. Alveoli--tiny milk producing cells clustered together like bunches of grapes in groups 

of ten to one hundred. They grow and develop rapidly during pregnancy. Alveoli at 

center of clusters degenerate to form part of the colostrum. Most of the alveoli are to 

the side and lower part of the breast. Alveoli are surrounded by capillaries they 

receive a rich supply of blood. 

b. Myoepithelial cells--these form a band of smooth muscle tissue around the alveoli. 

When oxytocin tells the body to give or let down the milk, these smooth muscle 

squeeze on the alveoli and eject the milk down the ducts toward the nipple openings. 

11. Lobes of the breast : 7 -10 lobes per breast. Mammary glands which consist of a single 

major branch of alveoli and milk ducts which end at a nipple pore.   

12. Breast storage capacity 

a. A motherôs breast storage capacity refers to the maximum volume of milk available 
to her baby when her breast is at its fullest.  

b. It is determined by the amount of room in motherôs alveoli, the milk-making 

glandular tissue.  The maximum volume of milk in the breasts each day can vary 

greatly among mothers and it may change from one baby to the next.  

c. Breast storage capacity is NOT related to breast size (breast size is determined 

mainly by the amount of fatty tissue in breasts).  

d. Mothers with large or small storage can produce plenty of milk for baby. A mother 

with larger storage capacity may be able to go longer between feedings without 

impacting milk supply and babyôs growth. A mother with a smaller storage capacity 

however, will need to nurse baby more often to satisfy babyôs appetite and maintain 

milk supply.  

 

B.  Hormones of Lactation 

1. Estrogen : causes the growth of the milk ducts and the connective tissues within the 

breast. During pregnancy it causes the duct system to multiply. 

2. Progesterone : aids in development of alveoli and along with estrogen. Causes the duct 

system to multiply and develop during pregnancy. 

3. Human placental lactogen :  released by the placenta during pregnancy and encourages 

nipple and areolar growth. 

4. Prolactin :  

a. signals the alveoli to produce milk;  

b. also known as ñthe mothering hormoneò - makes mother want to hold and breastfeed 

infant;  

c. keeps motherôs menstrual cycle from coming back right away. 
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5. Oxytocin :  

a. contracts the smooth muscles surrounding the alveoli and makes milk flow out;  

b. contracts the smooth muscle of the uterus. Helps the uterus to shrink back to its 

normal size and causes mothers to bleed less after birth.   

c. also known as the ñlove hormoneò ï it helps mothers have warm, loving feelings 

for their babies (mother-baby bonding).  

 

C.  Process of Lactation 

1. Baby's suckling stimulates nerves in the nipple which, through the nervous system, sends 

the message to the pituitary glands in the mother's brain to secrete Prolactin and 

Oxytocin hormones into the mother's bloodstream.   

2. Prolactin signals the alveoli to produce milk. Oxytocin causes the smooth muscles 

(myoepithelial cells) surrounding alveoli to contract which ejects high-fat milk into the 

milk. This is called the Milk-Ejection Reflex (MER) or Letdown Reflex. 

 

 

Source  : WHO, Infant & Young Child Feeding ï An Integrated Course, 2006 
 

 

3. Milk Ejection Reflex (MER) or Letdown Reflex :  

a. Signs of let-down: uterine cramps, pain or fullness in the breasts, leaking milk, 

feelings of relaxation in the mother, change in the baby's sucking pattern - from 

several sucks per swallow to suck-swallow, suck-swallow, gulping;  baby's eyes will 

often get bigger when the milk lets-down. 

b. Several let-downs per nursing session.  

c. Ideas to help the milk to let-down:  back or neck rub, warm drinks--non-alcoholic, 

deep breathing, lots of skin contact with baby. 
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4. Feedback Inhibitor of Lactation (FIL):  

a. FIL is  a substance in breast milk which decreases the rate of milk production when 

the breast is full. When FIL is absent from the breast, the rate of milk production 

increases.  

b. In other words : when the breast is well drained, the rate of milk production will 

increase, if the breasts becomes full the rate of milk production slows down.  

 

 

 

 

 

 

 

 

 

 

 

 

Source  : WHO, Infant & Young Child Feeding ï An Integrated Course, 2006 
 

5. Autocrine control of milk production : 

a. During pregnancy and until the first few days after birth, milk production is 

hormonally driven ï also known as endocrine control system. 

b. Subsequently, it switches to autocrine or local control of milk production within each 

breast. This means milk production depends on how often and how much milk is 

effectively removed from the breast. The more often baby breastfeeds and remove 

milk from motherôs breast, the more milk will be produced (also known as supply 

and demand process). If the baby does not breastfeed, mother needs to express her 

milk out to maintain her milk supply and to reduce breast engorgement.  

