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Complementary Feeding: A solid start

The annual celebration of World 
Breastfeeding Week gives us occasion 
each year to explore and promote an 

important facet of infant and young child 
feeding. This year’s theme, set by the World 
Alliance for Breastfeeding Action (WABA) 
is Breastfeeding and Family Foods.

Attaining the highest achievable stand-
ard of health is the right of all children as 
stated in the Convention on the Rights of 
the Child. The World Health Organiza-
tion’s (WHO) Global Strategy for Infant 
and Young Child Feeding recommends 
supporting and promoting the best pos-
sible feeding practices for children and 
describes how governments and health 
care systems can be active in achieving 
these goals. 

What does “complementary 
feeding” mean?
Complementary feeding means giving 
other foods in addition to breastmilk. The 
gradual shift from breastmilk to solid foods 
is a transition period that begins after an 
infant reaches six months of age and con-
tinues until the age of two years or more.

When starting solids after six 
months, an infant’s:
■ enzyme system and gastrointestinal 

wall have adequately matured to digest 
a variety of foods,

■ head and neck muscles are strong 
enough for head control and the coordi-
nation of tongue, lip and swallow,

■ oral reflexes have developed 
to swallow semi-solid and 
solid foods,

■ immune system is ready to 
handle other foods and to 
protect against pathogens 
and allergies,

■ kidney system will not be 
overloaded.
The complementary feeding 

phase is a fun learning time for 
infants. Listening to their baby’s 
messages is all parents need 
to do to develop a responsive 
feeding relationship. Babies are 

highly curious and want to explore, 
taste and touch everything, and that 
includes food. When food is prepared 
in the home, babies will exercise their 
excellent communication skills and 
become excited and animated at the 
sight and aroma of it. They want to 
touch, feel, smell and taste the great 
variety of healthy foods available. 
When introducing foods, choose 
ones that provide plenty of opportu-
nity for exciting tastes, textures and 
colours. When baby has had enough, 
a turn of the head or a spitting out is 
saying, “I’m full!” 
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What do parents need to know 
about feeding family foods?
■ Exclusive breastfeeding is all a 

baby needs for the first six months 
of life. Breastmilk provides all the 
nutrition, growth factors, security 
and protection against illness that 
a baby needs for growth, develop-
ment and health.

■ It is normal for breastfeeding to be 
continued for two years or longer.

■ Complementary feeding can be 
started after six months. When 
starting solids, breastfeeding can 
be done as often as before – on 
cue – and as long as a baby wants. 
Breastmilk remains the most 
important food.

■ After six months a baby’s digestive 
system can handle a diversity of 
foods. A baby now has the capacity 
to munch down on food, may have 
some teeth, and can control tongue 
and swallow. 

■ This is a fun time of exploration 
and new learning for a baby. Babies 
want to explore the tastes, colours, 
aromas and textures of new foods. 

■ Babies need foods that are rich in 
energy and nutrients and prepared 
to be safe and suitable.

■ The order of food introduction is 
not important as long as the foods 
are healthy and nutritious for 
infants. 

■ The amount and the number of 
times per day infants are fed solid 
foods can be increased gradually.

■ It is important to spoon-feed from 
a plate or bowl. Babies should not 
be given pureed foods through a 
bottle.

■ When a baby is sick, it is important 
to continue breastfeeding. A baby 
will want to be breastfed more 
often and can catch up on solid 
foods by feeding more frequently 
when feeling better.

Do babies need vitamin and 
mineral supplements?
A full term, healthy and exclusively 
breastfed baby will have adequate 
nutrient stores and will have all 
nutrient needs met, including iron. 
The iron from breastmilk is very effi-
ciently absorbed compared to that of 
infant formula, commercially forti-
fied cereals and cow’s milk, because 

it comes with lactoferrin, lactose and 
vitamin C in the perfectly required 
amounts. When babies start solid 
foods, breastmilk remains an impor-
tant source of iron for infants. After 
six months additional iron from iron-
rich foods such as meats, fish, beans, 
lentils and egg yolks, is needed. 

Vitamin D, the “sunshine vitamin” 
is a nutrient (hormone) that is mar-
keted as a supplement for breastfed 
infants. Health Canada has decided 
that this should be recommended 
as a population policy because they 
claim it is not practical to counsel 
pregnant women and new mothers 
on their nutrient status. This arbitrary 
endorsement means that the majority 
of infants will be receiving this sup-
plement needlessly. The vitamin D 
requirements of breastfed babies can 
be easily be assessed. Babies who may 
need supplementary vitamin D:
■ are not exposed to sunlight,
■ have darker skin pigmentation that 

screens out more sunlight,
■ are born to mothers who so not 

consume vitamin D fortified milk,
■ live in higher latitudes.

For lighter skinned babies living 
in lower latitudes, giving the mother 
a vitamin D supplement during preg-
nancy and lactation, and safely expos-
ing baby to sunlight for 5 to 10 min-
utes, several times a week, along with 
sustained breastfeeding will help 
maintain a baby’s vitamin D status.

The question must be asked whether 
babies are being set up for delayed 
vitamin D inadequacy by denying the 
normal, sunlight source of vitamin 
D. Will this negatively impact on an 
infant’s development of biochemical 
pathways to convert ultraviolet light 
to the nutritional form of vitamin D 
in later life? Science has demonstrated 
how the lack of certain nutrients in 
infant formulas can influence a per-
son’s capacity for full development, 
such as the ability to manage choles-
terol in later life. Cholesterol is missing 
from infant formula, and present in 
breastmilk. Research is now appear-
ing that demonstrates the greater risk 
for high blood pressure and cardio-
vascular disease in adults who were 
not breastfed as infants. Can similar 
biochemical abnormalities develop 
when infants are slathered with sun-
screens, given an artificial source of 

vitamin D and denied the normal bio-
chemical development of vitamin D 
synthesis from sunlight? 

Are commercial baby  
foods necessary?
Cereal foods commercially produced 
for babies are heavily promoted on 
the fact that they are “fortified” with 
iron. The most commonly fed “first” 
food is rice cereal fortified with “ele-
mental” or “reduced” iron and with 
three of the B vitamins. These cereal 
foods are highly refined and the iron 
is not readily absorbed. As well, many 
of these cereals now come with added 
skim milk powder or powdered 
infant formulas. Both the Canadian 
Pediatric Society and Health Canada 
recommend that babies not consume 
cow’s milk before the age of nine 
months. 

