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PART 2: POSTPARTUM 
BREASTFEEDING EXCELLENCE
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Jo Ann Skoufis, RNC, MSN, PNP, IBCLC
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Objectives:
At the completion of this unit the participant will be able to:

1. Describe international strategies for increasing 
breastfeeding initiation and duration rates.

2. Describe the national public health goals related to 
breastfeeding

3. Describe the changes in breastfeeding rates in the 
United States in the Second half of the twentieth 
century.

4. Describe the WHO-Unicef International Code of 
marketing breastmilk substitutes

5. Describe the state and local initiatives that are relevant 
to participants.

Breastfeeding as a Public Health Priority

Introduction
Breastfeeding...

•Promotion

•Protection

•Support

Efforts focus on the advantages of breastfeeding to the baby and
mother.  This includes dissemination of the advantages of 
breastfeeding in regard to the global ecology, decreased waste from 
bottles and diminished environmental cost of care and feeding of
dairy cattle.

Involves the legislative rights of women and children that enable 
breastfeeding.  Included are maternity leaves and appropriate child 
care facilities.  This also involves prohibiting certain marketing 
practices of companies manufacturing breast milk substitutes.

Is accomplished through evidence based hospital policies, health-
worker practices, and community programs that increase 
breastfeeding initiation and duration.



International Goals for Breastfeeding 
and the Baby Friendly Hospital Initiative

The Innocenti Declaration on the protection, 
promotion and support of breastfeeding was 
produced and adopted in 1990 in Spedale degli 
Innocenti, Florence, Italy.

- “Breastfeeding in the 1990s: a Global Initiative”

All governments by the year 2010 should have...
•Appointed a national breastfeeding coordinator of appropriate 
authority, and established a multisectoral national breastfeeding 
committee composed of representatives from relevant government 
departments, non-governmental organizations, and health 
professional associations;
•Ensured that every facility providing maternity services fully 
practices all ten of the “Ten Steps to Successful Breastfeeding” set 
out in the joint WHO/UNICEF statement Protecting, promoting 
and supporting breastfeeding: the special role of maternity 
services;
•Taken action to give effect to the principles and aim of all Articles 
of International Code of Marketing of Breast-milk Substitutes and 
subsequent relevant World health Assembly resolutions in their 
entirety;
•Enacted imaginative legislation protecting the breastfeeding 
rights of working women and established means for its 
enforcement

Maternity Care Practices

• All staff from MD’s, Nurses, Radiology Staff, 
Pharmacy Staff, Food Service and 
Housekeeping Staff will be provided with 
educational training of breastfeeding

• Maintaining skin to skin contact with the Mother 
to be continued right after delivery

• What about Health Connect Requirements? All 
can be done on the Mom’s belly except for the 
weight.



Providing Breastfeeding Support:
Model Hospital Policy Recommendations MCH Branch of 

DHHS

• Support Breastfeeding as a norm
• Counseling and education of women throughout their 

pregnancy and beyond referrals to support network upon 
discharge. Provide a pump when necessary to maintain 
milk supply at all levels of health care

• All perinatal and pediatric health providers to be 
educated and trained with current breastfeeding policies, 
procedures, clinical skills to assist Mothers with 
breastfeeding initiation and maintenance

• Supporting the lactating Mother in the work place. In 
California AB 1025 support Assembly Bill. 

The Cochrane Review/ A comprehensive collection 
of up to date information on the effects of health care 

interventions.
• These comprehensive changes can result in the 

future implementation of BFHI (Baby Friendly 
Hospital Initiative) Designation as established by 
WHO/UNICEF

• A 2- 3 day educational training program to 
enhance the compliance to hospital 
breastfeeding standards and thus increase the 
rate of breastfeeding 

• Providing Breastfeeding Support; Model Hospital 
Policy Recommendations for the State of 
California- An example of all States indicators 

1. Have a written breastfeeding policy that is routinely 
communicated to all health care staff.

2. Train all health care staff in skills necessary to implement this 
policy.

3. Inform all pregnant women about the benefits and management 
of breastfeeding.

4. Help mothers initiate breastfeeding within one hour of birth.
5. Show mothers how to breastfeed and how to maintain lactation 

even if they should be separated from their infants.
6. Give newborn infants no food or drink other than breast milk, 

unless medically indicated.
7. Practice rooming-in.  Allow mothers and infants to remain 

together 24 hours a day.
8. Encourage breastfeeding on demand.
9. Give no artificial nipples or pacifiers to breastfeeding infants. 
10.Foster the establishment of breastfeeding support groups and 

refer mothers to them at discharge from the hospital.

