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ABSTRACT
Despite a high initiation rate of breastfeeding in hospital, most mothers stop breastfeeding within a
few weeks, “The window of professional unavailability” and lack of breastfeeding management skills
amongst health professionals are partly to blame. This article, the third in a series, reviews the physiology
of ongoing lactation, and outlines a protocol for post-partum breastfeeding that can be incorporated into
routine postpartum management. It reviews the early detection of infants at risk for breastfeeding
difficulties and insufficient milk intake. It outlines topics for discussion and anticipatory guidance at age
appropriate intervals including breastfeeding and sexuality, introduction of solids, and child led weaning.

RÉSUMÉ
Même si elles sont très nombreuses à avoir recours a l’allaitesnent maternel lorsqu’elles sont a
l’hôpital, laplupart des mères cessent cette pratique au bout de quelques semaines. Cette situation est due en
partie à l’absence de contacts réguliers des mères avec leur médecin au cours des semaines qui sui vent
l’accouchement et d’une méconnaissance, chez les professionnels de la santé, des principes de la gestion de
l’allaitenient maternel. Dans ce troisième d’une série d’articles sur la question, nous examinons les
caractéristiques physiologiques de la lactation et décrivons un protocole de l’allaitement maternel qui peut
être intégré à un programme régulier d’examens post-partum. Nous nous penchons sur la détection précoce
des enfants qui risquent d’avoir du mal à téter ou de manquer de lait. Nous proposons des sujets de
discussion et fournissons des conseils d’ordre préventif concemant la sexualité de la mère, l’introduction
des aliments solides et le sevrage décidé par l’enfant.
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INTRODUCTION
Breastfeeding is the optimal way to feed young babies. Authorities around the globe encourage
breast-feeding and emphasize exclusive breastfeeding for the first six months followed by the introduction
of table foods with the continuation of breastfeeding well into the second or third year of life. Yet most
mothers stop breastfeeding after a few weeks, and fewer than 10 percent of Canadian infants are fed
according to the recommended infant feeding guidelines.’
Following childbirth, hospital stays are short and most mothers leave before lactation is fully
established. Early difficulties especially related to insufficient milk, and societal pressures surrounding
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returning to work are the commonest reasons given for abandoning breastfeeding. “The window of
professional unavailability” has been partly to blame. Mothers with their new babies do not routinely see
their physicians for several weeks. In many communities, increasing postpartum services are now being
offered by community health nurses, midwives, and lactation consultants, and they may overlap with the

services traditionally offered by physicians. These services include well baby clinics, breastfeeding drop-in
clinics, and parent support services.
Therefore, it is becoming increasingly important that a standard of post-partum care is developed
that can be shared by health professionals, assuming they all have the necessary skills and training. Due to
the lack of a curriculum in lactation and breastfeeding, many physicians lack breastfeeding management
skills and relinquish this area to nurses. Unfortunately, many nurses also lack formal training, and lack of
knowledge and misinformation are widespread. Continuing medical education and in-service training is
urgently required.
Physicians who offer maternity and child care are in a privileged position. By providing
continuous comprehensive care to families throughout the perinatal period and by incorporating
breastfeeding advice into routine office visits, as part of health maintenance, they can promote, protect, and
support breastfeeding. This article is the third in a series. It reviews post-partum breastfeeding assessments
and outlines a protocol for post-partum breastfeeding standards.

POST-PARTUM BREASTFEEDING GOALS
The post-partum breastfeeding goals are to assist families in meeting their own breastfeeding
objectives and to increase the number of infants who follow the recommended infant feeding guidelines.
These can be achieved by developing post-partum standards that are routinely provided in a coordinated
manner, to all mothers and infants (Figure 1).

FIGURE 1
SUPPORTING BREASTFEEDING POST-PARTUM
GOALS:
1. Assist families in meeting their own breastfeeding (BF) goals post-partum.
2. Increase number of infants who are exclusively breast-fed for four to six months.
ACTIVITIES:
PHYSICIAN:
a.

Office visit within one week for BF assessment.

b.

Office visit at six weeks. Discuss BF and transition to parenthood, sexuality, contraception,
depression.

c.

Ensure immunization at two months. Discuss BF and work, BF in public.

d.

Ensure immunization at four months. Discuss BF and introduction of solids.

e.

Ensure immunization at six months. Discuss BF and child led weaning.

COMMUNITY HEALTH NURSE (CHN):
a.

Respond to recommendations as indicated by hospital discharge/MD.

b.

