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Engorgement
Caused by congestion from increased
blood flow, accumulation of milk &
oedema (swelling & fluid retention).

Signs & Symptoms

• Usually sets in around 2-5 days
postpartum, but can occur any time,
lasts approximately 12-48 hours if
treated.
• Swollen/full, red, tight & shiny breasts.
• Mild to severe pain - may throb.
• Increased heat in both breasts.
• Flattened/stretched nipples, making it
difficult for baby to latch, causing nipple
trauma.
• Mother may have mild fever.
• Severe engorgement may indicate
insufficient milk removal or
overproduction.

Management:

Goal: Reduce congestion – move the
milk from the breast! Feed baby frequently
(approximately 1½-2hrly during the day/23hrly at night). Be mindful that prolonged
engorgement may lead to decreased supply.
Find the cause if unknown.

PREVENTION:

• Avoid short, timed & supplementary feeds.
• Breastfeed early & often using correct latch &
varying positions.
• Allow baby to finish the first breast first.
• Until baby is feeding effectively, express to
maintain supply & minimise engorgement.
• A supportive bra may be helpful, avoid
underwire bras.

Treatment:

The following suggestions may help:

BEFORE FEEDING:
Engorged breasts with nipple trauma

© Mama Aroha 2014

• Avoid using cold compresses immediately prior
to feeding. Instead apply warm compresses
& massage to promote the milk ejection reflex,
BUT NOT for prolonged periods as this can
increase swelling & inflammation.
• If latching is difficult due to full breasts, try
Reverse Pressure Softening (RPS – Refer to
card 01B – Oedema), or express a little milk to
soften the areola/nipple area.

DURING FEEDING:

• Try laid back feeding to achieve a deep latch
& ensure optimal latching & positioning.
• Start with the fullest breast & feed as long as
possible. Remember to finish the first breast
first.
• Apply gentle breast compressions & massage
any lumpy areas.
• Allow the other breast to drain freely.

AFTER FEEDING:

• Express if baby is unable to relieve the
fullness -“Pump to comfort”.
• Apply cold compresses (gel packs, chilled
cabbage leaves, bag of frozen veges are all
proven to be equally effective). When using
cabbage leaves: Rinse & strip the large vein
then cut a hole for the nipple. Be mindful that
prolonged use can decrease supply. Some
studies suggest 20 mins on, 20 mins off &
repeat several times.
• Consider non-prescription analgesics
(Paracetamol) for pain &/or a Non-Steroidal
Anti-inflammatory (Ibuprofen) to reduce pain &
swelling (follow manufacturer’s instructions).
• Sometimes completely draining the breasts,
usually with a breast pump, allows the
congestion to clear relieving the engorgement.

OTHER TREATMENTS:

• Manual Lymphatic – drainage involves gentle
massage by trained therapists.
• Alternative therapies may also be effective.
Consult a qualified health practitioner.
Troubleshooting 01A

Oedema
Management

Goal: Shift interstitial fluid towards the lymphatic’s to relieve pressure in the
breast & allow milk to flow easily.

IMMEDIATELY BEFORE A FEED:
• DON’T USE THE PUMP! This will only draw more fluid to the areola/nipple area.
• The mother can lay flat on back / or lean back - this allows gravity to aid
lymphatic drainage.
• Gently apply Reverse Pressure Softening (RPS): Sustain finger pressure
beginning at the nipple base pushing oedema away from the nipple before
feeding. Once fluid shifts expect to see milk flow.
• Massage away from the nipple towards the armpit area.

Oedema occurs when fluid from the blood vessels
seeps into the breast tissue.

Signs & Symptoms

• Breasts may feel rock hard & full, but there is reduced
milk flow.
• The mother may have had intravenous fluids or
syntocinon in labour.
• Hands & feet may be swollen.
• Pitting noted, indents from bra visible.
• May appear within 48-96 after birth & can last 10-14
days.
• Latching may be difficult as breasts are full & nipples
may flatten.
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FEED BABY IMMEDIATELY AS THE FLUID WILL RETURN QUICKLY

• If baby is unable to feed, hand express.
• Apply cool compresses between feeds (gel packs, chilled cabbage leaves, bag
of frozen veges are all proven to be equally effective). When using cabbage
leaves: Rinse & strip the large vein then cut a hole for the nipple. Be mindful that
prolonged use can decrease supply. Some studies suggest 20 mins on, 20 mins
off & repeat several times).

Troubleshooting 01B

To use this card: First identify symptoms, then follow arrows down to find the cause (there are 6 main causes), followed by general
care and/or management.

SUPERFICIAL DAMAGE (Stage 1-2): Pain at beginning/during/end, redness,
bruising, swelling, misshapen nipple, broken skin, shallow cracks, compression
stripe, blistering.
DEEP DAMAGE (Stage 3-4): Erosion, deep cracks, bleeding, full thickness erosion.

• Breastfeeding has been going well
then sudden onset of pain. Nipples
are red &/or itchy, with burning,
shooting sensations & flaky skin.

