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RELACTATION

A review of experience and recommendations for practice

1. Introduction

WHO recommends exclusive breastfeeding for at least the first 4 and if possible the first
6 months of an infant’s life, and continued breastfeeding with adequate complementary
food for up to two years of age or more. Yet many infants stop breastfeeding in the
first few weeks or months and, as a result, are at increased risk of illness, malnutrition
and death.

Breastfeeding can however be re-established. A woman who has stopped breastfeeding
her child, recently or in the past, can resume the production of breastmilk for her own
or an adopted infant, even without a further pregnancy. This potentially life-saving
measure is called relactation. Many women who relactate can produce enough milk to
breastfeed an infant exclusively. A woman who has never been pregnant can also
establish lactation, although the amount of milk produced is less often adequate for
exclusive breastfeeding. This is called induced lactation'(1).

In the past relactation and induced lactation were considered exceptional experiences
and were not well researched. However, there are now sufficient reports to show that
most women can relactate if they are motivated and have adequate information and
support. Effective techniques have been learned empirically and enough is known to
provide practical guidelines to enable mothers to relactate. It is the purpose of this
review to make relevant information available to heaith workers caring for women and
children who may be in need of such help.

2. Prevention of the need for relactation

When mothers receive good support from health services and from the community to
enable them to breastfeed optimally from the time of birth, relactation should rarely be
necessary. If the need arises frequently, it indicates that routine support for
breastfeeding should be improved. The first priority is to ensure that maternity and child
care services in health facilities and in the community provide mothers with the help
that they need to initiate, establish, and sustain breastfeeding.

Footnote

"The terms relactation and induced lactation are not used consistently in the literature. Some authors call
lactation "induced" when a woman who previously breastfed her own infant, breastfeeds an adopted infant
or grandchild. However, in this review the term relactation is used if the woman has at any time given
birth to a child, whether or not she has borne the child whom she is breastfeeding, and whatever the
interval since her last pregnancy.





















Avery, have the advantage of being prospective. In the largest of these (43), Seema et

" al studied 50 mothers of hospitalised infants less than 4 months old, 86% with complete
cessation of lactation, and 14% who were still breastfeeding partially. Relactation was
successful for all except one of the mothers. -

6. Composition of milk in relactation

No significant differences have been identified between breastmilk produced during
relactation or induced lactation and that produced puerperally, though few studies have
been reported (47,48). Kleinman et al (47) observed that mothers who had never been
pregnant did not produce colostrum. In the first five days of lactation their milk was
similar in its total protein, alpha-lactalbumin, and IgA content to transitional and mature
milk. ‘ :

7. Factors which affect the success of relactation

Marieskind (22) commented that there are two paramount requirements for relactation:
a strong desire by the mother or foster mother to feed the infant, and stimulation of the
nipple. Brown (27,28) and Jelliffe (30) add a third requirement, of particular
importance when relactation is promoted as part of heaith care: a support system, to
build and maintain the woman’s confidence. However, there are additional factors
related to both the infant and the woman which need to be recognised and understood.

7.1 Factors related to the infant.
The main requirement for relactation or induced lactation is that the infant should
suckle. This is affected by:

- the infant's willingness to suckle

- the infant's age
the infant's breastfeeding gap (ie the time since the infant stopped breastfeeding)
the infant's feeding experience during the gap ‘
infant-related reasons for interrupting breastfeeding

Other factors of potential but unknown significance include:
- gestational age (for low birth weight babies)
- intake of complementary food (for older infants)

7.2 Factors related to the mother or foster mother:
The most important are:
- the woman’s motivation
- her lactation gap (the time since she stopped breastfeeding an infant)
- the condition of her breasts :
- her ability to interact responsively with her child
- support from her family, community and health workers
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because of confounding factors in the overall management of low birth weight and
premature infants. In the past, their care has generally included bottle feeding and a
minimum of parental contact. With current methods of care that use more parental
contact, including kangaroo care, low birth weight babies can breastfeed fully or
partially sometimes as early as 32 weeks gestational age and with weights as low as
1,300 g (13,57, 58, 59).