Complete CHN post-partum assessment.

c.

Offer breastfeeding management advice.

d.

Encourage attendance at BF support group.

MOTHER:
a.

Recognize “signs that your baby is breastfeeding well.”

b.

Contact Community Health Nurse.

c.

See MD within first post-partum week.

d.

Attend post-partum support group.

e.

Review breastfeeding educational material/video.

SOCIETY:
a.

Create Baby Friendly Communities.

b.

Support breastfeeding at home, in the workplace, and in public places.

c.

Abide by the International Code of Marketing Breast Milk Substitutes.

Galactopoiesis
Galactopoiesis is the physiological process for ongoing breast milk synthesis. It follows successful
mammogenesis and unimpeded lactogenesis. It is controlled by regular and complete breast drainage. It is
primarily an apocrine action. Breast stimulation triggers prolactin release from the anterior pituitary gland
and oxytocin release from the posterior pituitary gland. Prolactin surges stimulate the breast alveoli actively
to secrete milk, and oxytocin causes the myo-epithelial cells surrounding the glands and the ductules to
contract and eject milk down the ducts to the nipples. These contractions effectively squeeze the fat
globules across the cell membrane into the ducts, As the feed progresses, the quality and quantity of milk
produced changes. The fore milk, at the beginning of the feed is mainly composed of milk that has
collected between feeds. Fore milk has a lower fat and higher whey content than hind milk. The fat content
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increases during a feed but the volume of milk ingested decreases.
The rate of milk synthesis varies throughout the day and between mothers, and is partially
dependent on the frequency of breastfeeds and the regular drainage of milk. Recent studies suggest that
ongoing milk synthesis is inhibited by the buildup of local suppresser peptides. Regular suckling removes
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this inhibition. Incomplete drainage of the breasts, because of infrequent suckling or ineffective
breastfeeding techniques, can result in decreased milk production and early weaning. Infrequent breast
stimulation fails to trigger sufficient prolactin surges to maintain lactation, and involution begins.
Infants appear to take control of milk intake during the first days of life but it takes several weeks
before breastfeeding is properly established. In the early weeks of life, the infant’s daily milk requirements
increase quickly. In order for the maternal milk supply to meet this demand, the infant must nurse
frequently; the breasts must be emptied regularly. If a bottle of formula is substituted for a feed of breast
milk during this early learning time, it can contribute significantly to premature termination of
breastfeeding. The decreased nipple stimulation and the incomplete emptying of the breasts contribute to
the failure to increase milk production and can lead to an insufficient milk syndrome. This can reinforce a
new mother’s doubt of her own ability to produce enough milk to meet the demands of her rapidly growing
infant and she may resort to giving the infant a bottle more often.

HOSPITAL DISCHARGE BREASTFEEDING ASSESSM ENT
Hospital discharge planning enables a physician to review the stages of lactation and breastfeeding
and it allows for early identification of potential or actual problems. It helps to coordinate post-partum
community care, it reduces the risk of professional abandonment, and can minimize duplication of services.
It is recommended that any infant who has lost more than seven percent of birth weight at the time of
hospital discharge, or any mother/infant pair with known risk factors for breast-feeding difficulties:
•

may benefit from delayed hospital discharge,

•

requires assistance with breastfeeding,

•

should be given handout “Signs that your baby is breastfeeding well,”

•

should be seen by physician within 48 hours of discharge.
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All other mothers and infants should be seen routinely within one week to ensure successful
breastfeeding and adequate infant weight gain.

FIRST POST-PARTUM BREASTFEEDING ASSESSMENT
Tasks
•

Monitor infant growth, weigh naked infant

•

Review “Signs that your baby is breastfeeding well”

•

Explore mother’s experience and expectations surrounding infant feeding

•

Assess mother’s emotional well being and social support

•

Identify concerns

•

Offer appropriate management advice

•

Offer anticipatory guidance

Following hospital discharge, the physician should keep in close contact with breastfeeding
mothers and infants. This is because of the high incidence of early difficulties. At the first post-partum
visit, the physician should review with the mother the “Signs that your baby is breastfeeding well” to
ensure that breastfeeding has been established successfully. Breast fullness and leaking are signs that
lactation is initiated; lack of breast changes and lack of colostrum can signify inadequate lactogenesis.
Neonates should breastfeed every two to three hours. Long periods of sleep and missed feeds can result in
inadequate total daily milk intake. Frequent bowel movements and many wet diapers indicate adequate
fluid and calorie intake, while irregular bowel movements stretching over days and lack of wet diapers are
sensitive markers for not enough breast milk intake. Most well-fed babies waken when hungry and remain
content between feeds, while fussy irritable babies are often hungry (Figure 2).