The Ten Steps to Successful Breastfeeding



National Public Health Goals for Breastfeeding

• In 1978 the World Health Organization (WHO) set the goal of 
“health for all” by the year 2000 now resolved to the year 2010
-“By 1990, the proportion of women who breastfeed their babies 
at hospital discharge should be increased to 75 percent and 35 
percent at six months of age.”

In 1984, C. Everett Koop, MD, convened the 
Surgeon General’s Workshop on Breastfeeding 
and Human Lactation to review past efforts that 
had been made in the public and private sector 
to promote breastfeeding, assess challenges, 
and “develop strategies and recommendations 
in order to facilitate progress toward achieving 
the 1990 objective.”

The WHO/UNICEF's International Code of Marketing 
of Breastmilk Substitutes

The Code prohibits marketing of these products 
in these ways. It covers all products that can 
replace breastmilk in part or in whole, such as 
artificial baby milks, cereals, teas and juices, 
as well as bottles and teat
It is time to make this industry respect the 
rules of ethics that were ratified by 118 
nations.

The Code has 10 important 
provisions:

I. It is forbidden to advertise breastmilk substitutes in 
the public.

II. It is forbidden to give free samples of breastmilk
substitutes to mothers

III. It is forbidden to promote breastmilk substitutes in 
health care facilities, including the distribution of free 
or low-cost supplies

IV. It is forbidden for company sales representatives to 
advise mothers on their products or on infant feeding.



The Code has 10 important 
provisions:

V. It is forbidden to offer gifts or personal samples 
to health workers (physicians, nurses, midwives, 
lactation consultants, breastfeeding counselors, 
etc…)

VI. It is forbidden to use words or pictures idealizing 
artificial feeding or pictures of infants on labels of 
infant milk containers.

VII.Information on infant feeding provided to health 
workers should be scientific and factual.

The Code has 10 important 
provisions:

VIII. All information on artificial infant feeding, including 
that on labels, should explain the benefits of 
breastfeeding and the costs and risks associated with 
artificial feeding.

IX. Unsuitable products, such as sweetened condensed 
milk, should not be promoted for babies.

X. Manufacturers and distributors should comply with the 
code’s adopted laws or other legislated measures 
concerning the marketing of breastmilk substitues.

Full text: 
http://www.who.int/nut/documents/code_english.PDF

The Healthy People 2010 objective which addressed breastfeeding 
was Objective 14.9 in the topic area of Maternal Child Health and 

Objective 2.11 in the topic area of Nutrition: Model Hospital 
Breastfeeding Policies State Of California

“Increase to at least 75 percent the proportion of mothers who 
breastfeed their babies in the early postpartum period and to at
least 50 percent the population who continue breastfeeding until
their babies are 5 to 6 months old.”

The Maternal Child Health Bureau (MCHB) and the US 
Department of Health and Human Services (DHHS); “Call to 
Action: Better Nutrition for Mothers, Children, and Families.”:
“...to promote breastfeeding among all women to achieve the year
2010 National Health Promotion and Disease Prevention 
Objectives for breastfeeding, and establish breastfeeding as the
societal norm for infant feeding.”



