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BREAST FEEDING PROMOTION PROGRAM
IN THE MEXICO CITY GENERAL HOSPITAL
(Summary of Research)

While maternal nursing continues to be the norm in infant
feeding in Mexico, there has been a recent change in infant feeding
customs which involves the curtailing of nursing duration. This is
particularly true in urban popuvlations where it is common for
complete weaning from the breast to occur in the first weeks of
life. Due to continuing problems with infant infection and
malnutritvion, Mexican health officials are concerned about the
growing trend toward early weaning from the breast.

The lactation management program and evaluation study was
carried out ir 1988 and 1989 in the Mexico City General Hospital
(MCGH), a large institution which primarily serves the urban poor.
The MCGH iz part of the Secretary of Health system and provides
maternity care to around 6000 women each year. The program was a
joint project of La Leche League of Mexico and a group of MCGH
professionals; funding was obtained from The Population Council
through their New York City Office. The objectives of the study
were: 1) to facilitate the initiation of maternal nursing during
the post-partum hospital stay and promote longer periods of breast
feeding in the primiparas (the group with greater risk of short
nursing duration), and 2) to evaluate the extent to which the
program was successful in improving the lactation management
situation in the post-partum hospital stay and in increasing the
proportion of primiparas who breast feed during the first four
months.

Three principal interventicn components were included in the
program: 1) changes in hospital perinuatal care procedures;
2) lactation management training of hospital pediatric and
cbstetric staff; and 3) breast feeding classes for pregnant women
and new mothers. Each of these components was evaluated according
to the program objectives by means of indicators in the "before"
and "after" periods. 1In the case of the primiparas, interviews
were carried out in the post-partum hospital stay with follow-up
in the homes at one month and at four months.

Study results showed that the MCGH program reinforced the
concept of hospital responsibility in encouraging more adequate
nursing of infants in the rooming-in area (nursing fregquency
"before program", 1.5 times in 3 hour observation periods; "after
program", 1.9 times; comfortable mother-infant nursing interaction
"before program", 30%; "after program", 45%). The program was also
successful in orienting mothers about the advantages and techniques
of breast feeding (mean nursing duration "before program", 12
weeKks; "after program", 17 weeks; mean weight of babies at 19 weeks
"before program", 6.4 kg.; "“after program", 7.1 kg.).
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The following discussion is a description of the benefits
obtained in each of the main program intervention areas.

Changes in Perinatal Care Procedures

In order to judge the effects of the changes in hospital
perinatal care procedures on the initiation of nursing,
observations were made in the rooming-in area before and after the
implementation of program activities (36 and 32 mothers,
respectively). In both surveys, the great majority of mothers and
infants were observed for periods of three hours in the daytime.
In the two surveys, about three-quarters of the mothers were
reported as having nursed their babies during the three hour
period. In the initial survey, the mean time between infant
arrival to the area and first breast feeding was 1.6 hours while
in the later survey, the mean time to first nursing was 1.3 hours.
Other types of infant feeding were rare occurrences in both periods
with only one bottle seen in the area in each survey. :

Some improvements in the mother-newborn interactions were
noted in the later observation period. Vhereas, in the first
survey, the mean number of breast feedings per infant was 1.5; the
same indicator was 1.9 in the second survey. The nursing
interaction was also judged as comfortable for both mother and
infant more times in the second survey. ac was observed for 45% of
the group in comparison to 30% in the first survey. In the first
survey, the only class recorded was one prepared by a
representative of the Gerber Food Company who promoted the use of
supplemental foodc for both breast and bcttle fed babies from the
first months. In the second survey, a lactation counselor led the
class which concerned nursing advantages and techniques and
emphasized that exclusive breast feeding should be continued during
the first four months.

The daily breast feeding classes were among the most important
activities which aided in establishing a better environment for
nursing in the rooming-in area. A further prograr benefit came
from the fact that trained personnel were in the area and willing
to answer personal questions about nursing techniques. Given these
positive factors, the situation in the rooming-in area changed from
one of reluctance in offering the breast to pride in nursing that
was demonstrated by greater nursing frequency.

Lactation Management Training for Hospital Personnel

As an initial program activity, five MCGH professionals: one
obstetrician, two pediatricians, a nurse, and a social worker
received a month-long training course at the "Wellstart Lactation
Management Program" in San Diego, California. At the Wellstart
organization, the team members reviewed the scientific fundamentals
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of lactation performance, issues which impact on breast feeding
success, as well as clinical management of post-partum mothers and
other patients.

The MCGH breast feeding promotion program also included
lactation management training for perscnnel in the pediatric and
obstetric services. Specific course objectives and thematic guides
were designed for each of the professional groups including
physicians, residents, nurses, and social workers. The program
team developed 12 summaries of lactation related themes which were
used in these courses and later compiled and printed by La Leche
League.

At the beginning of the training program, 167 hospital
professionals took part in a survey of knowledge and attitudes
regarding breast feeding and lactation management. It was found
that the great majority were quite favorable toward breast feeding
and had an interest in learning more about lactation management.
Approximately 80% of the persons with children stated that their
children were breast fed. Almost three-quarters mentioned that
their professional studies on breast feeding topics had been
insufficient, and two-thirds felt that they did not know enough
about lactation management. Interest 1in further in-service
training on lactation management was expressed by ninety percent.

Of the fifty lactation management questions covered in the
first survey, the group answered 15 with a strong 1level of
concordance with the opinion of lactation experts (mean greater
than 3.5 points on a scale of 4.0 points). The overall mean score
for this part of the survey was 3.0. The group showed deficiencies
in knowledge for almost all topic areas except those that dealt
with the benefits of breast feeding and certain aspects of the
initiation of nursing in the post-partum. After receiving in-
service training, 93 hospital workers took part in a second survey
of the same type. The knowledge section in that survey included
the 35 remaining items after having eliminated the 15 questions
answer with strong concordance in the first occasion. Another 15
items were added to complete the total of fifty. On this occasion,
eight items received scores greater than 3.5 or strong concordance
with the experts. The overall mean item score in the second survey
was 3.0 points. With regard to the particular topics covered in
the second survey, health professionals still did not have adequate
knowledge about the potential benefits of breast feeding in the
second year, the correct timing for introducing other foods to the
infant diet, nursing indications for mothers with special health
problems, in addition to the physiological and psychologicale
characteristics of breast fed infants.

A comparison of the 35 lactation management items included in
both surveys showed that the second group had greater knowledge of
these topics. In the first survey, the overall mean score for



these 35 questions was 2.6; in the later survey, the mean score
statistically higher with 3.1 points.

Infant Feeding Methods Among Primiparas

The two groups of primiparas (175 and 176 mothers,
respectively) surveyed during the post-partum hospital stay had
the following characteristics: the same mean age of 20 years;
C-section delivery, 29% and 35%; received prenatal care in the
MCGH, 31% and 30%. Twenty-three percent of the first group had
received prenatal information concerning breast feeding in the
government health centers. In the second group, 17% stated that
they had obtained prenatal nursing information in the MCGH or
elsewhere.

In both surveys, very few mothers were planning to offer only
bottle feedings from the first days. A little more than half of
both groups of primiparas planned to offer only breast milk when
leaving the hospital, and most of the others planned to offer mixed
breast and bottle feedings. Moreover, the great majority of the
mothers in both surveys (about 80%) felt that they would have no
problems maintaining breast feeding throughout the first months.
Roughly three-quarters of all groups planned to breast feed for at
least four months, and a majority of the mothers felt that their
infants would require supplementary foods before the third month.

Follow-up data was obtained for about half of both groups (85
and 75 mothers) at one month and at four months. Less than 40% of
both groups were exclusively breast feeding at the end of the first
month, and this infant feeding method was insignificant in the
fourth month. On the positive side, "any breast feeding" was
practiced by more than 75% of both groups at one month and by more
than half of mothers at the end of four months. More mothers in
the intervention groun breast fed than did those of the control
group, corresponding to an increase of about 10% and 15% in the two
respective surveys. The proportion of the intervention group that
was breast feeding at four months was statistically greater than
that of the control group. The importance of the breast feeding
promotion program is plearly seen by the difference in the median
age at which complete weaning from the breast took place, this
being a median of 12 weeks for the contreol group and 17 weeks for
the program group. The great majority of both groups (about 80%)
had included other milk and/or weaning foods in the infant diet by
the second month.

More than half of the infants of both groups were reported
to be healthy in the first month. A health problem was reported
for almost half of the control group babies at four months, whereas
less than a quarter of the intervention group were reported ill in
that month. The intervention group infants weighed more at about
4.5 months of age (7.1 kg. vs. 6.4 kg.) and a smaller fraction of
the intervention group infants were taken to doctor for illness
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than that of the control group (about 40% and 20% during the first
month and 31% and 17% in the fourth month). A little less than a
quarter of the infants of both groups had a diarrhea episode in the
first four months.

Family planning services were not being used by the great
majority of the primiparas, and most of these mothers would be at
risk of a new pregnancy before the infant reached the age of one
year. Moreover, the supplementaticn of the breast milk from the
first weeks in both groups was a determining factor in the early
return of the rznstrual cycle with 75% of the mothers reporting the
resumption of th2 menstrual cycle before the end of the fourth
month.
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I. INTRODUCTION

World wide abandonment of breast feeding is a feature of the
twentieth century. Today there is marked variation in the
incidence of nursing, as well as in the age of weaning from the
breast. Differential breast feeding rates appear to result
primarily from cultural factors rather than the biological
capacities of groups of women. Conservative medical opinion
estimates that eighty-five percent of mothers should have no
physiological difficulty in nursing for at least six months, and
mod~rate levels of malnourishment and morbidity have not been shown
to substantially reduce the 1lactation performance of mothers.
Morecver, human milk is considered to be fully adequate for the
nutritional needs of babies for a minimum of four months and can
serve as an important part of infant diet throughout the first two
years. Nonetheless, many women never start nursing, and others
wean their infants after a few weeks or months (1,2,5,6,12,19,25).

The decline in breast feeding practice started in the
industrialized countries. In the more affluent nations, the
economic and educational needs involved in the massive switch from
the breast to the bottle more or less kept pace with the general
developmental transition. In the past decades no differences in
mortality rates between bottle fed and breast fed babies have been
shown in these countries; nevertheless, several authors report
greater morbidity rates in the bottle fed group and consequent
increases in health care costs. Probably owing to the work of
breast feeding promotional organizations and a favorable publicity
in the women's and medical media, the decline in nursing in
industrialized countries appears to have been checked. Recent
reports of maternal nursing practice indicate a greater incidence
and longer average duration than that observed during the 1950's
and 1960's (1,6,11,20,44,49,52, 58,63).

In developing countries the use of the bottle has taken place
recently among groups which do not have the education nor the
economic resources necessary for correct management of artificial
infant feeding. 1In areas of the world where infectious diarrhea
remains one of the greatest causes of childhood mortality, the
early protection afforded by breast milk is being lost. The recent
switch from the breast to the ‘bottle in developing countries is in
striking contrast with the prolonged breast feeding practiced
there only a generation ago. In these nations, the abandonment of
nursing in favor of artificial infant feeding methods has been
associated with other social changes including rapid urbanization,
forced migration, and value changes resulting from the process of
modernization (2,4,30,34,38,42, 55,47,54,58,62,65).

One characteristic of the modernization process which is
implicated in declining breast feeding rates is the expansion of
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medical services (14,17,18,21,24,49,58,62). A number of common
obstetric and neonatal procedures have been reported to be
detrimental to the establishment of the initial nursing
relationship. As the proportion of physician attended and hospital
births increases, breast feeding practice declines; these two
occurrences appear to be related. Surgical procedures during
delivery and use of anesthesia have been criticized as having
important negative effects on the ability of mothers to interact
with their newborns. Moreover, the fact that mothers and babies
often stay in different areas of the hospital limits their contact
and has led to rigid feeding schedules at intervals too lengthy for
the nursing needs of the newborn.

One of the most harmful practices of which physicians are
accused is the active promotion of formula or processed milk,
together with early dictary supplements for all infants 1nc1ud1ng
those who are breast fed. A number of critics have stated that
the majority of medical doctors do not know very much about the
relative benefits or the techniques of breast feeding. They point
out that medical school curriculum empha51zes infant diet based on
artificial feeding methods and almost ignores 1lactation and
nursing. Moreover, many medical texts underscore the complications
of breast feeding w1th long lists of contraindications for mothers
and infants. Instead of activelv promoting more breast feeding,
many doctors are cautious with their recommendations and appear to
be apprehensive about possible maternal psychological problems and
poor infant health should nursing not be successful
(13,16,29,40,47).

Internationally known pediatric specialists, Jelliffe and
Jelliffe (1976) call upon modern medicine to review many common
delivery and post-partun care practlces (24). The Jelliffes feel
that Western maternal care is a cause of breast feeding
dlfflcultles, and that physicians should study how to foster the
nursing process (13,18,19,24). Pediatric practice in developing
countries is in many ways repllcates that of industrialized
nations. Unfortunately, when mistakes in perlnatal care are made
in industrializing nations, the consequences in infant morbidity
and mortality are much more serious. Recent infant health programs
have taken into consideration the need for lactation management
training for physicians and other medical personnel. Once again,
the innovation diffusion pattern has been primarily from the
industrialized countries to the developing nations. Meanwhile,
lactation management programs in the poorer countries are few in
number, and the errors in perinatal services are costly in terms
of infant health and nutrition.

In the past decade, a number of breast feeding promotion
projects have been carried out in several developing countries.
All the studies have shown that hospltal-based interventions are
helpful in increasing maternal nursing rates in the target
population (22,35,59,64,68). These projects represent efforts to
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correct certain hospltal perinatal care practices and in training
health professionals in ways to help mothers with post-partum
nursing. Several successful multlple -center lactation promotion
projects have been conducted in Honduras, Panama, Brazil,
Indonesia, and Thailand (22). Most of the large programs include
mass communication, as well as health center and hospital
activities. All include specific educational programs for new
mothers, and in a few projects breast feeding <woluntary
organl ations, such as La Leche League, were important participants
in plannlng educational campaigns and in forming support groups for
nursing mothers (50).

No studies in connection with breast feeding promotion and
lactation management have been reported in Mexico. While some
local and institutional efforts at breast feeding promotion have
been started in several cities in Mexico, these programs are not
well known on a national level, and if they have an evaluation
component, the corresponding information has not yet been
publlshed The breast feeding promotion program carried out in
the Mexico City General Hospitzl, subject of this research report,
included evaluation procedures and specific mechanisms for
diffusion of the results to other hospitals and health workers in
Mexico and in other countries.

II. STUDY PROBLEM

Maternal nursing continues to be the norm in infant feeding
in Mexico. Complete artificial feeding from birth is practiced
only by a small minority of the population and, in general, the
recent change in infant feeding customs involves the curta111ng of
nursing duration. 1In the rural areas, the modification in breast
feeding practice has been somewhat slower, while in the cities
early weaning from the breast is quite common (3,10,12,30,
51,53,66,67). Due to continuing problems with infant infections
and malnutrition, Mexican health authorities are concerned about
the growing trend toward early weaning from the breast. The
Mexican Institute of Nutrition states that breast feeding is
"1ndlspensable" for a period of three months and "desirable" for
at least nine months (66). Nevertheless, processed cows' milk and
infant formula are used by a growing proportion of Mexican mothers.

The lactation management program and evaluation study was
carried out in the Mexico City General Hospital (MCGH), a large
institution situated near the downtown which primarily serves the
poor. As temporary or self-employed workers, the patients do not
pertain to the Mexican Social Security Institute and receive free
or very low-cost services from the Secretary of Health
institutions. The MCGH is part of the Secretary of Health system
and has a total of 1340 beds in 18 different service areas.