 

D. How Breastfeeding Hormones Affect Fertility  

a. The hormones of lactation delay the return of a woman's fertility after childbirth.  In 

addition to suppressing ovulation, the hormones of breastfeeding may decrease a 

mother's ability to support a pregnancy during the first cycle or more after menses 

return. 

b. The baby's frequent and effective sucking, day and night, is primarily responsible for 

the delay in the mother's return to fertility.  Research has shown that fertility will be 

reliably suppressed during amenorrhea as long as the vast majority of feedings are at 

the breast (supplements comprise no more than 5-15% of the baby's intake and are 

If breast remains 
full of milk,  

milk production 
slow down. 
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given after breastfeeding) and mother and baby go no longer than four hours during 

the day or six hours at night between feedings. 

c. While the pattern of breastfeeding is a key factor in the length of infertility, the 

woman's individual body chemistry also influences the duration of infertility.  Some 

women who nurse their babies without supplements resume their menses within the 

first three months postpartum and some women go as long as two years or more 

without menstruating even though the child is eating solid foods. 

d. Lactational Amenorrhea Method (LAM) is an effective alternative to other family 

planning methods during the first six months as long as the mother can answer ñnoò 

to the following questions: 

i. Have your menses returned? 

ii.  Are you supplementing regularly or allowing long periods without 

breastfeeding either during the day (more than four hours) or at night (more 

than six hours)? 

iii.  Is your baby more than six months old? 

 

NOTE:  If the mother answers ñyesò to any of these questions,  her risk of pregnancy 

is increased; she should consider using an additional method if she wants to avoid 

pregnancy. 

 

E. Human Milk    

1. Stages of Breast Milk 

There are three stages : colostrum, transitional breast milk and mature breast milk. 

Although many think of these stages as three separate and distinct types of milk, they 

actually reflect a continuum of changes that occur after birth as the motherôs hormones 

shift and her breasts begin making more milk.  

a. Colostrum :  

¶ The production of breast milk begins at 16
th
 to 20

th
 weeks of pregnancy, making 

the first milk, called colostrum. Until during the first few days after the baby is 

born, breast milk consists of colostrum only.  

¶ It is concentrated milk that is thick and typically yellowish in color and contains 

many beneficial properties. 

¶ Colostrum has higher protein content and lower in fat compared to mature milk.  

¶ It contains a high concentration of antibodies, specifically Immunoglobulin A 

(IgA), as well as white blood cells, to fight off infections.  

¶ It is high in fat soluble vitamins, zinc, growth factors and sodium choride (salt). 

¶ The amount of colostrum is small, but that small volume contains everything 

essentials a newborn needs in the first few days of life. 

b. Transitional Breast Milk  

¶ At around 3
rd

 to 5
th
 day after birth, breast milk production starts to increase and 

gradually transition into mature milk composition. This milk still has some 

colostrum mixed in, but less in concentration.  
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¶ It is during this time when mothers experience ñmore milk comes inò, where 

breast starts to feel fuller and heavier.  

¶ Although transitional milk becomes lighter in colour, it continues to give natural 

protection and contain essential active enzymes, hormones and nutrients for 

babyôs growth and development.  

c. Mature Breast Milk  

¶ Breast milk is completely changed into mature milk by the time baby is about two 

to three weeks old.  

¶ The distinguishing characteristic of mature milk is that it is formulated for 

sophisticated development of the baby's brain and nervous system (species 

specificity). 
 

 

2. Composition of Breast Milk  

Composition of breast milk is dynamic; it changes over the course of lactation. It is  

different from mother to mother, and in the same mother in different stages of 

breastfeeding. It even varies within each feeding (from beginning to the end of one feed), 

and from one feeding to another feeding on same day for a mother. It is tailored to 

specifically meet the demands and needs of a growing child. 

Breast milk consists of over 200 different substances including carbohydrate, enzymes, 

fat, hormones, mineral, protein and other nutrients. Some of the major components of 

human milk and their function are as follows :  

a. Anti-infective properties such as:  

i) Living cells - breast milk is full leukocytes, macrophages and lymphocyte that 

engulf and digest disease organism. 

ii)  Lactoferrin ï binds with iron to prevent bacteria from feeding on iron and 

multiplying. 

iii)  Interferon ï protects again viral infection  

iv) Bifidus factor ï produces an acid that prohibits growth of bacteria in babyôs gut. 

v) Immunoglobulins (Ig) :  

¶ Ig A : secreted and stored in motherôs breast. It stimulates baby to produce 

own antibodies, protects baby from infection directly where germs enter 

(throat lungs, intestine). It is the most important Ig because it coats mucosal 

surfaces to prevent adherence and penetration by germs.  

¶ Ig G : babies are born with this blood circulating antibody. It works together 

with IgA.   

¶ IgM : antiviral factor which  is active against rubella, cytomegalovirus, 

respiratory syncytial virus (RSV) 

b. Carbohydrate : lactose is the main carbohydrate in human milk. Supply of lactose is 

more constant  among other factors in breast milk and it is slowly digested for a 

steady release of energy into the babyôs body. It helps body absorb calcium, promotes 

growth of friendly bacteria, provides energy to babyôs brain and  hence vital to babyôs 
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brain development. There is more lactose in human milk than other mammalôs milk.  

c. Enzymes : babyôs immature gut does not yet produce enzyme in adequate quantities. 