Recommendations for Successful Development and 
Implementation of Hospital Policies on Breastfeeding

• Create an Interdisciplinary team to review and 
strengthen breastfeeding policies

• Revise hospital breastfeeding policies as they com up for 
renewal

• Review current literature to meet the breastfeeding 
criteria

• The policies developed are to be used as a guide to be 
adjusted to each hospital’s needs

• Revised policies should be accompanied by staff 
education, patient education materials, and ongoing 
support and reinforcement of the new policies
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Counseling in the Prenatal Period 
(This information is also helpful for counseling  

during hospitalization around the birth) 
 

Findings of Best Start Program (A breastfeeding education program developed in San 
Diego in the early 1990’s, based on research of what wormen value and fear about 
breastfeeding) 
 Positive aspects of breastfeeding 
  Perception of health and happiness for mother and child 
  Formation of an exclusive, lasting bond with the chilk 
  Enjoyment and pride 
 Fears/concerns about breastfeeding 
  Lack of confidence 
  Dietary restriction and health concerns 
  Foss of freedom 
  Embarrassment 
  Lack of support  
  Pain 
How to counsel pregnant women about breastfeeding: 
 Three step counseling process: 

1.  Ask open-ended questions to elicit client’s perceptions of 
breastfeeding. I.e. “What do you know about breastfeeding?” 
2. Acknowledge her concerns and reassure her that these feelings are 

normal and surmountable. (See above list.) 
a. Use active listening techniques: rephrasing what the mother has 

said, indemnifying the mother’s feelings, accepting differences 
and responding without judgment 

3. Educate with carefully targeted messages that address her specific 
concerns. 

a. Short messages and touch points about breastfeeding can easily 
be integrated into routine contacts during the prenatal and early 
postnatal period 

b. Include partner and/or family members in discussions. 
4. Knowledge about infant breastfeeding benefits and management doe 

not seem to be as effective as exploring beliefs. 
5. Mention maternal benefits of breastfeeding.  Most wormen are 

unaware of the mant maternal health advantages. 
The most effective counseling technique found is to: 
 Give mothers opportunities to explore experiences and beliefs about 
breastfeeding, and 
 Present targeted information about perceived barriers. 
Goal of prenatatl education: 
 Breastfeeding is achievable 
 Professional and community support is available 
 Breastfeeding should be comfortable 
 It is important to practice exclusive breastfeeding in the early weeks 



Post-Partum as a Specialty:
Excellence in Breastfeeding  Part II
Contraindications to Breastfeeding

Medications and Mothers’ Milk

Andrea Windom, MSN, PNP, IBCLC
Kaiser Permanente Medical Center, Vallejo

University of California, San Francisco
July 25, 2006

Caveats
• Breastmilk is food of choice for virtually 

all human infants
• Contraindications are RARE
• Except in cases of cancer and Wilson’s 

disease, need for medication is not a reason 
to wean

• Theoretical risks must be measured carefully 
against projected benefits

• Each individual mother-infant pair must be 
evaluated in their own unique situation

Contraindications to BF

• Maternal HIV

• Maternal HTLV-I and HTLV-2

• Maternal metabolic disease: Wilson’s disease

• Infant Galactosemia

• Maternal Drugs

– Drugs of abuse

– Chemotherapy/radiation



Maternal HIV

• Breastfeeding transmission rates 10-20%
– Strain of HIV
– Maternal illness
– Maternal immune status
– Exclusive breastfeeding vs mixed feeding
– Mastitis
– Availability of antiretroviral therapy
– When HIV was acquired

• Newly acquired HIV transmission 29%

WHO HIV Dual Policy

• Developed Counties:  If access to sanitary 
breastmilk substitute and medical care 
available, counsel no breastfeeding

• Third World Countries:  Where these 
conditions are not met, and in an 
environment where infectious disease and 
malnutrition are primary causes of infant 
death, infant is more likely to survive if 
breastfed:  counsel exclusive breastfeeding

HIV Research Questions

• Exclusive breastfeeding and rapid 
weaning decreases maternal-child 
transmission of HIV?

• HIV-2 less transmissible than HIV-1?
• Effect of antiretrovirals on viral load and 

breastmilk transmission?
• Effect of freezing or rapid brief heating to 

inactivate HIV in expressed breastmilk?