CHECK FOR POSITIONING & LATCHING TECHNIQUES. EXAMINE THE NIPPLE BEFORE & AFTER A FEED.
IMPORTANT! Research suggests that the treatment for nipple damage is inconclusive & needs further investigation. Until the following treatments have been proven effective,
they should be used with caution: Lanolin creams, hydrogel pads, ointments, aerosol sprays, film dressings, breast shells & breast shields, ionozone treatments.
• Hygiene: Practice vigilant hand washing & use clean breast pads, wash the nipple
• Apply warm compresses to relieve pain & apply breastmilk to aid healing. Avoid
with water/saline.
bras that fold or compress the nipple & pads that are left wet.
• Try different latching positions. Refer to card 14B – Latching. Aim to get a deep latch. • Stimulate milk flow before putting baby to breast.
• Express if the pain is too intense for the mother.
• Take analgesia for pain if needed (pain can inhibit the Milk Ejection Reflex).
For further assessment or advice, refer to a doctor or consult with lactation consultant (IBCLC)

DEEP DAMAGE (Stage 3-4):
• Consider the following: Nipple
swabs, moist wound healing.
• Observe & follow up for signs of
infection.
If there are grazes/scabs, moisten with
water or milk prior to feeding.

• Sucking: Avoid using teats or pacifiers – leads to shallow nipple sucking,
consider a tongue tie.
• Breast pumps: Check the flange size fits, reduce suction & centre the nipple.
• Nipple shields: Ensure it’s the right fit & applied correctly.
• Breast shells: Not commonly used. Use for short periods at a time.
• Breaking suction: Insert finger in corner of baby’s mouth, push down &
remove the breast.
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nipple ointment. If severe, systemic
Take nipple swabs &/or milk cultures.
treatment (oral antibiotics).
Treat open cracks/fissures.
• Viral: Herpes simplex – need to
Hygiene is very important.
swab, cover lesions, avoid direct
Consult a registered naturopath/
contact until all lesions have
homeopath for alternative treatments.
resolved. Temporary avoidance of BF
• Thrush: Refer to card 03A&B.
is recommended.
• Bacterial infection: May need
• Milk Blebs: Refer to card 04A
topical antibiotic or all purpose
•
•
•
•

Staphylococcus aureus nipple
infection

MANAGEMENT

SUPERFICIAL DAMAGE (Stage 1-2):
• Consider moist wound healing.
• Observe for signs of infection.
• Examine nipple shape: Grazing
(shallow latch), cracks at base
(breast & baby at wrong angles).
• Avoid folding or compressing your
nipples after feeds.

• Thrush: Refer to card 03A&B – Thrush.
• Bacterial infections: Staphylococcus aureus/MSRA.
• Viral infection: Herpes simplex – dangerous for newborns.

GENERAL CARE

MANAGEMENT

• Poor latch/unstable position.
• Baby’s sucking technique or not breaking suction before removing baby.
• Incorrect use of breast pumps, nipple shields, breast shells, etc.

CAUSES

CAUSES

2. BREAST INFECTIONS/CONDITIONS

GENERAL CARE

1. TECHNIQUE ISSUES (most common cause)

• Extreme sharp, stabbing, throbbing
& shooting pain. Fissures, cracks
with pus, weeping or crusting.
• Discrete lesions.

SYMPTOMS

SYMPTOMS

Sore Nipples

Mild nipple damage

Troubleshooting 02A

SYMPTOMS

3. NEUROVASCULAR CONDITIONS

4. MATERNAL ANATOMY ISSUES
• Flat/Inverted/long/large nipples.
• Breasts are too full/hard causing
flattened nipples.
• Slow or fast let downs.
• A new pregnancy/menstrual cycle.
• Milk blebs: Refer to card 04A.

•
•
•
•

Clicking, slipping, clamping.
Strong or weak suck.
Friction pain during feeds.
Cracked, blistered, bleeding, ridged
nipples.

• Irritation & itching.
• Inflamed, oozing, crusting skin.
• Rash on both nipples.

5. INFANT ANATOMY ISSUES
INFANT ANATOMY ISSUES:
• High arched or bubble palate.
• Tongue tie (Ankyloglossia) or short
tongue, torticollis, teething.
• Receding chin or small gape.
• Poor tone-Neurological condition.

6. OTHER
• Dermatological conditions.
• Dermatitis (atopic & contact).
• Psoriasis, & other skin conditions.

CAUSES

• Vasospasm: Compression of the
nipple cuts off blood flow. When
blood returns it can cause intense
pain.
• Raynaud’s phenomenon: Narrowing
of the arteries in hands, feet & breast.

• Baby slips off easily or can’t fit
nipple in mouth.
• Flat nipples from full breasts.
• Baby clamps nipple to slow fast flow.
• Milk blebs: White spot/blister.

SYMPTOMS

• Nipple blanching – turns white, blue
&/or red.
• Tingling, burning, numbness.
• Intense throbbing.
• Nipple looks misshapen.

CAUSES

Sore Nipples

CHECK FOR POSITIONING & LATCHING TECHNIQUES. EXAMINE THE NIPPLE BEFORE & AFTER A FEED

VASOSPASM:
• Try to get a deep latch.
• Apply heat &/or rub nipple with olive
oil immediately after feeds.
• Avoid cold/cigarettes/caffeine/stress.
• Consider pain relief.
• If severe consider Nifedipine.
Prescription only so seek medical
advice
• Consult a trained health practitioner
for alternative treatments.