Jarred baby foods have a pureed 
consistency and are diluted with 
water to create a semi-solid state. 
After six months babies will prefer 
the tastes, textures, colours and 
aromas of family foods and will not 
need pureed, watery foods. 

Food interests are developed at an 
early age and exposing a baby to the 
taste, texture, appearance and smell 
of real food during the first years of 
life helps to establish important life-
long food preferences.

British researchers at Birmingham 
University have noted that babies 
weaned on “beige” coloured diets 
and processed foods are more likely 
to favour “beige” carbohydrates such 
as white bread, doughnuts, biscuits 
and potato chips later in life. Dr. Gil-
lian Harris, a clinical psychologist 
notes, “children develop a visual pro-
totype of their preferred foods early 
in life.” They tend then to reject foods 
inconsistent with the prototype.

Interestingly, babies become used 
to the foods of their mother’s diets 
and have a preference for the foods 
she eats during lactation.

 Parents armed with a food proc-
essor, blender or mashing fork can 
easily prepare family foods that are 
fresh and of higher nutritional value, 
often at a fraction of the cost and with 
much less of the waste generated by 
jarred and packaged baby food. In the 
US alone, the average baby will have 
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British hospitals need 
to be more “Baby-
friendly”

A new report out of Britain shows 
that when it comes to support-

ing new mothers to breastfeed, not 
all hospitals are created equal. While 
UNICEF has been unable to find a 
single London hospital worthy of the 
“Baby-friendly” designation, several 
maternity units in the north-east 
have been praised for their success-
ful efforts in supporting mothers in 
their decision to breastfeed. 

“… [C]hanges need to be made in 
the health system. Midwives want 
to make these changes, but too often 
the system prevents them. It is not a 
matter of money or resources, simply 
one of priority,” said UNICEF’s 
Andrew Radford.

 They’d better hurry. Britain 
currently has one of the lowest 
breastfeeding rates in Europe. ❖

consumed, smeared or spit out 600 jars 
of baby food by the time they reach 
twelve months of age. That’s a lot of 
unnecessary expense and waste. ❖

Thanks to my son Colin, I’ve 
finally plucked up the cour-

age to come out of the closet 
about breastfeeding. At 15 years 
old, Colin is the epitome of cool. 
In the way of first-born children, 
he’s always been my wisest 
teacher.

 Last month was no differ-
ent. I took Colin to his music 
lesson at the local high school. 
I had been waiting for him on 
the bench outside, but when he 
finished, he found me inside the 
car instead. When he asked me 
why I wasn’t still sitting on the 
bench, I explained that Matilda 
wanted to breastfeed. 

He said, “Well, Mom, 
wouldn’t it have been better to 
stay outside on the park bench? 
Wouldn’t that have been good 
role-modelling for some of the 
girls that go to my school?”

I’ve always felt that 
breastfeeding in public should 
be every woman’s right. But 
why I thought I was pushing 
the limits of respectability and 
opening myself up to the chas-
tisement of disapproving stran-
gers had to do with the age of my 
breastfed child. You see Matilda 
is almost five years old.

I’m nearly as surprised as 
anyone about the length of time 
I’ve done this, but it’s not like 
I embarked on this long-term 
mission without any sort of end 
point in sight. I just thought I’d 
leave it up to Matilda to decide 
when she should stop. And 
then I was pleasantly surprised 
at the volume of research that 
supports both the medical and 
psychological value of extended 
breastfeeding. 

Occasionally, I find out that 
I’m not alone. One woman 
came out of the closet and into 
the cloak bay of a Montessori 

school to breastfeed her tod-
dler. She was told to leave and 
not come back until her child 
was weaned. Stories like that 
are enough to keep people like 
me from coming out of their cars 
and onto the park benches of 
high schools. Perhaps we’re too 
worried about what other people 
think. For whatever reason, we 
don’t breastfeed with either the 
frequency or the duration we 
could or even should. The age 
of weaning should be nobody’s 
business but the individual part-
ners of the breastfeeding couple. 

The day will soon come when 
Matilda decides to be weaned. I 
recognise the signs. Matilda’s 
not the first child I’ve breastfed. 
But she will be my last.

I’m waiting, conscious that 
time is running out. I’m aware 
of all the other mothers out 
there, or not out there, the ones 
secreted away in closets and 
cloak bays. I’m aware of the 
other mothers yet to be… some 
are the very girls in my son’s 
high school, and some are my 
daughters and yours. I don’t 
want them to be to feel embar-
rassed or discriminated against 
by anyone for breastfeeding.

 And I’m aware that when 
that last breastfeed happens, I’m 
going to be sad. Just like every 
one of those milestones, firsts 
and lasts – that bittersweet after-
taste of endings – no more child 
of mine at my breast, shining 
eyes to look up at me, chubby 
fingers reaching up to stroke 
my face, heavy eyelashes falling 
on cheeks, and pretty pink lips 
falling open, both of us content. 
How will I not miss it? ❖

Alison Barrett is a Canadian 
obstetrician and gynaecologist working 
in New Zealand.

Weaning Matilda

Sunscreen alert!

Many sunscreens contain ingre-
dients that may be harmful to 

the delicate skin they are designed 
to protect. PABA can cause allergic 
skin reactions in up to 40 percent 
of users. Ingredients such as benzo-
phenone, octinoxate and homosalate 
can disrupt hormones. DEA, TEA, 
padimate-O, avobenzone and tita-
nium dioxide have all been flagged 
as potential carcinogens.

For breastfed babies, a total of 30 
minutes sunscreen-free exposure 
per week is all that is needed to 
ensure adequate vitamin-D produc-
tion. Beyond that, sun umbrellas, 
hats and light cotton clothing are 
best. For exposed extremities such as 
noses and the tips of tiny ears, zinc 
oxide has proven to be both an effec-
tive and safe sunblock. ❖
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Barbara Walters raised outrage 
across the continent recently 
when she told the audience of 

her show “The View” that sitting next 
to a breastfeeding mother on an air-
plane made her nervous. One would 
think that a woman who has inter-
viewed the likes of Richard Nixon 
and Saddam Hussein would have a 
higher threshold of discomfort.

Normalizing breastfeeding
Barbara Walter’s comments and 
the ensuing backlash have cre-
ated a media maelstrom around 
breastfeeding. It even prompted 
Seattle Times columnist Robert 
L. Jamieson Jr. to quip, “It’s hip to 
NIP” (Nurse in Public). And while 
some would argue that there is no 
such thing as bad publicity, it begs 
the question, “Why is there any 

Breastfeeding protection will be 
strengthened in Botswana with 

the passage of the Marketing of 
Foods for Infants and Young Chil-
dren Regulation on 8 June 2005. 