HTLV-1 and HTLV-2

• Closely related retroviruses 
• Breastmilk transmission rates of 

approximately 20% for HTLV-2
• In Japan, breastmilk is expressed and 

frozen before feeding to infants
• In US, CDC recommends no 

breastfeeding

Maternal Wilson’s Disease

• Autosomal recessive disorder associated 
with excess copper uptake

• Incidence is 30 cases in one million

• Treated with penicillamine, contraindicated 
in breastfeeding because binds copper, 
magnesium, and iron

Infant Galactosemia
• Autosomal recessive disorder 
• Incidence in US 1/62,000 births
• Deficiency of enzyme galactose-1-phosphate 

urindyltransferase causes inability to break 
down lactose into glucose and galactose

• Usually diagnosed with newborn screening
• Symptoms: FTT, HSM, cataracts, 

developmental delay
• Lactose-free diet contraindicates 

breastfeeding



Maternal Drugs

• Antineoplastics
• Radioactive compounds

– Wait 4-5 half-lives before resuming bf

Maternal Substance Abuse

• Most commonly encountered 
contraindication, but extent of problem 
varies widely
– Active drug abuse clearly contraindicated
– Past history of substance abuse with negative 

tox screens clearly okay
– Some cases much less clear, eg mother 

intends to refrain

Maternal Substance Abuse

• Allow immediate skin to skin contact
• OB and pediatrician determine if bf 

allowable and to counsel mother regarding 
risks

• If bf allowable, should be frequent, 
exclusive, and fully supported

• Refer to social services



Infections NOT a Contraindication
• All common maternal infections 

compatible with bf

– Upper respiratory infections

– Gastrointestinal infections

– Urinary tract infections

• Hepatitis A: careful hand washing and vaccine

• Hepatitis B: Babies receive HBIg and HBV

• Hepatitis C: Okay unless mother has severe liver 
failure or co infection with HIV 

Infections that are NOT  Contraindicated

• CMV: no problem if baby full-term
• Herpes: bf unless active herpetic lesion on breast
• Measles: give infant Ig, EBM okay for 

72 hrs isolation
• Lyme disease: okay after maternal treatment 

begun
• Active TB: EBM okay; bf after 2 wks of treatment
• Varicela:

– VZIG and temp isolation regardless of 
feeding method

– After VZIG okay to give EBM
– After neonatal period, no separation 

Nutritional Conditions 
NOT Contraindicated

• Veganism:  advise intake of a regular 
source of vitamin B12

• Poor diet:  evidence that breastmilk will 
still be of high quality

• Coffee lover:  one or two caffeinated 
beverages daily okay



Environmental Hazards

• Breastmilk is the healthiest choice in a 
contaminated world

• NOT a contraindication to bf under normal 
circumstances
– Lead
– Mercury
– Cadmium
– Radionuclides
– Perchlorates

Smoking

• Discouraged, but not a contraindication to bf

• Children of smoking mothers

– Better overall health if breast-fed

– Fewer URIs if breast-fed

– Less likely to die of SIDS if breast-fed

Smoking

• Counsel mothers to

– Minimize smoking 

– Smoke 2.5 hrs before nursing

– Smoke outside

– Do not hold infant while smoking



Alcohol

• Recognize that beer and wine are standard 
beverages in many parts of the world

• Rapidly absorbed, peaks in 30-60 mins in 
milk

• Significant and uniform change in odor of milk

Alcohol

• Infants sucked more but consumed less.  
Mothers did not perceive infant consumed 
less

• Physician should avoid recommending, but 
also avoid prohibiting occasional drink

• For occasional drink, mothers can be advised 
to avoid nursing for two hours to minimize 
effect on infant

Only Medications Contraindicated For Breastfeeding 
Mothers

• Chemotherapeutic agents
• Radioactive compounds - wait 4-5 half 

lives before resuming breastfeeding



Mechanisms of Drug Entry

• Primarily by diffusion, but also 
secretory methods

• Pass from maternal plasma compartment 
thru capillary wall into the alveolar cells to 
penetrate milk

• During first 10-14 days PP, large gaps exist 
between alveolar cells which enhance drug 
absorption.