Breast milk contains enzymes to help digest its own fat, protein and other nutrients in 

milk. Some enzymes attack pathogens ï for example : lysozyme enzyme attacks cell 

walls of bacteria, bile salt stimulated lipase is anti-protozoan; it acts on Giardia  and 

other organisms that cause diarrhea.  

d. Fat content : varies throughout the day and varies with motherôs diet. Breast milk is 

high in cholesterol for nerve and brain tissue development, creation of new cell walls, 

and to maintain immunological booster cells. It also has omega-3 fatty acids for brain 

and nerve cell development. Enzyme lipase in breast milk breaks down fat before it 

reaches babyôs gut, releasing energy from fat sooner which benefits the baby.  

e. Growth factors such as epidermal growth factor ï aids gut and other tissue maturity; 

nerve growth factor ï may help heal central nervous system from birth related injury.  

f. Protein : two basic proteins - whey & casein.  

Å Whey : easily digested, soft curd protein, digests in intestine. 

Å Casein : forms tougher curds, digests in stomach and harder to digest than whey 

protein.  

Å Human milk has more whey protein, cow milk has more casein protein.  

Å Has essential amino acids (building blocks of protein). Taurine needed for brain 

development and maturation.  

g. Vitamins and mineral : everything baby needs is present in human milk. Example :  

Å Iron in human milk, though in small amounts, is efficiently used.  

Å Vitamin D : present both in foremilk and hindmilk. 

Å Vitamin E : important to protect against anemia; colostrum is especially high in E. 

h. Water : breast milk provides all the water a baby needs, even in hot and dry climate. 

Breast milk contains 87.5% of water and all other components are dissolved, 

dispersed or suspended in it.  

 

 

 

 

 

 

 

 

 
See also  : WABA Activity Sheet 10 : Breastfeeding and Food Security. 

https://www.waba.org.my/resources/activitysheet/acsh10.htm 

 

https://www.waba.org.my/resources/activitysheet/acsh10.htm
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Module 6.  Basic Breastfeeding Management 
 

Objectives: Participant will be able to: 

¶ Explain the importance of the first feeding in getting breastfeeding off to good start 

¶ Demonstrate three common breastfeeding positioning holds 

¶ List the steps for a good latch-on 

¶ Explain the importance of frequent, unscheduled breastfeeding 

¶ Describe how to tell if an exclusively breastfeeding baby is getting enough milk 

¶ Describe five common breastfeeding problems, their prevention, and treatments. 

 

A. The Key Elements Of  Management   

1. Breastfeed early and often 

2. Nurse the breast and not the nipple (positioning and latch) 

3. Watch the baby and not the clock 

 

B. Situations That Interfere With Breastfeeding 

1. Engorgement 

2. Sore nipples 

3. Breast infections and plugged ducts 

4. Sleepy baby ð rousing techniques 

5. Nipple confusion 

6. Low milk supply 

7. Slow weight gain 
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Module 6. - Basic Breastfeeding Management 

  

1. The Key Elements Of Management 

 

1. Breastfeed early and often  - offer the newborn baby the breast as early as possible after 

delivery and frequently thereafter 

a) Baby awake and ready to learn to breastfeed. Babyôs sucking instinct peaks in the first 

hour after birth, baby imprints on suckling at breast. 

b) Sucking stimulates the uterus to contract and hastens the delivery of the placenta; thus 

prevents excess bleeding. 

c) Breastfeeding raises babyôs blood sugar and temperature. 

d) Early breastfeeding builds motherôs confidence and lessens temptation to use bottles. 

e) After an early alert period, many infants are sleepy the rest of the first 24 hours. The 

first breastfeed may be the best one for awhile. 

f) Colostrum is laxative and flushes out the meconium stool. Early passage of meconium 

stool reduces risk of elevated bilirubin levels in normal physiologic jaundice. 

g) Baby receives ófirst immunizationô. 

h) Early, frequent feeds promote high prolactin levels and, some researchers believe, 

promote the formation of more prolactin receptors which stimulates an abundant milk 

supply in the early weeks and throughout the entire breastfeeding experience. 

i) Baby learns to breastfeed on a soft breast. When baby is able to breastfeed early, it 

reduces the risk of maternal engorgement. 

 

2. Nurse at the breast and not just at the nipple - the nipple serves as the target behind which 

the baby must place his jaws 

a) Positioning - support and comfort are key factors. There is no one ñrightò 

breastfeeding position for every situation because babies and mothers come in many 

sizes, shapes and personalities. Encourage mother to try different breastfeeding 

positions. This will help mother select options she feels work best for her. She can try 

other ways to position her baby once both mother and baby become more practiced at 

birth. Peer Counselor can help  demonstrate positioning using dolls or stuffed animals 

as models. When helping mother position her baby, remember that she learns more by 

doing it herself. Guide and give her some gentle suggestions on the side as needed.  

i) Mother ï laid back position or ñbiological nurturingò 

¶ Mother is in a semi-reclined position and be well supported.  