8.7 Intake of complementary food

Complementary (solid or semi-solid) food introduced before about 6 months may
replace breastmilk. In Auerbach and Avery's study (36,37), 46% of mothers noticed
that adding complementary food enabled them to reduce or eliminate formula
supplements, while 50% continued to give the same amount of formula supplement but
breastmilk production apparently decreased. It is preferable to avoid introducing
complementary feeds before about six months. They should only be considered at 4 or 5
months of age if an infant is not gaining weight satisfactorily (Section 15) or shows
clear signs of hunger, despite maximum stimulation of the breasts.

9. Factors related to the mother or foster mother

9.1 The woman’s motivation
A woman is unlikely to relactate or induce lactation unless she is well motivated. The
reasons for which women are most often willing to relactate are:

- because it is beneficial for the child's health and nutrition

- to enhance the mother-child relationship

Sometimes mothers or foster mothers are self-motivated. This may be the case in
communities in which it is common to reverse a decision to stop breastfeeding an infant
(88); in which informal adoption and breastfeeding of motherless infants by other
relatives is an accepted practice; and in industrialised countries with some mothers who
adopt infants because they are unable to conceive or want to add to their families in this
way.

More often, mothers or prospective foster mothers need to be counselled, informed,
encouraged and supported by health care providers before they are sufficiently
motivated to relactate for an infant. This requires time, skill and patience from the
counsellor.

Abejide et al in Nigeria (40), and Banapurmath (41) and Seema (43) in India, identified
the child's health as the principle motivating factor for mothers and foster mothers. The
infants were already ill when relactation was suggested by a health care provider. In
Papua New Guinea (39), foster mothers who requested prescriptions for a feeding bottle
were motivated to relactate when the hazards of bottle feeding were explained to them.
In these situations, the amount of milk produced and the extent of relactation were
important outcomes.
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of pregnancy, and to stimulate breast development and growth of secretory alveoli.
Milk production is expected to begin a few days after the hormones are discontinued,
which is timed to coincide with the arrival of the adopted infant. No controlled studies
have been identified, and it is not possible at this time to recommend any specific
method.

Hormonal treatment is sometimes given in combination with prolactin stimulating drugs.
The hormonal preparations are given before suckling is started, followed by withdrawal
of the hormone and mechanical breast stimulation shortly before the child is adopted.
Chlorpromazine or metoclopramide are given after suckling begins. In one study,
adequate lactation was achieved after 5-13 days in 11 of 12 mothers who had never
lactated before (39). There are no reported studies using controls.

13.3 Chlorpromazine

Galactorrhoea (spontaneous secretion of breastmilk) is a recognised side effect of the
use of large doses of chlorpromazine (1,000 mg or more daily) for the treatment of
psychiatric patients (27). Jelliffe used moderate doses of chlorpromazine (50 mg 3
times a day for 7 days), in addition to suckling, in relactation clinics in Uganda (30).
Brown (27,28) in the early 1970's used chlorpromazine in addition to suckling to help
induce lactation in women feeding orphans in refugee camps in India and Vietnam. He
gave 25 to 100 mg of chlorpromazine 3 times daily for 7-10 days to help initiate milk
production in non-lactating women who were suckling one or more infants. In Papua
New Guinea, chlorpromazine was used in doses of 25 mg 4 times a day to help both
puerperal and non-puerperal women to lactate for adopted or fostered infants (39).
These studies were not controlled, and the results are variable. However, in most cases
some breastmilk was produced within 5-10 days, with more than half of the women
establishing full lactation.

13.4 Metoclopramide

Metoclopramide is used to treat nausea in adults, and gastro-oesophageal reflux in
infants. It has been shown to increase prolactin secretion (69,78), and was reported in
1975 to increase breastmilk secretion (70,71). Small amounts are secreted in milk, but
they are well below the dose used for treatment of infants with gastro-oesophageal
reflux. No side effects have been observed in infants whose mothers are treated with
metoclopramide at the recommended dose, (10 mg three times daily for 7-14 days) so it
is considered safe in this respect.