• Subsequently cells swell, closing intracellular 
gaps and limiting access

Factors Determining Penetration

• Maternal plasma level
• Protein binding
• Lipophilicity
• Ion trapping
• Oral bioavailability
• Molecular weight

Maternal plasma level
• Drugs enter and exit milk as a function of 

mother’s plasma level

• Medications with low plasma levels generally 
safe with nursing

– Beta 2-adrenergics

– Inhaled corticosteroids

– Intranasal steroids 

– Topical medicines not applied to nipple



Protein Binding and Lipophilicity

• Drugs highly protein-bound remain in 
maternal plasma and don’t penetrate 
tissues or milk 
– Most important parameter in choosing a safe 

drug for a nursing mother
• Conversely, avoid extremely lipid soluble 

drugs which penetrate milk freely
– Especially true of CNS depressants

Oral Bioavailability

• Refers to whether medication ingested 
makes its way to plasma

• Understand well in adults, less understood 
in infants

• Generally far less than one percent of the 
maternal dose of a drug will ultimately find 
its way into the milk and subsequently the 
infant.

Oral Bioavailability

• Factors that may determine absorption
– Acid milieu of stomach
– Presence of calcium/milk in stomach
– Liver sequestration
– Examples:  Gentamycin, Rocephin, Morphine, 

MgSO4



Molecular Weight
• Drugs with molecular weights of less than 

300 considered small and enter into milk in 
relatively higher concentrations
– Alcohol 

• Drugs with high molecular weights basically 
unable to penetrate human milk
– Heparin  

– Insulin

– Remicade

Ion Trapping
• Due to lower pH of milk, physiochemical 

structure of some drugs change and prevent its 
perfusion back to maternal circulation
– pKa is the pH at which the drug is equally ionic 

and non-ionic 

– More ionic drug less capable of transferring from 
milk back to maternal plasma 

• pKa>7.2 may become ion trapped
– Iodides such as SSKI, Betadyne, I-131

– Lithium

Drugs that decrease 
milk supply

• Nicotine
• Alcohol
• Bromocryptine
• Estrogen-containing oral contraceptives
• Progesterone contraceptives implicated if 

begun in early post-partum period before 
milk supply is established



In choosing medication for nursing 
mothers

• Choose drugs for which published data are 
available when possible

• Review the data on the drug:  don’t use PDR
• Use more caution with neonates and premies
• Chose drugs with higher protein binding and 

shorter half-life
• If necessary, determine time-to-peak interval 

and advise mother to feed accordingly
• Weigh risks of medication against risks of not 

being breast-fed

Sources of Information

QuickTime™ and a
TIFF (Uncompressed) decompressor

are needed to see this picture.

Hale’s Lactation Risk Category

• L1 Safest:  Drug taken by a large number of 
brf women without any observed adverse 
effects in infant

• L2 Safer: Drug studied in a limited number of 
breastfeeding women without any observed 
adverse effects in  infant

• L3 Moderately Safe: No controlled studies in 
breastfeeding women, but risk of untoward 
effects is possible; or controlled studies show 
only  minimal non-threatening adverse effects



Hale’s Lactation Risk Category

• L4 Possibly hazardous: Positive evidence of 
risk to breastfed infant or to breastmilk
production, but benefits may outweigh risks

• L5 Contraindicated: Studies in breastfeeding 
mothers have demonstrated significant and 
documented risk to infant.  Risk clearly 
outweighs benefit of breastfeeding.
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Questions



Babies Who Don’t Latch 
 
 
OBJECTIVES:   On completion of this unit, the participant will be able to: 

1. Describe at least three hospital policies that facilitate breastfeeding. 
2. Describe the major components for taking a complete history and accurately 

assessing a breastfeeding problem. 
3. List at least three reasons why an infant may refuse the breast. 
4. List the six infant states and describe which are optimal for breastfeeding. 
5. List at least three techniques to help a non latching baby go to breast 

 
 
CONTENT: 
 

I. Policies and management that optimize good latch and suckling 
A. Interventions to both prevent and correct feeding problems 

i. Early and unlimited contact between mother and baby 
ii. Dry the infant except for his hands post birth 

iii. Encourage early suckling 
iv. Rooming in and unlimited physical contact 
v. Teach the mother about infant states and baby language 

vi. Show the mother how to massage the baby. 
vii. Teach the mother to watch and respond to infant feeding cues 

viii. Teach correct positioning and latch technique 
ix. Teach hand expression and have mother express a drop of milk or 

colostrum onto nipple to entice baby 
 

II. Prevention of latch problems 
A. Importance of first hour 

i. Skin to skin time with mother 
ii. 24 hour rooming in 

iii. Responding to infant cues 
iv. Correct positioning and latch technique 
v. Show slides from Breastfeeding Atlas  