¶ Mother comfortably leans back and put baby on her chest, gravity will keep 

him in position with his body molded to motherôs body.  

¶ This position helps  trigger babyôs natural instinct to move towards motherôs 

breast. It also triggers babyôs sucking and feeding reflexes and makes it easier 

for baby to latch properly.  

¶ Mother and baby can be skin-to-skin, or with light clothing.  
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ii)  Mother ï sitting 

¶ Sit upright with back comfortably straight 

¶ Use pillows, rolled up towels, blankets, or other articles which will support the 

mother's body, including her arms and elbows, so that infantôs nose and top lip 

is level with and directly in front of nipple 

¶ If mother is sitting in a chair, a low foot stool, stacks of phone books or a small 

box can give support to her legs and lower back 

¶ Where the infantôs head rests on motherôs arm will depend on her breast size 

and shape. Some will have the head near the crook, some at mid forearm, 

others closer to the wrist. 

¶ She may need to use her hand to support and/or shape the breast for the nipple 

to be more accessible and stay in infantôs mouth once attached. 

iii)  Mother ï lying down on her side 

¶ Use pillows, rolled blankets, towels, or wall to support mother's back 

¶ Bending upper leg toward tummy, perhaps placing a pillow under it can ease 

back strain 

¶ Lower arm can be under mother's head for support or can be wrapped around 

baby 

¶ Upper arm can be used to guide baby to breast, support the breast, or hold 

baby in place on his side. Pillows, rolled blankets or towels can be used to 

support baby's back 

iv) Baby--key factors for any position 

¶ Baby's head needs to be in alignment with the rest of his body; head should 

not be turned.  Babyôs entire body needs to be facing motherôs body and pulled 

in close. 

¶ Weight of baby's body should be continually supported by mother's arm, 

pillows, rolled blankets, and / or towels. 

 

b) Latch / Attachment 

(i) Getting a good latch 

¶ Infantôs buttocks should be pulled tight to motherôs body thereby bringing the 

chin closer to the breast than the nose. This not only facilitates breathing, but 

also makes it easier for babyôs tongue to effectively milk the nipple and breast. 

¶ Baby needs to get a full mouthful of the areola; jaws need to be well behind 

the nipple. 

¶ Baby's outer lips need to be visible; outer lip tissue is abrasive to the areola; 

baby cannot get a good latch-on if his lips are in the way. 

¶ Babyôs tongue has a peristaltic or wave-like motion that compresses the nipple 

and areola against the palate, thus milking the ducts. 



 

 

 

 

 

                                                                                   TRAINING  MODULE  

Page 57 of 118  
 

 Except where otherwise noted, this work is licensed under  http://creativecommons.org/licenses/by-nc-sa/4.0/ 

 

Malaysian Breastfeeding Peer Counselor Education Team, 2019 

¶ Mother should maintain support of both babyôs head and body position and 

good support of the breast to ensure baby is able to maintain latch. 

(ii) To unlatch, gently insert clean finger between babyôs gums. 

(iii)  If nipple hurts during breastfeeding, something is wrong. Unlatch and start over. 

If mother canôt get infant to latch comfortably, she needs to seek skilled help. 

(iv)  Difficult l atch-on may be temporary (for example - disorganized and sleepy baby 

from labor medications, engorgement) or intrinsic (for example - flat nipples, 

receding chin).  Sometimes mothers need help in shaping the nipple so babies 

have an easier time latching-on. Suggestions :  

Á Unwrap, stimulate baby to be sure he is awake. 

Á Use clutch position; mother can better assist infant as she will be able to 

stabilize and position his head in the palm of her hand; similarly she can hold 

her breast in place for the baby.  Clutch position helps baby get chin closer to 

breast for more effective latch. 

 

3. Watch the Baby and Not the Clock 

a) Nursing cuesðmother to look for these cues. These clues will let her know that her 

baby wants to nurse. 

¶ Baby opens mouth, makes sucking motions, roots around 

¶ Tongue movements 

¶ Furrowed eyebrows; tension in face 

¶ Fists clenching and unclenching 

¶ Arm flexing 

¶ Hands going to mouth 

¶ Increasing restlessness of body 

¶ Crying--the last resort 

 

b) Frequency and duration 

¶ Babies nurse between eight and twelve times per twenty-four hour period. 

¶ Let baby finish nursing on the first side first before switching to the second side. 

Long deep sucking on the first side ensures that the baby will be getting his full 

complement of fat. 

¶ Babies need at least ten minutes of strong, consistent sucking and swallowing per 

side or twenty minutes on one side per feeding. 

¶ Use breast compression for babies who fall asleep at the breast or who lose 

interest in suckling before theyôve had enough milk. 

¶ Strict scheduling undermines the lactation process. 
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c) Nursing óon demandô or  ñsupply and demandò are different terms 

¶ óOn demandô means the baby usually knows how much and how often he needs to 

breastfeed in order to stimulate enough milk.  