Vasospasm

• Flat/inverted: Watch for nipple
folding in on itself, can hold
moisture, causing skin breakdown.
Refer to card 09A&B.
• Large nipples: The mother may
need to express until baby’s mouth
can fit over the nipple.
• Full breasts: Express to soften
nipple area, try reverse pressure
softening if oedematous, prior to
feeding.
• Slow let downs: Refer to Principles
card 08A&B).
• Fast let downs: Refer to card 08A).
• Milk blebs: Refer to card 04A – Milk
Blebs.

Inverted nipple
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Baby will need a thorough
breastfeeding assessment to diagnose:
• Palate shape & tongue tie: Optimal
latching + tongue tie release
(frenotomy) significantly decreases
nipple pain & trauma.
• Receding chin: Use upright/prone
positions to latch baby, The chin will
grow (3mths) & feeding will improve.
• Small gape: Allow the weight of the
breast to rest on the chin, stimulate
the lips & try laid back positions.
• Poor tone: Baby’s sucking ability
will improve with time & practice but
may need to be given expressed
milk.

•
•
•
•
•
•
•
•
•
•

Avoid irritants.
Wear a cotton bra.
Avoid swimming pools.
Wash with plain water.
Seek treatment from a doctor.
Consult a trained health practitioner
for alternative treatments.
Rule out thrush.
Dermatitis: Look for the irritant.
Eczema: Watch for infections.
Psoriasis: Autoimmune disease.
May need local treatment with
steroids.

MANAGEMENT

MANAGEMENT

For further assessment or advice, refer to a doctor or consult with lactation consultant (IBCLC)

Eczema

A tongue tie
Troubleshooting 02B

Thrush
Thrush is a fungal infection caused by an
overgrowth of yeast-like organisms called candida
albicans. It spreads easily from person to person.

noises, may refuse the breast or bite down.
• May also have nappy rash (red with raised
dots).

Signs & Symptoms: Mother

Hygiene:

• Breastfeeding has been going well, then a
sudden onset of pain & discomfort.
• Painful breasts despite a good latch.
• Burning, itchy, shooting pains in nipples.
• Nipples may appear normal or shiny, red, flaky
& have visible rash.
• Deep radiating pain within the breast can be
intraductal thrush. It is rare, but can occur. It
may also be a bacterial infection.

Common Causes & Associations:

• Has thrush in other parts of the body.
• Household members are infected e.g. athlete’s
foot or nappy rash.
• Taking antibiotics, corticosteroids, or
contraceptive pill.
• Mother has diabetes, anaemia or baby uses
pacifiers & bottles.

Signs & symptoms: Baby

• May be without any visible symptoms.
• White patches inside baby’s cheeks, tongue or
gums that remain when wiped.
• Baby may be uncomfortable or in pain, making
him fussy or unsettled during & between feeds.
• Baby slips on & off the breast & makes clicking
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• Rigorous hand washing for the whole
household, keep nails short & clean. Don’t
forget to wash your hands before & after
applications, dry hands with paper towels.
• Remember to apply cream after feeds & wash
hands. Avoid using breast shells & reusable gel
pads.
• Use separate bath towels, wear a clean cotton
bra & wash items daily in hot water & dry in
direct sunlight.
• Keep nipples dry between feeds, dispose of
breast pads immediately after use.
• Wash & sterilise anything that comes into
contact with affected areas or is likely to
harbour thrush with a sterilising solution, such
as toys, pump, pacifers.

Diet:

• Eat a well-balanced diet & drink enough water
to satisfy thirst.
• Consider acidophilus and/or bacillus bifidus
yogurt/supplements.
• Limit sugar intake, refined carbohydrates &
yeasty foods.
• Be mindful if mother expresses & stores her
milk while infected. This may re-infect the baby
if given at a later date when thrush has cleared.

Troubleshooting 03A

Thrush
The most appropriate medication & dosage will need to be selected at the discretion of the prescriber. Trade names,
subsidised products & availability may vary. Although further research is needed, the following antifungal agents have
been found to be effective.

Medications: Mother

Alternative Treatments:

TOPICAL:

Please consult a registered naturopath/homeopath if considering alternative
treatments:
• To prevent growth, rinse the nipple in a weak bicarbonate soda/water or
vinegar solution. This helps to change the pH levels of the skin.
• Consider virgin coconut oil. This is one of the most effective treatments.
• Consider probiotic tablets with lactobacillus/bifidus.

ORAL:

Please Note:

Miconazole – available in an oral gel,
cream, ointment & powder
Nystatin – resistance is common, less
effective
Gentian Violet – purple dye (75% cure rate)
Fluconazole – systemically administered

Medications: Baby
TOPICAL:

Nystatin – oral drops
Miconazole – effective but use is
discouraged for babies less than 4 months
old
Gentian Violet – purple dye in mouth

ORAL:

• Breastfeeding can & should continue, take pain relief with treatment if pain
is severe & wash the nipples after every feed.
• Remember to apply creams after feeds, wash
hands before & after.
• Ensure the full course of medication is taken.
• Treat both the mother & baby, consider other
household members.
• Follow up is needed as some strains can
become resistant to treatments or bacterial
infection may be present.

