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Editorials

Breastfeeding in the 1990s

The concern to improve children's growth and reduce malnutrition has
required much effort to make weaning foods better, but little effort has been
made to promote, protect and support breastfeeding. Although the fundamental
role of breastfeeding in good infant nutrition is widely acknowledged, in practice
it has been ignored by most health professionals and agencies concerned with
child survival. This is partly because in those countries where child malnutrition
is common, while breastfeeding may be decreasing in urban areas, 1 the overall
prevalence seems to remain high.? But it is also for the more practical reason
that, although a great deal was learned about the inimitable nutritional and
immunological properties of breastmilk in the 60s and 70s, we did not then
understand what might be done to increase the success of breastfeeding.
Campaigns to promote breastfeeding through the media are not effective in the
absence of skilled interpersonal support;' which few health workers know how
to give.

During the 1980s, the emphasis of research changed from biochemistry and
benefits to physiology and function. There was a rapid increase in understanding
of the processes of lactation and suckling, and of the clinical management of
breastfeeding mothers and babies. Research showed how arbitrarily adopted
health service routines can hinder lactation. We learned that mothers need
sensitive emotional support and confidence to breastfeed successfully, and that
there are clinical skills which can help prevent or overcome problems, such as
apparent insufficiency of milk, and nipple pain, which often and unnecessarily
lead to failure. It is now possible to base lactation management on sound scientific
information, and there is no longer any excuse for the ignorance and the
unscientific attitudes of the past. 4.5

The crucial early feeds: Prelacteal supplements and colostrum
Hospital practices which have been shown to reduce breastfeeding success and
duration include: separation of the mother and baby after delivery; restricting
the frequency and duration of breastfeeds; giving mothers free samples of
formula; and giving babies prelacteal feeds while waiting for breastmilk flow to
be established. Prelacteal feeds are physiologically unnecessary for either the
nutrition or the hydration of normal babies; and by interfering with appetite
and the desire to suckle, they may delay the onset of lactation. Prelacteal feeds
may also introduce infection because the baby is not protected by the anti-
infective factors which are concentrated in the colostrum.v If they contain
animal milk, the baby may be sensitized, because whole protein molecules may
be absorbed if the intestinal mucosa has not had time to mature under the
influence of colostral epidermal growth factor'?

Practices which have been shown to increase the success and duration of
breastfeeding include: early undisturbed contact between mother and baby;
allowing mothers unrestricted access to their babies, or 'rooming in'; skilled
professional help at the first real feed; and continuing support from one
appropriately skilled and confident person after discharge from hospital. The
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last two are the most difficult to ensure, because they need new skills and take
more time.

If the mother holds and caresses the baby during the first hour after delivery,
if possible with skin-to-skin contact, breastfeeding is more likely to succeed,
and to continue longer. The mother and baby become attached or bonded, and
show more affectionate behaviour which continues into later childhood and
probably longer. There is not sufficient evidence to point to an exact timing
that should be recommended for the first feed,4.5 and it is difficult to separate
the effects of suckling from that of other forms of contact. However, many
babies are ready to try to suckle within about an hour of delivery, and are
usually more alert and interested in doing so then than some hours later.

New insights into how babies suckle
Suckling is only partly instinctive, and both mother and baby have to learn how
to do it. Among the most valuable new studies are those by Woolridge and
colleagues" which use ultrasound to show how babies draw the nipple and
underlying breast tissue into their mouths, and how they remove milk not by
suction but by a wave of peristalsis which passes along the tongue. Correct
positioning of the baby at the breast is essential for the efficient transfer of milk,
and may be the single most important measure to prevent and treat the majority
of problems. Health professionals need to be able to help a mother to get it right,
especially when she is inexperienced, or lacks experienced support at home.