As an important teaching hospital with a long tradition, the
MCGH physicians are considered to be amply qualified, and many hold
concurrent university appointments. On the other hand, given the
patient load and the economic restrictions which affect all of the
Secretary of Health institutions, most direct care is carried out
by residents and medical students. While counting on essential
support services, the General Hospital is not considered to be a
tertiary level institution and lacks sophisticated diagnostic and
treatment equipment. Notwithstanding these 1limitations, there
exists a seriousness of purpose and a commicment to the offering
of good basic services in a "ne-frills" environment. This perhaps
accounts for the fact that the majority of staff physicians are
proponents of appropriate health care technology and preventive
medicine. Several members of the MCGH pediatric staff had already
attended courses sponsored by La Leche League of Mexico, a breast
feeding promotion organization based in Maxico City. When the
president of La Leche League communicated her interest in starting-
up a joint breast feeding promotion project, the Pediatric Service
readily accepted.

on the other hand, large urban hospitals, such as the MCGH,
have several problems which make it difficult for their personnel
to effectively conduct a lactation management program. First of
all, the obstetric services provided by this type of hospital offer
little continuity of care. In general, the prenatal visits are few
and brief, and serve basically as a screening mechanism for high
risk pregnancy. Frequently, the population has had no prenatal
care in the hospital, and the first contact with the patient is her
arrival already in labor. Before the initiation of the present
program, delivery and post-partum care had been derived from
diverse assumptions, but 1little or no attention had been given to
the effects of these practices in relation to the initiation of

maternal nursing.

In the recent past, the MCGH has provided maternity care for
about 6000 women each year, and approximately 20% of the mothers
are younger than 20 years old. At least 80% of the maternity
patients can be considered among the urban poor, and 20% of the
women are destitute. 1In this population common-law marriages are
quite common, and only about half the mothers are legally married.
Around 20% of the newborns are classified as "high risk" with a
prematurity rate of 10% (less than 37 weeks) and 15% with low birth
weight (less than 2500 grams).

Although the prenatal outpatient clinic is large with about
1400 visits each month, many of these women go elsewhere for the
birth, and only about 25% of those who deliver in the MCGH have
received a prenatal visit there. All the normal prenatal visits
last ten or fifteen minutes, and no educational activities were
regularly included before the present program. Routine post-partum
gynecological appointments (after one week) are only made for those
women who have had C-sections (about 28%). While well baby check-
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ups are scheduled for all newborns after the first week, only 20%
of the infants are brought back to the hospital for well baby care.

The post-partum care area has four rooms with eight beds each.
Ooften there is a bed shortage, during which time, the recently
delivered mothers must remain in the recuperation area. Rooming-
in facilities are the norm for all normal delivery mothers and
babies, but newborns first pass through the transitional nursery
where they are weighed, measured, and bathed. Three to seven hours
pass before normal delivery mothers receive their infants, and in
the case of post C-section patients the separation time is for 24
or more hours. Normal delivery mothers most often leave the
hospital after 12 to 18 hours and the post C-section group without
complications leave after 28 hours.

Depending on the number of hours that the infant stays in the
transitional nursery, he receives a bottle feeding once every three
hours, the first generally being glucose water and thereafter
formula. Normal delivery mothers are with their infants for six
to ten hours, during which time about 90% initiate breast feeding.
Sometimes first nursing is delayed because of the requirement that
mothers must bathe before offering the breast. Another obstacle
for first nursing was created by the norm that all mothers must sit
up on the bed or a chair in order to breast feed. This rule was
established because the pediatric staff wanted to protect the
newborns from contact with the mother's bed sheets which often were
not clean. Post-partum nursing is even more difficult for the C-
section mother because she is more uncomfortable than the normal
delivery mother, and often her baby is with her for a very short
time before discharge from the hospital.

Before the commencement of the program, the hospital did not
offer any formal breast feeding orientation during the post- partum
stay. A three-page leaflet on infant care was given to the mother
at the time of her discharge, but the information which it
contained on nursing was very brief. Three times a week a
representative of the Gerber Foods Company entered the rooming-in
area and gave a short talk on infant feeding methods. She gave a
congratulatory card to each mother and talked about breast feeding,
bottle feeding, and weaning foods. When the mothers left the
obstetric service, she offered them samples of Gerber products and
a twenty-four page pamphlet on infant feeding which emphasized the
benefits of offering weaning foods to both breast and bottle fed
infants from the first months.

Data collected at the heginning of the program showed that a
mean of 500 women gave birth in the hospital every month, and that
about one-third were primiparas. This particular group of pregnant
women was chosen as the program target population for two reasons.
First, other studies have shown that these generally younger women
are less 1likely to follow breast feeding recommendations and
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second, they have had nco previous experience with infant feeding,
a factor which greatly influences feeding method decisions with
subsequent children (33,51).

IIT. MCGH BREAST FEEDING PROMOTION STUDY

3.1 Program Organization and Objectives

The MCGH breast feeding promotion study was a joint project
of La Leche League of Mexico and a group of MCGH professionals
representing the pediatric and obstetric services. The objectives
of the study were: 1) to facilitate the initiation of maternal
nursing during the post-partum hospital stay and promote longer
periods of breast feeding in the obstetric population, and 2) to
evaluate the extent to which the program was successful in
improving the lactation management situation in the post-partum
hospital stay and in increasing the proportion of primiparas who
breast feed during the first four months. Funding for the project
was obtained from The Population Council (New York Office) through
their Programatic Grant from the United States Agency for
International Development.

Three principal intervention components were included in the
program: 1) lactation management training of hospital pediatric
and obstetric staff; 2) changes in hospital perinatal care
procedures; and 2) breast feeding classes for pregnant women and
new mothers. These intervention areas were chosen on the basis of
the experience of several successful hospital-based breast feeding
promotion programs in other countries (See Chapter I).  The
specific set of activities within these intervention areas was
determined by the program team in response to the problems
identified in the MCGH lactation management profile completed in
October, 1988 (Appendix 1). Program interventions began in
February and ended in July, 1989. Evaluation activities were
carried out from October, 1988, to February, 1989 (comparison
samples and observations), and from March to November, 1989
(intervention samples and observations).

The program team included two representatives of La Leche
League of Mexico, seven MCGH staff members, and a social science
researcher. The whole team met at least once a month to monitor
program activities. Four coordination meetings were carried out
with the heads of the pediatric and obstetric services to keep them
up-dated on program activities and to exchange view points on
related themes.



3.2 Training of Hospital Personnel

Experience in other countries has shown that health care
personnel need to know more about the benefits and techniques of
breast feeding and to see how other lactation management programs
function (2,36,48,59). They then can form motivated groups which
work to overcome institutional obstacles that are impeding a good
start to breast feeding in the first hours after the birth and
participate in support activities and education for lactating
mothers. .

As an initial program activity, five MCGH professionals: one
obstetrician, two pediatricians, a nurse, and a social worker
received a month-long training course in September, 1988, at the
"Wellstart Lactation Management Program" in San Diego, California
(59). At the Wellstart organization, the team members reviewed
the scientific fundamentals of lactation performance, issues which
impact on breast feeding success, clinical management of post-
partum mothers, as well as problems of special patients.

The MCGH Lreast feeding promotion program also included in-
service courses for hospital personnel (Table 1). The program team
and La Leche League designed and conducted all the classes
in this part of the program. During the months of January to July,
1989, a series of classes were held in the pediatric and obstetric
services during the morning hospital shift. Specific course
objectives and thematic gquides were designed for each of the
professional groups including physicians, residents, nurses, and
social workers. The program team developed 12 summaries of
lactation management related themes which were used in the in-
service courses; these were later compiled and printed by La Leche

League (Appendix 2).

3.3 Changes in Hospital Perinatal Care Procedures

There were a number of changes in hospital perinatal procedures
which the program team considered necessary in order to effectively
promote the nursing of infants during the post-partum hospital
stay. The team discussed these recommendations with the heads of
the pediatric and obstetric services and was successful in helping
establish several of these changes. Implementation of the
modifications in hospital practices were coordinated with other
program activities so that the mothers who participated in the
special educational program (described in Section 3.4 below) also
had the benefit of the improvements in <the new perinatal
procedures. The following are the changes which were made by the
hospital in order to assure that mothers would have a good start
to breast feeding:


http:successful.in

2) Bottle feeding in the rcoming-in area only by pediatric
order;

2) Reduction of the time that newborns stay in the
transitional nursery and in the number of bottles to be
given during that time;

3) Fewer hours of IV's for post C-section mothers so that these
mothers and their newborns can be reunited sooner:;

4) Mothers allowed to nurse standing up supported against
the bed;’

5) More emphasis on attendence in the well neonate visits
in the MCGH clinic with some lactation counseling
incorporated in these services.

3.4 Breast Feeding Classes for Mothers

Three breast feeding orientation classes were offered to
rregnant women who attended the MCGH prenatal clinic from
ferrvary 27 to May 22, 1989. Of the group of primiparas that
attended the sessions: 299 heard one talk, 42 heard two, and 6
heard all three. An approximately equal number of multiparas
attended the classes.

The following themes were illustrated in these sessions:

1) "Benefits of maternal nursing and prenatal preparation for
breast feeding"; 2) "The first days of breast feeding"; and

3) " Practical tips for nursing maintenance in the first months"
(including some family planning information). All members of the
MCGH program team participated in these classes which were based
on slide presentations and question and answer sessions. La Leche
League of Mexico prepared three short brochures on the same topics
which were distributed to the primiparas at the end of the classes

(Appendix 2). ‘

The final breast feeding education session was offered to
mothers during the post-partum hospital stay in the period from
March 1 to June 15, 1989. This class was a thirty minute oral

! ' Before the program was begun, mothers were only allotad
to nurse while seated in a chair. Breast feeding was not done
while lying or sitting on the bed because the pediatric staff said
that the babies could not have any cuntact with the bed sheets
which were sometimes dirty. The program team mentioned to the
staff physicians that the babies were wrapped in their own clean
sheets, and that contact with the mothers' beds was minimal.
Unfortunately they were unable to get this norm changed. After
much discussion a compromise was made allowing mothers to nurse
while standing up supported against the bed.
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presentation of simple graphic material (posters) and group
discussion led by a La Leche League lactation counselor. Mothers
whe attended the session were given a 12 page booklet prepared by
La Leche League which covered material on breast feeding benefits,
techniques, and prohlems which sometimes occur (Appendix 2). Four
hundred and twenty-three primiparas attended the class as did a
smaller number of multiparas.

IVv. STUDY METHODOLOGY

4.1 Factors Associated with Infant Feeding Practices

In order to evaluate the impact of the MCGH breast feeding
promotion program, it was necessary to make a selection ranong many
factors which influence infant feeding practices. This section of
the report describes a simplified conceptual model of the relations
among these factors (Figure 1).

The variables described below which follow form part of the
concep-ual model for differential breast feeding practices. As
commented on in the following discussion, most of these factors
were considered to be operative in the infant feeding methods
practices of the MCGH mothers.

1) Outcomes - the following kinds of factors are
considered to be important dependent variables:

a) Initial inyYant feeding plan - the first observation was taken
during the post-partum hospital interview when the mother was
asked how she planned to feed her infant in the first few
weeks. The possible responses were exclusive breast feeding,
mixed breast and bottle feedings, and complete bottle feeding
from birth.

b) Subsequent infant feeding methods - these observations were
made after the first and fourth months at which time complete

weaning from the breast in the interim or continued breast
feeding was recorded. In both surveys, data was obtained
concerning weaning foods and when these were first included
in the infant diet.

c) Health related outcomes - the infant outcomes considered here
include health status, weight, visits to the doctor for
illness, as well as the report of any episode of infant
diarrhea. Another outcome variable was the return of the
mother's menstrual cycle, an event which is highly related to
the frequency of nursing.



According to the same model, the following variables are
considered to be antecedent factors which influence breast feeding
incidence and duration.

2) Community influences = several kinds of ecological
variables have been mentioned in the breast feeding literature
(5,24,34,37,48,49,62,63,65). Among these influences are:

a) Availability of breast milk substjtutes - in all zones of

Mexico City there are supplies of infant formula and other
types of processed milk available in large and small food
stores. In this study, availability of processed milk is
considered to be controlled.

b) Prevalence of female empioyment outside the home - in Mexico
City, a large fraction of women with children are working, and
there exist many opportunities for female employment in
services and small-scale commerce. Therefore, this variable
is also considered to be controlled in the evaluation study.

3) Personal characteristics - every-woman has had a variety
of individual experiences which affect her infant feeding
decisions. Out of these experiences arise individual perceptions
and priorities for infant care. The following maternal
characteristics have been reported in connection with varying
infant feeding practices (3,14,20,30,32,33,37,40,43,51,58,63):

a) Age and vparity - previous studies have not shown these
variables to have a simple relation to the duration of breast
feeding. Some researchers report age with a positive relation
wih breast feeding rates. Other studies have indicated that
older primiparas nurse with less frequency. With multiparas,
on the other hand, with greater age and parity, there is more
likelihood of longer periods of breast feeding.

b) Social class and education - previous studies in developing
countries have shown that more education and higher social
class are related to decreased incidence and duration of
breast feeding. When reliable data can be obtained, the wage
level 1is the most usual indicator of social - class.
Educational attainment is also often used as an indicator of
the social class. Both of these indicators are used in the
evaluation study.

c) Work status - mother's employment outside the home most often
involves the ne:essity for mother-child separation in the
first months of life, and when this occurs there is reduced
frequency of nursing which, in turn, can lead to insufficient
breast milk and subsequent early weaning. This study includes
data about the mother's work outside the home before the birth
of the baby and her return to work during the first four
months.
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d) Family structure - a supportive family environment is expected
to be conducive to breast feeding, in as much as there are
nthers to take care of the mother, while she responds
favorably to the infant's demands for food and comfort. Among
the variables considered in family structure is the presence
of the spouse and/or the presence of another female adult in
the same household.

e) Prior breast feeding experience - it is reasonable to assume

that lactation performance is a partly conditioned response
because of the neural-hormonal mechanisms involved; thus, an
experienced breast feeder should have fewer nursing
difficulties. The relationship between previous breast
feeding and subsequent nursing has been substantiated in a
number of reports. This variable is mentioned in as much as
multiparas are a comparison group in the post-partum surveys.

f) Social support for breast feeding - evidence nf social

support for breast feeding is defined, here, as the mother's
indication of personal contacts who recently recommended
nursing as the best infant feeding method; these other persons
include the spouse, other relatives, as well as friends and
associates.

4) Health status of the mother and child - in the study the

following variables were considered as important health related
information (13,14,17,24,26,29,45,53,62):

a) Type of delivery aand complications - one of the most
important obstacles to the initiation of post-partum nursing

is the Cesarean birth because these mothers and their infants
can't be reunited in the rooming-in area until many hours have
passed, and even when they are finally together, many mothers
are so uncomfortable that they have trouble beginning to
nurse.

b) Illnesses - certain maternal diseases limit the capacity, or
at least the advisability, of breast feeding. Among the
contraindications for maternal nursing are severe anemia,
epilepsy, active tuberculosis, and hepatitis B. Any physical
problem which limits the sucking capacity of the neonate can
also be a contraindication for breast feeding. While lesser
morbidity is not known to substantially impair the lactation-
suckling process, acute infections or a series of minor
illnesses in either the mother or her infant can be an
underlying problem for continued nursing.

5) Health service coverage - two sources of medical coverage
were taken into consideration:

11



a) Program intervention status - it is supposed that the MCGH is
the most important medical institution for the mothers because

it ic the institution where they received obstetric and post-
partum care. In this case, the major difference should be the
program intervention status, that 1is, whether the mother
received obstetric care before or after the introduction of
the hospital lactation management program.

b) other medical contacts = other physicians also influence the
mother's decisions with regard to infant £feeding methods.
These data include: place where the mothers received prenatal
care were recorded in the post-partum interview and specific
medical recommendations and/or classes concerning appropriate
infant feeding methods were registered in all ‘three
interviews.

6) Intermediate level variables - the conceptual scheme for
breast feeding practices posits that lactation performance results
primarily from motivation to breast feed and frequent nursing.
These two factors, in turn, may be operationally defined as:

a) Strength of mother's belief that continued nursing is the
optimal infant feeding strategy; and

b) Demands on mother's time and enerqgy.