Highlights from Botswana law

 1. Scope All products for feeding 
of infants and young children 
including formulas for special 
medical purposes and comple-
mentary foods. Also included are 
feeding bottles and teats, pacifiers, 
breast pumps, cups with spouts 
and other similar receptacles.

 2. Mainstreaming of monitoring For the 
first time ever, monitors will be 
designated to keep track of viola-
tions over and above the usual 
“authorised officer” charged with 
implementing the law. None of 
these officials shall have any 
commercial interest in infant 
and young child feeding. Health 
workers are required to keep a 
“records register” of contraven-
tions. 

Botswana adopts baby-food law

publicity at all?”
Breastfeeding isn’t hip or trendy, 

anymore than it’s disgusting or embar-
rassing. It’s the normal way to feed 
our babies. In response to Ottawa Sun 
columnist Anne Marie McQueen’s 
question, “Isn’t it a personal choice 
a woman might not want to shove 
down other people’s throats?” Arly 
Helm, MS, IBCLC asks,

“How do you suppose it ever became 
acceptable to publicly chastise women 
for feeding their babies? Where do you 
think this idea initially came from?

“Advertising has always affected 
our choices. It affects our beliefs. It 
even affects the way medical profes-
sionals are taught and trained. It most 
definitely affects the likelihood of suc-
cess or failure at an undertaking which 
goes against the flow of unbelievably 
huge commercial profits.” ❖

Barbara Walters slams breastfeeding in plain view

 3. Wide definition of promotion Over 
and above the usual activi-
ties found in the International 
Code and ICDC’s Model 
Law, Botswana also prohibits 
practices that create an asso-
ciation between companies and 
breastfeeding.

 4. Supplies Total ban on free or 
low cost supplies in health care 
facilities. Supplies are allowed in 
welfare institutions under strict 
guidelines providing supplies are 
sustained and continued for as 
long as needed.

 5. Sponsorship Botswana has an 
absolute ban on any kind of sup-
port or benefit, financial or oth-
erwise, given to health facilities 
by baby food companies. Equip-
ment, materials and any services 
which bear reference to the prod-
uct/company name and logo are 
prohibited.

 6. Labels Pictures of infants, women, 
animals or toys or any symbol 
depicting a health advantage are 

disallowed. Neither are nutri-
tion or health claims to be made 
with regard to nutrients that are 
required as essential in the com-
position of a particular food.

Thanks to the IBFAN Code Documen-
tation Centre, Penang, Malaysia. ❖

Barbara Heiser of the US-based 
National Alliance for Breastfeeding 
Advocacy (NABA) collected 
hundreds of signatures at recent 
LLLI and ILCA conferences, on 
back of posters with a message to 
Barbara Walters, “They weren’t put 
there just to hold up a strapless dress.”

Botswana
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Canada Breastfeeds News

Toronto East General Hospital 
Baby-Friendly Progress: No more 
free formula

In an interview with INFACT Canada, Natalie Courno-
yea, Director of Maternal, Newborn and Child Health 

Service at the Toronto East General Hospital, was pleased 
to report that her hospital is no longer accepting free for-
mula supplies.

“This policy has the support of the CEO and the Vice 
President of the Hospital and it was not a huge amount 
of money because it (formula) was only for the nursery 
when medically indicated.”

As part of a concerted effort for the hospital to be 
breastfeeding friendly, and receive the Baby-Friendly 
Initiative designation, Ms. Cournoyea has spearheaded 
a number of key measures: nurses have been trained 
in breastfeeding support; four Baby-Friendly Initiative 
rounds have been organized for both the pediatricians 
and for the obstetricians; all support staff such as ward 
aids and cleaning staff have received breastfeeding sup-
port training; and a walk-about was done to ensure that 
the hospital has no artificial feeding images or promo-
tions.

When asked how this was impacting on breastfeeding 
discharge rates, Ms Cournoyea noted that the rates were 
steadily rising month by month. From January to May of 
this year the three month continuous rate for exclusive 
breastfeeding on discharge had risen from 59 to 72 per 
cent. Great work by the TEGH staff and administration!! ❖

Canada’s Labour Code in Review

The Government of Canada is holding public hearings 
across Canada in the Fall of 2005 to review the Labour 

Standards in Canada’s Labour Code. These hearings pro-
vide breastfeeding advocates with an opportunity to 
request that the enhanced International Labour Organi-
zation (ILO) standards for breastfeeding protection be 
incorporated into Canadian labour standards. The ILO 
standards call for paid nursing breaks and other accom-
modations for working mothers and would give crucial 
support for sustaining exclusive breastfeeding when 
mothers go to work and for continuing breastfeeding to 
two years. ❖

For more information, submission guidelines and the public hearing 
schedule, visit the Federal Labour Standards Review website at 
http://fls-ntf.gc.ca/en/index.asp or call toll-free 1-866-660-0344. 
For more on the ILO’s recommendations, go to www.ilo.org

Health Canada ignores concerns 
about Vitamin D supplementation

INFACT Canada and our members have taken aim at 
Health Canada’s recommendation regarding vitamin D 

supplementation in breastfed infants. In response to INFACT 
Canada’s letter, Health Minister Ujjal Dosanjh, wrote:

“Health Canada’s recommendation to supplement 
breastfed infants with 400 IU/day is based on a scien-
tific review by the Institute of Medicine and advice from 
the Health Canada’s Dietary Reference Intake Expert 
Advisory Committee and leading vitamin D experts. A 
comment period was held in the spring of 2004, where 
stakeholders had an opportunity to provide feedback 
on the draft recommendation. A total of 60 stakeholders, 
including INFACT, responded. The comments received 
were carefully reviewed and considered in finalizing 
the recommendation and supporting materials.”