¶ ñSupply and demandò means the more frequently a baby breastfeeds, the faster 

milk is produced. The more milk is removed from the breast, the more milk it will 

produce. 

 

d) Adequate milk production 

¶ The breast is not a warehouse, it is a factory. Babies will get enough food from 

almost any breast if allowed to suckle frequently. Suckling at the breast, and milk 

removal triggers milk production. 

¶ Count diapers to be sure baby is getting enough milk.  In the first few days baby 

may have only one or two wet diapers per day; by day 4 or 5 a totally breastfed 

infant should produce 5-6 wet disposable (6-8 cloth) diapers in 24 hours, with 

very pale urine. 

¶ While frequency of bowel movements varies from baby to baby and even week to 

week in the same baby, there will usually be 3 ï 5 per day for the under six week 

old baby. Babies older than 6-8 weeks can go several days without a bowel 

movement: the longer baby goes between bowel movements the larger the 

movement will be. Breastfeeding stool is soft, unformed, yellow colored with an 

occasional green stool. 

¶ Many babies seem to have ñgrowth spurtsò or ñfrequency daysò when they nurse 
very frequently, thereby increasing motherôs milk production; these spurts usually 

occur at around 10 days of age, between three and six weeks of age, and around 

three and six months of age.   

 

e) Normal growth patterns 

¶ Infants typically lose weight during the first 3 or 4 days after birth; weight loss of 

5% to 7% is considered normal. 

¶ Most babies regain birth weight within 10 days to two weeks after birth. 

¶ Average weight gain for the first 3 to 4 months is about 180 grams per week, 

although it is considered acceptable for some babies to gain 150 to 240 grams per 

week.  

¶ Growth in length averages 2.5 cm per month. 

¶ Growth in head circumference is about 6cm per month during the first 3 months, 

then 3cm in second 3 months and 3cm in last 6 months. 
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2. Situations That Interfere With Breastfeeding 

1. Engorgement vs. lactogenesis (initiation of milk secretion) 

a. Somewhere between the second and fourth day postpartum the milks begins the 

transition from colostrum to mature milk; this is called lactogenesis (stage II) and is 

signaled by more blood, lymph and greater volume of milk coming into the breasts. 

Mother may notice her breasts are heavier, fuller, firmer. This a normal part of the 

breastfeeding process. 

 

b. If mother doesnôt either breastfeed or express milk regularly during the first 10-14 

days, her breasts may very quickly become overfull, painful and hard. This is 

engorgement - breast may be so over distended the nipple flattens making latch 

difficult to impossible; tissue in breast is so swollen, it is difficult to get milk out, even 

with a breast pump.   

 

c. Causes of engorgement - anything that interferes with regular frequent breast 

emptying or excess fluid retention in the mother, such as : 

¶ Sleepy baby 

¶ Supplementary feedings 

¶ Poor latch or ineffective suck 

¶ Sudden decrease in breastfeeding frequency (baby sleeping a long time at night) 

¶ Excessive IV fluids with oxytocin (induced labor) 

 

d. Engorgement prevention 

¶ Breastfeeding early and often in the first days helps baby practice and gain good 

latch and suckle skills while the breast is still soft. If infants are receiving bottles 

in the first days, often their breastfeeding skills are poor and when the breast 

becomes fuller, they canôt effectively latch or suckle; motherôs breasts becomes 

engorged 

¶ Be sure position and latch are optimal so baby can effectively milk the breast. 

e. Engorgement remedies 

¶ If breasts are too full/swollen and painful, use cool compress to reduce the pain 

and reduce the swelling.  

V Put whole raw, green cabbage leaves in bra next to skin; when they get warm 

and soft, throw the leaves away and put fresh cold ones in bra 

V Apply ice packs to breasts on top of clothing, 20 minutes on, 20 minutes off; 

this will reduce swelling and slows milk production. 

¶ If  breasts are not too full and not painful, apply warm compress wet cloths before 

breastfeeding to assist milk flow; a warm shower can help also. 

¶ Anti-inflammatory medication 

¶ Areolar compression or reverse pressure softening method. 
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f. Severe Engorgement -- Peer Counselors should refer a mother with severe 

engorgement for immediate treatment.  However, if mother is not able to get 

immediate treatment,  the following information is provided in detail to assist Peer 

Counselors in helping  mothers with severe engorgement. 

¶ Breasts are rock hard, very painful, lumpy, shiny, red; mother may have a fever; 

infant usually canôt latch as nipple has flattened due to breast distension; no 

dripping milk. 

¶ Use areolar compression or reverse pressure softening method. 

¶ Use hand expression instead of breast pump.  

¶ If milk will not flow, apply cool compress to the breasts, 20 minutes on, 20 

minutes off for an hour to reduce swelling; alternating ice with heat may help. 

¶ Warm water bath/gentle shower. 

¶ Try to figure out why mother became so engorged; supplementing?  poor latch? 

poor suck?  Correct the underlying problem - otherwise  engorgement will 

reoccur. 