The action of sucking from a bottle with a rubber teat is different. A baby
who has learned to suck through a teat, and who uses the same action to suckle
from a breast, does not remove the milk efficiently, and traumatizes the nipple.
Some babies adapt and can feed effectively either way-but many babies who
have had prelacteal feeds from a bottle have great difficulty taking the breast
into their mouths correctly. Feeding bottles are rarely necessary, as experience
has now shown that even low birth weight babies can take expressed breast milk
satisfactorily from a small CUp.9Contrary to previous assumptions, bottle feeding
may be more effort for the baby than breast feeding. 10

Traditional delay in starting to breastfeed
It has been observed that in communities where it is traditional not to put the
baby to the breast for a few days, and not to give colostrum, breastfeeding is
usually established successfully. Where the baby stays with the mother, and
there is good continuing social support, and where feeding bottles are not avail-
able, breastfeeding may well succeed, despite practices which in less favourable
circumstances put it at risk." However, there is much we do not know. The
effects of a delay on milk production may only become apparent after several
weeks, even if breastfeeding seems to succeed at first. Bottle feeds may be
more harmful than token quantities of honey or ghee hand fed o~ given on a
spoon. But any prelacteal feeds may introduce infection, and more solid
substances, such as banana, can cause intestinal obstruction.

New studies of mortality and morbidity

Doctors will only take breastfeeding seriously if they really believe in its health
and psychological benefits-not just for the disadvantaged, living in poor sanitary
conditions, but also for the rich and privileged. Many early studies of the
morbidity and mortality associated with bottle feeding were beset by methodo-
logical uncertainties, and related to older varieties of formula. It was easy to
dismiss the importance of some findings, at least when translated to middle
class mothers, using the latest highly modified products.

There is now new methodologically sound evidence for the benefits of
breastfeeding both in poor communities and in those with good hygiene. For
example, Victoria and coworkers in Brazil'? found that artificially fed infants
have a relative risk of death from diarrhoea of 14.2, and from pneumonia of 3.6,
compared with exclusively breastfedba~ies. The risk for partially breastfed
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babies is intermediate. Howie and coworkersin Scotland'? have shown that
babies, who are breastfed for 13weeks or more, have a reduced risk of diarrhoea
and respiratory infection which persist throughout the first year of life.

The need for exclusive breastfeeding
Paradoxically, the most influential finding may not be the greatly increased
mortality of completely artificially fed babies, but the lesser risk for babies who
are partially breastfed, and who receive some formula or animal milk. Initiation
rates for breastfeeding remain high in most developing countries, and may not
be decreasing as fast as has been feared. But it has emerged that very few babies
anywhere in the world are exclusively breastfed, and most receive some form
of supplement-milk, gruel, water, tea, fruit juice, or something else-by the
age of 1 to 2 months. Giving anything other than breastmilk-even water or
herbal teas-increases the prevalence of both diarrhoea and respiratory
infection." At the same time it has been shown that fully breastfed babies do
not need water supplements, even in a hot dry climate as of South India in
April and May.15

In most countries, even when breastfeeding prevalence is high, much could
be done to reduce morbidity by encouraging mothers to breastfeed truly
exclusively for at least 4 months, and if possible for 6 months. Brown 14estimates
that the prevalence of diarrhoea in babies under 6 months of age could be
reduced by nearly 60% if all babies were exclusively breastfed.

Premature artificial feeding or partial breastfeeding is now considered to be
one of the major preventable risk factors for diarrhoeal diseases in infants, and
is particularly important as a cause of persistent diarrhoea. Continuing to
breastfeed during an episode of acute diarrhoea reduces both stool volume and.
the duration of symptoms, 16while a return to breastmilk may prevent the need
for intravenous feeding in some cases of protracted diarrhoea .17Breastfeeding
continues to protect against shigellosis for 3 years, and against cholera up to 30
months of age."

Growing evidence of other benefits
There is increasing evidence that breastfeeding also helps to prevent a number
of non-infective conditions, ranging from allergic and atopic disorders'? to
juvenile diabetes.P cancer" and malocclusion. 22 A large study of child develop-
ment in Britain provides new evidence for a correlation between breastfeeding
and favourable scores for behaviour, vocabulary and visuomotor coordination.P
Also, it isnow possible to be more precise about the effectiveness ofthe lactational
amenorrhoea method (LAM) of family planning. The distinction between
exclusive (or almost exclusive) and partial breastfeeding is critical here too.
Giving more than the occasional ritual taste of anything other than breastmilk
increases the likelihood that fertility will return. 24

The urgent need for specialist education
By the beginning of the 1980s, the danger to families from the aggressive
promotional activities of manufacturers of infant formula had become apparent,
and in 1981, WHO published the International Code of Marketing of Breast-
milk SubstitutesP Throughout the 1980s, pressure groups in a number of
countries urged their governments to adopt and enforce a national code, and to
control and monitor the promotion and sale of artificial infant foods.