Neonatal Insufficient Milk Syndrome
Newborns often lose weight within the first few days due to normal physiological fluid losses.
Within the first week, the newborn should he gaining weight and should regain the birth weight within 10
to 14 days. Most infants gain between 20 and 30 grams per day over the first three months. If breastfeeding
is successfully established, this weight loss should be no greater than about seven percent. Excessive
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weight loss may imply inadequate food intake and deserves a detailed clinical breastfeeding assessment.
Insufficient milk intake by the infant in the early post-parturn period can lead to serious medical problems
including starvation and hypenatraemic dehydration requiring hospital admission for carefully monitored
rehydration. Neonatal insufficient milk syndrome can he due to inadequate maternal milk synthesis,
ineffective milk removal or infrequent milk intake by the infant. Contributing factors are mothers who are
discharged before lactation is well established, who lack breastfeeding knowledge and skills, and who have
9
inadequate support at home and in the community, and sleepy, non-demanding babies. Prenatal and
hospital screening for mothers and infants at risk for breastfeeding problems combined with early follow up
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are the keys to prevention.

Risk Factors Known to Interfere with Maternal Milk Synthesis
•

Absence of mammogenesis or absence of breast growth during pregnancy;

•

Previous breast surgery (i.e. reduction mammoplasty);

•

Anatomically unusually shaped breasts;

•

Pituitary dysfunction due to obstetrical haemorrhage or severe hypotension (Sheehan’s
Syndrome);

•

Delay in initiating breastfeeding (more than 12-24 hours);

•

Infrequent breast stimulation and drainage (i.e. maternal/infant separation);

•

Absence of post-partum breast enlargement/engorgement;

•

Absence of colostrum.

Risk Factors Known To Interfere with Milk Removal
Maternal technical difficulties with positioning and latch due to lack of skill, perineal or
abdominal pain, or sedation.
Infant technical difficulties due to sucking/swallowing or breathing disorders, such as prematurity,
micrognathia, cleft palate, cardiac or respiratory complications.

Risk Factors Known to Interfere with Milk Intake Include:
•

Infrequent feeds associated with long sleep periods (more than 4 hours);

•

Passive sleepy baby;

•

Restricted access to breast (i.e. one breast per feed or abrupt removal from breast).

If the infant’s weight is continuing to fall or is less than 10 percent below birth weight, a clinical
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breast-feeding assessment including breastfeeding observation is required.

Clinical Breastfeeding Assessment
In order to identify the aetiology of breastfeeding difficulties, a detailed maternal and infant
history, including breastfeeding history, should be obtained followed by careful maternal and infant
examination. Observation of breastfeeding is mandatory to assess positioning, latching, suckling, and
swallowing. An accurate test feed followed by estimating residual milk in the breasts by pumping are
helpful measurements when assessing maternal milk yield and infant milk intake. Caution must be taken
when using standard office scales due to their unreliability in measuring small volume changes. Other
causes of infant failure to thrive should always be considered, including congenital anomalies, sepsis,
metabolic or endocrine disorders. Clinical signs of dehydration may be absent.
The management of insufficient milk intake depends on the degree of infant starvation and
dehydration. In broad terms, management includes increasing maternal milk production, improving milk
transfer, and increasing the daily infant milk intake by adding complementary feeds, using expressed breast
milk, donor breast milk or else a non-iron fortified formula.

ROUTINE POST-PARTUM BREASTFEEDING FOLLOW UP
The following part of this article outlines topics for discussion and anticipatory guidance at age
appropriate intervals. Either the physician or community health nurse can incorporate them into well baby
visits. Each topic should be reinforced by the provision of patient educational materials including
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pamphlets, books or videos. Great care must be taken to ensure that industry produced materials are not
distributed. Accurate and non-biased information should be offered (Figure 3).