Fluconazole – for severe thrush
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Milk Blebs
Milk Blebs are solidified milk that
blocks the milk pores.
Management

It may open on its own during feeding, but if
not try the following:
• Soak the nipple in warm water or use a
warm water compress or olive oil to soften
the skin.
• If these measures don’t work the mother
may need to seek medical help to gently
open or lift the skin with a sterile needle,
but should avoid doing this herself to
prevent infection.
• Finish with a mild non-perfumed soap &
water wash. An antibiotic ointment may
need to be used afterwards if there are
signs of infection.
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If it reoccurs, try:

• Gently massaging the nipple
with a fine defoliant in the
shower each day.
• Consult a trained practitioner
when using alternative
treatments such as: Lecithin
supplements.
• Try to decrease saturated fats
from the diet.
• Massage the areola with
grapefruit seed extract oil or
olive oil.
• Don’t forget to investigate
the underlying cause. If left
untreated it may lead to
plugged ducts or mastitis.

Troubleshooting 04A

Plugged Ducts
Plugged ducts are an area of
the breast where milk flow is
obstructed.
Signs & Symptoms
•
•
•
•
•

Painful, swollen, hard lump in breast.
Skin is often red over lump.
Can go on to cause mastitis.
Usually resolves 24-48hrs after onset.
Baby may be fussy due to slow/
reduced flow of milk.
• Not usually any systemic symptoms.
• Milk supply may temporarily
decrease.
• May express strings of thickened
milk.
Plugged Ducts

Management

• Heat/Massage/Rest/Drain the Breast.
• Treat a plug immediately & aggressively to avoid it progressing into mastitis.
Do not stop feeding the baby! Feed frequently & start on the affected side.
• Investigate cause: Restrictive clothing, incorrect latching, limiting feeding,
fatty diet (triglycerides in animal fats).
• Antibiotics are not needed.

Before Feeding

• Apply gentle, but firm massage & warm compresses to encourage milk flow.

During Feeding

• Feed from affected breast first.
• Try different positions. Try leaning over baby to feed, using gravity to dislodge
the plug &/or massage & use breast compressions to move the plug.

After Feeding

• Pump or hand express to aid drainage if baby is unable to clear the blockage.
Expressing under a warm shower may be helpful.
• If painful, use cold compresses (gel packs, chilled cabbage leaves, bag of
frozen vegetables are all proven to be equally effective) for up to 20 mins at a
time between feedings.

Other

• Consider non-prescription analgesics (Paracetamol) for pain and/or a NonSteroidal Anti-inflammatory (Ibuprofen) to reduce pain & swelling.
• Alternative therapies may also be effective. Consult a qualified practitioner. If
recurrent, try Lecithin supplements.
• If symptoms persist longer than 48 hours, a therapeutic ultrasound by a
trained physiotherapist may help.
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Mastitis
Mastitis means
inflammation of the breast
& is caused by milk stasis or
infection.
Non-Infective/Milk Stasis

Milk backs up & leaks into the
surrounding tissue causing inflammation.
This can lead to infective mastitis.
Commonly associated with:
• Engorgement or oversupply of milk
• Infrequent, scheduled & limited feeds
• Poor attachment leading to inefficient
removal of milk
• Rapid weaning
• Pressure on the breast (e.g. tight bra,
car seatbelt), sleeping on stomach

Infective

(Cellulitis or Adenitis) most common
pathogen is Staphylococcus aureus.
Less common are Streptococcus or
Escherichia coli.

Symptoms

• A tender or painful area of the breast
with any redness (wedge shape) or
lumps
• Flu-like symptoms (fever/chills)
• General fatigue
• Baby may refuse the breast (milk
tastes salty)
• Headaches
• Temperature of >38.5°C
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Management
DO NOT STOP BREASTFEEDING!

• Investigate the cause: Milk stasis or infection?
• Keep the affected breast as empty as possible by
feeding more frequently-at least 2hrly, or express
if necessary. Milk may drop off & taste different,
but mastitis does not affect baby.
• Refer to a doctor or midwife for primary
assessment, consult with lactation consultant.

Before Feeding:

• Apply moist heat compresses & gentle massage
just prior to feeding to encourage milk flow.
• Loosen restrictive clothing.

During Feeding:

• Feed from the affected side first, if painful switch
to affected side after first let down.
• Ensure good positioning & latch. Try different
feeding positions to help drain the area.
• Use massage & breast compressions to remove
any lumps. Massage from blocked area to nipple.

After Feeding:

• Express or pump if baby is not able to drain it
effectively.
• Take pain relief – paracetamol/anti-inflammatory
(ibuprofen).
• Apply cold compresses between feedings for
pain & inflammation.