Three controlled studies have been identified of the use of metoclopramide to increase
breastmilk production. Kauppila et al in 1981 (72) studied 37 women with insufficient
breastmilk 13 to 110 days postpartum in a placebo-controlled, cross-over study. Giving
30-45 mg of metoclopramide per day increased the women's breastmilk production by
about 200-300 ml daily. A smaller dose of 5 mg three times daily had no effect.

However, Lewis et al in 1980 (75) treated 10 of 20 women, who had delivered by
Caesarean section, for 7 days, and found no difference between the two groups.

.Relactation in both may have depended more on appropriate breastfeeding management
and support. More recently, in 1991, Ertl et al (74) compared eleven women given
metoclopramide 10 mg three times daily from immediately after delivery with eleven
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earlier if a breastmilk supply has been established. Continued good management of
breastfeeding should be ensured to sustain breastmilk production.

13.5 Natural lactogogues

A variety of natural lactogogues, including Brewer's Yeast, herbal teas, and warm
cereal drinks, have been used by relactating mothers. Some are white, milky looking
preparations. There are anecdotal reports of their effectiveness, but few have been
evaluated scientifically. If a woman or her family have a strong belief in the
effectiveness of a traditional drink, it may help her psychologically to take it.

Alcohol, particularly beer, is sometimes recommended for increasing breastmilk
production. However, a recent controlled study (80) showed that consumption of
alcohol reduced the infant's intake of breastmilk at the following feed. Beer has been
shown to increase prolactin levels, but it seems that substances other than alcohol in
beer are responsible (81). Garlic is also sometimes recommended. The ingestion by
the mother of a garlic capsule was found (82) to increase the length of time that the
infant stayed at the breast during feeds, compared to ingestion of a placebo. However,
if the mother repeatedly consumed garlic, the test capsule made no difference.

14. Care for the mother or foster mother

14.1 Food

Good nutrition is often considered necessary to enable a woman to lactate adequately.
However, research has not demonstrated that increasing the food intake of adequately
nourished women affects their milk output, though it may do so in malnourished women
(83,89).  Nevertheless, an adequate diet is recommended both by health care
professionals (28,40,46) and by women who have themselves relactated or induced
lactation. This may be of particular importance for adoptive mothers who have not
usually laid down the fat deposits associated with pregnancy in adequately nourished
women (28).

Women who are undernourished should receive nutritional support for the sake of their
own health, as well as for lactation. Nutritious snacks and drinks may have both dietary
and psychological benefits and increase a woman's energy, which can help her to
breastfeed and to care for her child in other ways. However it is important not to create
assumptions that a special kind of diet is necessary for relactation any more than it is for
ordinary lactation. For women who are receiving food supplements, an extra 500 kcal
of food per day is recommended during lactation.

14.2 Fluids

An increased fluid intake was recommended in the past to increase milk production, but
there is no evidence that drinking more than is dictated by natural thirst has any effect.
Excessive fluid intake, well above what is required to satisfy thirst, may even be
associated with a reduced milk production (84). It is recognised that lactating women
have increased thirst and provided that they can respond to this, they will drink enough
to replace what they secrete in breastmilk. Auerbach and Avery reported that women
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Weighing should confirm that an infant under 9 months of age gains at least 125 grams
a week or 500 grams a month after the first 10 days after birth. When an infant is
exclusively breastfed, these signs are sufficient to indicate that a mother is producing
enough milk.

Observant parents may notice that their infant in “filling out” or outgrowing clothes,
which is also a sign of weight gain.