These two intermediate level variables provide a conceptual
bridge for the way that community, personal, and health-related
variables influence the mother's decision to continue nursing.
While the intermediate variables are not directly measured in the
study, those mothers who never nurse oOr who discontinue breast
feeding were asked why they did so. Responses of the mothers in
this regard can reveal something about the strength of their irfant
feeding beliefs and the constraints on their time and energy,

4.2 Study Methods and Instruments

The MCGH breast feeding promotion study can be catalogued as
operations research with emphasis on the development of appropriate
health care technology in a complex organization (9,19,41,50).
Accordingly, the study methods and instruments were designed to
evaluate the extent to which the program could be considered
successful with regard to its principal objectives, those being:
1) to facilitate the initiation of maternal nursing during the
post-partum hospital stay and 2) promote breast feeding in the
obstetric population as measured by an increase in the proportion
of primiparas who breast feed during the first four months.

The initial step in the project was then, the collection of
the base-line information including: 1) perinatal procedures that
could be hindering the initiation of breast feeding during the
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‘hospltal stay; 2) knowledge, attitudes, and practices (KAP) of
hospital personnel toward breast feeding and lactation management;
and 3) social and personal characteristics of the mothers and their

infant feeding plans.

The first part of the base-line information was obtained from
a report sheet concerning observations of the interactions of
mothers, newborns, and hospital personnel in the rooming-in area
(Appendlx 3). This instrument had the purpose of evaluating the
effectiveness of hospital lactation management efforts before
program interventions began. The observations were divided in two
parts: the first being general information about the observation
area, the time of day, and the number of mothers and newborns in
the room. The second section inciuded maternal and obstetric data,
along with information concerning her interaction with the newborn
and the types of feeding which the infant received in the post-
partum. In seven occasions during the months of February and
March, 1989, the observers sat in the rooming-in area for a total
of 21 hours observing 40 mothers, 35 of whom had already received
their newborns.

The second part of the base-line informaticn was provided by
a survey gquestionnaire for obstetric and pediatric personnel which
had the aim of quantifying their general level of Kknowledge,
attitudes, and practices (KAP) with regard to breast feeding and
lactation management. The selection of themes to be included was
based on a similar instrument developed by the La Leche League of
Mexico and already used in another large Mexico City hospital (7).
A total of 164 MCGH health professicnals filled out the
questionnaire in October and November, 1988; they represented about
80% of all health care personnel in the two services areas

(Appendix 4).

The third component of the base-line study was a post-partum
survey administered in the rooming-in area; the corresponding
questionnaire included background information with regard to
social and personal characteristics of the maternlty population,
as well as their opinions and experiences concerning infant feading
with emphasis on their plans for the newborn. The questionnaire
was administered to 175 primiparas who delivered in the MCGH during
October and November, 1988. The same group of primiparas formed
the control group for the program. A second comparison group was
made up of 154 multiparas who were also interviewed before the
beginning of program interventions.

The questionnaire for the survey of post-partum mothers
included information concerning (Appendix 5): 1) maternal personal
and social factors; 2) prenatal and obstetric history, including
the present delivery:; 3) infant feeding experience, opinions, and
plans for the newborn with regard to breast, bottle, or mixed
methods; 4) plans for the introduction of supplementary foods in
the infant diet; 5) any foreseen problems for breast feeding
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‘maintenance; 6) persons who might give infant feeding
recommendations should problems or doubts arise; and 7) plans for
use of a contraceptive method.

The control group of primiparas were surveyed in their homes
to record information concerning infant feeding methods and health
related data at one month and at four months.? The samples thus
formed had the following composition: 1) 94 mothers surveyed in
November and December, 1988, and 2) 85 mothers of the and at four
months; the sample thus formed included: 92 mothers interviewed in
June and July, 1989; and 74 mothers of the same group interviewed
from September to November, 1989. The survey instrument for these
interviews was the same one used for the follow-up of the control

group (Appendix 6).

4.3 Analytic Methods

The instrument used for recording observations in the rooming-
in area in the "before" period was repeated to detect program
related changes in perinatal care practices. Comparisons were made
regarding the number of times favorable actions were observed in
the two samples. These results are reported in proportions,
percentages, and measures of central tendency (15,27).

The first section (15 questions) of the two KAP surveys of
hospital personnel included data concerning attitudes and personal
experiences with breast feeding and lactation management. Simple
proportions and percentages were obtained for all this information.
"Before" and "after" comparisons in percentages were made for these

data.

The second part of the analysis of the two KAP surveys of
hospital personnel was based on how closely each professional group
agreed with expert opinion with regard to fifty lactation
management related statements. The scale of measurement for these
survey instruments was from zero to four points, corresponding to
the degree of concordance or distance thereof for each of the 50
statements. An overall score was calculated as the mean value
obtained by pooling the mean scores on all 50 statements. The 15
survey items which were answered with a high level of concordance
with expert opinion (greater than 3.5) were replaced by others in
the second survey. The evaluation of knowledge acquired was the

? The MCGH pediatric clinic suggests that no other types of
milk or supplemental foods be added to the infant diet until the
fifth month of 1life, and the program related classes and materials
for mothers also stressed this recommendation. Moreover, at four
months, the baby should have doubled his birth weight; thus, the
weight gain at this age is a good indicator of general infant
health.
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'comparison of the mean scores obtained for the 35 statements which
were common tc the two surveys. The analysis of variance procedure
(ANOVA) was used to detect statistical differences in the two mean

scores (27,57).

For the post-partum and follow-up surveys, the first part of
the analysis included relative distributions for the most important
variables. Measures of central tendency were computed for
numerical and ordinal data.

The second part of the analysis for these surveys was the
cross-tabulation of the antecedent factors with the intervention
status to determine if differences could be detected between the
groups. The following step was the cross-tabulation of the
principal outcome variables with the intervention status; these
being: 1) initial infant feeding plan and 2) continuation of breast
feeding or complete weaning in the period of follow-up. The
variable, duration of breast feeding, was defined on the basis of
nursing or weaning at birth and for each month during the
observation period (Figure 2). The timing of the introduction of
weaning foods was divided in three periods (Figure 3).

Measures of association were made between the antecedent
variables and the two outcome variables in accordance with the
above categories. The chi-square test statistic was used. Three
dimensional cross-tables, involving two strata of antecedent
factors (one always being the intervention status) and each of the
outcome variables were computed for more insight into the
relationship among these variables. - The chi-square test was used
to determine the statistical significance of associations. The
final step in the stratification analysis was the calculation of
the relative risks of complete weaning from the breast at arrival
to the home and for each of the four months of observation (27).
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V. STUDY RESULTS
5.1 Observations in the rooming-in area

The personal characteristics of the two groups of mothers
observed in the rooming-in areas were roughly comparable. The mean
age of the first group of mothers was 23.2 years, and twenty-
percent of the mothers were less than 20 years old. The second
survey included older mothers with a mean age of 24.4 years, while
more than a quarter of the group were younger than 20 years of age.
With reference to the parity of the first group, 30.0% were
primiparas and 70.0% were multiparas. The mean number of children
was 2.5. The data regarding the parity of the second group was bi-
modal representing as many primiparas as mothers with two children.
The mean for the group was 2.5. In the earlier survey, 72.5% of
the mothers had a vaginal delivery. In the later survey, a greater
proportion (35%) of the group had a C-section.

Table 3 reports some observations related to the commencement
of nursing and *he lactation management situation in the rooming-
in area. In both surveys, the great majority of mothers and
infants were observed for periods of three hours in the daytime.
While not all newborns wake up during such periods of observation,
most do so at least once and cry out. The mother has then the
option of rocking her infant and 1lulling it back to sleep or to
offer the breast. In the two surveys, about three-quarters of the
mothers were noted as having nursed their babies during the
observations. All of them were asked when they first nursed their
infants but some were unable to remember. In the initial survey,
the mean time between infant arrival and first breast feeding was
1.6 hours while in the latter survey, the mean time to first
nursing was 1.3 hours. Other types of infant feeding were rare
occurrences with only one bottle seen in the area in each survey.

Some improvements in the mother-newborn interactions were
noted in the later observation period. Whereas, in the first
survey, the mean number of breast feedings during the obser-
vations was 1.5; the same indicator was 1.9 in the second survey.
The nursing interaction was also judged as comfortable for both
mother and infant more times in the later survey, observed for 45%
of the group in comparison to 30% in the first survey. Moreover,
the mothers picked up their newborns more times in the later
observations, with a mean of 2.7 times in comparison with the 2.2
times recorded in the earlier period.

With regard to the help offered to nursing mothers by hospital
personnel, about a tenth of both groups were shown something about
correct breast feeding techniques during the hours of observation.
On the other hand, the information concerning nursing benefits and
techniques was much better in the later period. In the first
survey, the only c¢lass recorded was one prepared by a
repraesentative of the Gerber Food Company which promoted the use
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of supplemental foods for both breast and bottle fed babies from
the first months. In the second period, the class concerned
nursing advantages and techniques and was led by a member of the
program team.

5.2 KAP Surveys among Hospital Personnel

At the beginning of the program, 167 persons from the
obstetric and the pediatric services took part in the KAP survey.
Eight months later, 93 persons of the same service areas took part
in another survey of the same type. The majority of the health
professionals who filled out the second questionnaire had
participated in the in-service training courses. Women made up
almost two-thirds of each group representing all the social workers
and nurses, and about a third of the other professions. The
differernt professions were not equally distributed .in the two
surveys, with a preponderance of nurses and residents in the
earlier occasion and a more even division of the four professional
groups in the later survey. The mean ages of the two groups was
the same, 31 years, and about 55% of the two groups were currently
married or had been at some time. The mean number of children for
ever married persons was 1.0.

With regard to the attitudes and practices, the great majority
of hospital personnel were quite favorable toward breast feeding
and had an interest in learning more about lactation management
(Table 4). Approximately 80% of the persons with children in both
groups stated that their children were breast fed. Almost three-
quarters of each group mentioned that their professional studies
on breast feeding topics had been insufficient, and two-thirds felt
that they currently did not know enough about lactation management.

By the time of the second survey, almost all personnel were
aware of breast feeding promotion in the hospital, and three-
quarters of the group wished to take part in activities related to
the lactation management. Interest in further in-service training
on lactation related themes was expressed by ninety percent of both
groups. The one surprising observation in the later survey was the
reduction in the proportion of persons who believed that the
hospital population fully accepted breast feeding. This
discrepancy probably was due to the fact that the group became more
aware of the difficulties which the hospital population has in
carrying out exclusive breast feeding in the first months.

Of the fifty lactation management questions covered in the
first survey, the group answered 15 with a strong 1level of
concordance with the opinion of lactation management experts (mean
greater than 3.5 on a scale of 4.0). Twelve items wer:': answered
with a moderate level of concordance with expert opinion and low
scores (3.0 or less) were obtained for 23 items (Table 4). The
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group showed deficiencies in knowledge for almost all topic areas
except those that dealt with the benefits of breast feeding and
certain aspects of the initiation of nursing in the post-partum.

The knowledge section in the second KAP survey included the
35 remaining items after having eliminated the 15 items which had
a high level of accordance in the first occasion. Another 15
questions were added to complete the fifty items for the second
survey. The results of the later survey were: eight items
showed strong concordance with expert opinion (Table 5). Twenty-
six items had a moderate level of concordance. The group did not
demonstrate adequate knowledge in about a third of the topics.
While the mean scores obtained in both surveys were the same, 3.0
points, the results of the later survey can be considered to be
better because the easier questions had already been eliminated.
With regard to the particular topics covered in the second survey,
health professionals still did not have adequate knowledge about
the the benefits of breast feeding in the second year, the correct
timing for introducing other foods to the infant diet, nursing
indications for mothers with special health problems, in addition
to the physiological and psychological characteristics of breast
fed infants.

A comparison of the 35 lactation management topics included
in both surveys showed that the second group had greater knowledge
on these themes (Table 6). In the first survey, the mean item
score for these 35 questions was 2.6, and no professionzl group
attained a moderate level of agreement withl expert opinion. In the
later survey, the mean item score was incrieased to 3.1 with three
of the four groups demonstrating a moderate level of concordance
with expert opinion. The general mean item score in the second
survey was statistically higher than that of the first survey.

5.3 Surveys of Post-partum Mothers

The mothers surveyed during the post-partum hospital stay had
the following characteristics (See Table 2): 1) the two groups of
primiparas had the same mean age of 20 years, and as is clearly
expected, the multiparas were older with a mean of 26 years; 2) the
mean height of the mothers in all groups was approximately 154 cm.;
3) the twr groups of primiparas had about the same weight, 53 kg.,
while the multiparas were about 3 kg. heavier on the average;. 4)
the multiparas had a mean parity of 3.5 children with a mode of 3
children. The average age of the penultimate child was 2.5 years,
and the statistical mode was one year. Almost three-quarters of
the multiparas mentioned initial exclusive breast feeding with one
or more children.

Table 7 refers to the outcome variables in the study of post-
partum mothers. 1In all three groups very few mothers were planning
to offer only the bottle from the first days. What varied was the
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fraction of mothers who felt that chey would be exclusively breast
feeding durlng the first weeks. A little more than half of both
groups of primiparas planned to offer only breast milk when leaving
the hospital, and the corresponding proportion was even larger for
multiparas (63.4%). The great majority of the mothers in all
groups (about 80%) felt that they would have no problems
maintaining breast feeding throughout the first months, and this
indicator was significantly associated with the plan for exclusive
breast feeding of the newborn in all three groups.

Roughly three-quarters of all groups planned to breast feed
for at least four months, and this variable was statistically
associated with a plan for initial exclusive breast feeding. A
majority of prlmlparas and multiparas stated that their infants
would be receiving supplementary foods in the first two months
(small quantities of tea and water were not considered here as
supplemental feedings), and more than 90% of the mothers felt that
they would do so before the fifth month. It should be noted that
many primiparas did not have a clear idea about appropriate infant
diet and failed to answer the question concerning the timing of the
introduction cf other foods.

The variables reported in Table 8 concern personal data for
mothers in the post-partum surveys. There were some differences
in educational level among the three groups. A little more than
half the primiparas had some secondary schooling or more years of
education, while about a third of the multiparas reported secondary
level or more schooling. Around 30% of both the prlmipara control
group anu the multiparas reported that the famlly income was less
than minimum wage. Only 12% of the primiparas in the intervention
group were reported in the same category; the information for the
latter group held a positive statistical association with the plan
for initial exclusive breast feeding.

With regard to the work status of the mothers, more primiparas
in the control group (39%) were working prior to the birth of the
infant, and this indicator was negatively related to the exclusive
breast feeding of newborns. About a quarter of the multiparas and
a fifth of the primiparas in the intervention group stated that
they held wage work before the birth of the baby. Almost all women
who were working before planned to return to work before the end
of the first four months.

The variables referring to family structure and social support
for breast feeding are also reported. There were some differences
in the proportions of women whose husband was in the home. The
great majority of multiparas were 1living with their spouses
(82.5%), while the same variable was reported to be a little more
than half of the first group of primiparas and about two-thirds of
the prlmlparas in the 1later survey. All family types were
represented in the post-partum surveys, but more primiparas were
living without other family members or in extended families which
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included another female adult. About two-thirds of the primiparas
referred to exclusive breast feeding recommendations from their
family and friends, and this indicator was significant for those
who formed the intervention group. For reasons which are not
clear, most of the multiparas did not report any such
recomnendation.

Table 9 is a summary of health related data for the three
groups of mothers and their infants. The general health was
reported as good for the large majority of mothers (more than 90%
of all three groups). With regard to prenatal complications, about
18% of all the primiparas mentioned bhaving had some problem, more
than twice that: of the multiparas. fomplications during delivery
were not equally distributed in the three groups; around 30% of
primipara controls and the multiparas had C-sections. The
corresponding fraction was 38% for the primiparas in the
intervention group. 1Infant problems were mentioned for less than
10% of all three groups. Low birth weight was mentioned for less
than 10% of the infants born to primipara controls and the
multiparas, but a slightly greater proportion was noted in the
intervention group.

While from 80% to 90% of the women had some prenatal care,
only around 30% of each group had been seen one or more times in
MCGH prenatal clinic. Intervention group mothers who had been seen
in the MCGH more often mentioned a plan for initial exclusive
breast feeding, and the corresponding difference in proportions was
statistically significant. A varying percentage of the mothers
had received a prenatal breast feeding class or counseling, and
surprisingly, a slightly higher proportion of control group mothers
mentioned this factor. (The post-partum breast feeding class was
held after the interview to avoidé a likely source of bias on -the
reporting of infant feeding plans). A small percentage of each
group renmembered a recent specific breast feeding recommendation
by a physician. Those multiparas who reported a medical
recomnendation for breast feeding more often also mentioned the
plan for initial exclusive breast feeding, and this relation was
statistically significant.