Infective Mastitis

If symptoms are not improving within 12-24hrs:

• Consider antibiotics if: Infective mastitis is
suspected, mastitis is in both breasts, baby is
less than 2 weeks old or been in hospital, nipple
trauma with weeping or yellow crusting, blood or
pus present, symptoms are severe & sudden.
• Antibiotics: Common pathogens are
Staphalococcus aureus & coagulase-negative
staphylococci. Usually penicillinase-resistant
penicillin (Flucloxacillin 500mg or Dicloxacillin).
If allergic to penicillin (Cefalexin or Clindamycin).
Short courses are associated with a high incidence
of relapse (10-14 days is recommended). IV
antiobiotics & hospitalisation may be required for
severe cases. Be mindful of MRSA. The most
appropriate medication & dosage will need to
be selected at the discretion of the prescriber.
Trade names, subsidised products & availability
may vary.
• Consider milk cultures if: Mastitis is recurrent,
not responding to treatment within 48 hours or for
severe cases.

Complementary Therapies

These can be very helpful but should not replace
other treatments recommended & mothers should
consult a trained practitioner when considering
alternative treatments.

Supportive Measures
•
•
•

Try to get lots of rest.
Ensure adequate food & fluid intake.
Will most likely need help at home.

Troubleshooting 05A

Abscess
Is a collection of pus from breast
tissue that has broken down
(usually staphylococcus aureus or
occasionally Methicillin-resistant
Staphylococcus aureus [MRSA]).
Referral to a doctor is needed. Consult
with a lactation consultant (IBCLC).

Tests & procedures to be considered:

• Ultrasound to diagnose the area &
extent.
• Blood cultures & swabs to check for
infective pathogens.
• Antibiotic therapy should be based
on blood cultures & gram stain will be
required.
• Needle aspiration or catheter drainage
of the abscess under ultrasound control
has been used as an alternative to
surgical drainage.
• Otherwise surgical drainage may be
necessary if the abscess is large or
several have formed. A drain may then
be left in place. Covering the drain with
a dressing may allow breastfeeding
to continue. Will need to be changed
regularly.
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Management:

• The breast still needs thorough milk
drainage every few hours.
• BREASTFEEDING CAN & SHOULD
CONTINUE as this can help the breast
to heal & avoids further congestion &
early weaning.
• If the surgical site is too close to the
areola or drains interfere with sucking
or if the abscess ruptures into the
ducts the baby may not
be able to feed at the
breast. The mother may
need to express instead.
If frank pus is present in
the milk she may need to
discard it.
• Milk may leak from
the incision site. This
is normal & helps the
wound to heal & keep it
clean.

Drained Abscess

Troubleshooting 05B

The Sleepy Baby
Newborns have approximately 6-18 effective feeds in 24 hours to gain adequate weight, maintain milk supply & avoid jaundice.
If a newborn sleeps longer than 4-5hrs or falls asleep without actively sucking for at least 10-15 minutes, you may need to
awaken & encourage baby to breastfeed more often.

Possible Causes

• Drugs from labour & birth
• Medical conditions: Diabetic
mother, jaundice, pre term baby,
neurological disorders
• Poor latching, slow milk flow
• Full breasts make it difficult to latch
resulting in sleepy unfed baby
• Too much stimulation. Avoid loud
noises & bright lights

Waking Techniques

Baby may need to be woken to ensure
he gets enough milk. To do this, try:
• Wake baby while in a light sleep
cycle (Refer to card 18B – Sleep)
• Dim the lights
• Talk to baby
• Unwrap, undress or place skin to
skin with the mother
• Keep baby close day & night so
the mother can respond to baby’s
feeding cues
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Keeping Baby Interested

To get or keep baby interested try:
• Laid back latching or skin to skin contact as this will
help baby elicit their feeding reflexes
• Ensure baby is latched deeply so it is less work to
move the milk. If the breasts are too full, express a
little to make latching on easier
• Express milk onto baby’s lips
• Listen for swallowing
• Use breast compressions to allow more milk flow
& let downs then switch breasts when no more
swallowing is heard, repeat if necessary

Stimulation

Avoid over-stimulating baby all at once as
this may have the reverse effect.
Try:
• Rub or pat baby’s back
• Change baby’s nappy &/or bring up wind
• Massage baby’s palms or feet
• Skin to skin contact
• Circle baby’s lips with mothers fingers

Troubleshooting 06A

Red Flags
If there are any of the following concerns, the other and/or baby may need closer
monitoring or appropriate referal.
• Baby has lost more than 7-8% of his birth weight by
day 5, or has not regained his birth weight in the first 2
weeks.
• From birth-3mths baby has gained less than 450g (1
pound) in a month.
• Baby breastfeeds long & often but is not gaining
weight.
• Sleepy baby (birth-6wks): Not waking for feeds on his
own & falling asleep shortly into a feed.
• Baby is breastfeeding less than 7-8 times in 24hrs from
birth-6wks.
• Baby has jaundice. This is the yellow coloration
of the skin & eyes in newborns & is caused by the
accumulation of unconjugated bilirubin. These levels
peak by the 3rd day, then plateau & begin to drop
by the 10th day. Inadequate intake can impact on
baby’s ability to excrete the bilirubin. Early & rapid
onset of jaundice should be monitored closely & it is
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•