15.2 Changes noticed as breastmilk is produced

Mothers may become aware of changes in their breasts, which may feel fuller or firmer,
or they may leak milk or be able to express milk. The most important sign of increased
breastmilk production is the infant consuming less supplement, but continuing to gain
weight. If the mother uses a supplementary feeding device while breastfeeding or if she
breastfeeds first and then gives a supplement, it is easy to observe how much has been
consumed. This is not completely reliable over a short time, as the amount of
supplement an infant takes can vary from day to day. For example, during a sudden
growth spurt, an infant may require additional supplements for a few days. However,
over a longer time, a clear trend can usually be observed.

15.3 Urine and stools

These can be a helpful day to day indication of adequate intake. Frequent urination (6
or more wet diapers daily, with pale, dilute urine) is indicative of adequate fluid intake.
In the first four weeks or so, most breastfed infants pass loose, yellow-brown stools
several times daily (56). After the first month the frequency may be reduced to once a
day, or as infrequently as once in 7-10 days. The stools will be correspondingly larger
in quantity. The consistency and colour begin to change only when other foods are
added to the infant's diet, around the middle of the first year. Infants fed artificial
supplements have firmer, more bulky stools. As breastmilk production increases, a
mother may notice changes in her infant's stools, which become softer, more like the
stools of a breastfed infant.

15.4 Activity

An infant's activity level can also be a sign that his intake is sufficient. An infant who
wakes spontaneously every 2-3 hours demanding a feed, who feeds vigorously and has
some energy to spare for social interaction appropriate to his age is probably getting
enough. An infant who is not getting enough may seem very quiet and undemanding
because he lacks the energy to insist on being fed.

15.5 Assessing breastmilk production
Once breastmilk production starts, it is necessary to decide how much of an infant's
intake is from the breastmilk. A useful way to decide approximately is by subtraction,
as follows:

1. Estimate the infant's total needs according to his or her weight

2. Subtract the amount of supplement that he is taking.
The difference is approximately the amount of breastmilk that he is taking, and
therefore that the mother is producing.
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16. Decreasing the supplement

16.1 Yhe amount of supplement required '

The first priority for all infants is adequate intake of the nutrients needed for brain and
body growth. For mothers who are relactating or inducing lactation, it is essential to
see that their infants are continuing to develop well as they establish breastfeeding. To
continue supplements in larger quantities or for a longer time than is absolutely
necessary is preferable to reducing them too much or too quickly.

Initially, an infant should be given the full amount of supplement recommended
according to his weight (150 ml full strength breastmilk substitute per kg body weight
per day) either through a breastfeeding supplementer or with a cup or spoon. As
breastmilk production increases, the supplement can be reduced, usually by about 50 ml
petr day every few days

16.2 How to reduce the supplement : :
In some cases an infant shows that he needs less by refusing to take the supplement or
to suckle from the second breast. This can be quite easy to see when a breastfeeding
supplementer is used.

In some cases the mother must try to reduce the supplement. She needs to reduce the
supplement enough to encourage more enthusiastic and/or longer and more frequent
breastfeeds, but she must not reduce it so much that her infant becomes too hungry or
too inactive to feed properly.

One useful way to reduce supplements is as follows: -

w Reduce the total amount of supplement given in 24 hours by 50 ml.

. This amount can be divided between several feeds: for example, reduce 5
supplementary feeds by 10 ml each; or reduce two feeds by 25 ml each.

" Continue with the reduced amount of the supplement for the next few days.

. If the infant shows by his behaviour that he is getting enough and if, after a week,
he has gained 125 g or more of weight, reduce the supplement again by the same
amount.

= If the infant shows signs of hunger or if he has not gained weight at the end of a
week, do not reduce the supplement - continue with the same amount for one
more week.

. If the infant continues to show signs of hunger or he still has not gained weight
after another week, increase the supplement again to what it was before the
reduction.

There are several routines which can be used for giving the supplement and mothers
should be encouraged to use the one which is most convenient for them. Many prefer
to supplement -at some feeds and not at others. A common pattern is to breastfeed
without supplements early in the day or at night when the breasts feel fullest and to give
a supplement later in the day. Another common pattern is to supplement at alternate
feeds. Sometimes supplements continue to be needed until complementary feeds start. -
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