Plans for the use of a specific family planning method in the
post-partum were reported for a minority of the two groups of
primiparas (43% and 35%, respectively). ©On the other hand, 80% of
the multiparas were either surgically sterilized in the immediate
post-partum or were planning to use a specific method to avoid a
subsequent pregnancy. For the primiparas of the intervention
group, plans for the use of a specific family planning method were
negatively related to plans for the exclusive breast feeding of the
newborn.
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5.4 Follow-up Surveys of Primiparas

As was mentioned in the section on study samples, both control
and intervention groups interviewed at one month represent a little
more than half of the post-partum samples, and the four month
samples account for less than half of the original groups.
Nevertheless, the characteristics of the mothers and infants in the
follow-up groups were quite similar to the corresponding post-
partum groups.

There were several minor differences in the two follow-up
groups having to do with their personal characteristics and contact
with medical services. The second group included a slightly lower
proportion of teen-age mothers, and more fathers were residing in
the home. On the other hand, the first group had more vaginal
births, and slightly more of the women had sought prenatal care in
the MCGH. None of these variables were statistically related to
feeding methods at one month or at four months.

Table 10 is a summary of the information concerning the infant
feeding methods of the mothers in the follow-up surveys. One of
the most important findings in this regard was the low rate of
exclusive breast feeding at the end of the first month representing
less than 40% of both the control and intervention groups, and this
infant feeding method was insignificant in the fourth month.’ oOn
the positive side, "any breast feeding" was practiced by more than
75% of both groups at one month and by more than half of mothers
at the end of four months. More mothers in the intervention group
breast fed than did those of the control group, corresponding to
an increase of about 10% and 15% in the two respective surveys.
The proportion of the intervention group that was breast feeding
at four months was statistically greater than that of the control

group.

The importance of the breast feeding promotion program is
clearly seen by the difference in the median age at which complete
weaning from the breast took place. In the case of the control
group, half of the women had changed to only bottle feedings at 12
weeks, whereas for the intervention group slightly less than half
the mothers had ceased to breast feed at the end of the 17 week
observation period.

° As mentioned earlier, "only breast feeding" is defianed here
as including only breast milk along with small quantities of water
and tea, a custom practiced by the great majority of Mexican women.
Dr. Miriam Labbock of the Institute for Natural Family Planning
calls this form of feeding "almost exclusive breast feeding" for
the implications which it has on increased risk of diarrheal
infections and earlier termiration of lactation amenorrhea
(personal communication).
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As seen in the same table, the great majority of both groups
(about 80%) included weaning foods in the infant diet by the second
month, and almost all had substituted or supplemented the breast
milk before the end of the fourth month. Here supplementation
refers to other kinds of milk along with a variety of foods, which
at times summed to as many as ten different items. The custom to
give the infant "a little sample of everything" that the family
eats was reported by a small minority of both groups.

The information in Table 11 concerns the personal and health
related data of the mothers interviewed in the follow-up surveys.
Three variables related to the mother's health were included. The
first of these was her general health at the time of the interview.
As seen in the same table, three-quarters of the mothers stated
that they were healthy at one month after delivery, and this
proportion was slightly higher at the end of the fourth month. No
statistical relation was found between thea mothers' health and
infant feeding methods. .

The rate of use of contraceptive methods in the fourtb month
was low for both control and intervention groups, 21% and 27%,
respectively. Moreover, given the small percentage of mothers who
practiced exclusive breast feeding in the first post-partum month,
many were menstruating by the end of the second month. Eight-
tenths of the control group reported a menstrual cycle by the
fourth month, as did about three-quarters of the intervention
group. The similarity of the two groups with regard to this
variable probably indicates that those infants of the intervention
group who were still receiving breast milk in the fourth month were
also receiving many additional foods. The return of the menstrual
cycle was strongly associated with bottle feeding at four months
for both groups.

Surprisingly, only a minority of both groups mentioned a
breast feeding recommendation by a physician at one month, and this
report accounted for less than 10% of the groups at four months.
Clearly the great majority of physicians in the health centers and
private clinics are not encouraging women to exclusively breast
feed throughout the first four months.

With regard to social support for continued breast feeding,
it is notable that almost half of the control group and more than
a third of the intervention group reported a breast feeding
recommendation in the first month. Unfortunately, by the fourth
month, indications of social support for continued breast feeding
were quite few (less than 10%); in the same month, almost all the
recommendations were for the inclusion of supplementary foods in
the infant diet.

' Mothers who reported some bleeding only in the first month
were considered in the group with continued amenorrhea.
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Another factor reported in Table 11 is the return to wage work
in the same month. A little less than a third of the primiparas
had been working before the birth of the baby, and about the same
proportion were going back to work or starting work in the first
few months after the child's birth. The return to work is an
important obstacle which often causes the physical separation of
the mother and her child, as well as affects her willingness to
continue with the additional task of continued breast feeding. For
the mothers in the follow-up surveys, a tiny fraction were leaving
the baby with other persons because of return to wage work in the
first month, whereas this group was still small but somewhat more
important in the fourth month. At one month, all the mothers who
were separated from their babies for wage work had already weaned
their infants. No statistical associations were found between
return to wage work and bottle feeding at four months. In the same
month, about half of the working mothers were able to take their
infants with them to the work site, and for this reason, many were
able to combine breast feeding and work.

Table 12 refers to health related data for the infants
included in the follow-up surveys. More than half of the babies
of both control and intervention groups were reported as healthy
throughout the first month. For the control group the proportion
with a health problem was almost the same at four months, whereas
less than a quarter of the intervention group were reported ill in
the fourth month. The difference in the health status of the two
groups was statistically significant at four months.

The infants in both groups grew well, and at six weeks their
average weight was about 1.5 times their average birth weight.
Moreover, at about 4.5 months the mean weight of both groups was
more than twice the birth weight. Nonetheless, the intervention
group infants gained more weight in the same period, with a mean
of more than 7 Kkg., and the corresponding difference was
statistically significant.

A swmaller fraction of the intervention group infants were
taken to doctor for illness than that of the control group. About
40% of the control group infants had a physician visit for sickness
at both one month and four months, whereas the corresponding
proportions of the intervention group were less than 20% and about
31% at one and four months respectively. The differences in the
corresponding proportions were statistically significant only at
one month. on the other hand, this variable was defined very
broadly to include any visit which the mother qualified as due to
sickness, without taking into consideration the severity of the
ailments.

A little less than a quarter of the infants of both groups
had a diarrhea episode in the first four months. It is not
surprising that intervention group infants were also susceptible
to diarrheas given the quantity of other foods which they consumed
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in addition to the breast milk. On the other hand, the fact that
the intervention group had about the same experience with diarrheas
as did the control group rrobably represents an improvement in
their resistance to intesiinal infections, given that the
observations for the latter group were made during the summer and
early fall, a period of the year when infant diarrhea is very

frequent.

As seen in Table 13, the control group was at greater risk of
bottle feeding during each of the observation periods. 1In the
intervention group, a greater proportion of the mothers started
breast feeding in the home than did the control group, and fewer
weaned their infants during the first month. The weaning rates
were about 30% at the end of the first month for the control group
and roughly 20% for the intervention group. In each of the
consecutive months, smaller propcrtions of mothers terminated
breast feeding.

For the control group, the relative risks of complete weaning
from the breast ranged from 1.3 to 3.0 times that of the
intervention group, with an overall risk of 1.6 for the total
period. The greatest risk occurred when the mother arrived to her
home after the hospital stay. The mothers reported the following
reasons for weaning from the breast during this period: 1) too
little breast milk (28% of those who weaned); 2) baby refused to
nurse (16%); 3) nipple problems (16%); 4) mother's illness (8%):;
and 5) return to work (5%).

I. CONCLUSIONS
6.1 Summary of Program Benefits and Limitations

The breast feeding promotion program which was carried out in
the MCGH during 1988 and 1989 reinforced the concept of hospital
responsibility in encouraging more post-partum nursing of infants
and was successful in orienting mothers about breast feeding
benefits and techniques. The following discussion is a summary of
the program benefits in each of the major intervention areas. The
purpose of this section is to highlight both the degree to which
the project's objectives were successfully carried out and the
limitations in the same areas which were not overcome .during the
program.

In the first intervention area regarding changes in perinatal
care, the program had a clear impact in favoring the initiation
of breast feeding in the rooming-in area. The daily breast feeding
classes were among the most important activities which aided in
establishing a better environment for nursing during the hospital
stay. Every day some of the mothers who had heard the talk were
in the area for a few more hours; these women showed a greater
interest in nursing, and this difference in motivation was obvious
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to other mothers who, in turn, felt better about offering the
breast. Moreover, the fact that trained personnel were in the area
and willing to answer personal questions about nursing techniques
was a further program benefit. Given these positive factors, the
situation in the rooming-in area changed from one of reluctance in
offering the breast to pride in nursing that was demonstrated by
greater nursing fregquency.

on the other hand, several of the recommendations for changes
in practices which the project team had made were not fully
implemented during the intervention period. It was usual for the
changes to be fully or nearly completely carried out in the morning
shift, but personnel in the afternoon and night shifts modified
pre-program procedures very little. This surely caused confusion
in the messages which mothers received during their stay in the
rooming-in area. Only with continuous supervision can procedural
changes be maintained during program intervention, and 1later
incorporated as permanent aspects of hospital care.

The second intervention area referred to the 1lactation
management training of MCGH health personnel. The first activity
in this area was the intensive training of five professionals in
the month-long program in lactation management offered by The
Wellstart Organization in San Diego, California. These five
professionals formed the nucleus for program implementation in the
hospital. Some months later, about half of the personnel of the
pediatric and obstetric services, including physicians, residents,
nurses, and social workers received short in-service courses on
lactation management topics. Most of the persons who were thus
trained showed a great deal of interest in lactation management
themes and activities, and all five professional groups showed a
statistically significant improvement in their knowledge of
lactation related themes.

The limitations that were not overcome in this part of the
program had to do with the numbers of professionals who were
trained. Ideally, all the pediatric and obstetric personnel should
have received in-service courses on lactation management. This was
not possible. The personnel in the afternoon, night, and weekend
shifts were not included in these sessions due to the lack of
trained persons available for leading courses in other hours
besides those of the weekday morning shift. Moreover, the
especially programed courses for residents and social workers were
more successful than those given to doctors and nurses at general
meeting hours. For the latter personnel, the number of hours that
could be fitted into their general program slot was not fully
adequate for the course objectives.

The third program component involved the infant feeding plans
of mothers during the hospital stay and the follow-up of their
infant feeding methods and related health data at one month and at
four months. From the post-partum surveys, it was clear that
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breast feeding continues to be highly valued in the hospital
populatlon Around 95% of all three groups planned to begin
nursing, and more than half of each group stated that they would
not be administering any other form of milk in the first few weeks.
Moreover, about 75% stated that they would continue nursing for
more than four months. The information related to breast feeding
plans was generally credible because almost 70% of the multiparra
group had already carried out exclusive breast feeding for some
weeks with at least one child.

As to the introduction of other £cods, the majority of
mothers planned to substitute or supplement the breast milk from
the first months. A minority of the primiparas felt that they
would be offering the baby supplemental foods before the third
month, while a majority of the multiparas planned to do so. Eighty
to 90% of all groups planned to supplement the infant diet before

the fifth month.

Intervention group primiparas in the post-partum did not show
important differences in infant feedlng plans when compared with
the control group. This was not surprising given that the post-
partum talk was scheduled after the interviewing in order to
prevent a bias in the answers given to infant feeding questions.
Moreover, only about 30% of the intervention group had had some
prenatal care in the MCGH, and of these only 17% had received a
talk on breast feeding advantages and techniques. - The other
mothers had gone to the clinic in the afternoon when no educational
activities were carried on. Furthermore, some of the government
health centers also had been offering breast feeding talks for
pregnant women, and many of the control group had attended these

sessions.

Several variables were found to be associated with the planned
infant feeding method in the first few weeks. Among these
variables were: 1) bottle feedlng and wage work before the infant's
birth in the case of the primipara control group:;

2) breast feeding and exclusive breast feeding recommendations
among family and friends for the primipara intervention group;

3) breast feeding and any prenatal care for the ~control
group; 4) breast feeding and prenatal care in the MCGH for the
primipara intervention group; 5) breast feeding and a
recommendation for same by a physician for the multipara group; 6)
bottle feeding and plans to use any family planning method in the
post-partum for the intervention group. Of these associations,
there was one which supported the hypothesis that the intervention
group had in fact benefited from the MCGH program, that being, of
course, the fact th-. prenatal care in the hospital made a
significant difference as to plan for the exclusive breast feeding
of the newborn.

The information obtained in the follow-up surveys showed that
exclusive breast feeding was carried out by slightly more than a
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third of the primiparas in the first month, and that by the second
month the great majority of the infants had received other forms
of milk, as well as other weaning foods. While the need for
exclusive breast feeding had been commented on in the hospital
talks, it is possible that this was not emphasized enough. It was
also clear that many social pressures must lead to the early
supplementation of the breast milk. Furthermore, most medical
doctors were not attempting to encourage mothers to maintain
exclusive breast feeding throughout the first months.

Infant health related data recorded in the follow-up suggest
several propositions. First, that even with the addition of other
foods, infants receiving some breast milk thrive more as seen by
the differential weight gain at four months. Also nmore
intervention group mothers reported their infants to be healthy,
and fewer physician visits were recorded for intervention group
infants. Statistical relations between feeding method and some of
the infant health indicators were not obtained. This was probably
due to small follow-up samples and/or by confusion caused by
differences in the quantity of other foods consumed by infants
described as receiving "any breast feeding®.

The study data suggested that the first weeks of nursing are
the most crucial, and that the mothers that continue exclusive
nursing at the end of the first month form a relatively stable
group, most of whom are able to maintain breast feeding for as long
as four months. Early final weaning appears to be highly related
to mixed breast and bottle feeding from birth, and this fact
stresses the importance that breast feeding promotion programs be
aimed at exclusive nursing with no complementary formula during the
first few months.

It was also shown that family planning services were not being
used by the great majority of the primiparas, and that most of the
mothers would be at risk of a new pregnancy before the infant
reached the age of one year. Moreover, the supplementation of the
breast milk from the first weeks in both groups was a determining
factor in the early return of the menstrual cycle and likely
fertility with three-quarters of the mothers reporting the
menstruation before the fifth month.

Apart from the intervention status, the antecedent variables
generally were not shown to be statistically associated with the
feeding method employed at one month and at four months. The
exception was the variable regarding return to wage work at one
month, which had a clear causal relation with complete weaning from
the breast. The other two variables which had a statistical
relation with the feeding method, the return of menstruation and
the leaving of the infant with some other person, were probably
subsequent events dependent on the introduction of other foods
and/or on final weaning from the breast..
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management activities in the hospital. Many of these

recommendations should also be wuseful for other health
professionals who are considering the start-up of similar programs
in their institutions.

| Incorporate breast feeding education as a permanent part of
prenatal clinic activities, and these should be available in
both morning and afternoon shifts. Also include other themes
such as preparation for childbirth and approprlate family
planning methods for new mothers.

n Expand the existing program of educational activities during
the post-partum hospital stay for multiparas as well as
primiparas, with special efforts, including individual
counseling, directed on adolescent, single, and other high
risk mothers (about 30% of the total obstetric population).

[ | Operate a lactation counseling service to be incbrporated as
a permanent part of the pediatric ambulatory clinic, and which
can also offer orientation to hospitalized patients.

[ Continue with the preparation and distribution of appropriate
breast feeding and reproductive health materials for pregnant
women and new mothers. Include the government health centers
as a further distribution point for educational materials.

] Organize a special mothers' club which offers breast feeding
education sessions for all those obstetric patients who wish
to continue in communication with the hospital during the
first six months. Family planning information should also be
stressed in club activities.