However, the education of health professionals lagged behind, and many
remain ambivalent in their attitude towards breastfeeding. Some argue that
families should be free to choose how they feed their babies, and that health
professionals should not try to influence them. But practices are not neutral,
and if they are not favourable and supportive, they are likely, if only by default,
to put breastfeeding at risk. A woman who is not fully informed about the
advantages of breastfeeding, or about the importance of exclusive breastfeeding,
.and whois not given the help that.she needs to succeed-although the means of
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artificial feeding are readily available, or even pressed upon her-is far from
able to make a truly free choice about how to feed her infant.

Merely advising a woman to breastfeed is unlikely to make her do so, if she
believes for some reason that she cannot. To help such a mother successfully is
a rewarding experience for a health professional-but most have never learned
how, and all that they can offer to a mother who loses confidence, or who has
difficulty breastfeeding is the advice to feed artificially. Mothers and health
professionals, in these circumstances, are both easy prey to commercial
influences.

The first response to the lack of support by health professionals for
breastfeeding came from mothers themselves in America and Europe." Lay
breastfeeding mother support groups have now spread to countries on all
continents, and may be one of the best examples of true voluntary, community
led primary care. Because they can provide the close, continuous, and often
highly skilled support that mothers need, they will continue to be a principle
means of promoting breastfeeding. Countries where no such groups exist,
should consider seriously how they could be started.

But health professionals too must take responsibility. They can no longer be
passive about infant feeding, responding only when a baby falls ill with diarrhoea
or growth failure. They need to take an active role, ensuring not only that
families are well informed, but also that mothers receive appropriate help.
Doctors (as well as nurses and midwives) need to acquire the clinical skills
necessary to manage lactation, as much as those to manage dehydration,
pneumonia or pre-eclampsia. A few have educated themselves about
breastfeeding, and try to encourage their colleagues to do the same. There is a
need for properly trained and professionally supported specialists who can lead
and educate students and practitioners in the subject, and who can set standards
of practice in health care institutions.F When health professionals are able to
play their part, the promotion of formula may be less successful. The promotion
of breastfeeding, exclusively for 6 months, and with adequate weaning foods
for 2 years or more, may be more successful.
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Cardiac Surgery in Infancy
Cardiac disorders are a major cause of infant morbidity and mortality. Congenital
heart disease (CHD) affects 8 out of 1000 live born babies about one third of
whom become critically ill in the first few months of life and require urgent
surgical intervention.' Defects responsible for death in early infancy include
transposition of the great arteries, total anomalous pulmonary venous drainage,
truncus arteriosus, interrupted aortic arch and pulmonary atresia with an intact
septum. Other congenital heart defects cause progressive damage to the heart,
lungs and brain and include atrial and ventricular septal defects, the tetralogy
of Fallot and a 'double outlet' right ventricle. If not treated surgically, these
babies succumb to myocardial failure or to bacterial endocarditis, pulmonary
vascular disease and cerebrovascular accidents. Besides these anatomical and
functional sequelae cyanotic CHD may cause psychomotor and cognitive
abnormalities which though difficult to quantify may limit the development of
the child.?

Advances during the past two decades in paediatric cardiac surgery have
made surgical correction or palliation possible during infancy and the neonatal
period for almost all forms of CHD. Very young age no longer remains an
incremental risk factor in the elective surgical repair of ventricular septal
defects or the tetralogy of Fallot.v' successful surgical repairs have even been
reported on the first day of life. 5

The operative mortality has been brought down appreciably for critical
defects such as transposition of the. great arteries with an intact ventricular
septum ,6 total anomalous pulmonary venous drainage? and truncus arteriosus. 8

Newer surgical techniques have been developed for hitherto inoperable
abnormalities such as the hypoplastic left heart syndrome-where the staged
repair described by Norwood et al. has improved survival. 9 Recently Bailey .
et al.lO have added a new dimension to neonatal cardiac surgery by successfully