FIGURE 3
ROUTINE POST-PARTUM BREASTFEEDING FOLLOW UP
WEEK SIX
Method of feeding

— Exclusive breastfeeding
— Mainly breastfeeding
— Mainly bottle feeding
— Exclusively bottle feeding

Infant naked weight

__________________________________

Topics for discussion

Transition to parenthood
Breastfeeding and sexuality
Breastfeeding and contraception
Breastfeeding and post-partum depression

TWO MONTHS
Method of feeding

— Exclusive breastfeeding
— Mainly breastfeeding
— Mainly bottlefeeding
— Exclusively bottlefeeding

Infant naked weight

__________________________________

Topics for discussion

Breastfeeding and working
Breastfeeding in pubic

FOUR MONTHS
Method of feeding

— Exclusive breastfeeding
— Mainly breastfeeding
— Mainly bottlefeeding
— Exclusively bottlefeeding

Infant naked weight

__________________________________

Topics for discussion

Breastfeeding and introduction of table foods

SIX MONTHS
Method of feeding

— Exclusive breastfeeding
— Mainly breastfeeding
— Mainly bottlefeeding
— Exclusively bottlefeeding

Infant naked weight

__________________________________

Topics for discussion

Breastfeeding and child led weaning

MATERNAL SIX WEEK POST-PARTUM OFFICE VISIT
Tasks
•

Monitor infant growth, weigh naked infant;

•

Review infant feeding and explore mother’s experience and expectation surrounding
breastfeeding;

•

Identify concerns;

•

Offer appropriate management advice;

•

Offer anticipatory guidance.

The maternal six week post-partum office visit is a good time to monitor ongoing breastfeeding.
Infant weight gain combined with mother and infant satisfaction are the most sensitive markers for
successful breast-feeding. The infant usually feeds seven or eight times per day with a five to six hour sleep
at night. It is unrealistic to expect an uninterrupted night. Sleep duration is independent of the infant
feeding method. Most mothers have overcome minor breastfeeding difficulties.

Topics for Discussion
Transition to parenthood
Parents are never prepared for the dramatic changes to their lives with the arrival of a
child. Lack of time, lack of sleep or lack of money interfere with the previous patterns of their
relationship and can create major changes in how couples relate to each other, their family, and
friends. In most situations, parenthood offers a rapid maturation process, and strengthens or
consolidates a relationship. Sometimes relationships weaken and may fall apart. A physician
should help both partners to vent their feelings and should encourage them to explore short and
long term goals. The post-partum period is temporary, and situations and feelings change daily. As
new family routines are established, stabilization in the relationship is often regained. A practical,
common sense approach to solving minor difficulties is often all that is needed to help families to
complete the transition.’4
Sexuality and breastfeeding
This is an important topic but the actual method of infant feeding plays a small role in
sexuality. The hormones of lactation may affect libido but the evidence is not strong. Prolonged
estrogen deficiency due to prolonged lactation may result in vaginal dryness and dyspareunia.
Leaking breasts and sore nipples may interfere with sexual enjoyment. But the predominant
factors which interfere with sexuality are emotional and physical exhaustion due to role overload
and a change in priorities. If couples can be made aware of these facts, they can develop a mutual
respect and can find solutions for their sexual desire or lack of desire. If there is an imbalance in
sexual desires, stresses are created that may cause tension in the relationship. This must not be
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over-looked.
Contraception and breastfeeding
The Bellagio Consensus in 1988 concluded that:
“Breastfeeding should be regarded as a potential family planning method in all maternal
and child health programs in developing and developed countries.
Post-partum women should be offered a choice of using breastfeeding as a means of
family planning, either to help achieve optimal birth spacing of at least two years, or as a way of
delaying the introduction of other contraceptives. They should be informed how to maximize the
antifertility effects of breastfeeding to prevent pregnancy.
Breastfeeding provides more than 98 percent protection from pregnancy during the first
six months post-partum if the mother is “fully” or nearly fully breastfeeding and has not
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experienced vaginal bleeding after the 56th day postpartum.”

