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Case Study

Introduction

Most new mothers are concerned about feeding their infant 
(Brown et al., 2016). Many believe that breastfeeding is the 
more “natural” or “healthiest” feeding plan (Demirci et al., 
2018; Woollard & Porter, 2017). While 83.2% of mothers 
attempt to breastfeed their newborns in the United States, 
only 57.6% are still breastfeeding at 6 months, with 24.9% 
exclusively breastfeeding (Centre for Disease Control and 
Prevention [CDC], 2020).

The reality of breastfeeding often becomes much harder 
than mothers had thought it would be (CDC, 2020). More 
than 63% of mothers have breastfeeding difficulty during the 
1st month of life (Gianni et al., 2019). Mothers who do not 
meet their breastfeeding goals can feel sadness, depression, 
embarrassment, and guilt (Demirci et al., 2018), negatively 
affecting their mental health. Conversely, a mother’s mental 
health also affects her duration of any breastfeeding (Ritchie-
Ewing et  al., 2019). Mothers who stop breastfeeding may 
need support from many sources (Jackson et al., 2021).

We present a nulliparous mother with prior depression 
and anxiety who struggled to breastfeed. She made a 
deliberate and thoughtful (yet difficult) decision to stop 
breastfeeding at 2 months of life, providing her son with 
her own milk and formula by bottle, while breastfeeding 
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Introduction: Many mothers have the goal to breastfeed. However, more than 50% will have breastfeeding difficulty by 
the 3rd day of life. Mothers who are unable to meet their breastfeeding goals are at higher risk for anxiety, depression, 
embarrassment, and guilt. Those who stop breastfeeding need support and help resolving these feelings. This case study 
aims to describe one woman’s difficulty with mental health surrounding breastfeeding, her decision to bottle feed, and her 
successful transition back to direct breastfeeding.
Main Issue: Barriers to the participant’s success with breastfeeding were pre-existing history of depression/anxiety, forceps 
delivery, uncontrolled perineal pain, infant physical trauma, and nipple/flow confusion. The decision to discontinue direct 
breastfeeding and start bottle feeding came after 2 months of anxiety, frustration, and persistence.
Management: The participant followed her healthcare team’s recommendations of triple feeding, lactation support groups, 
pediatric chiropractic adjustments, and prescribed galactagogues. After 2 months of exhaustion and deliberation, she made 
the difficult decision to stop breastfeeding for nutritional benefits and switched to breastfeeding only for her infant’s pleasure 
and comfort. Lowered expectations allowed the dyad to heal and her son to transition to nearly exclusive breastfeeding at 
4 months of life.
Conclusion: Clinicians must be aware of the delicate balance between promoting breastfeeding for its nutritional value and 
health benefits and supporting a struggling mother with mental health needs.
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only for his pleasure and comfort. By 4 months of life, 
however, she progressed to exclusive direct breastfeeding 
at home (Figure 1).

We discuss strategies for supporting mothers in their dif-
ficult decisions to stop breastfeeding for mental health con-
cerns. For the purposes of this case study, we used 
breastfeeding terms based on Labbok and Starling’s (2012) 

work, which defines breastfeeding as the “child has received 
breastmilk (direct from the breast or expressed)” (p. 399). 
Exclusive breastfeeding is defined as the infant not receiving 
anything other than human milk directly and/or expressed 
human milk. Bottle feeding is defined as, receiving liquid 
(formula or human milk) from a bottle with a nipple (Labbok 
& Starling, 2012). We received Intsitutional Review Board 

Day of Life08/16/2018              Prenatal/Birth  
Prenatal History:
Adequately monitored/managed depression, anxiety, 
fibromyalgia
Consistent MHNP care for years
Prenatal depression, anxiety, polyhydramnios, LGA
Birth:
Labor at 39w7d; Vaginal delivery 4.5 hrs of pushing, epidural, 
Pitocin & forceps.    
Birth weight 4212g; Apgar: 8,9; NICU 30 min for TTN         
Stage 4 perineal tear, pain 8/10 (ice packs, ibuprofen, sitz baths)  
Dysfunctional suck 

0

09/12/2018     Breastfeeding Medicine
Nipple confusion/frustration                 
No issues w/bottle feeds; Head bobs w/slow milk flow at breast           
Plan to start SNS w/breastfeeds; Mom did not 
Weight = 4644g 