[ Reinforce the current family planning services in the hospital
and help initiate a special program for new mothers which is
responsive to their infant feeding plans and personal values.
Among the tasks of the new progr==m would be counseling for
those mothers who wish to use .1 ctation infertility as a
method of family planning; IUDs and local methods should be
recommended for others who are breast feeding.

[} Organize regular meetings of the hospital lactation management
committee with the purpose of reinforcing the program related
changes in hospital practices and for assuring access to
information and response to quality service questions.

[ Continue with in-service training in lactation management for
professionals who offer maternity, postnatal, and pediatric
services.

N Provide technical assistance and training to other government

health system institutions in areas related to lactation
management and reproductive health.
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Propose subsecquent hospital-based lactation management
projects based on operations research and aimed at extending
the incidence and duration of exclusive breast feeding in the
first four te six months.
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TABLE 1

IN-SERVICE TRAINING COURSES OFFERED IN THE PROGRAM

PROFESSIONAL
GROUP

NO.
TOTAL GROUP)

(¥ OF

NO. HOURS

(MONTHS)

TOPICS COVERED

OB physicians
Pediatric
physicians

OB residents

Ped. residents

OB nurses (1)

Pediatric
nurses (2)

Social
workers (3)

20 (60%)

15 (40%)

12 (60%)

18 (100%)

12 (20%)

10 (15%)

20 (50%)

(Jan-March)

4
(Apr-May)

10
(June)

4
(Apr-May)

12
July

(1) Oonly those in the rooming-in area:;

wards;

37

MCGH lactation
management program
Breast feeding
advantages
Lactation physiology
Practical management
Breast milk
composition

Same as above

Same as above +
Immunological
components

Drugs & lactation
Problems of special
groups
Contraindications
Maternal
complications
Induced lactation &
relactation

Same as above +
Problems of
post-partum nursing

Only informal talks
with Wellstart
trained personnel

Same as above +

Infant feeding in his-

torical perspective
Social impact of

breast feeding decline
Psychological benefits

Problems of special
groups

Family relations &
neonate adaptation

(2) only those in neonate
(3) Rotating in different service areas



TABLE 2
MOTHERS IN THE STUDY

Sample 1: "Control group" - primiparas who delivered live born
infants in the MCGH from October 2 to November 17, 1988

Program interventions: none

Surveys: 1) post-partum in hospital (175 mothers)
2) follow-up in the home at one month (94 mothers)
3) follow-up in the home at four months (85 mothers)

Sample 2: "Multipara comparison group" - multiparas who delivered
live born infants in the MCGH from October 21, 1988 to March 3,

1989
Pfogram intervention: none

Survey: 1) post partum in the hospital (154 mothers)

Sample 3: "Intervention group" - primiparas who delivered live born
infants in the MCGH from April 23 to June 14, 1989

Project interventions:
1) prenatal breast feeding classes *
2) post-partum breast feeding class
3) trained hospital perinatal personnel
4) new hospital post natal care procedures

Surveys: 1) post partum in the hospital (176 mothers)

2) follow-up in the home at one month (92 mothers)
3) follow~up in the home at four months (74 mothers)

* Only a fraction of the intervention group mothers
received one or more of these classes.
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LACTATION MANAGEMENT OBSERVATIONS

Mean time between
infant arrival and
first nursing

No. of times infant
was picked up

Proportion of infants

TABLE 3

IN THE ROOMING-IN AREA

2.2 times

77.1%

nursed during observation

Mean no. of times
infant was nursed
during observations

Mother-infant nursing
interaction judged as
good

Other types of infant
feeding observed

Mother received breast
feeding help

Infant feeding class
during observations

1.5

30.0%

1 bottle of
formula (at
mother's
request)

11.4%

infant feeding
by Gerber Food
Co. represen-
tative
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1.3 hours

2.7 times

78.1%

45.0%

1 bottle of
glucose
water (by
physician
order)

9.4%

techniques &
advantages of
breast feeding
by team member



TABLE 4

ATTITUDES AND PRACTICES OF MCGH PERSONNEL CONCERNING

BREAST FEEDING AND LACTATION MANAGEMENT (LM)

Children were
breast fed

Professional
studies on IM
were sufficient

State that they
currently know
enough about IM

State that the
MCGH actively
promotes breast
feeding

MCGH maternity
population accepts
breast. feeding

Want more
classes on 1M

Want to take part
in the MCGH LM
Committee

37.3% (total group)
80.0% (of those
with children)

28.8%

35.8%

62.6%

91.3%

89.6%

69.9%
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42.2% (total group)
79.1% (of those
with children)

28.6%

37.8%

94.4%

74.4%

93.3%

77.3%



TABLE 5

ITEM SCORES IN THE TWO KAP SURVEYS
(See Appendix 3)

ITEM SCORE

ITEM KAP1 KAP2 DIFFERENCE
ITEM1 3.1 3.6 +0.5
ITEM2 3.1 3.3 +0.2
ITEM3 2.9 3.6 +0.7
ITEM4 3.3 3.5 +0.2
ITEMS 3.4 3.6 +0.2
ITEM6 3.8 3.1 N.C.*
ITEM7 2.1 3.1 +1.0
ITEMS 3.0 3.3 +0.3
ITEMS 2.0 2.6 +0.6
ITEM10 1.9 2.4 +0.5
ITEM11 1.6 2.5 +0.9
ITEM12 3.0 3.4 +0.4
ITEM13 2.7 3.4 +0.7
ITEM14 3.8 3.1 n.c.*
ITEM15 2.3 2.7 +0.4
ITEM16 2.8 3.3 +0.5
ITEM17 3.5 3.5 n.c.,*
ITEM18 2.4 3.0 +0.6
ITEM19 3.0 3.3 +0.3
ITEM20 2.8 3.1 +0.3
ITEM21 3.5 3.4 n.c.*
ITEM22 3.0 3.4 +0.4
ITEM23 3.7 3.0 n.c.*
ITEM24 2.8 2.9 +0.1
ITEM25 3.8 - 3.0 n.c.*
ITEM26 3.6 3.0 n.c.*
ITEM27 1.9 2.8 +0.9
ITEM28 1.8 2.2 +0.4
ITEM29 3.7 2.6 n.c.¥
ITEM30 2.6 3.2 +0.6
ITEM31 2.7 3.0 +0.3
ITEM32 2.4 2.5 +0.1
ITEM33 3.8 2.5 n.c.*
ITEM34 2.1 3.7 +1.6
(continued)
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TABLE 5 (CONTINUED)
ITEM SCORES IN THE TWO KAP SURVEYS

(See Appendix 3)

ITEM SCORE

ITEM KAP1 KAP2 DIFFERENCE
ITEM35 3.0 3.3 4+0.3
ITEM36 2.7 2.9 +0.2
ITEM37 2.4 3.0 4+0.6
ITEM38 3.5 2.6 n.c.*
ITEM39 3.7 3.4 N.C.*
ITEM40 3.5 2.9 n.c.»*
ITEM41 3.8 3.3 n.c.x*
ITEM42 3.9 2.2 n.c.*
ITEM43 3.1 3.0 -0.1
ITEM44 2.1 2.8 +0.7
ITEM45 2.1 2.4 4+0.3
ITEM46 2.8 3.5 +0.7
ITEM47 2.4 3.1 +0.7
ITEM48 2.4 3.0 +0.6
ITEM49 5.0 3.5 +0.5
ITEM50 3.6 2.1 n.c.*»
* These items were not the same in the two KAP surveys and

therefore do not have comparable scores.
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TABLE 6
GLOBAL LACTATION MANAGEMENT ITEM SCORES

IN THE TWO KAP SURVEYS

ITEM SCORE DESCRIPTION NO. OF ITEMS (%)
KAP1 KAP2
2 3.5 strong accordance 15 (30.0%) 8 (16.0%)
2 3.0 & < 3.5 moderate accordance 12 (24.0%) 26 (52.0%)
< 3.0 poor accordance 23 (46.0%) 16 (32.0%)
TOTAL ITEMS 50 (100.%) . 55 (100%)
MEAN SCORE 3.0 3.0
TABLE 7

MEAN ITEM SCORE OBTAINED BY PROFESSIONAL

GROUPS IN THE TWO KAP SURVEYS (1)

BLFORE PROGRAM AFTER PROGRAM
Physicians 2.9 3.2
Nurses 2.3 2.9
Residents 2.8 3.1
Social workers 2.3 3.1
TOTLL 2.6 3.1*

(1) This table considers only the 35 lactation management
items included in both KAP surveys

(2) Score with asterisk represents a statistically
significant difference; F= 20.9267; p <.001 (ANOVA).
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TABLE 8

INFANT FEEDING PLANS IN THE POST~PARTUM SURVEYS

PRIMIPARA MULTIPARA PRIMIPARA INTER-
CONTROL GROUP COMPARISON VENTION GROUP
GROUP

Exclusive 52.4% 63.4% 54.9%

breast feeding

Bottle feedings 4.2% 2.0% - 3.4%

Mixed feedings 43.5% 34,6% 41.7%

No problem fore- 80.3% * 84.0% * 77.0% *

seen for breast
feeding maintenance
in first few months

Plan to continue 72.5% * 73.0% * 75.8% *
breast feeding

for 4 or more

months

Plan to offer 60.6% 54.8% 70.8%
first supple-

mental foods

before 3rd month

Plan to offer 91.7% 95.2% 95.0% .
first supple-

mental foods

before 5th month

................... ® © 0 @ 6 8 05 6 0 O T SO O S 0O 0O LS SO OO SO E SO S E S 000 S0P

" Significant association with plan for initial exclusive breast
feeding; p < .05; chi-square test).
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TABLE 9

PERSONAL AND SOCIAL DATA FOR MOTHERS IN THE POST-PARTUM SURVEYS

PRIMIPARA MULTIPARA PRIMIPARA INTER-
CONTROL GROUP COMPARISON VENTION GROUP
GROUP
Only primary 49.7% 69.9% 47.1%
schooling
or less
Family income 31.7% 30.2% 12.3%
of less than
minimum wage
Wage work before 32.6% * 24.0% 20.0%
infant's birth
Plans to work 39.2% 22.1% 21.8%
in the first
four months
Husband in 58.0% 82.5% 68.4%
home
Another female 58.3% 35.7% 63.2%
adult in home
Living without 12.0% 4.6% 8.4%
any adult family
members
Exclusive breast 61.7% 39.6% 6B.6% *

feeding recommen-
dations among
family and friends

® 8 o 20 00 a0 08 0e LI I I 8 0 0 0 60 P 508 00 G S OB OO0 0SSOSO OO OOV O SO EDE S GSS

* Slgnlflcant assoc1at10n with plan for initial exc1u51ve breast
feeding (p <.05; chi-square test).
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TABLE 10

HEALTH RELATED DATA FOR MOTHERS AND INFANTS
IN THE POST-PARTUM SURVEYS

PRIMIPARA MULTIPARA PRIM1PARA INTER-
CONTROL GROUP COMPARISON VENTION GROUP
GROUP
Mother reports 9.8% 4.6% 6.4%
chronic illness
Some complica- 21.6% 8.4% 15.5%
tion during
pregnancy
C-section 29.7% 31.2% 38.1%
birth
Infant with 8.1% 9.3% 8.8%
some health
problem
Infant with low 6.4% 8.5% 12.2%
birth weight
(<2500 g.)
Some prenatal 88.5% * 82.2% 83.0%
care
Prenatal care 31.2% 28.0% 30.1% *
in the MCGH
Prenatal breast 22.8% 13.7% 16.6%
feeding class or
counseling
Medical exclusive 15.6% 14.3% * 16.5%
breast feeding
recommendation
Plan for use of 43.0% 79.9% 34.6% *

family planning
in the post-
partum

* Significant association with plan for initial exclusive breast
feeding (p <.05; chi-square test).
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INFANT FEEDING METHODS IN THE FOLLOW-UP SURVEYS

(1 month)
Only breast 34.4%
feeding
only bottle 28.7%
feeding
Any breast 71.0%
feeding

Introduction of
supplementary
foods before
third month

Introduction of
supplementary
foods before
fifth month

Median age of
complete weaning
from the breast

TABLE 11

PRIMIPARA CONTROL

GROUP
(4 months)

G — ———— ) S = P W - — T S G - e

97.6%

12 wks

PRIMIPARA INTERVENTION

GROUP

(1 month) (4 months)
38.0% 0.0%
17.4% (1) 36.5% (1)
82.6% 63.5% (1)

- 78.0%

- 100.%

- >17wks (2)

(1) Slgnlflcant difference with regard to primipara control group
in the corresponding month (p < .05; chi-square test).
(2) xact median time not known because of the 17 week observa-

tion period.
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TABLE 12
PERSONAL AND HEALTH RELATED DATA FOR MOTHERS

IN THE FOLLOW-UP SURVEYS (1)

PRIMIPARA CONTROL PRIMIPARA INTERVENTION
GROUP GROUP
(1 month) (4 months) (1 month) (4 months)
Healthy 74.5% 79.8% 75.0% 82.2%
mother in the
same month

Return of men- - 75.9% (2) - 73.5% (2)
struation in
first 4 months

Use of a - 20.2% - 26.8%
specific family
planning method

Mediczl recom- 21.5% 2.5% 13.3% 8.1%
mendation for

breast feeding

in same montn

Breast feeding 46.7% 2.5% 36.3% 9.5%
recommaendation

among family &

friends in

same month

Separated from 3.2% (2) 7.1% 2.4% (2) 13.5%
baby during the :

day because of

wage work in or

before the same

month

Leaves infant 24.7% (2) - 39.0% (2) 22.2% 49.3% (2)

wit' other .

pe~<on during

the day in

same month

(1) For all <the variables included 'in this table, no
statistically significant differences were detected between
control and intervention groups in the corresponding months.

(2) Significant association with regard to bottle feeding in the
corresponding month (p < .05; chi-square test).
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TABLE 13
HEALTH RELATED DATA FOR INFANTS

IN THE FOLILOW-UP SURVEYS

PRIMIPARA CONTROL PRIMIPARA INTERVENTION
GROUP GROUP

(1 month) (4 months) (1 month) (4 months)
Healthy 57.2% 53.1% 62.0% 78.4% (1)
infant in the
same month
Infant weight 4.5 kg 6.4 kg 4.7 kg 7.1 kg (2)
at 1.5 & 4.5
months (respec-
tive averages
- see note 3)
Sick baby 38.3% 40.5% 17.4% (1) 31.1%
medical visit ..
in same month
Any infant - 22.6% - 23.0%

diarrhea re-
ported in
months 1 to 4

(3)

51gn1f1cant difference with regard to primipara control
group in the corresponding month (p < .05; chi~-square
test).

Slgnlflcant difference in mean weight with regard to
primipara control group in the corresponding month

(f = 19.603; p < .001; ANOVA).

When interviews occurred after the second month or fifth
month, respectively, the information regarding infant
weight was not included in the group average.
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TABLE 14
MONTHS OF BREAST FEEDING AND RELATIVE RISKS OF COMPLETE

WEANING IN THE FOLLOW-UP SURVEYS

BREAST FED PRIMIPARA CONT. PRIMIPARA INTERV. RR OF WEANING
AT THE BE- GROUP GROUP FOR CONTROL
GINNING OF ' GROUP DURING
THE PERIOD PERIOD

(Not breast

fed at home) 8.2% 2.7% 3.0
First month 91.8% 97.3% 1.3
Second month 69.4% 79.7% 1.6
Third month 54.1% 70.2% 2.3
Fourth month 44.7% 66.1% (*)
TOTAL PERIOD 44.7% 64.9% 1.6

(Fifth month)

* Risk not calculated due to zero cell in the corresponding
cross-table.
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FIGURE 1
CONCEPTUAL MODEL FOR THE STUDY OF FACTORS

WHICH INFLUENCE BREAST FEEDING PRACTICES

ANTECEDENT VARIABLES

-Community influences

-Personal factors

-Mother & infant health
status

-Health service coverage
(including breast feeding
promotion programs)

- Maternal belief about
optimal infant feeding
strategy

- Demands on maternal

time and energy

OUTCOME VARIABLES

-Infant feeding methods
-Health related
outconmes
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FIGURE 2
MEASURE OF BREAST FEEDING DURATION

IN WEEKS OF LIFE

/ /
0 1 2 3 4 vee 17 +
non-breast .
feeding early weaning later weaning
/
FIGURE 3

MEASURE OF THE INTRODUCTION OF WEANING FOODS

IN WEEKS OF LIFE

/ /
8 ... 12 ... 17 +
/

inappropriate timing /
questionable timing

0 1l 2 ces

appropriate timing
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APPENDICES

FINAL REPORT: BREAST FEEDING PROMOTION
PROGRAM IN THE MEXICO CITY GENERAL HOSPITAL

>



Name

APPENDIX 1

HOSPITAL LACTATION MANAGEMENT PROFILE'

Of HOSPital P I I R R R B R B B N I B B B

AddTESS I'l!vll"'!lll'l'l"'l.i'.'.'l.'.'.!."