•

•
•
•

•

recommended that laboratory levels of bilirubin be
assessed in infants where jaundice involves the lower
body & extremities.
Inadequate output: Baby has less than 6 wet nappies
in 24hrs, decreased bowel motions and/or delayed
transitional stools after day 5.
Dehydration: Lethargic, distressed or weak cry, dry
mouth, dry eyes, low grade fever, lack of skin turgor or
concentrated urine/urates after day 4.
Sore nipples that don’t improve with correct latch &
breastfeeding continues to be painful.
Sore breast(s) that does not improve.
Mother appears unhappy/depressed – anxiety, panic,
mood swings, insomnia, general lack of interest in
life, fear of hurting the baby or inability to care for the
baby, loss of appetite, unable to feel happy.
Mother is excessively tired.

Troubleshooting 06B

Low Milk Supply
Common Causes

MANAGEMENT REASONS
Ineffective breast milk removal, possibly due to:
• Poor latch
• Incorrect use of nipple shields
• Inadequate breast milk removal
• Use of supplements/or pacifiers
MOTHER
• Anatomy - underdeveloped breasts, breast
surgery/injury, unusual nipple/breast
• Medications
• Obesity or excessive weight gain during
pregnancy
• Hypertension
• First time mother
• Smoking, excessive caffeine intake, stress,
tiredness
• Hormonal influences - diabetes, polycystic
ovary syndrome, hypertension, etc
• Birth related factors - long labour/
traumatic birth, Caesarean, pre-term,
haemorrhage, etc
• Retained placental products
BABY
Anything that reduces baby’s effectiveness
to breastfeed, causing lack of stimulation:
• Abnormal oral anatomy (tongue tie, cleft
palate)
• Retained placental products
• Birth injuries/trauma
• Neurological disorders
• Medications from birth
• Breathing problems
• Pre-term infants
• Sleep baby (jaundice)
• Fatigued baby (cardiac)
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Be mindful babies often have growth spurts around 3wks, 6wks, 3mths, 6mths.
Baby may breastfeed more than usual for 2-3 days. This will allow milk supply to meet demand.

Management

1. Investigate the cause. Medical or poor
breastfeeding management.
2. Refer to appropriate health professional.
3. Ensure good positioning, deep latch, effective
sucking, adequate swallowing is heard, increase
breastfeeding frequency, encourage lots of skin
to skin. Ensure night feeding, & allow baby to
feed on cue as this encourages lots of oxytocin
release.
4. Breast compressions: When baby stops
swallowing, compress the breast firmly to
increase milk flow. Hold & squeeze until baby
starts swallowing again, release & repeat in
another area.
5. Try switch feeding: When the compressions no
longer keep baby actively swallowing offer the
other side. Switch 2-3 times during each feed.
6. Milk boosters (galactogogues): Can be
used to increase milk supply but consult with
the health store or naturopath first - blessed
thistle, goat’s rue, etc. Domperidone – never
used as first approach. Prescription by doctor
required. The use of galactogogues does not
replace good breastfeeding management and
support.
7. If possible give only breast milk. Supplement
if necessary. How much will depend on how
much supply there is. Always use expressed
breast milk first. Offer small amounts so baby
will still want to go to the breast. Try to avoid
teats/bottles/pacifiers. Use a spoon/cup/
syringe for small amounts, or a lactation aid
for supplementing larger amounts & long term
use.

8. START & FINISH AT THE BREAST
9. Express: Wait one hour after feeding or
immediately if baby does not feed effectively.
Double pumping boosts prolactin hormones
& hand expressing combined with pumping is
effective. Remember – the more frequently the
better. Removing extra milk during the first few
weeks will encourage more prolactin receptors
to be activated, which allows the hormones to
be more effective & produce more milk.
10. Check output: Monitor wet/soiled nappies to
ensure baby is receiving enough milk.
11. Foods: Eat high fibre foods & grains, calcium
rich foods (dairy, sesame, almonds, dark leafy
veges) fruits (apricots, dates) garlic, ginger
spirulina, good oils/fats, nuts.
12. Sleep has shown to increase prolactin levels,
so get adequate rest.
13. Work through lifestyle habits get extra support
on board – decrease/stop smoking & drinking
caffeine, eliminate stress & tiredness.
14. Some experience a drop in supply during
ovulation or menstruation or from some forms
of hormonal contraception.
15. Educate the mother on supply & demand, milk
storage capacity & let downs.
16. Antenatal: If there is a history of supply issues,
consider hand expressing 1-2 times a day
from the 35th week of pregnancy. If the mother
experiences cramps or contractions-stop. This
can be stored & used to supplement if needed.
Extra attention to stimulation on postnatal day
2-3 may be useful.
17. If there are no improvements, consider a full
physical examination to rule out any underlying
causes.
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Slow/Poor Weight Gain
Possible Causes Before 6 Weeks
MANAGEMENT
• Decreased milk transfer: Poor
latch, incorrect use of nipple shields.
• Inadequate frequency of feeding:
scheduled/restricted/infrequent
feeding, overuse of pacifier.
• Early breastfeeding was disrupted:
Separation, medications, birth
practices, hospital routines.
• Overdressed = sleepy, or underdressed = uses energy.
• Replacing breastfeeding with low
calorie liquids.
MEDICAL
• Anatomical factors:
MOTHER: Large nipple, inverted/
flat nipples, breast surgery/injury,
inadequate glandular tissue.
BABY: Tongue tie, cleft palate,
unusual oral anatomy, small mouth.
• Health issues causing ineffective
suckling: Illness, pre-term birth, birth
trauma, respiratory distress, sleepy,
jaundiced, hypoglycaemic.
• Health issues regardless of good
milk transfer: Cardiac defects,
cystic fibrosis, metabolic disorders, &
neurological impairment, urinary tract
infections.
• Medical & hormonal conditions
for mother that may affect milk
production: Medications, obesity,
thyroid, pituitary, hormonal problems.
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Additional Causes After
6 Weeks