27

3

8/19/2018                                                            Discharge                    
Weight 4000g (-5%)
Adequate urine and stool
Perineal pain; narcotic pain medication x1, 
Ibuprofen for discharge
EPD: 10 by WHP at birth hospital

09/05/2018  Pediatrician
Mom concerned w/breastfeeds          
Pediatrician exam: WNL, supplement w/bottles                            
Refer to Breastfeeding Medicine

20

21

09/06/2018 Lactation
Breastfeeds 5-6x daily, “Power pumps” 2x daily                   
Secure suction at breast
Pre/post feed weights: 15-45mL/session                                 
Bottles after frustration at breast      
Per mom: “I am a failure.” 
EPD score: 12 by MHNP   Follow-up w/MHNP weekly

8/20/2018                                                        Pediatrician                           
Per mother: neck pain & tightness breastfeeding                                      
Pediatrician exam: WNL, caput, bruising, 4000 g (-5%)
PHQ-9 Depression Score: 9 by WHP     Follow-up w/MHNP

08/28/2018                                                                        Lactation 
Persistent perineal pain 6/10               
Pre/post feed weights: 20 mL in 20 min
Per mom: Latches on/off; cries at breast  
EPD score: 10 by MHNP Follow-up w/MHNP @ DOL 28
~20 mL consumed in 20 min via pre/post weight

12

1909/04/2018                                                           Chiropractor 
Neck tightness infant jaw, head, neck, shoulder, back                               
Persistent bruising on head               
Adjusted w/diversified technique (L2, T4-7, C3-5, C1)         

4

08/21/2018                                                                        Lactation        
Suck Training, laid back nursing, Hand expressing milk
~30 mL pre/post weight in 35 min
Referral to Infant Massage, 1:1 Outpatient lactation 1x/wk,        
Lactation Support Group 2x/wk
Not dehydrated 

5

7
08/23/2018                                                           OBGYN 
Perineal tear infection, 14-day course antibiotics
Perineal pain 8/10, (ice packs, ibuprofen, sitz baths)                              
Refer to Outpatient Postpartum Clinic
3-day prescription opioids for pain while holding, 
breastfeeding, sitting, standing

08/25/2018                                                        Pediatrician 
No stool x5 days; tea color urine; 6-8 wet diapers/ day                      
Constipation and dehydration            
Plan: Express milk, feed bottles for 48 hrs., 2-3 oz q2hr, rectal 
stimulation, and 1 oz H2O                 
Weight = 3941g (-6.4%)

08/27/2018                                                          Pediatrician 
48 hr recap: expressed 60-80 mL per session (19 total), 
Baby B consumed ~70 mL expressed milk/ session q2-3 hrs, 
supplemented with formula 3x
Plan: Restart breastfeeding  
Breasts engorged, tender, lower milk supply                       
Plan: Express after breastfeeds, Fenugreek 3x/day; oatmeal                       
Weight = 4084g (-3.0%) 

11

9

61

10/16/2018 Pediatrician
Pediatrician exam: WNL                       
KC 3-4 hrs/day; Infant-driven feeding; Breastfeeding for 
pleasure only                                  
Weight = 5823g                               
EPD score from DOL 28-60: 12-18 by MHNP 146 01/09/2019  Breastfeeding regularly

Figure 1.  Timeline of Case Study on Delayed Breastfeeding and Interventions.
Note. MHNP = Mental Health Nurse Practitioner; LGA = Large for Gestational Age; NICU = Neonatal Intensive Care Unit; TTN = Transient 
Tachypnea of\urgh Postpartum Depression scale; WHP = Women’s Health Provider; WNL = Within normal limits; PHQ-9 = Patient Health 
Questionnaire-9; DOL = Day of Life; SNS = Supplemental Nursing System; KC = Kangaroo Care; w/ = with.
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(IRB) approval and the participant discussed in this case has 
given written consent for publication of the case. To ensure 
rigor of the research, the authors reviewed the official obstet-
rical, pediatric, psychiatric, chiropractic, and lactation health 
records of the participants from January 1, 2018–January 1, 
2019. The authors also reviewed lactation log data electroni-
cally tracked by the participant from August 16, 2018–October 
15, 2018. The participant (a co-author) has reviewed and 
approved of the case as submitted (FWA# 00003152).