Date

Name

Professional position in the hospital of the

of person completing this form ....coc-v0

FOTM o ovsosoesosasssnsscnusnss e ere s e s s

person who certifies

this ce e s e ceew o
1.0 Total patient capacity of the hospital...csoesn .o .o
2.0 Annual number of deliveries (19_DJ.ceecereroncns .o ces e
2.1 Annual number of deliveries for primiparas (19_ )... v e
3.0 Total number of maternity bEedS secesoassssssvacnns ceeans
4.0 How many maternity beds per room? ..cecevecoccenees e
How many TOOMST ..+ e e e S . oo
5.0 Neonatal care nuersery capacity:
Rooming-in (normal new borns)..cceccececncrcven . . e
Level | (new borns undsr observation) ...csserevreronsveens
Level 11 (intermediate) ...ceceeecocccoccrcsone. .o .o
Level 11l (intensive care nNUursing) ......... e e e
6.0 Is this hospital a Level 11l nursery referral center?
) -X- TR NOo.veo o
7.0 Average number of deliveries per month for the past
months (from to v 19 ) = eiiirerronvnenen
! Adapted from a Questionnaire by Wellstart/San Diego

Lactation Program.

A



-

§dl

b

[

-

-

Estimate of distribution of socio-economic s%atus of
mzternity patients:
upper income .....eieinerenen e
middle INCOME ..eie et aosnoveccsns
iower income (not welfare) .......
WELITABIE v is verssunsonssssssssssosses

R R ¥k R

vears old S ]

[ (]

Fercent of motherzs less than 1

Fercent of single mothers I

Deiiveries attended by:
Frivate OB .. ii i eeoeraasaasr oo

%
Eesidents A I
Mecical students ST

Joes hospital have a prenatal clinic? 1f yes:

Hew many visits lst trimester .....ceecovecerrmenernersirss
How many visits 2nd ftrimester I R
How many visits 3rd Ltrimester ... s

Wwrat percent of patients have prenatal care in this ciinic?
.

-----v-o.---...-.-.'----'vu'--o---'-ouo----o----v---vv-n

H4ow many prenatal visits cshould be recommended?

127 UriMESLET v eeteronssssonssasess oo ssts
Irm TTIMESLET v veersossssassssssars s e sesrooniensss
ZrH TTIiMESTET v eeeerensrooss s ossseansserssoresesreerrss

Wnat percent of patients inllow these recommendations?

st trimester ....,.......................................%
SHE triMESEERT v e v v s vneorsosssre s asser ey
3rd LT IiMESTEL o veeorsesssasersstsssesossesrneeerecssis

.

is brestfeeding discussed with patients during their
orenstal visits? Yes «.ovevveoeon NO +voeeevsennssn

%
3
W

What is the average time spent normal prenatal visit?
St ETIMESEEL v evvonsoseaossaassosssoeassereveosennersserss
NGO LTIiMESTOL +veeeersonssanersassessssers s
237G ETIMESTETD v eveeseerorasssarssssssareorsreseeererssnsrs
Times hospital provide postparfum outpatient clinic care’

it yes. What percent of patients return fto this clinieo rer
al

stpartum care: S R A I R AL SR



1a.2

14.3

14.4

16.0

How long after discharge ig a visit to this clinic
scheduled?
Vaginal delivery T R R UL I I A
C-section R R R R
What percent of patients return to hospital for well baby
caret .....................................................
How long after discharge is the first well baby visit
arranged? R R
i1f there 1is a first well baby wvisit., to whom is it
ecommended? I L I A S
How long after discharge is the postpartum care visit
arranged’ .................................................
What percent of maternity patients delivering in vyour
hospital are classified as risk groups?
high risk Chee e ®
medium Tisk cevveeoeo®

Wwhat percent of deliveries are cesarean

What percent of infants born in your
than 2500 grams? ...eeesesssoososrvoneseoorsss
iWhat percent of infants born in your

considered to be

Infant feeding and other information (in

postpartum for vaginal

- ipitiating breast feeding e

less than 38 weeks gestation?

- breastfeeding exclusively at discharge .....

- "mixed feeding" at discharge e e
- only bottlefeeding at discharge e
- jength of time between delivery and

first breast feeding e s
- time of rooming-in cee e

- average length of hospital stay

is the usual interval between breast

initiated? ..

What
they are

e e ¢ s T B T P YT E LT TSR

feedings

sectinons? +.cceon

hospital weigh iess

percent)

or C-section deliveres:
Vaginal

%

S
hospital are
e B

during

C-Section

after

"



[N
(]
—

i~
(€1
<

i~
B
o

=5.9

26.90

Are mothers instructed to limit the time of nursing at each
feeding? Yes ...uvveeeess NO covevvnonen

1f rooming-in is available, are there times when babies are
not with mothers? Yes ..¢.iveveeese NO v

if yes in 22.1, what times (both day or night)? ...vievanens

Wwhat do new borns receive before the first breastfeeding?

-~ nothing ... ieeveriavenson
- sterile water ....ccveavn
R 11728 ™
- formula «..eeeeeeees Ce s e

W R RR

Do breast fed infants receive additional supplements
routinely?

- no supplements ...
- steriie water ...vovevens
- D/W L. v e s e e s e e

- fOTMULIR v v e s et o oanovsvvous

E S S S S

if supplemented feedings are given but not routinely. what
criteria is used ‘o select infants who will be
supplemented?

- pre/post feeding weights ......c000

- fussy baby T
- low wet diaper count e e
- mother judgement Ch e s e
- nurse judgement Cr e e e e
- physician judgement cie e

Do breastfed infants receive fo.amula or water feedings in
place of breast feeding to allow mothers to nap or sleep
through a night feeding? Yes «....cccvee NO civivevnnen

1f infants are offered something in addition to or other
than breast feeding, how is it given?

- bottle ce e s e e
- syringe c it e e e e
- dropper th et e e e e
- cup ce e
- other C et

Are infants given pacifiers or "dummies"?
YOS vievrnnanses NO covinonovess

Are mothers instructed to cleanse their nipples before each



nursing?
YES ceviesneanes NO trvvoovenn

29.0 Flease list three (3) most frequent situations for both
mother and infant which are considered contraindications to

bresstfeeding in your hospital.

mother:

1) -uco---.-.'o.o----oocc.t-o.uooco-ucn.------t- . e v e v 0 v e
2’ 'IVVI!.'!!!'I‘-'.IIlIll"ll'l'!"l!l!l.viIIIll.""!l.'

3) ® ® e & 8 8 * F 9 4 v v 0 C"..l"".lll"

newborns:

l) -n.-!cv'c'.-.-n'ul.c.l!I"l!.'!!'.lI'l'O"lC'lIll!'lit'!

-
o) ---nv‘t'v-'.--."'--v-vv'l'.!-'-"!clc‘on"lvnuutt-v'---

3) o----oo.~.-..'...'---o--'n-t---cn-----"--vv-"-vcv---nc

30.0 What are the two most frequent breast feeding problems which
mothers and/or infants in your hospital seem to have

-J

--tvv-'---'.o--'.--o‘I"!'i'I|'|'|.|-¢---.|--"voc"

e 8 8 8 8 ¢ 8 T T T e 4 s e s e e TR EEeST S

31.0 Please note two things which are usually done in your
hospitals for breastfeeding mothers with:

- inverted or flat Nipples ettt oroens
- 50Tre NIPPIES +vvtvverrrvssossrrssessasrsrsosssoreerrses
- BNEOTEEMENL ..t erseerseassssssssrssrsoresesseonecsers

e 8 8 8 e 8 8 8 e T e e e NS et e BT EOE TS

a baby who refuses tO NUTSE ..cericrrrrsrsssrocrnveneenee

32.0 Does your hospital have an electric breast pump?
YES tveevravsens NDO e easaeees

33.1 Does your hospital have a special breast feeding counselor/
consultant/advisor? Yes .eceveseeses NO coviivinvonn

33.2 1f yes to 33.1, what are the qualifications for selecting @
breast feeding coOuUnNSE@lOT? ..everieorncersstaanneartsorsees

5 '4£/

“ ¢t ¢ * v e e & e s ¥ s e e s e s s



34.0

35.1

w
(e )]
—

38.1

38.2

38.0

40.0

What assistance is given to a mother who would

but caunot for a period of time, when infant
temporary contraindication is present?

is

like to nurse

Do nursing mothers receive any written sducationa

about breast feeding? Y&s «.ceoeseenn No ....
If yes to 35.1, what is provided?

too

ill

or a

| materials

Is a class on breast feeding provided for breast feeding
mothers before they are discharged? YES +ceveeees NO oo
It yes to 36.1, how is this class conducted?

When a breastfeeding mother is discharged, does she take
home:
Yes No
- hbreast pump ces e e e
- nipple shields ce s e e
- Water (sterile or D/W) ce s e e e
- bottles ce e e o e s
- breast pads ve e e v Ce e e
- breast cream ceese e cee s
- emergency formula Pe e e Ch e e e

When a breastfeeding infant is admitted to your kospital,

can the mother remain? Y&8S «cseveeesoe NO «evevrns tanesos
If yes to 38.1, what arrangements are available to her for
sleeping?
- a bed in the room with her infant R
- a bed in another room he e s e s e
- a chair in the infant’s room e s e e st
- she is allowed to sleep in a

parent’s waiting area te s e v e et
- no arrangements are available e e v e a e e

When a breast feeding mother is hospitalized,
be admitted with her? Yes .eesevovenaen No .

Please check any of the listed personnel

can ner

postpartum and/or nursery units in your hospital.

6

assigned



al.l

41,

4z, 3

postpartum
medical doctors
nurses e e e
nursing students Cri e e
- nurse practitioner students
- nurse midwifery studentis Cee e et
- medical students e e e e
- interns/residents in obstetrics .....00000
- interns/residents in pediatrics .....c00.
- interns/residents in general
tamily practice et
- others (identify please)
Does your hospital have a breast feeding
isometimes calles advisory group, task
group., etc.)? Yes No e e

I f which professi

in

ves to 41.1,
the committee:

please note

- pediatrician ce e e
- neonatoiogist cee e
- obstetrician ce e e
family physician e e e
- nurse ce e
pediatric nurse practitioner cee e
midwife ce v ey
nutritionist e e
- hospital or clinic administrator v e
- health educator e e e e
social worker e e e ae s
- other (describe) e e

staff
and

nursery
lactation

Have members of the perinatal
had faormal training about
management? Yes No

if ves to 42.1, of the

trained?

what percentage

- pediatrician e et e e
- nurses et e e
- residents C et e e
- other (idenfity) et e s ey

Describe the type of breast feeding

I R T R TS R R T SN R R AL I DL I B L R

R EE R T I S I I I DL S DN DL L L B N L A

ons

are

nursery

* 2 v e s e 0 0 e

committee
force,

interest

included

your hospital
breastfeeding

personnel

have heen
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LECHE DE MAM/-

Le regalas tu calor y tu carifio.

o3
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¢ESPERAS UN BEBE?

Consume alimentos frescos y variados

FRUTA ¥ VERDURA

PREPARA TUS PEZONES .- Il - HAZ L |
£;:PARA LA LACTANCIA ,EJERCICIOS CON

OBSERVA TU PEZON

,Sx tu pezén es plano o} mvertldo »

DALE UN REGALO A TU BEBF
| AMAMANTALO
B NORMAL

CARNE PESCADO LECHE; .
o~ v QUESU. . P

HUEVU? ' g | INFECCION

'g.()//
oC
1

BACTERIAS

o

INVERTIDO Le regalas salud



® Tomar mucho
liquido.

Consumir §
nentos sanos ¥
y variados.
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LECHE DE MAMA
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LECHE DE MAMA

{,QUE HAGO SI ME ASUSTO O

HAGO UN CORAJE"

# Tu leche es
j buena vy no se
B te va.
Sigue
gl 2mamantando.

'¢QUE HAGO PARA NO TENER'
" PRONTO OTRO BEBE?

La Liga de la Leche de México, A.C.

Francisco Petrarca 223-402
Col. Polanco C.P. 11560 Tel. 531-28.03
Aprobado con el permiso de:
The Population Council
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v ’PRODUCE TU PEC

I BEBE .
Q ANTES

" LO PRIMERO-QU » MIENTRAS MAS AMAMANTES

'CALQSTRO, : uMAS LECHE

No le des otra
B9 leche.

8 Tampoco agua,
Al té o chupén.

AUNQUE THS PECHOS SEAN:
ﬂlCOS PRODUCEN TODA
. .. HFCHE QUE TU"BEB[—:
;;'., NECESlT - " . 3

. - ] TE ENFERMAS DE GRlpA
-SIGUE AMAMANTANDQ.
TU LECHE ;—:s BUENA- y

"z PROTEGE A TU BEBE




POST-PARTUM PAMPHLET
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L ECHE DE MAM/
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. , ;ESTAS EMBARAZADA?
AMAMANTANDO A TU BEBE Consume alimentos frescos y variados
LE REGALAS SALUD. - o

Le regaias tu calor y tu carifio
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¥ Haz los siguien:es
B cjercicios varias
veces al dia.

Gira el pezén con tus
dedos hacia la
derecha v la 1zquierda.

Coloca tus dedos a los lados del pezon y estira maciz
afuera la piel de la areoia. Luego estira hacia arricz .
abajo. Repite estos ejercicios varias veces durante €. Z.

PLANO

TR

K

Lava tu pecho SOLO CON AGUA
INVERTIDO No uses jabdn, ni alcohol.
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No le des otre

CALOSTRO )

es el primer leche, ni agua.
alimento ni té, ni chupd
que tu bebé

necesita.

CALOSTRO

¢s ce cOoor amartil

ariio \
y protege & tu dDepe %\./}/\ \ ALERGIAS

de muchas enfermedades. . ¥ N @E‘@
\

Tu bebé te necesita s6lo a ti.
Tu leche conuene todo el alimento que ¢i necesita.
Tu leche contiene toda el agua que él necesita.

Mieniras mas amamantes, mas leche tendras.
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Aunque tus pechos sean chicos producen toda
la leche que tu bebé necesita.
MIENTRAS MAS AMAMANTES, MAS
LECHE TENDRAS.

iecre sigue protegiendo a tu bebé. Cominua
amamantando.

[
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Sostén tu pecho con la
mano abierta formando
una C.

Con tu pezdn toca los
labios del bebeé, cuando
abra su boca, introduce
la mayor parte de tu
areola en su boca.

. A Ve } £
N

ceco en ia
hnca ce. bebé

Si sientes tus pechos duros, congestionados, probablemente
has dejado pasar mucho tiempo entre cada tetada.

1. Suimerje tus pechos en agua caliente.
2. Aplica fomentos de agua caliente a tus pechos.
3. Amamanta mas sequido.

JQUEHAGQ'SLTENGO)

Antes de amamantar al bebé, envuelve hielo en un panueic
aplicalo en el pezén. Asi disminuird la molestia al amamantario

y



— Amamanta primero del pecho que duele

menos.
— Cambia de posicién a tu bebé para que al
chupar te cause menos molestia.