One of INFACT’s specific concerns is that this blanket 
recommendation ignores the fact that the vast majority 
of breastfed infants do not require supplementation of a 
potentially toxic hormone. Sadly, in the end, it all comes 
down to dollars. It’s much more cost effective to recom-
mend supplementation for all breastfed babies (and more 
lucrative for Mead Johnson, maker of the most popular 
brand of Vitamin D) than to screen for those who actually 
need it. Mr. Dosanjh wrote,

“A population health approach to vitamin D supple-
mentation is warranted because it is not practical nor 
cost-effective to screen all mothers and infants to deter-
mine whether they are vitamin D deficient or at risk for 
vitamin D deficiency.” ❖

Help make breastfeeding a public 
health goal for all Canadians

The Federal, provincial and territorial governments 
have embarked on a national consultation process to 

define Canada’s public health goals. This is a great oppor-
tunity to emphasize the importance of breastfeeding as a 
public health issue. Please take five minutes to complete 
an e-survey posted on the website of the Public Health 
Agency for Canada at www.healthycanadians.ca ❖

Check out our new look!

We’ve recently re-designed our website to make it 
easier to get the latest information, action updates, 

and order INFACT Canada resources. Check us out at 
www.infactcanada.ca ❖
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A recent medical study1 published 
in Environmental Health Perspec-
tives highlights growing con-

cern about potential health effects of 
plastics on the most vulnerable popu-
lations – pregnant and nursing women, 
infants and young children. The Har-
vard study found levels of Di(2-ethyl-
hexyl) phthalate (DEHP) in the urine 
of babies being cared for in intensive 
care units. The recorded levels were 
up to 50 times higher than those 
found in average populations. DEHP 
is a plasticizer used to soften the vinyl 
(PVC) used in tubing and intravenous 
bags. DEHP is transferred to the babies 
when it leaches from the plastic walls 
of the vinyl into the infants’ feeding 
solutions. In animal studies, DEHP 
has been shown to be a 
potential reproductive 
toxin that damages 
the male reproductive 
system.

While the results 
of the Harvard study 
are shocking, they 
are not surprising. 
Children are now at 
risk of exposure to 
over 85,000 chemi-
cals2, only seven per 
cent of which have 
been tested for their 
toxicity. These chemi-
cals include plastics, 
pesticides and a host of 
other synthetic products that 
cross the placenta and can cause devel-
opmental delays, cancers, autoim-
mune disease such as allergies, DNA 
damage, low birth weight and con-
genital damage. Early childhood expo-
sure3 is also problematic and has been 
linked to developmental delays and a 
number of neurological effects includ-
ing learning disabilities, attention defi-
cit hyperactivity disorder, autism and 
behavioural disorders.

Plastics are particularly problematic 
because they are ubiquitous and can be 
found in practically every consumer 
item that we purchase: Clothing, fur-
niture, food and beverage packaging, 
computers, car and home interiors, 

appliances and medical equipment all 
contain plastics. Plastic liners are used 
in cans of powdered baby formula, and 
plastic baby food jars and baby bottles 
are rapidly replacing glass ones. In 
total, we produce one trillion pounds 
of plastics every year.4 Unfortunately, 
only a fraction of these plastics has 
ever been tested for any potential 
health effects. 

Infants and young children are 
particularly vulnerable to any health 
effects. According to Dr. Philip Land-
rigan, Chairman of Community and 
Preventive Medicine at the Mount 
Sinai School of Medicine in New York, 

and a former 

senior adviser to the US Environmen-
tal Protection Agency on Children’s 
Health and the Environment, “We’re 
conducting a vast toxicological experi-
ment and we are using our children as 
experimental animals.”5

The problem begins in utero. Endo-
crine disrupting plastics, such as 
Bisphenol A, have an affinity for fatty 
tissue, which accumulates in women. 
This fatty tissue is then passed onto 
their growing babies. Because fetus’ 
cellular structures change so rapidly 
during embryonic and fetal growth, a 
toxic exposure at the wrong moment 
can permanently alter further devel-
opment. According to Dr. Landrigan, 

the central nervous system is espe-
cially vulnerable. Currently, research-
ers are investigating the connection 
between ADHD and prenatal expo-
sure to toxins.

While plastics chemicals can be 
passed on to infants to a much lesser 
extent through breastfeeding, the 
immunological benefits provided by 
breastmilk outweigh any negative 
health impacts. “In fact, there is evi-
dence that human milk with its spe-
cies-specific optimal nutrition and its 
anti-inflammatory agents, including 
antioxidants, helps a child develop a 
stronger immune system and other 
potential protection against environ-
mental pollutants and pathogens.”6 

(E. Bauchner)
A study in 

Pediatrics con-
cluded, “Long-term 
breastfeeding was 
found to be benefi-
cial to neurodevel-
opment, potentially 
c o u n t e r b a l a n c -
ing the impact of 
exposure to these 
chemicals (i.e. orga-
nochlorine com-
pounds) through 
breast milk.”7

As stated in, 
Towards Healthy 
Environments for 
Children: Frequently 
asked questions about 

breastfeeding in a contaminated world:
“The existence of chemical residues 

in breastmilk is not a reason for lim-
iting breastfeeding. … Breastfeeding 
can help limit the damage caused by 
fetal exposure.”8

As babies grow, their faster metabo-
lisms speed up their absorption of 
contaminants, further reinforcing the 
need for the immunological benefits 
of breastmilk. Given the toxicological 
adage, “The dose is the poison,” chil-
dren proportionally get larger doses 
of poison because of their smaller size. 
And since babies don’t excrete con-
taminants or store them away in fat in 
the same ways as adults do, they are 
even more vulnerable to the harmful 

Plastics and infant feeding
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Perspectives website at 
http://ehp.niehs.nih.gov/
members/2005/7932/7932.pdf

■ The Ecology Center is located at 
www.ecologycenter.org

■ For more information about the 
health effects of plastics on children, 
check out www.pbs.org/tradesecrets/
problem/children.html ❖
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Plastic Common uses Adverse Health Effects

Polyvinyl chloride 
(#3PVC)

Food packaging, plastic wrap, crib 
bumpers, pacifiers, toys

Can cause cancer, birth defects, genetic changes, chronic 
bronchitis, ulcers, skin diseases, deafness, vision failure, 
indigestion, and liver dysfunction.

Phthalates (DEHP, 
DINP, and others)

Softened vinyl products manufactured 
with phthalates include, non-mouthing 
toys and children’s products, blood bags 
and tubing, IV containers and components, 
surgical gloves, breathing tubes

Endocrine disruption, linked to asthma, developmental and reproductive 
defects. Medical waste with PVC and phthalates is regularly incinerated 
causing public health effects from the release of dioxins and mercury, 
including cancer, birth defects, hormonal changes, declining sperm 
counts, infertility, endometriosis, and immune system impairment.