History and Observational Assessment

The participant was a married, 30-year-old G1P1 Neonatal 
Intensive Care Unit (NICU) registered nurse, with a long-
standing history of depression, anxiety, and fibromyalgia. 
The participant’s difficult labor included an epidural, Pitocin, 
a long second stage (4.5 hr), and a forceps delivery with a 
Stage 4 perineal tear (Figure 1). Following delivery, the par-
ticipant immediately held her baby using skin-to-skin care 
(SSC). He attempted to migrate to the breast but was ineffec-
tive in latching. After 15 min of SSC, he was transferred to 
the neonatal intensive care unit (NICU) for 30 min and 
received suctioning and positive pressure ventilation.

At 3 hours of life, the International Board Certified 
Lactation Consultant (IBCLC®) helped facilitate the first 
breastfeed. The infant had an uncoordinated suck, notable 
facial/head bruising, caput succedaneum, light sensitivity, 
molding, and unilateral neck rotation. The IBCLC taught the 
participant how to hand express colostrum into a cup and 
feed her baby.

On Day of Life (DOL) 2, after a few minutes of breast-
feeding, the infant pulled away crying, and was unable to 
latch. A different IBCLC recommended that the participant 
hold him close to her nipple for a few minutes, even while he 
cried. The infant roomed with the participant and did not 
receive any formula. Postpartum nurses observed the partici-
pant breastfeed several times without providing any addi-
tional guidance and continued to refer her to the lactation 
team for further problem solving.

The participant and her son were discharged on DOL 3. 
She experienced perineal pain that interfered with her mobil-
ity and her ability to hold her son. She scored close to minor/
major depression on her Edinburgh Postpartum Depression 
screen (EPD score = 10). An EPD score of 10 signifies that 
depression may be present; an EPD score of 13 or higher 
signifies a positive depression screen (Cox et al., 1987). On 
DOL 4, the participant raised concerns with her primary 
pediatrician that her son seemed to be in pain during breast-
feeding and had muscle tightness.

Management

On DOL 5, the participant attended an Outpatient Lactation 
Clinic. She was worried that her baby was not getting enough 
milk, despite breastfeeding 6–8 times a day and expressing 

an additional 25–45 ml of milk via pump 4 times daily. If her 
baby was crying and still showing hunger cues after breast-
feeding, she then provided 25–50 ml of her milk or formula 
by bottle. On that day (DOL 5), she supplemented after 
breastfeeding, with her expressed milk 4 times and with for-
mula twice. The IBCLC assured the participant that the first 
days of life are always overwhelming. She assisted with laid-
back breastfeeding position, taught her to perform suck train-
ing, and referred her to an infant massage therapist class. The 
infant transferred ~30 ml in a 35-min feed. The participant 
followed up with the Lactation Clinic once a week and lacta-
tion support group twice weekly.

On DOL 9, the participant visited the on-call pediatrician 
because her baby had not stooled in 4 days and his urine was 
tea-colored. The pediatrician advised the participant to 
express and feed her own milk every 2–3 hr by bottle for 48 
hr. After following this recommendation, the infant had more 
frequent wet diapers, stools, and increased alertness. 
However, the participant’s breasts were engorged, and she 
felt her milk supply had decreased. The pediatrician advised 
the participant to triple feed (breastfeed, express, bottle 
feed), take fenugreek, and eat oatmeal to increase her milk 
supply, which the participant found to be effective.

On DOL 12, during her lactation appointment, the partici-
pant reported that she was still in significant perineal pain. 
This made it difficult for her to sit, stand, walk, and hold her 
baby. Her pain threshold may have been altered due to her 
fibromyalgia, which can cause pain to be felt more intensely. 
Women’s health provider (WHP) notes revealed that her 
EPD screen was 10 (borderline depression). During breast-
feeding, the infant would pull away from the breast and did 
not have satiety. The participant noted that after 48 hr of 
bottles, the baby would cry, flail, and become dysregulated at 
the breast. The IBCLC encouraged the participant to con-
tinue suck training, provide tummy time, and review a writ-
ten handout on laid-back breastfeeding. She referred the 
baby to a pediatric chiropractor.