The Bellagio Consensus is important because it reflects principles that are believed to be
applicable cross-culturally.
Other methods of birth control can be used. The barrier methods are particularly useful
because they provide intermittent protection when intercourse may be infrequent. The low dose
combined birth control pills offer continuous protection and do not usually interfere with lactation.
In a small number of women, estrogen may decrease milk synthesis by blocking the action of
prolactin. When a mother starts taking birth control pills, her infant’s weight should be monitored
closely to ensure adequate breast milk intake. Anecdotal evidence suggests that in some women,
lactation may be temporarily decreased with the onset of each menstrual cycle. The progestin only
pill can be used and does not appear to affect lactation. The use of birth control pills does not
affect the infant adversely and its use has been approved by the American Academy of Pediatrics
as compatible with breastfeeding. There are no contra-indications to using an intra-uterine device
(IUD) while lactating and it is convenient to insert it at the six week post-partum checkup. In
many countries, IUDs are inserted following parturition. The expulsion rate seems to be the same
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as in not recently pregnant women.
Post-partum depression
It is well recognized that the post-partum period is a time when some women suffer from
mood disturbances and have difficulty coping with their babies. Mothers who are depressed are
more likely to experience parenting difficulties, including infant feeding difficulties, than nondepressed mothers. They may become excessively concerned about the baby’s health and may
doubt their ability to be good mothers. The post-partum blues, which affect 50 to 70 percent of
women, usually starts on the third day post-partum and are characterized by tearfulness,
irritability, and emotional lability. The majority of these women recover completely by day 14.
Post-partum depression, however, is a much more serious and persistent affliction with a
prevalence rate of seven to 17 percent. With an onset anywhere from one to 12 weeks post-partum,
this depression can last from six weeks to 18 months. Common disabling symptoms include
worsening insomnia, anorexia, anhedoia, pervasively lower mood, impaired concentration, and
feelings of inadequacy in coping with the infant, Suicidal or infanticidal thoughts may occur.
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Psychotic symptoms are never present in this disorder.
Although there is an increased awareness of postpartum depression amongst health
professionals and the public, women still rarely report it to their family physicians. There is a
tendency to report only somatic symptoms. It becomes essential that health care providers screen
for post-partum depression. The Edinburgh Postnatal Depression Scale has been developed to
assist primary care health professionals to detect mothers suffering from post-natal depression. It
22
is simple to complete and offers the clinician a useful office tool.
Early detection of and intervention in post-partum depression are important and it should
be treated aggressively with psychosocial support and antidepressant medication. The tricyclic
antidepressants should be used with care but are compatible with breastfeeding. The newer
selective serotonin reuptake inhibitors as a class of drugs have not received approval for use in
breastfeeding. Anecdotal reports suggest that they are safe. Careful clinical judgment should be
used. Breastfeeding should be continued if the mother wishes. It may provide the only positive
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parenting experience she has.

TWO MONTH OFFICE VISIT FOR INFANT IMMUNIZATION
Tasks
•

Monitor infant growth;

•

Review method of infant feeding, explore breast-feeding experience, identify concerns;

•

Offer breastfeeding management advice;

•

Offer anticipatory guidance.

Topics for Discussion
Breastfeeding in public
As family life slowly returns to normal, mothers are confronted with the challenge of
breastfeeding in public. Breastfeeding can be an intensely personal activity and many mothers are
embarrassed to feed their infants away from the protective shelter of their own homes. Society
gives mixed messages about the appropriateness of breastfeeding in public. When a mother goes
out, not only does she have to think about such practical issues as location of baby friendly places
in which to feed, but she has to plan her wardrobe carefully and has be sensitive to her friends’ and
acquaintances’ feelings. As she becomes more confident in her role as a mother and more skilled
in breastfeeding, she must be encouraged and supported by her family, friends, and physician to
breastfeed anywhere at anytime, whenever her baby needs it. Breastfeeding in public can be
discrete but a mother may prefer to practise in front of a mirror first, and she can suggest that if an
onlooker finds breastfeeding disturbing, then the onlooker might move away. A role model and
group support are effective ways of helping a new mother to gain confidence in the everyday
occurrence of breastfeeding in public. She should be directed towards community breastfeeding
support group such as the La Leche League. A mother should be discouraged from resorting to
bottle feeding in public and restricting breastfeeding to home. Eventually this leads to the decline
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of breastfeeding.
Breastfeeding and working
Most Canadian women do not continue breastfeeding once they return to work. A new
mother may not consider it possible to return while breastfeeding because she lacks knowledge
about the physiology of breastfeeding and how to express and store breast milk. Employers may
not understand the importance of good nutrition in the early months of life, and may not realize
what factors need to be considered to allow breastfeeding to continue once the mother returns to
work. They may not allow breastfeeding on the premises or may deny an employee lactation
breaks to express her milk.
Maternity leave provides mothers with six months paid leave at home. This allows her
plenty of time to establish successful breastfeeding. However, some mothers are obliged to return
to work earlier. Leaving a baby and returning to work do not necessarily mean the end of
breastfeeding. Ongoing breastfeeding has advantages for the mother as employee, the employer,
and the infant. Each partly benefits. Exclusive breastfeeding may not be possible, but given
flexibility and planning, it is not difficult to maintain lactation during long hours of
maternal/infant separation. A mother can breastfeed early in the morning and express residual milk
using an effective pump before she leaves, She should maintain lactation by pumping both breasts
every four to six hours while at work and should ensure that she feeds her infant when she returns
from work. Expressed breast milk can be stored at room air temperature for up to four hours, it can
be kept in the fridge for 72 hours or frozen for several weeks. If her milk yield is inadequate,
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complementary formula feeds may be given. A bottle or cup can be used as feeding utensils.
Breastfeeding is a wonderful way of maintaining the special bond between mother and
infant. No other care-giver can provide this. Mothers who work outside the home need time to
become reacquainted with their children each evening and night-time breastfeeding may continue
for many months. This triggers prolactin surges and helps to maintain lactation.