Polystyrene Many food containers for a variety of 
foods, throw-away hot drink cups, toys

Can irritate eyes, nose and throat and can cause dizziness and 
unconsciousness. Migrates into food and stores in body fat. 

Polyethelyne (#1 PET) Water and soda bottles, plastic bags, 
squeeze bottles, toys

Suspected human carcinogen.

Polyester Bedding, clothing, disposable diapers, 
food packaging, tampons, upholstery

Can cause eye and respiratory-tract irritation and acute skin rashes.

Polyurethane Foam Cushions, mattresses, pillows Bronchitis, coughing, skin and eye problems. Can release toluene 
diisocyanate, which can produce severe lung problems.

Acrylic Clothing, blankets, disposable diapers, 
sanitary napkins

Can cause breathing difficulties, vomiting, diarrhea, nausea, 
weakness, headache and fatigue

Bisphenol A Hard plastic baby bottles, can liners for 
concentrated milk-based infant formula

Proven endocrine disruptor. Possible links to increases in testicular 
cancer, reproductive abnormalities, declining sperm counts.

Source: http://www.ecologycenter.org/erc/fact_sheets/plastichealtheffects.html

effects of plastics and other man-made 
chemicals. As babies grow into tod-
dlers, they spend most of their time 
closer to the ground where the highest 
concentrations of air pollutants settle. 
In addition, the bulk of carpeting and 
flooring is made from some form of 
plastic or other synthetic material. 

While it’s impossible to eliminate 
plastics entirely, there are a number 
of steps that mothers can take to help 
protect themselves and their babies:

 1. Breastfeed exclusively for the first 
six months of life to provide opti-
mal immune protection.

 2. Avoid plastic bottles and contain-
ers whenever possible. Buy food in 
glass or metal containers instead.

 3. Use glass containers for storage.

 4. Store expressed milk in glass con-
tainers.

 5. Use natural fibers for carpeting 
and flooring, particularly in areas 
such as nurseries, family rooms 
and kitchens, where babies are 
most likely to begin crawling.

 6. Purchase baby clothes, bedding 
and toys that are made from all 
natural materials such as wool, 
cotton and wood. Check to see 
that wooden toys are finished 
with non-toxic paints or dyes.

 7. Avoid heating food in plastic con-
tainers, or storing fatty foods in 
plastic containers or plastic wrap. 

 8. Do not give young children plastic 
teething rings or toys.

 9. Avoid all PVC and Styrene prod-
ucts. 

 10. Notify your local MP and let them 
know that you oppose the passage 
of Bill C-28, which is designed to 
fast track the approval of chemical 
food additives, pesticides, bio-
logically active drugs, veterinary 
drugs and genetically altered 
constituents before they are ade-
quately tested for safety. Ironically 
this proposed legislation is being 
promoted as “Smart Regulation.”

For further information
■ “Towards Healthy Environments 

for Children: Frequently asked 
questions about breastfeeding 
in a contaminated world,” is 
a collaborative publication 
of IBFAN, La Leche League 
International, Linkages and 
WABA. It can be downloaded 
from the INFACT Canada website 
at www.infactcanada.ca

■ The Harvard Study is available 
on the Environmental Health 
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In response to our recent newslet-
ter article, “Growth of breastfed 

babies” (Winter 2005), INFACT 
Canada member Bernadette Zambri 
wrote,

“I found the article particularly 
interesting as our pediatrician gave 
us a hard time about my daughter 
when she was just over a year old. She 
kept referring to those darn growth 
charts, saying that our daughter 
needed to be eating more food, not 
breastmilk. I tried to explain that she 
inherited her grandmother’s genes 
for size (my mother-in-law is barely 
5 feet, really tiny but as healthy as 
anyone I know at 81!) but the doctor 
kept on about the growth chart.

She thought that our daughter 
might need growth hormones, which 
she maintained had absolutely no 
side effects, and ordered some blood 
work. When I realized exactly how 
much blood the lab would need in 
order to conduct the tests, I decided 
to make another appointment with 
the doctor to talk with her instead. 
I told her my husband and I would 
have to think about it, given that my 
daughter was totally healthy (but 
just not roly-poly like formula-fed 
babies!) 

A few days later I read an arti-
cle that growth hormones given to 
children can have very serious side 
effects! While we had never really 
considered the hormone treatments, 
I was horrified by the article and 

decided to not go back to a pediatri-
cian who obviously was intent on 
making every child fit that stupid 
growth chart!

My daughter is now 20 yrs. old 
and in 2nd year university. She is 
slight and on the short side (5 ft. 1 but 
I am only 5 ft 2!). What these “chart 
addicts” don’t seem to know is that 
many cultures have small people 
like the Italians and Filipinos, for 
example. (Btw: My very healthy 81 
year-old mother-in-law happens to 
be Italian!)” ❖

Breastfed daughter has outgrown 
her grandmother!
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Small is beautiful (and healthy, too)

A recent Australia study estimates the 
current economic value of breastmilk 
in that country at $2.2 billion a year. 
The study, which was conducted by 
New South Wales (NSW) Health, 
concluded that as food producers, 
breastfeeding mothers should be put 
in the same tax-exempt category as 
farmers. 

Julie Smith, an economist at Aus-
tralian National University, calcu-
lated the $2.2 billion based on the 
current value of breastmilk that is 
sold to European milk banks and 

multiplied that amount by the 34 
million litres of breastmilk produced 
by Australian mothers. 

“Looking at the economics helps 
support the argument of why we 
need to encourage and support 
[breastfeeding],” said Liz Develin, 
the manager of nutrition and physi-
cal activity at NSW Health. The 
study will help form the basis of a 
new breastfeeding policy. ❖

Source: Sydney Morning Herald,  
March 2005

Breastfeeding, for what it’s worth

Don’t forget to 
order your World 
Breastfeeding 
Week kit!

World Breastfeeding Week 
is celebrated in Canada 

October 1 to 7. To help cele-
brate and organize community 
events, INFACT Canada has 
prepared a kit that highlights 
this year’s theme, Breastfeeding 
and Complementary Foods: 
Getting a Solid Start on Life! 
The kit is both a useful tool for 
action and a source of valuable 
educational material. It con-
tains fact sheets such as:
■ Exclusive Breastfeeding: 

Vital to a Baby’s Health
■ Complementary Feeding: A 

Solid Start
■ What does the International 

Code say about the Mar-
keting of Complementary 
Foods?