Q,UEmstmmmm-. g
«. *%AM' AMANTO AMIBEBEZ

Amamanta a tu bebé cada vez que te lo pida. A
principio va a querer mamar muy sequido.
Poco a poquito,él mismo va a hacer su horario

Sigue amamantando. Tu leche es BUENA
NO SE TE VA.
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Tu bebé no necesita otros alimentos antes de
los 4 meses.

amm‘muntmmezow
m@mmsmmsmmn

Entre los4 ylos 6 meses de edad tu bebe puede
empezar a probar otros ahmentos.

Prooadnas de otros ahmentos Y, POCO a poco,
aumenta la cantidad de su comida.

Agrégale a su dieta
un alimento nuevo
cada semana.

U‘

Cuanco tu niio cumpla UN ANO, comera DE TODO

o

c..QUEEUEDO“HACER{E'AR'Aa \
QUEDAR EMBARAZADA?

; }C'onhnujmamnantandmfré entement

_' P'uedesusax:antlconceptwoslocaleﬁes 1

RECUERDA:

Mientras mas amamantes, mas leche tendras.

Amamanta cada vez que tu bebé te lo pda.
No necesita ni agua, ni té, sélo necesita tu lecne.
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Introduccién

Este manual ha sido desarollado especialimente para profesionistas de la sah}d Que lla'bajan'z;.:l
mujeres embarazadas y mujeres que amamantan a su bebé. A pesar de que exls;len muchwscg""a.
siunistas de la salud perfectamente informados sobre &l tema de amamantar, hay mucha

diccion respecto a termas comuo:

~- frecuencia
-~ posicion correcta de infante
-- alimentos complementarios

L us profesionistas de la salud siempre son vistos por la comunidad como _aulorldades. Y por e;l?‘::
necesario que progorcionen infonmacién veraz y oportuna. Los profesionistas que mantiene

actitud positiva sobre el agmamuantamiento pueden hacer mucho al transmitir estos sentimientos a

las nuevas madies y a las que estan embarazadas. Mucha de la informacion en (-.;sle manual l:l‘ vizx.
patezca sentido comin para usted; sin embaruu: muchas madres desconocen e lem;ly] l:;:su!::"

2an a dar pecho o o descontintan ante 'cualquler problema por pequeiio que st:]a. Su con é,‘i(uv
ajroyo pueden convertis a ung madre nedlits en dar pecho, en una madse que amama .

Ventajas del Amamantamiento
por Jane Bravy

Uno de los grandes avances médicos ce 13 década pasada ha sido la validacién cientifica de 13 im-
ponancia de la leche caracteristica de los humanos. Este “descubrimignto’ ha creado una crecien-
te conciencia general del valor, durante el prnmer afto de vida, de I3 teche de !~ propia madre det
bebé, para su optimo desarrollo fisico y emocional.

Ss imperatva I3 participacién y contribucién de la comunidad médica, en i3 tarea de ayudar a I3
maore a comprendsr que los beneficios que la lactancia reporta a sy bebe. son invaluables y
Pueden durar toda I3 vida. Senc,llamente, no hay mejor leche para alimentar a un ser humano, que
13 propia leche producida por er cuerpo humano.

Laleche materna es pura, ‘rescay perfsctzmante adecuada al bebé. Las férmulas se prepa-
an a3 base de ieche de vaca procesada y contienen ingredientes artificiales. No hay férmula que
iguale el equilibrio exacto ce los nutrientes que existen en I3 leche materna. Conforme va cre-
ciendo el bebe. la leche matarna va cambiando para continuar sausfaciendo sus necesidades, alge
que la térmulas no pueden lograr.

Hay estudios que han demostrado que los bebés que son dunicamente amamantados durante va-
1ios meses, tienen menos infecciones. que aquellos gue son amamantados por tiempos mas cor-
tos.

Los bebeés amamantados padecen de menos alergias. Al compararseles con beoés alimenta-
dos con formula, los bebés que reciben exclusivamente leche materna durante los primeros seis
meses de vida padecen de menos alergias. La leche materna protege contra la sensibilizacion de
alergenos comunes.

Esta proteccion contra alergias se deriva de I3 presencia de 13 IgA, la cual bloquea el paso de
proteinas extrafias y otras sustancias desencadenadoras de alergias.

Los bebés amamantados presentan mayor resistencia a las enfermedades respiratorias.
Incluso, tienen menos cuadros gripales. Los belss alimentados aruficiaimente tienen mas proba-
bilidades de contraer enfermedades graves como bronconeumonias, otitis, etc.

La leche materna contribuye al cracimiento optimo del ceretro. Taurina, un aminodcido
presente en I3 leche materna en grandes cantidades, es importante para el desarrolio del sistema
nervioso central. Las férmulas hechas a base de leche de vaca contienen solo cantidades minimas
de esta sustancia.

La leche materna protege contra snfermedades. Los bebés amamantados padecen menos
diarraas, vomitos a infecciones del oido y son hospitalizados con menor frecuencia que aquellos
alimentados anificialmente.


http:nfccons.qu
http:aleses.to

Los bebés amamantados padecen menos enfermedades de [a piel. Estos babés presentan
menos eczems y entema de la zona del panal.

La leche materna estimula el desarrollo de una flora bacteriana adecuada en el intestino, la cual
€ausa una evacuacion ligeramente acida en sl bebé. Esta ligera acidez juntc con otros factores,
inhibe el crecimiento de bacterias, hongos, protozooarios.

La lactancia materna fomenta el lazo materno-infantil. El amamantamianto refuarza la nece-
sidad del bebé y de ta madre de estar juntos. Amamantar con frecuencia implica mucho contacto
de piel 3 piel y mucho tempo dedicado a conocerse el uno ai otro.

Las madres que amamantan hablan y tocan maés a sus bebés y también se relaciona_n
mas con ellas. Hay estudios que han demostrado que estas madres responden con mayor rapi-
dez al lamado de sus bebes y son mas carifiosas con ellos.

Los bebés amamantados por lo general {loran meancs. El contacto frecuente con sus mad. 25
les mantiene felices y satisferhos. Como la leche materna es de f4cil digestion, es menos probable
que tengan dispepsia.

La lech~ in=terna ayuda a prevenir Ia caries. Se ha demostrado que los nifios amamantados
son menos susceptibles a las canes dentales que aquellos alimentados con biberdn, y son menos
las probabilidades de que necesiien correccionses ortodbéncicas.

1.0s bebés amamantados no padecen de estreilimiento. Aunque pueden pasar varios dias sin
que >va:ue, el bebé alimentado exclusivaments con leche materna tiene evacuaciones blandas.
L7, oebés alimentados con férmula, en cambid, algunas veces sufren de evacuaciones duras y do-
JroS3s.

La leche materna no necesita preparacién. Ests siempre a la tamperatura exacta y na requie-
re refrigeracién o esterilizacidn.

Es limpia per naturaleza. Pasa directamente del pecho a la boca del bebd, previniendo ly contami-
nacidn que pudiera suceder al preparar descuidadamente un biberon. EstA lista a cualquier hora de
la noche o del dfa y en cualquier lugar. No sa necesita preparar.

La leche materna no es cara. En cambio, cuaiquier tipo de alimento artificial puede absorber una
gran parte del ingreso familiar.

La lactancia a litve demanda del bebé ayuda a prevenir contra otro ambarazo.

A pesar del esfuerzo de cientos de cientficos altamente calificados y da millones da délarss an in-
vestigaciones, 13 tecnologia moderna atn no produce un sustituto da la leche matema que propor-
cione las propiedades inmunolégicas y nutrientes presentes en la leche humana. Da hecho. los
cientificos siguen encontranda 6 identificando nuevos componentes de la leche materna y cada
descubrimiento trae consigo un renovado asombro ante la complejidad y precisién con la cual ia
naturaleza la ha diseiiado para satisfacer todas las necesidades cel recién naciss.

Anatomia y Fisiologia de la Glandula Mamaria
por Dr. Armando Montario Uzcanga

Las mamas son glandulas de secrecion externa de tipo alveolo-tubular cubiertas por una envoltura
celuloadiposa. situadas en 13 cara anterior del torax. Su forma. limites y dimensiones sufren va-
raciones individuales que dependen de diferentes factores como son el estada hormonal. 13 edad
y 13 raza.

Forma. La mama humana tiene una forma conica, protuberante, distintiva y singular. En otros
primates. las mamas son vomparativamente planas, incluse en la prefiez y lalactacion. Esta forma
conica es mas pronunciada en las mujeres nuliparas mas jovenes. A medida que avanza !3 edad,
las mamas suelen aplanarse un poco vy tornarse péndulas, semiesféricas y menos firmes.

Extensi6bn. £l borde supenor suele estar a nivel de la sequnda o tercera costlla v su borde infe
rior es13 mas o menos 3 nivel del sexto o sepumo cartilago costal. Su Lorde medial concide con el
borde det esternon y su borde lateral, con Ia linea axidar antenior, pero la extension real del tejdo
mamarno es mucho mayor porque se exnende hacia atuera como una fina C3pa que 3 menudo !le-
ga al borde inferior de la clavicula, a ia linea media del esterndn y por fuera al borde anterior del
dorsal ancho.

La mitad superior de Ia mama vy, en particular, el sector superoexterno, contiene mas te)ido mama-
rio que el resto de la glandula, y en consecuencia. es mas grueso. En ocasiones, el tejido mamario
se pueds exterider hasta la axila, pudiendo formar un abultamiento axilar que va desde el sector
superoexterno de la mama hasta la axila inferior.

Tamafo. Es frecuente que haya alguna diferencia en el tamafio de tas dos mamas, pasando
inadvertida para la mavyoria de las pacientes y estas diferencias de tamafio o 1a protongacion del te-
jido a Iz axil2 son 1an frecuentes que no se deben considerar como anormalidades.

La cantidad de grasa es el factor mas importante que interviene en las variaciones de tamario, for-
ma y densidad de las mamas. A medida que las mujeres engordan, sus mamas se tornan mas
grandes y pendulas. Por lo tanto. el tamanio de la mama no est4 en relacidn con la cantidad de teji-
do grandular y con la capacidad functonal para producir secrecion lictea.

Estructura Superficial de la Mama. La cara anterior es convexa en roda sy exrension v pre-
senta en el vertice o parte media ia areola y el pezon.

Ei pezdn es una papila situada en el centro de la areola, de forma cilindrica o €OoNICa; 2n su vertice
se observan de 15 a 25 orificios, por donde desembocan los conductos galacioforos.
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El rea subareolar connene fibras musculares lisas dispuestas en torma circular y radiat formando
QI Culns Concentacos. Sensertan en 1 base de 1a dermis ara contraer la greota y comprimmir 2l pe-
Z0n. La mavar pdrte dei pezon consiste en fibras musculares lisas, dispuestas en forma circular y
longitudinal. Cuando se contraen, hacen que el pezon entre en ereccion y se ponga mas firme.

Constitucidon Anatomica. Se distinguen en la mama. la glandula mamana propiamente dicha,
su envoltura celuloadiposa vy su envoltura cutanea.

La glandula esta formada por dcinos secretores, conductores excretores y tejido conjuntivo in-
tersucial, siendo en conyunto una glandula tuboacinosa.

A} Los acinos secretores se agrupan en numero de 10 a 100 o mas, en torno de un conducto colec-
tor, dando origen al lobulillo. que es una unidad estructural basica de la glandula mamana. Los
acinos se encuentran revestidos por una capa de células mioepiteliales que proveen un mecanismo
muscular para expulsar 13 leche desde los acinos y conductilios.

La agrupacion de acinos va a dar onigen a los I6bulos, que en numero de 20 a 25 desembocan ca-
da uno en un conducto excretor propio, que termina en el pezon.

B) Los conductos colectores se inician en los conductores intralorulares que van a desembocar a
conductos interlobulares. los cuales desembaccan en los conductos galactoforos que al llegar a la
base del pezon, se agrandan para formar loz senos la~tiferos, los cuales se dilatan y sirven de de-
positos para la leche en el amamantamiento.

C) El tejido conectivo forma parte de la envoltura celuloadiposa que le da sosten a i3 glandula.

La envoltura celuloadiposa es depcndencia de Ia capa subcutsnea que al llegar a la glandula se
divide en una hoja anterior, que cubre a la glandula en su convexidad, y una hoja posterior, que se
exuende entre 13 glandula y 13 fascia superticial. Esta capa forma tabigues interiobulares que la fi-
jan al pectoral mayor y a Ia piel, constituyendo el aparato suspensor de la mama {Ligamento de
Cooper).

La envoltura cutanea. Esta formada por 1a piel que cubre totalmente !a cara anterior de la glan-
dula y posee tres zonas. Una cubre el pezdn, otras a la areola y el resto constituye la zona peri-
férica.

Irrigacion e Inervacidn. La glandula se halla irrigada por arterias procedentes de la mamaria in-

_terna, de las toracicas y de las intercostales.

Las venas gue nacen de las redes capilares forman una red subcutanea que al nivel de la areola ori-
gina el circulo venoso de Haller: estas redes supertficiales se unen con la red abdominal superficial
para desembocar a las venas satelites de las arteria< de ongen.

Los nervios de 1a glandula proceden de los cinco intercostales correspondientes, del supraclavicu-
lar y de! plexo cervical superficial. Se distribuyen por la piel y los musculos aerolares, vasos
sanguineos y la misma glandula.

Fisiologia de Ia Glandula Memaria

Las mamas son parte integral del sistema reproductor y se hallan bajo el controt del mismo sistema
neuroendocring.

Durante ia vida de cada mujer. ocurren cambios profundos en las mamas. Estos cambios
comprenden los de la adolescencia. las modificaciones vinculadas con la pubertad. el ciclo mens-
trual y 13 menopausia v los camios que tenen lugar durante el embarazo y la lactancia.

Origen y Adolescencia. El desarrollo mMamano se iNicla a fa sexta semana de wida embr.
onaria, a parur det mismo epitelio apocrino Que eventual:i-2nte da lugar a la formacion de las glan.
dulas sudoriparas axilares. Este cesgrrollo mamario fetal ha sido esumulado por ‘a protactina, = -
rogenos y progesterona de orngen placentario.

Poco despues e nacer hay evidencias temporartas, cierta funcion secrotona de las mamas en ia
mavona de los neonatos. Luego las mamas vuetven 3 entrar en una fase snactiva que las caracten-
23 durante toda la nifez.

Los elementos epiteliales constituyen pequenos conductos disemiNaaos =n n 2stroma fibroso y
no hav lobulillos.

Pubertad. Seinicia conun alargamiento y ramificacion de los conductos . a partr de los cuales
brotan los lobulillos que habran de formar la estructura mamarna normalt. Estos cambios ocasionan
un dumento rapido del tamano y densidad de las mamas COMO consecuencia e 13 accion rroordi
nada de vanias hormonas, como prolacting. eslrogenos. Progesterana. esteromes suptsrrenales
mnsulina, hormona el crecimiento v hormona uroidea. La mayvoria e 10s Jutores dicen que s
estrogcnos promueven en particular el crecimiento de los conductos, en t3nto que a3 prolacting vy
la progesterona son responsabies del desarrollo de los looulillos.

Cicto Menstrual. Normalmente en las mamas el fenomeno de 1a ingurgitacion se halla inuma -
mente vinculado con al ciclo menstrual. La INgurgitacion fiene varios cCOMpoNentes: aumento (e
1amano, densidad y nodularidad de las mamas, asi COMO un aumento en ia sensibilidad . La in-
gurgitacion disminuye hacia el final de Ia menstruacion y desaparece al completar esta.

La ingurgitacion mamaria se relaciona con los antecedentes reproductivos de la paciente como
con su edad. ts mas pronunciada en mujeres nuliparas y en las que no han amamantado. es decir.
en las mamas que no han funcionado normalmente.

Estos cambios estan relacionados a cambios proliferativos vy regresivos del eprtetio lobular, canal-
cular y del tejido fibroso, con edema « intiltracion hnfocitana, antes de la menstruacion.

Menopausia. Al completarse la menopausia, l1as mamas disminuyen su volumen y densidad.
Si habian sido anormalmente nodulares, la nodularidad suete disminuir. También hay una disminy-
ction de la cantidad y tamadio de los campos glandulares. Estos cambios regresivos en la mama son
secundarnios a ia produccion decreciente de estradgenos.