 

2. Retained placenta or product can cause delay in lactogenesis 

 

3. Sore nipples - A common but not normal part of breastfeeding; a sign something is wrong 

and problem solving should occur. 

(I) Possible causes of sore nipples are as follows : 

a) Positioning problems 

¶ Baby not well supported and falling off breast. 

¶ Baby not in alignment and having a hard time getting and keeping a good latch-

on. 

¶ Baby not snug against mother's body. 

¶ Mother should support her breast throughout the feed if breast is heavy or 

pendulous. 

b) Latch-on problems - often related to infant not opening wide to latch 

Á Baby's lips turned inside against the areola; lips need to be flanged out over areola 

Á Baby's tongue not down over lower jaw; look for dimpling in of cheeks while 

breastfeeding, clicking sounds. 

Á Baby doesn't have a full mouth-full of the areola; ends up chewing on the nipple 

c) Baby has sucking problems which need attention of health care provider, lactation 

consultant or physical or occupational therapist. 

d) Thrush (Candida albicans) or yeast infection 

i. Possible symptoms in the mother include 

¶ Pink, flaky, itchy, red, and, or burning nipples 

¶ Nipples are sore during and after feedings 

¶ Nipples can look normal 
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¶ Soreness lasts throughout the feeding and does not improve with better latch 

and positioning 

¶ Cracked nipples 

¶ Vaginal infection 

¶ Shooting or deep breast pains 

¶ Can occur after treatment with antibiotics 

¶ Nipple or breast pain while correctly using a hospital grade electric breast 

pump 

ii.  Possible symptoms in the baby include 

¶ Diaper rash 

¶ May or may not have white patches in mouth which cannot be rubbed away 

and/or a whitish sheen to the inside of babyôs lips or saliva 

¶ Baby repeatedly pulling off the breast, making a clicking sound while nursing, 

or refusing the breast (because mouth is sore) 

¶ Gassiness or fussiness 

¶ Can occur after treatment with antibiotics 

¶ The baby may be without visible symptoms 

iii.  Health care provider(s) need(s) to be contacted for simultaneous treatment of both 

mother and baby 

iv. Home remedies to prevent re-infection include: 

¶ Follow doctor's treatment recommendations diligently; 

¶ Boil pacifiers, pumps, bottles, teats, and toys for 20 minutes every day, 

¶ Use nursing pad only once, 

¶ Do not allow the areola to remain wet, 

¶ Avoid use of breast shells,  

¶ Do not freeze milk for later use; 

¶ Rinse nipples with water and air dry after nursing 

 

(II)   Suggested remedies for sore nipples 

a) Modify positioning to correct latch-on, or sucking problems 

b) Moist wound healing 

¶ Provides a moisture barrier to slow evaporation of internal skin moisture 

¶ Skin cells are able to reproduce in their normal watery environment; accelerates 

wound healing and brings pain relief 

c) Wounds heal without crusty scabs; little or no scarring 

¶ Rub milk into nipples and areola after feedings 

¶ Use ice on nipples before and after feedings 

¶ Rest severely cracked nipples and pump; can feed baby from just one side if one 

side is less sore than the other  
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4. Plugged ducts and Breast infections (Mastitis) 

a) Plugged duct is a tender spot in the breast, sometimes accompanied by a lump, where 

the milk isnôt draining freely and pressure has built up in the ductal system; this 

causes inflammation in the surrounding tissues.  Mother otherwise feels well. 

b) A breast infection differs in that not only is the breast sore, but often mother feels flu-

like; she runs a fever or may be nauseous; breast may have red streaks, generalized 

redness, be swollen; she may need medical treatment and antibiotics. 

c) Emphasize that the breast tissue is infected, not the milk; nursing can and should 

continue. 

d) Treatment for both breast infection and plugged duct include 

(i). REST 

(ii). Frequent breastfeeding on affected side. Mother to hand express her milk if 

breastfeeding is too painful. 

(iii).  Vary breastfeeding positions; breastfeed infant in a position where his chin is 

pointing to the affected area of the breast as he drains that area most effectively. 

(iv). Massage if not too painful. 

(v). Apply warm, moist compresses or cold as comfortable for mother. 

(vi). Seek medical treatment if: 

¶ Mother runs a fever 

¶ If there is no improvement in 24 hours 

¶ Breast has red streaks; milk has pus or blood 

¶ Both breasts are affected 

e) Ways to avoid plugs and infections include: 

¶ Make sure that baby is well positioned and latched-on 

¶ Heal sore and cracked nipples 

¶ Regular, consistent nursingðdonôt miss nursings and become overfull, hand 

express or pump when baby is unavailable for nursing. 

¶ Wear bras and clothing that allow for non-restrictive support and coverage. 

¶ Mother should change positions sleeping at night. 

¶ Beware of baby carriers which restrict shoulder and arm movement or cause baby 

to put pressure on the breast. 

¶ Get adequate rest. 

¶ Drink plenty of fluids. 