■ Cost/Nutrition Comparison 
of commercial baby foods 
and family foods

It also includes resources such as:
■ Pin-up poster Breastfeeding 

and Complementary Foods: 
Getting a Solid Start on Life!

■ Foods across Canada: A 
Map of Canada’s Regional 
Foods

■ Colouring activity sheets 
for young children Family 
foods and fun

■ Brochures Exclusive 
Breastfeeding: Vital to a Baby’s 
Health and Complementary 
Feeding: A Solid Start

■ The Global Strategy on Infant 
and Young Child Feeding

■ A copy of the children’s 
book Mama Means Milk by 
Anne Marie Myers 

The World Breastfeeding Week 
Action Kit 2005 is now avail-
able for $40, plus postage. The 
kit can be ordered directly from 
the INFACT Canada office by 
calling 416-595-9819 or online 
at www.infactcanada.ca ❖
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LLLI/WABA symposium 
brings breastfeeding  
experts together

Breaking the myths surround-
ing breastfeeding and child 
survival in the face of the HIV 

pandemic was one of the key goals of 
a symposium organized by the World 
Alliance for Breastfeeding Action 
(WABA) and the International La Leche 
League (LLLI), July 2, in Washington 
DC. Shifting the criteria for survival 
from the risk of transmission to the 
known risks of mortality, malnu-
trition and illness when infants are 
given replacement feeds (primarily 
formula) instead of breastmilk was a 
key point for action.

The group of discussants, which 
included Dr. Michael Latham from 
Cornell University, Dr. Ted Greiner 
Executive Director of Path Interna-
tional, Marta Trejos from IBFAN Latin 
America, Sarah Amin from WABA 
Malaysia, and Rebecca Margaellis and 
others representing LLLI, Dr. Arun 
Gupta from the Breastfeeding Protec-
tion Network of India, Pamela Mor-
rison, formerly of Zimbabwe, and Ray 
Maseko from IBFAN Africa and others, 
worked at formulating objectives and 
strategies for action to increase sur-
vival rates for mothers and babies.

Their discussion centred around 
evaluating the risk of infants contract-
ing HIV through breastmilk, a phe-
nomenon widely referred to as Mother 
To Child Transmission (MTCT). “Why 
is this disease named by the source of 

transmission? No other disease is iden-
tified by the mode of transmission,” 
noted Michael Latham. More suitable 
terminology would be to simply use 
“vertical transmission,” or “childhood 
HIV.” In order to shift the perceived 
fault of transmission from mothers, 
whose source of infection is not iden-
tified when naming the disease, puts 
an extraordinary burden and blame on 
women and mothers when we use the 
term “mother to child transmission.” 

Global recommendations (WHO, 

UNICEF and UNAIDS) for infant feed-
ing when mothers are HIV+ is that 
replacement feeding should be recom-
mended when the conditions under 
which formulas or other substitutes 
are used are acceptable, affordable, 
sustainable and safe (AFASS). The 
goals for such policies are focused on 
decreasing transmission rates, yet the 
potential for meeting all the AFASS cri-
teria is nearly impossible in the major-
ity of situations. When an infant’s mor-
tality risk of not receiving breastmilk 
is weighed against the risk of HIV 
transmission, the former remains the 
biggest potential for death, not to men-
tion the side effects of malnutrition and 
increased illness. Hence, there is a need 
to change policy objectives to infant 
and young child health and mortality 
outcomes and away from the current 
aim of reducing HIV transmission.

Research in exclusive breastfeeding 
by HIV positive mothers is confirma-
tion that the risk of vertical transmis-
sion is the same as for no breastfeeding. 
It is, however, when mixed feeding of 
formula (formula is the most com-
monly used replacement feed) and 

breastfeeding takes place that the 
transmission rates increase. For many 
mothers mixed feeding remains a cul-
tural practice. The need to comfort and 
feed her child at the breast is not easily 
abandoned. Additionally, there is a sin-
gling out of the HIV positive mother 
who is instructed to formula feed by 
the “authoritative” health care system. 
Formula feeding risks marking her as 
a positive mother and may put her and 
her child at risk for social isolation. 
Other questions of concern are the re-
establishment of formula and artificial 
feeding and the subtle endorsement 
of this when formula is distributed 
and demonstrated by the health care 
system. To what extent will there be a 
“spill-over” effect to other mothers and 
infants?

Many more questions were 
addressed. Much emphasis was placed 
on the importance of establishing exclu-
sive breastfeeding as a normal practice 
for all mothers, both HIV negative and 
positive and how to achieve this. As 
well, the need to give full nutritional 
and health care support to all mothers 
and children was acknowledged. Much 
concern was expressed about how to 
change the current practice of short 
term anti-retro-viral treatments during 
reproduction only and how this must 
be extended treatment to fully respect 
the health requirements of a mother for 
whatever duration is required.

Ongoing dialogue and action is 
needed. A full report of the meeting’s 
outcomes will be produced in the near 
future.

As Pamela Morrison so passion-
ately stated, “Many years ago, some-
one told me that, in her opinion, and 
with regard to HIV, the breastfeeding 
community were only ‘speaking in 
whispers.’ That is no longer true. It’s 
the pooling of our collective voices, 
energies, expertise and experience 
which is so valuable. I see our Wash-
ington Symposium as another chance 
for us to combine our efforts and to be 
‘heard’ more clearly.” ❖

Washington Symposium addresses issues of 
maternal HIV status and breastfeeding

“The HIV community and its apparent 
lack of knowledge of breastfeeding or its 
willingness to ignore breastfeeding is an 
important consideration as policies are 
set and materials are developed. Are they 
just too focused on HIV and AIDS to be 
able to give time to breastfeeding, or are 
they really unaware of the consequences 
of ignoring breastfeeding? How can we get 
the message of breastfeeding to them?”

“…with regard to HIV, the 

breastfeeding community 

were only ‘speaking in whis-

pers.’ That is no longer true.”
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World Health Assembly dele-
gates representing the world’s 

health ministries met in Geneva 
from May 16 to 25 to pass a resolu-
tion requiring warnings on formula 
tins as a measure to improve safe-
guards for infants who need to be 
artificially fed.

The warnings are intended to 
inform both health profession-
als, parents and other caregivers of 
infants that powdered infant for-
mulas are not sterile products and 
may contain harmful bacterial con-
taminants. The resolution followed 
a contentious debate pitting some 
industrialized countries such as 
the US, Canada, Switzerland, Japan 
and Germany against developing 
countries where rates of illness and 
death related to formula feeding are 
already high. 