 
B.  First latch opportunity  “Imprinting” 

i. Assist dyad to have an unhurried hour of skin to skin after 
uncomplicated birth 

ii. Watch for and respond to infant feeding cues 
iii. Teach mother by talking through positioning and latch technique 

 
C. Skin to skin 

i. Direct contact of mother and baby (without clothes or blankets 
between them) with infant against mother’s chest. 

ii. Infant benefits 
1. Body temperature stabilizes 



2. Heart rate, respiratory rate, and blood pressure 
normalizes 

3. Less crying, more time in a quiet alert state, or in a deep 
sleep 

4. Inoculation with normal nonpathological skin bacteria 
from the mother, decreasing the risk of hospital 
acquired skin infections. 

5. Inoculation of the normal flora of the mother’s mouth 
and respiratory tract because of her breathing on the 
baby. 

ii. Maternal benefits 
1. Oxytocin hormone stimulated 

a. Helps the milk start to flow. 
b. Nature’s “tranquilizer” 
c. Makes uterus contract 

2. Prolactin hormone surge 
a. Improved milk production 
b. Helps mother feel connected to her baby 
c. Improved confidence in caring for baby 

 
D. Flow chart for 1st day normal fullterm newborn. (Attached at end of 

outline) 
E. Sleepy babies 

i. Normal infant behavior in first 24 hours. (Awake and alert for 
about 2 hours after birth.  Next ___ hours varies between light and 
deep sleep states.) 

ii. Fullterm newborns have “brown fat” storages to use for energy 
needs. 

iii. Keeping baby warm (skin to skin) is a priority to preserve energy 
stores and increase baby’s ability to organize his behavior. (fig. 
356) 

iv. Watching for cues:  Hand to mouth, rooting, sucking, REM.  
v. Waking techniques:  5 to 10 minutes of gentle stimulation 

(stroking and talking), and positional changes to bring baby to 
drowsy or quiet awake state. 

vi. Skin to skin if unable to wake baby, and return within 30-45 
minutes to try again. 

vii. Other helpful techniques:  
a. Expressing drops of colostrums to tip of nipple to entice 

baby 
b. “Practice sucking” on adult finger.  (Nurse to use gloved 

finger, parent may use clean finger with short, clean 
fingernail.) 

viii. Repeated reassurance to mother.   
a. Most babies will learn to breastfeed 
b. “Tincture of Time” for birth recovery 
c. Sensible suggestions and good support 



d. Longer lasting problems such as poor fit (nipple 
size/baby’s mouth), or hypotonic or hypertonic infants 
may require much time and patience and specialized 
information 

III. Management of continued non-latching infants  
 

A. Taking a good history and making an accurate assessment.  
i. History is important to come to a correct diagnosis of a problem. 

ii. General questions: 
a. What does the mother state is the problem? 
b. What does the father/partner/family members 

believe is the problem? 
c. What does the staff indicate is the problem? 

 
B. Infant History 

i. Gestational age and birthweight  
ii. Baby’s age, % weight loss 

iii. Stool and urine output  
iv. Labor and Birth history 

a. Long 2nd stage 
b. Forceps or vacuum assisted delivery? 
c. Caput? 
d. Tight nuchal cord?   
e. Meconium in amniotic fluid?   
f. Deep suctioning or intubation?  
g. Shoulder dystocia? 

v. Pacifiers/bottles?  
vi. New behavior or no latch since birth? 

 
C. Feeding history 

i. Has the infant ever had a good feeding? 
ii. Is the problem of sudden onset? 

iii. What does the infant do when offered the breast?  (Sleepy, fussy, 
actively fighting, crying and struggling at breast?) 

iv. Does the infant seem to have difficulty latching on? 
v. Once latched, does the infant “fall off” or let the nipple slide out 

of his mouth?  Does he suck, or just sit there? Does he gag? 
vi. What has been tried?  What has had the most success? 

vii. Has the baby been supplemented? How? With what? 
viii. Has mother pumped, or hand expressed milk into baby’s mouth? 

