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In this article, we are going to describe a mother’s breastfeeding 

journey during her stay in a hospital maternity unit in the �irst 72 

hours.  This will be followed by a commentary on the following at 

various stages:

-     the state of the mother’s milk supply

-     whether the baby was getting enough breastmilk 

-     whether supplementary feeding was necessary 

Case History
A healthy �irst-time mother had expressed her wish to deliver vaginally and breastfeed exclusively. 

However, she had to undergo an emergency Caesarean Section at 39 weeks’ gestation due to fetal distress 

6 hours after the onset of labour. She delivered a healthy baby boy weighing 2.95 Kg. The mother and baby 

had early skin-to-skin contact in the recovery room although breastfeeding could not be successfully 

initiated. Rooming-in was the standard practice in the postnatal ward. 
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The mother was offered coaching in the initial two feeds. She was able to position her baby well on return 

demonstration (to the nurse). However, she had mild nipple pain during feeding and the nipples looked 

slightly squashed after feeding. In the �irst 24 hours, she breastfed her baby 8 times with satisfactory stool 

and urine output, of which there were 6 meconium stools and one wet diaper by 14 hours after birth. 
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Feeding and Output Chart

By 35 hours, while there had been 3 more meconium stools, the baby had not yet passed his second urine 

(i.e. 20 hours since the �irst) despite breastfeeding every 2-3 hours. The baby’s general condition was good 

and he was well perfused without signs of dehydration. At this point, the nurse suggested the mother to 

give 20 ml of formula supplement. The baby passed urine and some greenish stool 4 hours later. 

At 48 hours, the baby weighed 2.73 Kg (weight loss of 7.46% since birth). The mother had no feeling of 

milk coming in. She had fed her baby directly on the breast 9 times in the past 24 hours and the baby had 

been able to suckle for 25-30 minutes and appeared contented in the majority of the feeds. His general 

condition was good and there was no sign of dehydration. The mother was encouraged to manually 

express her breastmilk after feeds and give 15 ml of supplement (expressed breastmilk followed by 

formula milk) using a cup if the baby was not satis�ied after direct breastfeeding.

At 72 hours of life, the baby weighed 2.69 Kg (weight loss of 8.81% since birth). The mother’s milk had still 

not come in. Within the past 24 hours, the mother had continued to feed on demand (direct breastfeeding 

for 8 times) and given supplement of 10-15 ml of formula milk 4 times and trace amount (less than 0.5ml) 

of expressed breast milk twice. The baby had passed 4 greenish stools and 1 yellow stool, and had 4 wet 

diapers. The mother and baby were discharged at this stage.

Abbreviation:

SSC- skin-to-skin contact
ML- Meconium, Large amount
GM- Green, moderate amount

BF-Breastfeeding;
MM-Meconium, Moderate amount
GS- Green, small amount

BM-Breast Milk;
MS - Meconium small amount
YM-Yellow, moderate amount

F-Formula milk

                                              Birth time: 12:16 by LSCS, BW 2.95 kg 
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What was the state of the mother’s milk supply?
Lactogenesis II with signi�icant increase in milk volume (milk coming in) usually occurs at 36-72 hours 

postpartum when a mother often feels fullness or heaviness in the breasts. Delayed lactogenesis II is 

de�ined as milk coming in after 72 hours postpartum. Caesarean Section is a risk factor for delayed 

lactogenesis II due to a lack of stress induced rise in prolactin immediately following birth (Zandaro et al 

2012). This mother did not feel breast fullness by 72 hours postpartum. Although the use of analgesics for 

her Caesarean wound might have reduced her sensation of breast fullness, delayed lactogenesis II was 

likely.

Was the baby getting enough breastmilk and was supplementation needed? 
The baby’s behaviour on the breast such as satiety cues after feeding, feeding frequency, body weight, 

urinary output and bowel output are all important indicators of how well the baby is feeding. 

Physiological weight loss of 5-8% in a healthy full term baby during the early neonatal days is common 

with a trough usually occurring on Day 3. For babies born by Caesarean Section, the weight loss can be up 

to 10-12% which may occur later. In the �irst two days, a baby getting enough breastmilk usually has at 

least 1-2 wet diapers and 1 meconium passed per day. In the third to fourth day, there are at least 3 wet 

diapers and 2 transitional stools per day.

At 48 hours of life, the baby had a few signs suggestive of adequate intake: (1) adequate stool frequency 

(5 in the past 24 hours); (2) timely appearance of greenish transitional stools; (3) acceptable physiological 

weight loss of 7.46%; (4) satisfactory general well-being without signs of dehydration; and (5) willingness 

to take 9 feeds in the past 24 hours. Again, supplementation might not have been indicated at this point. 

In the �irst 24 hours, this baby had passed 6 substantial meconium stools and had one wet diaper. These 

indicated satisfactory output and thus adequate milk intake. 