The debate was necessitated by 
the reports from a number of coun-
tries, more recently France and New 
Zealand, of deaths caused by the bac-
terium, Enterobacter sakazakii, known 
to contaminate powdered formulas 
during manufacturing of the prod-
uct. This “intrinsic” contamination 
has resulted in reports of infant fatal-
ities or serious illness such as nector-
izing enterocolitis, meningitis and 

sepsis, in a number of industrialized 
countries. The full scale of the prob-
lem remains unknown and could be 
extensive for developing nations. 

Developing countries expressed 
their support for the need to label 

Label warnings needed to save babies’ lives, 
World Health Assembly delegates decide

Representatives to the World Health Assembly lobbied by Andrée Bronner, 
representative of the infant formula industries.
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“Powerful commercial forces 

are opposing. We are saving the 

lives of infants and children and 

these cannot be held to ransom 

for the sake of commercial 

interests.”

products. South Africa noted that, 
“these products are imported” and 
stated that because of insufficient 
testing … “one cannot establish a 
link to the product and the reason 
that babies die is not known.”

Burkino Faso’s Minister of Health 
expressed his worries about import-
ing the same products that caused 
the E.sakasakii outbreak in France. 

 Yemen’s representative too urged 
for the need to label products, “Why 
should our children receive infected 
products?” he asked.

Madagascar, speaking on behalf 
of the African countries supported 
full and effective labeling in the face 
of the high prevalence of HIV infec-
tions. “Replacement feeding can 
have a higher risk of mortality than 
HIV transmission. Therefore exclu-
sive breastfeeding would be the pre-
ferred choice for infant feeding. On 
the other hand the need for infant 
formula remains because of the need 
to feed orphaned children and these 
need to be protected.” 

Using the WHO slogan of ‘every 
mother and every child counts,’ Nepal, 
one of the original sponsors of a strong 
WHA resolution for warnings on for-
mula labels, questioned how on the 

one hand WHO can talk about saving 
lives and on the other hand delay 
passing the resolution that can save 
lives? Amendments by child-friendly 
countries need to be approved.

On the other hand, several indus-
trialized countries were considerably 
less child-protective. Canada was one 
of them. Supporting a weaker reso-
lution than that requested by devel-
oping countries, Canada supported 
the US in noting that the issue of 
contamination should be addressed 
through the Codex process. How-
ever the Codex process is very slow 
and laborious. Other countries such 
as Argentina stated that there should 
be clear warnings on formula labels, 
“because if we leave this problem 
up to Codex …this could take up to 
seven years.”

South African’s delegate expressed 
her frustration with the resistance to 
adopting a strong resolution, “Pow-
erful commercial forces are oppos-
ing. We are saving the lives of infants 
and children and these cannot be 
held to ransom for the sake of com-
mercial interests.” ❖

The full text of Resolution 58.32 can be found at: 
www.who.int/gb/ebwha/pdf files/WHA 58 32-en.pdf
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Kwaavik E, Tell GS, Klepp K-I. Surveys of Norwegian youth 
indicated that breast feeding reduced subsequent risk of 
obesity. J of Clin Epidemiol 58; 849-855, 2005
There is evidence that breastfeeding protects against childhood obesity and 
this Norwegian study shows that the risk for obesity during adolescence and 
adulthood is also lowered. The researchers used data from the 1979-1981 
Oslo Youth Study that included information on breastfeeding. By comparing 
those who had been breastfed for three months or longer to those who had 
never been breastfed, it was determined that breastfeeding had a protec-
tive effect against overweight and obesity. This effect was strongest during 
adolescence and with increasing age this effect was less strong.

Kalies H, Heinrich J, Borte N, Schaaf B, von Berg A, von Kries 
R, Wichmann HE, Bolte G; LISA Study Group. The effect of 
breastfeeding on weight gain in infants: results of a birth 
cohort study. Eur J Med Res.10; 36-42, 2005
What impact does the duration of exclusive breastfeeding have on elevated 
weight gain in infants during the first two years of life? To find the answer a 
prospective cohort study of 2624 healthy term German neonates were fol-
lowed from birth to 2 years of age. Those exclusively breastfed for less than 
6 months had a greater risk of elevated weight gain at the age of 2 years 
than children breastfed for 6 months and more (OR (95% CI): 1.65 (1.17, 2.30)). 
Duration of exclusive breastfeeding was inversely associated with the risk 
of elevated weight gain in a strongly duration-dependent way. Infants who 
were exclusively breastfed for only 1 month had twice the elevated weight 
gain (OR (95% CI): 1.99 (1.34, 2.97)) compared to infants breastfed for at least 
6 months. The outcome demonstrates that exclusive breastfeeding protects 
against elevated weight gain during infancy and early childhood.

Bergmann KE, Bergmann RL, Von Kries R, Bohm O, Richter R, 
Dudenhausen JW, Wahn U. Early determinants of childhood 
overweight and adiposity in a birth cohort study: role of 
breast-feeding. Int J Obes Relat Metab Disord. 27;162-172, 
2003
In a longitudinal birth cohort study of 918 German children, the authors 
tested whether breast-feeding for more than 2 months has preventive 
effects against overweight at 6 years of age. Height, weight, and skin-fold 
thickness were measured at regular visits. Infants bottle-fed from birth or 
breast-fed for less than 3 months were classified as ‘bottle-fed’, and those 
breast-fed for 3 months and more as ‘breast-fed’. 

At birth Body Mass Indexes (BMI) were nearly identical in both groups. 
By 3 months, those who had been bottle fed had significantly higher BMIs 
and thicker skin folds than those breastfed. From 6 months on, compared to 
breastfed, a consistently greater proportion of bottle fed children exceeded 
the 90th and the 97th percentile of BMI and skin-fold thickness reference 
values. From the age of 4 years to 5 and 6 years, the prevalence of obesity 
nearly doubled and tripled, respectively for those bottle fed. Whereas those 
who had been breastfed had only minor obesity prevalence. Logistic regres-
sion analysis also showed that overweight of the mother, maternal smoking 
during pregnancy, bottle feeding, and low social status remained impor-
tant risk factors for overweight and adiposity at 6 years of age. The authors 
concluded that “Early bottle-feeding brings forward the obesity rebound, 
predictive of obesity in later life.”