• Changes in routine:
Returning to work, increased
stress & busy lifestyle, longer
sleeps, scheduled/restricted/
infrequent feeding or sleep
training rather than cue
feeding.
• Baby becomes more alert &
easily distracted at feeding
times.
• If baby is unwell refer to a
doctor: Vomiting & diarrhoea,
reflux disease, allergy,
sensitivity, or intolerance.

AVERAGE WEIGHT GAIN
Age
Weight Gain
(per week)
0-3 mths 4-7 ounces
(110-200 grams)
4-6 mths 4-5 ounces
(110-140 grams)
6-12 mths 2-4 ounces
(60-110 grams)
La Leche League International 2008

AVERAGE MILK VOLUME
Baby’s Age Per feed Per day
1st week
30-59ml
300-600ml
Week 2 & 3 59-89ml
450-750ml
Month 1-6 89-148ml 750-1035ml
Mohrbacker & Kendall-Tackett 2005

Red Flags
TAKE ACTION & REFER if:
• A baby 2 weeks-3 months
old, gaining less than 110-200
grams per week.

• A baby with a lack of weight
gain, significant jaundice, or
unexplained weight loss at
any age.
Refer to card 06B – Red Flags,
for more information.

Management

• Refer to an appropriate health professional.
• Establish a thorough history: Record baby’s age, length & head
circumference, current weight, birth weight & gestation, calculate
weight gains from its lowest point (refer to table left). Plot weights
on a WHO growth chart (http://www.health.govt.nz/system/files/
documents/pages/girls-growth-chart-well-child-a4.pdf)
• Monitor output.
BREASTFEEDING PRIORITIES:
Feed the baby - calories for development is paramount
• Manage the feeding as needed.
• If a supplement is necessary, consider appropriately screened
donor milk before supplementing with formula.
• Weighing: Consider the ‘whole’ picture. Monitor weights over a
period of time rather than every week. Make sure the scales are
accurate & consistent.
Protect the milk supply
• Determine whether there is insufficient milk supply. Find the cause &
provide treatment. (Refer to card 05A – Low Milk Supply).
• Keep all suckling at the breast. Use a lactation aid to supplement if
possible.
• Express between feeds to provide breast milk for top ups.
Fix the problem
• Investigate the cause. Is it a medical condition or breastfeeding
management issue? If mother or baby has a medical condition
ensure appropriate treatment is provided.
• Finding the cause will determine the management. Refer to a doctor
if cause cannot be identified.
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Over Supply/Forceful Let Down - Signs & Symptoms
For Mother

• Breasts never feel comfortable, they drain & refill
quickly.
• May have strong milk ejection reflex causing
shooting pain deep in the breast.
• Firm, lumpy, tender areas.
• Chronic plugged ducts or mastitis.
• Intense pain with first let down (stretching of
ducts).
• Constant leaking between feeds.
• Discomfort from baby pushing the nipple out.

For Baby

• Gulping, choking, coughing, pulling back, clamping, biting or
chewing while at the breast to slow milk flow.
• Tries to keep a shallow latch. Milk leaking from the mouth.
• Arches back, fussy, frustrated, difficulty staying latched at the breast
– off/on. May begin to refuse the breast.
• Spills often.
• May swallow lots of air & have excess gas from lots of low fat milk
passing through the gut too quickly.
• Soon after feed starts baby falls asleep, wakes shortly after & may
appear hungry.
• Green, frothy, watery explosive stools that may cause a nappy rash.
• Excessive weight gain. Despite large weight gain baby always
appears hungry (too much lower fat/higher sugar milk).
• Slow weight gain (not enough higher fat milk).
Please note: These symptoms may also indicate reflux or
hypersensitivity, intolerance, allergies & should also be considered.