  
D. Maternal History and breast exam 

i. Mother’s pain level and ability to sit comfortably 
ii. Nipple size and shape 

iii. Areolar elasticity/ edema?  
iv. Prior breastfeeding experience 
v. Breast health history 



 
E.  Observing and assessing a feeding 

i. Assess infant for dehydration  
ii. Assess infant for pain/discomfort 

iii. Assess and assist with positioning 
iv. Evaluate latch on 
v. Evaluate infant’s alertness 

vi. Assess for LATCH score (Attached at end of outline) 
 

IV. Illnesses or physiological phenomena that might interfere with feeding 
 

A. Sepsis 
B. Hyperbilirubinemia 
C. Hypoglycemia 
D. Post-hypoxia 
E. Hypothermia 
F. Chemical dependency (tox screen status) 
G. Maternal anesthesia/analgesia 
H. Labor or birth complications 
I. Oral anomalies 
J. Mother/baby separation 
K. Forceful latch attempts with crying baby 
L. Incorrect latch technique 
M. Poor positioning 
N. Nipples that are difficult for baby to latch onto (too big, too short or flat) 
O. Engorgement, poor elasticity of areolae. 

 
 
V. Infant states and baby language 

A. Video:  “Baby Talk” 
i. Organized vs disorganized behavior 

ii. Baby language 
B. Baby language Brazelton infant states (modified) 

i. Sleep 
ii. REM sleep 

iii. Quiet, semi-awake 
iv. Alert, awake 
v. Active, awake 

vi. Crying 
C. Infant feeds best in the quiet, alert awake, or active awake states. 

 
 

VI. Non-latching due to maternal flat or inverted nipples 
A. Assessment 

i. Flat or inverted nipples do not mean that a mother cannot breastfeed. 
ii. Nipples exercises have not been shown to be effective in correcting during 

pregnancy. 



iii. Breast shells may or may not help.   
iv. Primips often have firmer breast tissue and nipples that look flat but evert 

with the “pinch test” 
v. A severely inverted nipple may have fewer ducts or abnormal ducts. 

vi. Post discharge follow-up of babies of mothers with inverted nipples is 
necessary to assure adequate weight gains. 

 
B. Interventions 

i. Nipple rolling to stimulate nipple to become erect 
ii. Pumping on low setting before nursing may help shape the nipple 

and facilitate latch on. 
iii. Nipple shields may help give the baby something longer and firmer 

to latch onto. 
1. Should not be used as first intervention.  
2. Usually used as more milk comes in 
3. Must be sized and applied correctly. 
4. Infant will need frequent weight checks and breastfeeding 

assessments to assure adequate milk intake 
5. Temporary device to achieve latch.  
6. Support and post-discharge follow-up necessary 

 
VII. Non-Latching secondary to engorgement/areolar edema 

A. Engorgement is caused by swelling of the breasts due to milk accumulation 
and/or excess interstitial fluid in the mother causing dependent edema. 

B. There are several situations that may lead to uncomfortable engorgement: 
i. Supplements 

ii. Delayed initiation of feedings at the breast 
iii. Infrequent feedings 
iv. Time-limited feedings 
v. Removing the baby from the first breast to ensure feeding from 

bother breasts at every feeding. 
C. Engorgement may cause the nipples to flatten, making it difficult for the 

infant to nurse. 
D. Engorgement may also be very painful for the mother, but it is transitory. 
E. Proper assessment and treatment will protect and encourage successful 

breastfeeding. 
i. Assess degree of engorgement by physical exam. 

ii. Assess for areolar edema by pressing the areola with fingertips 
around the nipple, applying steady pressure for about 10 seconds.  If 
indentations (pitting) are left in the tissue, areolar edema is present. 

iii. Assess infant's positioning at the breast and ability to grasp breast 
and suckle. 

F. Management of physiologic edema 
i. Apply moist heat, or breast bath, or warm shower for 2 to 5 minutes 

before feedings. 
ii. Encourage frequent feedings of unlimited length (every one to three 

hours), letting baby soften the first side before offering the second. 