Burke V, Beilin LJ, Simmer K, Oddy WH, Blake KV, Doherty 
D, Kendall GE, Newnham JP, Landau LI, Stanley FJ. 
Breastfeeding and overweight: longitudinal analysis in an 
Australian birth cohort. J Pediatr. 147; 56-61, 2005
Longitudinal analysis in an Australian birth cohort determined that 
breastfeeding for less than 4 months was associated with the greatest risk 
of overweight. Repeated surveys were done from 16 weeks gestation to 8 
years in a cohort (N = 2087) recruited through antenatal clinics. At 1 year, 
infants breastfed for more than 12 months were the leanest group. From 
1 to 8 years, children breastfed less than 4 months had the greatest risk of 
overweight and the highest prevalence of maternal obesity, smoking, and 
lower education. 

Gillman MW, Rifas-Shiman SL, Camargo CA Jr, Berkey 
CS, Frazier AL, Rockett HR, Field AE, Colditz GA. Risk of 
overweight among adolescents who were breastfed as 
infants. JAMA. 285; 2461-2467, 2001
“Can breastfeeding lower the risk of subsequent obesity in adolescence?” 
this US survey asks. To examine the extent to which overweight status among 
adolescents is associated with the type of infant feeding and duration of 
breastfeeding the authors surveyed 8186 girls and 7155 boys, aged 9 to 14 
years. In the first 6 months of life, 62% were only or mostly fed breastmilk, 
and 31% were only or mostly fed infant formula. At ages 9 to 14, the subjects 
who had been only or mostly fed breast milk, compared with those only or 
mostly fed formula, were 22 per cent less likely to become overweight as 
adolescents. The authors reported a dose dependent effect – those who 
had been breastfed for at least 7 months had a lower risk than those who 
reported breastfeeding for three months or less. Timing of introduction of 
solid foods, infant formula, or cow’s milk was not related to risk of being over-
weight. They concluded that “infants who were fed breast milk more than 
infant formula, or who were breastfed for longer periods, had a lower risk of 
being overweight during older childhood and adolescence.”

Bogen DL, Hanusa BH, Whitaker RC. The effect of breast-
feeding with and without formula use on the risk of obesity 
at 4 years of age. Obes Res. 12; 1527-1535, 2004
What minimal duration of breast-feeding is required to protect against later 
obesity? Will concurrent use of formula (mixed feeding) lessen any protec-
tive effect of breastfeeding? were some of the questions asked by these US 
researchers.

To find the answers they surveyed retrospectively a cohort of 73,458 
white and black low-income children from birth through to 4 years of age. 
They found that at age 4 years, the prevalence of obesity was 11.5%. Only 
16% of children were breastfed 8 weeks or longer. Breastfeeding was associ-
ated with a reduced risk of obesity only in white children whose mothers 
had not smoked in pregnancy. In this subgroup, the reduction in obesity 
risk (adjusted odds ratio, 95% confidence interval), compared with those 
never breastfed, occurred only for children who were breastfed at least 16 
weeks without formula (0.71, 0.56 to 0.92) or at least 26 weeks with con-
current formula (0.70, 0.61 to 0.81). Among whites whose mothers smoked 
in pregnancy and among blacks, breast-feeding was not associated with a 
reduced risk of obesity at age 4 years. In conclusion they determined that 
“in a population of low-income children, breast-feeding was associated with 
a reduced risk of obesity at age 4 years only among whites whose mothers 
did not smoke in pregnancy and only when breast-feeding continued for at 
least 16 weeks without formula or at least 26 weeks with formula.” ❖

Childhood Obesity and Formula Feeding —  
When formula fattens more than the bottom line

The prevalence of child obesity is increasing rapidly worldwide. It is associated with several risk 
factors for later heart disease and other chronic diseases including hyperlipidaemia, hyperinsuli-
naemia, hypertension, and early atherosclerosis.

—Cole TJ, Bellizzi MC, Flegal KM, Dietz WH. BMJ 320; 1240, 2000
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 $55  $25 for students.
Please support INFACT Canada’s programmes 
with your donation to:

 INFACT Canada amt:______ and/or
 INFACT’s international programs amt:_____
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■ Dr. Jack 
Newman’s 
Guide to 
Breastfeeding 
(revised) 
 • $27.95

■ Global Strat-
egy for Infant 
and Young Child 
Feeding. Devel-
oped jointly by 
WHO and UNICEF. 
• $10

■ Becoming a 
Mother: From Birth 
to Six Months. 
Everything you 
need to know about 
motherhood and the 
baby’s early life! By 
Gro Nylander. 
• $23.95
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s INFACT Canada’s 
award winning posters 
can be viewed at 
www.infactcanada.ca 
in the Resource Centre.

■ Joey t-shirt $20

BREASTFEEDING 101

RIF C02002 Poster  5/28/02  4:48 PM  Page 1

■ Breastfeeding 
101 poster

Laminated $12 
Unlaminated $7

Other

■ Breast is Best Video 
English $60 French 
$75 Spanish $60

■ Out of the Mouths 
of Babes How 
Canada’s infant food 
industry defies world 
health organization 
rules and puts infant 
health at risk. • $20

Note: Add $5 to all 
orders for postage 
and handling, then 
7% GST. Please allow 
2-4 weeks for deliv-
ery. We now accept 
payment with VISA 
for mail or phone 
orders.

Note: View and 
order from INFACT’s 
complete inven-
tory at our online 
resource centre: 
www.infactcanada.ca
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■ Breastfeeding 101 
Tear-Off Pad 8½”x11” 
double-sided pad 
listing 101 benefits 
of breastfeeding 
with a beautiful 
breastfeeding baby 
image. 50 sheets per 
pad • $3

■ The High 
Cost of Formula 
Wheel. Show 
mothers how 
much they 
can save by 
breastfeeding with 
this tool. • $2.50

■ Fourteen Risks of 
Formula Feeding 
Pamphlet (revised 
May 2004). A brief 
annotated bibliog-
raphy of the major 
health risks associ-
ated with formula 
feeding. • $1

■ Breaking the Rules, Stretching 
the Rules. • $19 

■ Dr. Jack Newman’s 
Visual Guide to 
Breastfeeding DVD Helps 
you understand how 
breastfeeding really works 
and make the breastfeeding 
experience a success and 
pleasure. • $30

■ Teaching 
Breastfeeding Mothers 
DVD How to manually 
express colostrum and 
mature milk, and how to 
comfortably position and 
latch the breastfeeding 
baby. • $29.95
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