On DOL 19 the pediatric chiropractor diagnosed the 
infant with bilateral suboccipital, rhomboid, right masseter, 
and shoulder capsule tightness, and persistent bruising 
related to forceps. The chiropractor adjusted the infant using 
diversified technique (Alcantara et al., 2015). The participant 
attended an infant massage course and continued both chiro-
practic and massage exercises at home. On DOL 20, the par-
ticipant’s husband took the baby to his 3-week well visit 
where the pediatrician referred him to Breastfeeding 
Medicine.

On DOL 21, the participant attended her weekly lactation 
appointment. The infant had a secure suction at the breast, 
evidenced by milk in his mouth and a deep latch. He trans-
ferred 15–45 ml of human milk and appeared satisfied. At 
home, if the infant was inconsolable prior to feeds, the par-
ticipant provided 1–2 oz of her expressed milk. She would 
then switch to the breast, but the infant showed frustration 
with not getting milk quickly. The participant stated, “I feel 
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like a failure.” The participant disclosed concerns about her 
and her baby’s safety if she was home alone without the sup-
port of her husband. The IBCLC did not share or follow up 
on this information. The participant met weekly with a men-
tal health nurse practitioner (EPD score was 12 at that time).

On DOL 27, a Breastfeeding Medicine specialist diag-
nosed the infant with nipple confusion, as he latched and 
drank from a bottle without any issues, but had difficulty at 
the breast. He would pull off and cry with frustration from 
slow milk flow (Figure 1 & 2). The participant shared feel-
ings of embarrassment regarding trying to relate to peers and 
colleagues who had great breastfeeding journeys. The physi-
cian emphasized that the participant “was a great mother,” 
and praised her for “doing a marvelous job,” recognizing that 
“getting any mother’s milk is a fabulous accomplishment.” 
She assured the participant that the team would support 
whatever feeding option she chose.

Between DOL 28–60, the participant increased her work-
ing hours. At work, she would pump 4–5 times while other 
caregivers bottle-fed her baby. The participant stopped 
attending outpatient private lactation visits and support 
groups. Appointments increased the participant’s stress 
because her IBCLCs often invalidated her feelings and were 
not able to offer the type of emotional support and trouble-
shooting she needed. Her IBCLCs mentioned that she no 
longer needed to attend appointments because feedings dur-
ing appointments tended to go smoothly. The participant dis-
agreed that she no longer needed support but stopped 

attending appointments because she felt dismissed for her 
feelings. Apart from her postpartum pain specialist and WHP, 
none of her providers communicated with each other or coor-
dinated a team approach to care.

The participant was discouraged, and quickly became 
exhausted from triple feeding. Her EPD scores continued to 
increase (major depression: 13–18). At her 2-month mental 
health appointment, the participant noticed her severe post-
partum depression and its relationship to her breastfeeding 
experience. She then prioritized strengthening her relation-
ship with her son over “fighting to breastfeed.” This prioriti-
zation allowed the space for both the participant and infant to 
grow and heal.

Outcomes

The participant adhered to 2 months of breastfeeding inter-
ventions while returning to work (Figure 2). She tolerated a 
triple-feeding regimen for some time but not without physi-
cal and emotional cost. She decided to stop direct breast-
feeding and turned her focus toward pumping. At her 
4-month mental health appointment, the participant shared 
that she took pride in expressing her milk at work. Her col-
leagues praised her for “being a good mother” and she felt 
supported by them.

During evenings, nights, and weekends, the participant 
would SSC with her infant for several hours with opportuni-
ties to migrate to the breast if desired. If her infant showed 

Step Assessment & Observation Intervention Outcome

Step 1: Feed Infant at 
Breast
Does the dyad have 
access to each other? Kangaroo care > 4 hrs/day

< 8 feedings at breast in 24 hrs., 
Early return to work for mother

NICU for 30 min related to
transient tachypnea Infant was suctioned (8/16/18)

More attempts at breast

Infant return to mother in 
DR, first breastfeed delayed 

Step 3: Find Out Why 
the Infant Cannot 
Obtain Milk at the 
Breast

Head injury related to forceps use

Nipple pain

Allow time and decrease stimuli, 
infant chiropractor (9/4/18)

A compounded ointment for 
nipples Decreased nipple pain

Infant adjusted by
chiropractor

Muscle tightness from long delivery

Infant massage Increased range of motion 
in head, neck, and jaw

Step 2: Feed Infant 
Expressed Milk
Is human milk getting 
to the infant?