© Amy Wray 2014

Troubleshooting 08A

Over Supply/Forceful Let Down - Management
Managing the Supply

Before slowing production be sure to rule out all other
possible causes for over supply (i.e. insufficient drainage,
tongue tied, respiratory problems, timed feedings).
1. Offer 1 breast per feed or for 3hr periods (mildmoderate oversupply). Limiting feeding to one side
allows baby to get full on high fat milk = baby is
satisfied for longer = less feeding = less production.
2. If the other side gets too full – express for comfort
only.
3. Block feeding/full drainage – drain both breasts
1-2 times daily using an effective pump. Feed baby
immediately at the breast for a time block. Depending
on severity, move over to the other side after that time
block is over. Once supply is under control drainage
may no longer be required.
4. Educate the mother about signs of blocked ducts/
mastitis.
5. Avoid any extra stimulation.
6. Right brain approach – mother breastfeeds by ‘feel’ &
avoids ‘rules’, alternates the morning breast for 2-7days,
uses the pump to drain the breast daily.
Use with caution the following suggestions to
decrease milk supply:
6. Cabbage leaves – apply cold leaves until wilted, then
apply new leaves as often as needed.
7. Prescribed drugs - consult with doctor
Combined oral contraceptives: Be aware of risks.
Pseudoephedrine (Sudafed) contains a decongestant,
antihistamine, & pain reliever.
8. Herbal & homeopathic remedies – consult with a
qualified therapist - Drinking Sage tea or massaging
your breasts with peppermint essential oil is known to
decrease supply.
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Managing Feeds / Let Down

Leaning back/semi prone

Lying back/on top

1. Try feeding in a semi-prone position, directly
facing breast with mother leaning back,
reclined or laying down. Baby uphill for
antigravity flow of milk.
2. Feed baby more often to avoid breast
fullness.
2. Try feeding when baby is sleepy & relaxed.
3. Express or allow baby to stimulate the first let
down, then remove baby & catch the initial
gush, put baby back on when flow slows.
4. Burp frequently & pace out the feeding, take
baby off to rest then put back to breast.
5. Massage out any lumps or plugged ducts
during the feed, look for signs of mastitis.
6. Keep baby upright for periods after a feed to
prevent spilling.

Each feed is like a 3 course meal for baby
Baby may need to go back to the same breast in
order to get to the fat, rich milk.

Entree

Main

Lower Fat Milk		

Sitting/straddle position

Dessert

Higher Fat Milk
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Flat/Inverted Nipples
Babies ‘breastfeed’ not ‘nipple feed’
Avoid screening mothers during pregnancy
for flat/inverted nipples. Studies have shown
woman are less likely to experience problems
when they receive no antenatal treatment for
this. Try to focus on good positioning & latch,
rather than “inadequate nipples”.

How Can I Tell?

Gently compress your areola, about 2.5cm behind
the nipple.
• If the nipple becomes erect it is not flat/inverted.
• If the nipple retracts inward, it is a true inverted
nipple.

Different Types of Inverted/Flat Nipples
FLAT: If the nipple does not become
erect when doing the ‘pinch test.

DIMPLED: Only part of the nipple
protrudes, it can be pulled out but
does not stay out when there is no
stimulation.
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TRUE INVERTED: Nipple retracts &
sinks inwards when doing the pinch
test.
Slight: A baby with a normal suck
should be able to bring out the nipple
without difficulty.
Moderate: When they are
compressed they retract deeply,
which may make latching on difficult.
Severe: Does not respond to stimulation or pressure,
because adhesions bind the nipple inward. Congenital
absence of the nipple is rare.
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Flat/Inverted Nipples - Management
The following suggestions &
techniques may help however the
research on their effectiveness is
inconclusive & an individual approach
is needed.

SUGGESTIONS TO TRY:
Soften breasts:

LATCHING ON:

- Roll the nipple between the thumb & finger.
- Try touching your nipple with a cold moist cloth.

• If possible allow baby to do ‘the breast
crawl’ at birth (Refer to Principles card
06A – The Breast Crawl).
• GETTING A DEEP LATCH IS
IMPORTANT: Try laid back positions
• SHAPING THE BREAST: Pull slightly
back on the breast tissue to help
the nipple protrude. Shape it like a
hamburger.
• Avoid teats & pacifiers in the first few
weeks.
• If there is only one breast with an
inverted/flat nipple baby may begin to
prefer the other side. Try putting baby to
the least preferred side first or while in
light sleep.

- Feed frequently or gently hand express a little milk if needed to
relieve fullness. It is easier for baby to latch onto soft breasts.

Nipple stimulation:

Draw out the nipple:

- Breast pump: The suction can help soften the aerola & draw out the
nipple. In some cases it can help stretch the adhesions.
- Commercial devices are available, but should be used gently & with
caution & ensure the manufacturers instructions are followed. Breast
Shells have been shown to be ineffective.
Be mindful that it is breastfeeding, not nipple feeding so try not to
focus on the nipple protractility.

Nipple Shields

If other strategies are not working, a nipple shield can help baby latch
on & stimulate the suck reflex. Ensure right size & technique. If a nipple
shield is used it should be avoided until milk is evident.

WHAT IF BABY CAN’T LATCH ON?

• Try placing baby on top of mother in
a laid back latching position, this can
stimulate baby to attach & suckle in the
early days.
• Hand express or pump to stimulate milk
supply-give this to baby using a spoon,
cup, syringe in the early days.
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Sore nipples may occur for the first couple of
weeks as the tissue is stretched & drawn out. This
discomfort should be temporary & different from
nipple damage caused by incorrect latching. Follow
up may be needed if pain persists for longer.
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