¶ Slow down at first sign of plug and begin treatment; 

¶ Protect breasts from blows, bruises, or tugs from gymnastic nursers 

¶ Make sure nothing constricts or binds breast such as bra, nightgown, baby carrier, 

diaper bag, sleeping position 
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5. Sleepy baby--rousing techniques 

a) Skin-to-skin contact. 

b) Dim lights, tone down noise, reduce stimulation. 

c) Try to wake baby during rapid eye movement phase of sleep. 

d) Loosen blankets on baby; unwrap blankets; undress baby to diaper and undershirt 

(mother can put a hat on baby if she is afraid he'll get cold or drape a light blanket 

over baby). 

e) Talk and make eye contact with baby. 

f) Hold baby upright. 

g) Walk up baby's spine with fingertips while holding baby in a sitting position on lap. 

h) Gently sit baby up and lay back down on mother's lap using one hand on baby's belly 

and one hand behind his back and neck for support. 

 

6. Nipple confusion-- can be caused by any artificial teat, bottles, pacifiers, nipple shields 

a) Babies need to learn basic breastfeeding before getting any artificial nipples; best to 

wait until at least four weeks of age. 

b) If supplement is necessary, use cup, spoon, dropper. Healthcare professionals may 

teach mother to supplement by finger feeding or tube feeding device. 

c) Nipple confused babies often do several things that make breastfeeding difficult :  

- They donôt open wide to latch. 

- They use their tongue to push the nipple out, rather than draw it in. 

- Their tongue doesnôt make the wave like motion to compress the areola against 
the palate. 

- The effect is that they may not be able to draw nipple in to latch, or if they do 

latch, their suck is wrong so they get no milk and quickly become frustrated. 

d) Remedies 

(i). Position and latch technique are critical; use clutch position so mother can 

assist baby more. 

(ii). Eliminate all artificial teats - no bottles, no pacifiers. 

(iii).  Feed infant when he is sleepy, well before he is hungry. Hungry babies have 

no patience. 

(iv). Lots of happy skin to skin time; not to let baby associate breast with 

frustration. 

(v). Offer expressed milk with a cup, spoon, dropper until baby is breastfeeding 

well. 

(vi). Some babies may need no breast or bottle for 24 hours 
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(vii). Cup feeding 

¶ Be sure baby is awake and alert. 

¶ Swaddle baby to keep his hands from bumping the cup. 

¶ Protect babyôs and motherôs clothing from spills with a cloth. 

¶ Hold the baby in an upright position. 

¶ Fill the cup at least half full with the supplement. 

¶ Bring the container to the babyôs lips, gently tilting it so that when he 

opens his mouth the cups rests lightly on his lower lip and the milk just 

touches his lips. 

¶ Tip the cup slightly so that a few drops of the milk flow onto the babyôs 
lips. 

¶ Leave the cup in this position and let the baby set his own lapping 

rhythm, pause when needed, and end the feeding when ready 

(viii).  If infant isnôt breastfeeding, be sure mother express her milk  regularly to 

maintain milk supply. 

(ix). Pump a minute or two just before offering the breast so infant gets instant 

gratification. 

(x). Mother will need increased support and cheerleading to overcome the 

frustrations and feelings of rejection that nipple confusion can bring 

 

7. Low milk supply 

a) False alarms:  Is milk supply really low? Or is mother worrying unnecessarily?  If 

baby is totally breastfed and gaining at least 180g/week, producing lots of wet and 

poopy diapers then the following are not signs of low milk supply;   

(i). Baby nurses very often; seems hungry soon after feeds : may be a growth spurt 

or babyôs individual pattern. 

(ii). Baby is fussy : may be colic. 

(iii).  Motherôs breasts feel soft : extra breast fullness is usually only present from 

day 3 to day 14 postpartum; before and after that period breasts are often soft. 

(iv). Breasts never leak :  some women never leak but produce plenty of milk. 

(v). Mother never feels the milk ejection reflex (MER) : not all mothers feel the 

MER. 

(vi). Baby breastfeeds for very short periods of time : he may be very efficient. 

(vii). Baby will accept bottle after breastfeeding : in young babies this is reflexive 

 

b) Valid concerns 

(i). Supplementing with formula, teas, juices, early solids reduces sucking at the 

breast and will reduce milk supply. 

(ii). Poor positioning and latch will lead to ineffective breastfeeding; 
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(iii).  Nipple confusion can cause baby to suck ineffectively at breast. 

(iv). Pacifiers and thumb sucking:  both replace sucking that baby could be doing at 

the breast, stimulating the milk supply. 

(v). Nipple shields:  these can interfere with nerve stimulation and limit the signals 

the brain receives that the body needs to produce milk; some of the newer 

shields are lighter and interfere less with the nerve stimulation but weight 

gain, urine and bowel movement output still need to be monitored. 

(vi). Scheduled feedings:  interfere with the supply and demand system of milk 

production. 

(vii). Sleepy or placid baby:  does he suck enough, often enough, or vigorously 

enough to adequately stimulate the breast to produce milk? 

(viii).  Feedings too short:  cutting feedings can prevent motherôs supply from 

increasing to babyôs needs; baby may not get enough milk to be satisfied and 

thrive 

(ix). Mother using one breast per feeding with poor weight gain. 