FOUR MONTH OFFICE VISIT FOR I M M U N I ZAT ION
Tasks
•

Review method of infant feeding, identify concerns;

•

Monitor infant growth;

•

Offer breastfeeding management advice;

•

Offer anticipatory guidance.

Topics for Discussion
Breastfeeding and introduction of solids
Human milk is the ideal food during the first six months of life. It is a complete food and
most infants do not require supplements. As infants grow and develop, they start to show an
interest in table foods. Around six months, infants develop neuromotor skills that enable them to
sit unaided. They have good muscle control of the head and neck. Hand to mouth coordination is
improving and the gag reflex is lessening. This represents an appropriate time to introduce table
foods.
Families should be encouraged to offer table foods that are nutritionally and culturally
appropriate, starting with soft, well-cooked cereals, vegetables, and fruit. Soft finger foods should
be introduced early, and meal times should be pleasant and not stressful. Commercially prepared
foods are expensive and are not superior. As the caloric intake provided by table foods increases,
the frequency of breastfeeding decreases. Partial breastfeeding should continue throughout the first
year of life. As infants learn to eat from spoons, they can learn to drink from cups. Dilute fruit
juices, water, and whole cow’s milk can be given following the meal. Breastfeeding gradually
becomes a comfort measure at bedtime and at times of stress. The nutritional aspect is less
important than the nurturing. Partial breastfeeding still confers significant protection against
infections and remains an important component in the diet. Breastfeeding should be continued
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well into the second or even third year of life.

SIX MONTH OFFICE VISIT FOR IMMUNIZATION
Tasks
•

Review infant feeding, identify concerns;

•

Monitor infant growth;

•

Offer breastfeeding management advice;

•

Offer anticipatory guidance.

Topics for Discussion
Breastfeeding and weaning
Ideally, child led weaning from the breast should be a gradual process taking place over
several months. Following the addition of table foods, the infant’s desire for breast milk declines
and the frequency of suckling decreases, This reduces the rate of milk synthesis and less milk
becomes available for the infant. Gradually, as children become socially confident, they are less
dependent on the nurturing aspects of breastfeeding and eventually stop breastfeeding. This often
occurs during the end of the second year. Unfortunately, social and cultural pressures may lead to
premature weaning. Many people feel discomfort when they witness breastfeeding toddlers and
express their views vocally. Yet prolonged breastfeeding should become accepted because
evidence suggests that long term breastfeeding has many biopsychosocial advantages.
Breastfeeding throughout a subsequent pregnancy and tandem nursing do not pose a problem and
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physicians should support their patients’ choice about the duration of their breastfeeding.
As health professionals, we can advise, monitor, and help women and infants to
breastfeed. But women are the key players. Success rests in their hands. Women can be given a
Breastfeeding Passport at the beginning of pregnancy that outlines the steps that they themselves
can take towards successful breastfeeding. By achieving each step along the way, a new mother
can be given the ability to achieve her own goals [Figure 41].

The theme for World Breastfeeding week in 1995 was “Breastfeeding: Empowering
Women.” Breastfeeding is best for women, babies, families, nations, and for the world. It is
natural, economical, and sociological. Breastfeeding is a women’s right. To be breastfed is a
26
baby’s right.
This series of articles was prepared as part of a research project, Breastfeeding Support
Partnership Project funded by Medical Services Foundation of British Columbia. The author
wishes to thank the Institute of Health Promotion Research, University of British Columbia, for
their assistance with the project and would like to acknowledge that inspiration for this series was
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derived from the many authors’ contributing to Programmes to Promote Breastfeeding.
A video, “The Art of Successful Breastfeeding — A Guide for Health Professionals,”
was produced to accompany this series of articles. Available through the Vancouver Breastfeeding
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Centre. Tel. (604) 875-4678. Fax (604) 875-5017.
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