Rapid swallowing with no 
audible suck

Infant pulls away from breast 
with no obvious satiety

Feeds take > 30 min, no stool for 
6 days, tea colored urine

Feed with open cup (8/16/17), 
feed 1-2 oz bottle then switch 
to breast (8/20/18)

Increase awake & alertness, 
increased stool and urine 
output, weight gain, 
preference for bottle

Suck training (8/21/18)

Feed infant bottle 2-3 oz for 48 
hrs every 2-3 hrs (9/25/18)

Infant screams with cup 
feeding and inconsolable at 
breast

Slight improvement in suck 

Figure 2.  Breastfeeding Management and Interventions.
Note. These interventions were based on Smith’s Assistance, Breastmilk, Contact (ABC) Protocol. NICU = Neonatal Intensive Care Unit; DR = Delivery 
Room. Figure is based on Smith’s ABC Protocol (2007).
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hunger cues and frustration at the breast, the participant 
would bottle-feed him in SSC. The participant explained, “I 
don’t place any expectations on myself or my son to breast-
feed. Feedings are driven by him. We focus on enjoying 
feeding, whatever the source.” By 4 months of life, the infant 
was predominantly feeding directly at the breast. The transi-
tion back to breast happened so gradually over the course of 
2 months, and at an infant-led pace, that the participant did 
not notice that it had occurred.

Discussion

There were multiple risk factors present in the participant’s 
peripartum period that could have impeded her ability to 
exclusively breastfeed. This included a difficult, instrument-
assisted delivery that resulted in both maternal and infant 
physical trauma and severe uncontrolled pain; diagnosed 
pre- and postpartum depression and anxiety, and the need to 
triple feed her infant due to severe nipple confusion.

Difficult Delivery and Breastfeeding

In this case study, the participant had a large for gestational 
age (LGA) infant and a long second stage of labor, resulting 
in forceps delivery and physical birth trauma. Instrument-
assisted delivery has been repeatedly associated with breast-
feeding difficulties (Bonilla & Riggs, 2020) like higher odds 
of infant feeding problems (Peters et  al., 2018), shorter 
breastfeeding durations, and lower breastfeeding rates 
(Kendall-Tackett et al., 2015). The use of forceps causes lat-
eral compression of the infant’s facial and cranial bones, 
which may result in bruising, bleeding, swelling (e.g., caput 
succedaneum), and infant suck dysfunction due to trigeminal 
nerve damage (Smith, 2007, Bonilla & Riggs, 2020). The 
infant’s injuries could have taken months to heal, which 
could explain why he felt more comfortable bottle-feeding 
and gradually made the transition from near exclusive bottle 
feeds to near exclusive breastfeeding.

A careful evaluation of the infant’s suck dysfunction may 
have diagnosed the breastfeeding problems sooner (Smith, 
2007). A significant limitation in the participant’s manage-
ment was that she was not informed and did not understand 
the significant perinatal risk factors she had experienced that 
could have result in her breastfeeding difficulties. Informing 
the participant about the significant risk factors could have 
reduced her anxiety and guilt. IBCLCs need to closely fol-
low these dyads and provide a specific, written plan before 
hospital discharge about how to express milk, assess infant 
latch, suck, and swallow, and where to access outpatient lac-
tation support (Supplementary Figures 1 and 2).

Pain and Breastfeeding

In this case study, the participant’s perineal Stage 4 tear and 
chronic fibromyalgia pain was persistent and uncontrolled, 

evidenced by difficulty holding and breastfeeding her son. 
Women who have severe perineal pain often report diffi-
culty sitting, standing, holding, breastfeeding, and provid-
ing general care to their infant (Beck, 2021). Pain inhibits 
oxytocin activity and milk transfer (Brown et  al., 2016; 
Jobst et  al., 2016; Pereira et  al., 2017, Reece-Stremtan, 
2017), and is also significantly associated with symptoms 
of depression during the postpartum period (Jobst et  al., 
2016; Nguyen et al., 2019; Swenson et al., 2018).