At 35 hours of age, although there had not been urine output since the �irst urine at 14 hours, there had 

been another 5 meconium stools over the subsequent 20 hours. Many international lactation guidelines 

take urine output, stool output and body weight as the main indicators of a baby’s intake. Focusing on a 

single parameter, particularly urine output in the early neonatal days, may not be appropriate. It is 

because urine is normally excreted in small amount in the �irst 2 days and therefore easily masked by the 

meconium if they are passed at the same time. Excessive weight loss and inadequate stools are sensitive 

indicators of inadequate intake among breastfed infants (Oddie 2013 and Moritz 2005). Considering the 

satisfactory bowel output and good general condition of the baby, he had most probably been getting 

enough breastmilk. Supplementation had likely not been indicated at this point.



Instead, provision of on-going breastfeeding support for the mother and baby was mandatory because she 

had increased risk for delayed lactogenesis II and the baby had attachment problem (mother having 

nipple pain). The baby should be observed closely for signs of dehydration. The mother should be 

encouraged to breastfeed directly when the baby’s early feeding cues were observed so that the baby 

would not be hungry to the extent of being irritable, thus facilitating better positioning and attachment. In 

addition to increasing skin-to-skin contact, helping the mother to relax with adequate pain relief would be 

essential to promote oxytocin release.

At 72 hours of life, the mother’s milk still had not come in. Mothers with delayed lactogenesis II are prone 

to breastfeeding problems, such as baby’s signi�icant weight loss, hypernatraemia, hyperbilirubinaemia, 

lack of maternal con�idence and premature stopping of breastfeeding. Despite supplementation of 55 ml 

of formula milk and trace amount of expressed breast milk in the past 24 hours, the baby’s weight loss had 

increased to 8.81% which was slightly above the normal range. At this point, the mother and her baby 

were discharged. In view of the mother’s delayed lactogenesis II, attachment problem and the baby’s 

borderline weight loss on day 3, advice on short term supplementation for this baby before discharge was 

justi�iable.

Further Discussion on “The Science and Art of Supplementation”
Healthy term newborns have adequate energy reserve in the form of hepatic glycogen, protein and fat. 

They have the ability to maintain their blood glucose level via glycogenolysis and gluconeogenesis, as well 

as to utilize ketone bodies (from fat metabolism) as an alternative energy source. Hence, they are at low 

risk of hypoglycemia in the �irst 48 hours of life despite the small amount of colostrum. Unless there are 

signi�icant problems in output, weight loss, suckling or general well-being, healthy term newborns likely 

do not need supplementation in the �irst 2 days.

Although supplementation might not have been absolutely indicated in the �irst 2 days in this baby, it does 

have its role to play in the busy hospital setting where manpower allocation in close monitoring and 

supporting the mother-baby dyad may not be forthcoming. Besides, to ensure that healthy babies can be 

discharged without undue delay, a wider safety margin for action like supplementing a baby with marginal 

weight loss or urine output may be needed.

To prevent complications of anticipated probable inadequate intake, it was of utmost importance that the 

mother clearly understood the following before going home: (1) how to monitor urinary and bowel 

output; (2) when to supplement (i.e. when output is unsatisfactory or when the baby is not satis�ied right 

after direct breastfeeding); (3) how much to supplement; (4) what to supplement (the �irst choice is 

expressed breastmilk); (5) how to give supplement (the �irst choice is by cup); and (6) follow up at an 

MCHC or lactation clinic of the hospital within 2 days of discharge. With prompt post-discharge 

professional support, it could be expected that the mother’s milk production would upregulate and baby’s 

suckling would become more effective so that supplementation could be weaned off gradually. P.4
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Website: www.babyfriendly.org.hk
Baby Friendly Hotline: 2838 7727 (9am-9pm)
General Enquiry: 2591 0782, Fax: 2338 5521 
Email: info@bfhihka.org.hk
Address: 7th Floor, SUP Tower, 75-83 King’s 
Road, Hong Kong 

Supported by:

A baby’s behaviour on the breast such as satiety cues after feeding, feeding frequency, body 

weight, urinary output and bowel output are important indicators of how well the baby is 

feeding. 

嬰兒吃飽的表現、吃奶次數、體重及大小便排量都是顯示嬰兒吃奶是否理想的重要指標。

Healthy term newborns generally do not need supplementation in the �irst 2 days. 

足月健康的初生嬰兒一般不需要於首兩天補奶。

Mothers having undergone Caesarean Section are more likely to experience a delay in milk 

coming in and their babies’ physiological weight loss is often greater and occurs later than those 

born by normal delivery. Timely breastfeeding supervision and support with close assessment of 

the baby is mandatory.

剖腹生產的媽媽可能會較遲上奶，嬰兒生理性體重下降的幅度亦會較一般順產兒較多及較遲

。適時的母乳餵哺指導及支援，緊密地評估嬰兒的狀況都是必要的。
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