(x). Smoking cigarettes can interfere with her milk ejection reflex (MER) and 

prolactin levels leading to a reduced milk supply. 

(xi). Some medications and herbs can temporarily reduce the milk supply. Some 

mothers have found hormonal conception control will adversely affect their 

milk supply. 

(xii). Fatigue, poor diet, lack of adequate fluids can affect milk supply. 

(xiii).  Certain medical conditions 

(xiv). The mother may be pregnant.  

(xv). Conception Control 

Á Oral contraceptives which contain both estrogen and progestin are not 

compatible with breastfeeding; they reduce a mother's milk supply, change 

the composition of the mother's milk, and lead to slow weight gain, early 

supplementation, and the abandonment of breastfeeding. 

Á Depo-Provera as progestin-only preparation is considered compatible with 

nursing; however, wait until the milk supply is well established, before 

considering use. 
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Á Tubal ligation performed a day or two after women have given birth has 

sometimes caused difficulties with lactation due to separation of the 

mother and infant during and after surgery, mother feeling unwell after the 

procedure, baby receiving supplemental bottles in the nursery. 

 

c) Possible solutions 

(i) Keep baby skin-to-skin. 

(ii)  Check babyôs position and latch-on; make sure baby is snug against motherôs 

body and has a mouthful of her breast (areola). 

(iii)  Offer both breasts per feeding until the milk supply is meeting the need. 

(iv) Nurse more often for as long as your baby is willing; switch nurse to keep baby 

interested in nursing longer. 

(v) Make sure all of baby's sucking is at the breast. 

(vi) Give baby only breast milk; avoid all supplements; if baby has been receiving 

supplements regularly, the mother should keep in contact with health care 

provider if cutting back on regular formula supplement; keep an eye on the 

number of wet and dirty diapers to make sure baby is getting enough. 

(vii)  Get adequate rest; cut out excessive and non-essential activities. 

 

  

7. Slow Weight Gain 

a) Review the basics 

(i) Early and often 

(ii)  Nurse the breast and not the nipple 

(iii)  Watch the baby, not the clock 

 

b) Discuss guidelines for determining if baby is growing at a reasonable rate 

(i) Baby has regained birth weight by 10 days to 2 weeks postpartum; if baby has 

not regained birth weight in two weeks, review basic breastfeeding management 

with the mother, check the baby's positioning, latch-on, temperament, i.e., 

sleepy, placid, irritable, and talk with the mother about how she is feeling 

physically and emotionally 

(ii)  Baby is gaining weight and growing well according to WHOôs growth chart.  

(iii)  Baby is alert and active with good muscle tone, color is good and skin feels 

resilient. 

(iv) Baby is wetting 6-8 cloth diapers per day--24 hours--and usually has three 

bowel movements per 24 hours during the first six to eight weeks of age; after 

six to eight weeks it is normal for the breastfed infant to go 10-14 days without 
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having a bowel movement; this is of no concern unless the baby is not gaining 

well or acting upset. 

c) Problems that can lead to slow weight gain:  Most weight gain difficulties can be 

solved by improving the management of breastfeeding. Some of the problems include: 

(i) Infant sucking on pacifier instead of breast. 

(ii)  Poor latch : check to see that the baby is positioned well and latched securely to 

the breast. A baby or mother who is uncomfortable when nursing may not nurse 

long enough per feeding. A poor latch can decrease the nerve stimulation and 

cause mother to produce less milk and can inhibit mother's let-down. Poor latch 

can make mother's nipples sore which can decrease the frequency and duration 

of feedings. 

(iii)  Baby has a sucking problem that needs the help of a health care provider. Baby 

may have been born "a little early" but too late to be considered premature and 

have a suck that is not well developed. 

(iv) Baby is sleepy or nurses with his eyes closed. Sleepy babies nurse less 

vigorously and do not nurse long enough or often enough to get an adequate 

supply, and do not stimulate the breast enough to produce the amount of milk 

needed. 

(v) Fussy babies may push and shove at the breast and pull away before finishing a 

feeding. Nursing becomes unpleasant for all and can cause both frequency and 

duration to decrease. 

(vi) Mother may be taking birth control pills or other medications that could 

interfere with her milk supply. 

(vii)  Mother may smoke and have difficulty with her let-down. 

(viii)  Baby may have an infection or other health problem; refer to health care 

professional. 

 

d) How the Peer Counselor can help the mother 

(i) Find out if mother has consulted her doctor or health care provider. If she has 

not, encourage her to seek medical advise for further evaluation.  

(ii)  Listen to the mother's fears about her baby's growth, offer reassurance that her 

milk is the best thing for her baby, and support the mother if she chooses to 

wean her baby. 

(iii)  Review basic breastfeeding management with the mother to discover where the 

problem lies. Refer to lactation consultant as needed.  

(iv) Give mother information about increasing her milk supply, positioning and 

latch-on, frequency and duration of feeding. 