A limitation in the participant’s management approach 
was a lack of continuity of care with the same IBCLC to 
provide the participant with a better understanding of her 
breastfeeding barriers. A telehealth conference between the 
mother, IBCLC, a mental health provider, and WHP could 
have helped the team better understand and address the par-
ticipant’s pain, mental health, and breastfeeding needs. The 
team could then have created an individualized plan of care 
with a consistent, supportive message.

Depression and Anxiety: During Pregnancy and 
Postpartum

The participant suffered from a history of depression and 
anxiety before, during, and after her pregnancy. Both pre- 
and postpartum depression (Dias & Figueiredo, 2015; Payne 
& Maguire, 2019) and postpartum anxiety (Fallon et  al., 
2016; Hoff et al., 2019) predict shorter durations of breast-
feeding. Maternal stress and frustration due to ongoing dis-
parities between breastfeeding expectations and challenging 
realities can also make mothers more prone to postpartum 
depression (Stark et al., 2021). For mothers who highly value 
breastfeeding, difficult experiences with breastfeeding 
heighten the risk for low self-esteem and feelings of maternal 
role failure (Feenstra et al., 2018; Gianni et al., 2019). There 
is tremendous societal pressure surrounding mothering and 
breastfeeding expectations. Breastfeeding challenges are 
often viewed as a personal problem rather than a systemic 
failure to provide mothers with the support they need. As a 
result, mothers often report feeling as if their worth is defined 
by a feeding method (Jackson et al., 2021; Woollard & Porter, 
2017).

In the participant’s case, all providers were aware of her 
history and current treatment. A significant limitation in her 
management approach was that her IBCLCs did not recog-
nize the enormous stress that breastfeeding placed on the 
participant. While her providers were empathetic with her 
struggles and supportive of her decision to reduce direct 
breastfeeding, they did not provide adequate psychosocial 
support to help her actively work through her feelings. The 
participant’s providers viewed her mental health issues as 
another discipline’s responsibility and deferred her care to 
her mental health nurse practitioner, without continuity of 
care or coordination with the mental health team. A signifi-
cant strength of the participant’s management approach was 
the support of her mental health practitioner, whom she had 
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seen for several years. As a working mother who had also 
breastfed her children, the participant’s practitioner was able 
to provide her with a better understanding of the struggles 
that working mothers face when trying to breastfeed. This 
support helped the participant to cope with the stress of soci-
etal pressures and personal expectations as a health care pro-
fessional and new mother.

Since there are often strong feelings and emotional strug-
gles directly related to breastfeeding, IBCLCs can be a vital 
source of support by addressing these feelings. First, IBCLCs 
can help the patient identify her feelings in a nonjudgmental 
space by simply asking, “How are you feeling about breast-
feeding right now?” Additionally, IBCLCs should directly 
ask about feelings of anger, guilt, embarrassment, or anxiety 
and how they affect the patient and their relationship to the 
infant, providing reassurance that it is OK to have these feel-
ings and that they are not alone in them. Once the patient’s 
feelings are acknowledged, the IBCLC can introduce inter-
ventions to change their frame of mind, refocus their thoughts 
into constructive encouragement, and promote self-accep-
tance (Supplemental Figure 2).

IBCLCs can also provide paraprofessional psychological 
interventions to support lactating mothers (Diebold et  al., 
2020; Grover et al., 2020; Nation et al., 2018). IBCLCs can 
receive training and resources to address mental health issues 
when mothers do not meet their breastfeeding goals (Jackson 
et al., 2021). Breastfeeding does not define “good” mother-
hood, and IBCLCs can emphasize a mother’s worth is not 
determined by a feeding method (Jackson et  al., 2021; 
Woollard & Porter, 2017).

Conclusion

As breastfeeding initiation rates continue to rise, so do cases 
of breastfeeding successes and difficulties. When mothers 
experience difficulties, IBCLCs can help identify and rede-
fine unrealistic expectations that exacerbate breastfeeding 
problems and contribute to poor maternal mental health. A 
successful breastfeeding relationship can take several forms.
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