Embarazo y Lactancin. Los = “<tos del embarazo se ponen de manifiesto en ias mamas a las
pocas semanas de la concepcion. Las mamas empiezan a agrandarse rapidamente y se tornan
mas firmes. Las qglandulas de la areola se destacan mas y la piel se obscurece. Los pezones sa
agrandan y se tornan mas erectos. Estos cambios obedecen a los aitos niveles sanguineos de
estrogenos y progesterona y también a una concentracion de prolactina de ongen hipofisiario que
aumenta en forma incesante durante la gestacion. Los elementos canaliculares y lobulillares de ias
mamas proliferan y duranie los ulimos meses del embarazo as celulas det epitelio lobutillar con-
trenen una secrecion que es la precursora da I3 leche que van a producir.

Fisiologia de la Lactancia
por Or. Armando Montario Uzcanga

La principal funcidn de las mamas es proporcionar alimento Y proteccidn contra cierto tipo de en-
ermedades a la descendencia, megiante la produccidn de leche. La leche materna es la principal
fuente de nutricién para casi todos los recién nacidos.

Para comprender mejor los eventos asociados para el establecimientc y mantenimiento de 1a lac-
tanca, la dividiremos en mamogenesis o desarrollo mamario, lactogenesis o iniIc1acion ae 1a secre-
cion lactea, y la galactopoiesis. 0 mantenimiento de la produccion lictea.

Mamogenesis: El tejido mamarnio presenta una serne de cambios estructurales desde el nacimie-
nto hasta ia senectud. Como mencionamos previamente, es posible observar cierta actividad se -
cretoria de !a glandula al nacimiento, condicionada por el estimulo hormonal del embarazo. sequi
da poco tlempo después de involucion e inactividad hasta la pubertad. donde se desarrolla dema
nera acentuada.

La glandula mamana inicia su crecimiento vy desarrollo definitivo durante la pubenad. El tejido adi-
poso vy fibroso sumentan, asi como la extension del arbol canaticutar.

El sistema lobular se desarrolla hasta adaquirir 1a diferenciacion de las estructuras de tipo acinoso,
las cuales alcanzaran su maxima expresion durante el embarazo y 1a lactancia.

En el embarazo hay una marcada hipertrofia e hiperplasia de los lobulillos y el parénquima adquiere
aspecto tubologlandular y el tejido conjuntiva que separa los I6bulos disminuve: los acinos se tapi-
zan de células secretonias; hay un aumento de la vasculandad y de 13 velocidad de la cornente lin-
idtica. Durante la lactancia, los acinos tienen funciones de secrecidn y almacenamiento de Ia leche
y a! finalizar este peniodo, hay un proceso de involucion megiante un colapso de los lébulos.

Lactogenesis. Durante el embarazo se reanen las condiciones hormonales que son necesarias
€omo un paso previo a Ia lactancia: aumento en los niveles cirulantes de estrogenos, progesterona,
prolactina y lactégeno placentario, los cuales alcanzan su nivel maximo at término de la gesiacion.
Con Ia expulsion de la placenta, 58 oroduce una caida brusca en la concentrscian 533ngutnea de -
estas hormonas, lo que aunado al estimulo del pezon producido por el recién nacido al iniciarse -
el amamantamento, conducira finalmente a la sintesis y secrecion de !z !ccha.

El mantenimiento de la secrecion lactea se va a ver favorecido por |a succion del pezdn durante el
amamantaimiento, mediante el cual no solo genera la secrecidn de oxitocina que ocasiona la expul-
510N de a leche ya formada y almacenada.

Podriamos resumir 1a parucipac.5n de las hormonas de 1a siguiente manera:

Prolactina: Su concentracion aumenta progresivamente durante la gestacion y alcanza su nivel
maximo en ¢l momento del parto. Este aumento es 20 a 25 veces mayor que su CORCeNtracion tue-
ra del embarazo.

Durante la gestacion no existe secrecidn lactea a pesar de la gran canuidad de prolactina circulante
por el efecto inhibitorto periférico de los estrogenos y de |3 progesterond: ios orimeros por su ac-
c1on arrecta soore 13 glanguia mamarna v la sequnda impidiendo la sintesis -Je lac:ooroteinas.
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Para que se imicie ig lactancia es necesaria 1Na concentracion sanginey elevada de prolacting, pe-
0 espues 2s1a 2 manbene aun con miveles bajos de e¢sta hormona.

Oxotocina: Despues del parto. causa contraccion de las celulas mioepitehales, forzando la salida
de leche g los ductos. haciéndota flur Su liberacion puede ser mhibida por stress, fatga v
ansiedad.

Progesterona: Esumu!aia proiiferacion Iobulo-alveolar en la mama. Durante la gestacion inhibe -
la secrecion de 13 leche despues del parto: al disminutr sus concentraciones sericas, pierde su -
etecto inhibitono, imiciandose la tactancia.

Estrégenos: Esumula basicamente al sistema ductal de la mama, asi como al tejido glandular.
Puede estimular 1a secrecion de prolactina, pero inhibe sus efect: a nivel celular en la mama. La
concentracién serca disminuye después del paro, iniciando la lactencia.

Lactdgeno Placentario: Producido por la placenta estimula el crecimiento de las mamas duran-
te la gestacion. con niveles progresivamente elevados. Se desconccen otros efectos sobre
1a mama.

Tiroxina: Estimula la actividad metabolica del tejido glandular. Es importante en el manteni-
miento de I3 lactancia por su efecto directo sobre la glandula mamana.

Otras: Son tambien muy mportantes para el mantemimiento de la lactancia una vez establecida -
la hormona del crecimiento (HGH), ACTH, INSULINA Y CORTISOL, parucipando como cofacto-
res necesaros en ia  oduccion de leche.

GALACTOPNIESIS. El mantenimiento de la produccién de leche después del parto depende de
la accion conjunta J> factores de la hipéfisis anterior {prolactina) y posterior ({oxitocinal.

La prolactina favorece ef aporte de caseina, acidos grasos y lactosa y mantiene el volumen de
secrecion, mientras que la oxitocina hace contraer las celulas mioepiteliales y vacia la luz alveolar,
lo que estimula la ulterior secrecién de leche y un nuevo llenado alveolar de leche.

El vaciarmiento frecuente de la luz ductal es un factor importante en el inicio y mantenimiento de
un nivel adecuado de secrecion. Ce hecho. hacia el 40. mes después del parto. 13 succién parece
ser el unico estimulo requerido, pero los factores ambientales y emocionales son también impor-
tante2s para que continue la produccion de leche.

La excrecion de leche de la mama no ocurre como resultado de la presion negativa producidc me-
canicamente por 1a succion, sino que la succidn del pezdn desencadena un reflejo neuroendocrino
que provoca Ia liberacion de prolactina y oxitocina.

También la canudad y calidad éptimas de leche dependen de la disporubilidad de hormona ti-
roidea. insulina y coruisol. junto con un aporte alimentario suficiente de principios nutritivos y de li-
quidos.

Por todo lo antenior, podriamos decir que el mejor estimulo para la produccion correcta v suficien-
te de leche es la frecuencia de tetadas, ya que al aumentar el numero de tas mismas. hay disminu-
cion en el dolor del pezon v de la hipersensibilidad mamarna, y aumenta notablemente la secrecion
de leche v peso del nifio.
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Composicion de la Leche Humana

por Or. Horacio Reves Vazguer

La leche materna presenta caractensucas muy peculidres que es imponante conocer para com.-
prender por que este upo de alimentacion exhibe ventajas fundamentales en 1a nutricidn intanul

a) Variaciones Normales

Estas depenaen de diversos factores, como son: etapa de lactancia. momento det dia. momento
de la tetada. nutncion materna y variaciones individuales; todas estas seran anahizadas en los si-
guientes parrafos.

Existen variaciones significativas en la leche humana, dependtendo del lado de que se =sté alimen-
tando al bebé. tanto en volumen como en lactosa y acidos grasos sienna de eilos al mas impor
tante el volumen con cambios hasta en un 65% .

En retacion a los acidos grasos. estos incrementan hacia el hnal de 13 tetada swenao :amben ma
YOr su produccion al mediodia, en que llega a incrementarse nasta en aos A en 2INCH veres mas
que en el resto del dia.

Una vanacidon imponante en g Que toca a los recien nacidas HreMaturos, ey que 1a #:che ge sus
inagres presenia un mavor contenido ae nirrogeno en aproximagamente o 207,

Hacia ta madrugada. los cambios estadisticamente significatives ocarren 2n 'actosa . soumen
que alcanzan sus niveies Mas bajos en todo al dig.

Las madres desnutridas producen una leche menor en volumen pero que conuene pracuciments
todos los nutrientes en las mismas Proporciones que I1as madres ien nutndas £stas macres ides
nutridas. si tienen deficiencias de witaminas hidrosolubtes. vitamina C. naming v vitaminas 312,
tambien lo manifestaran en su leche.

b) Calostro

Es un liquido amarillento Ipor 1a presencia de 8 caroteros) v espeso. Tiene una graveaad especihi-
ca de 1.040-1.060, con volumen que va en aumento en forma progresiva (2 20 mi. por toma. 0s
primeros tres dias | .

Las mujeres que han tenido embarazos Previos. incrementan su proguccion mas rapidamente
El calostro tiene un mavor contenido de proteinas, vitaminas liposolubles v minerales. siendo rico
en anticuerpos vy facititando dos procesos fisiologicos. que son la proliferacion de lactobacillus
bifidus v facilitando ia progresion det meconio.

La produccion de calostro es similar tanto en mujeres que estan recibiendo el estimuio de Ia suc

€10n que en la que no lo tiene en los pnmeros tres dias. pero es fundamental el estimuio de ia suc
cién desae el tercero hasta el quinto aia, para la instalacidn de una produccion adecuada.
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c) Leche Transicional

Es ta que esta presente del séptimo al déu'mo cuano dia. En relacton al calostro. esta leche presen-
ta un aumento del contenido de lactosa. grasas, calonas y vitaminas hidrosolubles, con una dismi-
nucion en las proteinas, 'nmunoglobulinas y vitaminas liposolubles. Estos cambios ocurren brus-
camente. para que despues los cambios Qu'S continuan realizadndose se hagan de manera lenta,
hasta el tigésimo sexto dia. en que se estaoilizan.

) Leche Madura

1.-Agua. Es el mayor componente de la leche humana. Si ia mujer que lacta disminuye sus inges-
1as. el orgamsmo ccnserva liquidos a través de 1a disminucion de pérdidas insensibles y ~ina. pero
mantiene la produccidn de leche. La lactosa es ur agente muy importante en |a regulacion de Ia
procuccion de leche y por lo tanto. en la produccon de agua.

2..Carbohidratos. L~ 'actosa es el principal carbohidrato; solo estd presente en 13 leche v su c~n-
centracion es la mas J4ita ae todas las otras especies de mamuferos. estando esto relacionado con:

~ El cerebro del humano es el mas grande y por lo tanto. requiere de un mayor aporte de glucosa.

— Lalactosa tiene 'n valor osmatico fundamental en la secrecién de agua y por lo tanto, del volu-
men lacteo.

Ademas de la lactesa, existen mas de 50 oligosacaridos que constituyen el 1.2% de ia leche huma-
na. entre los que se encuentran: glucosa. galactosa, fucosa, N aceti! glucosamina {carbohidrato
unido a proteinasl, acido sidlico, etc. Todos estos carbohidratos vy glucoproteinas poseen un efec-
to benéfico para el desarroilo de lactobacilus bifidus (principalmente 1a fucosaj.

La lactosa. cuvo contenido en la leche aumenta rapidamente en el calostro, tiene un aumento mi-
nimo en la leche de transicién y en !a leche madura. Las variaciones en su cancentracion son mas
significativas en la leche de transicion. Su contenido no sufre variaciones en caso de recién naci-
dos prematuros ni en ef tipo de leche que producen las madres desnutridas. La lactosa se desdobla
en glucosa y galactosa, siendo esta dltima fundamental en la produccién de galactopépticas,
esenciales en et desarrollo de! SNC.

3.-Lipidas. Es el segundo mayor componente de I3 leche humana. pero es taroién el que mayo-
res variacicnes en su concentracion presenta durante toda !a lactancia (28%]. No existen giferen-
Cias en sus caracteristicas en Ia leche de prematuros que en 13 de recién nacidos de térming. Pre-
senta altas cantidades entre los dias 11 y 30. E contenido de acidos grasas disminuye al inicio de la
tetada y aumenta at final. No sufre vanactones con el ttempo que se administre el seno materno. 2l
mayor cormponente son los triglicéridos, el 20% son sintetizados de Acidos grasos de cadena me-
dia provenientes de la misma glandula. También contienen fosfolipidos y colesterol, pero en can-
tidades pequeiias. La relacién ent:e icidos grasos poliinsaturados y saturados (1.3) facilita Ia ab-
sorcion de calcia.

Cabe recaicar que !a dieta de 1a madre puede modificar el patrdn de Acidos grasos mas no ia canti-
dad total.

1

Las lipasas favorecen ta emulsion de Acidos grasos para una absorcion facilitada de estos 2lemen
tos.

La carnitina juega un papel importante en la oxidacion mitocondrial de los acidos grasos, ncre-
mentando tambien la cetogenesis y [a lipolisis.

4. Proteinas. La leche de prematuros y de término contiene un 20 a 25% de nitrogeno no protei-
co. Enla leche de prematuros existe un aumento del 11 al 20% en el contenido total de nitrogeno.
La caseina es un término que incluve a un grupo de proteinas especificas de la leche. que venen
una baja solubilidad en pH acidos vy que forma complejos de caseinato de calcio o tfosfato de
calcio. que finalmente son transformados en compiejos insolubles. 1.a taurina se encuentra en al-
tas concentraciones en la leche humar-: v esté practicamente ausente en la leche de vdaca: partici-
pa en los rectén nacidos conjugand-,, practicarnente sola, los dcidos biliares y funciona también
€omo un neurotransmisor en el ce ebro y la reuna. La composicion es1a dada también por faciote-
minNa. que es una proteina que se une al hierro, inhibiendo el crecimiento de ciertas bactenas hierro-
dependientes en el tubo digestivo. El uso de hierro oral intube a la lactoferrina por ocastonar satu-
racién de ella con hierro. Dentro de Ias inmunoglobulinas presenta una minima cantidad de igG.
Lalg A secretora es la principal inmunoglobulina, 13 cual es sintetizada por 13 g!dndula v es un me-
canismo de defensa contra infecciones al impedir que virus y bactenas invadan ia muccsa intesti-
nal. Las lisozimas son factores anumicrobianos no especificos, con accidn bactenicida para entero-
bacterias y bacterias gram positivas. Cabe aclarar que es importante no confundir 13 alfa tactoalbu-
mina que tiene la leche materna con I3 lactoalbemina que en la leche de vaca esta consutuida por
diversas proteinas. La alfa lactoalbumina es un cofactor de sintesis de lactasa. Los aminoacidos se
encuentran en |a leche como proteinas y pépticos, principalmente, y en menor cantdad como
aminodcidos libres y glucosaminas. Todos los aminodcidos, al igual que las proteinas, disminuyen
rapidamente hacia el tercer dia. excepcton hecha por |13 taurina que mantiene niveles altos hasta el
décimo dia.

£ Zlectrolitos y Minerales. El contenido de cloro v sodio es alto en el calostro, disrminuyendo en
1a leche madura hasta el dia 30, en que va sus niveles se mantienen estables. Los niveles de pota-
sio también disminuyen en el calostro, se incrementa en la leche madura temprana y vuelven a dis-
minuir en la leche madura tardia, inclusive mas all3 de los treinta dias. €l calcio y el fosforo son ini-
ciaimente bajos, incrementando en la leche madura temprana {12 a 21 dias) y disminuyen en I3 le-
che madura tardia {120 a 180 dias), pero no a niveles tan bajos como en el calostro. El magnesio no
tiene variaciones ni en ia etapa de calostro ni en la de leche madura. En términos generales 1a con-
centracién de minerales y electrolitos no tienen variaciones en la leche de prematuros o de termino.

6. Elementos Traza. Hierro. La leche humana contiene niveles mayores que la leche de vaca, pe-
ro concentraciones menores que !as leches maternizadas; sin embargo. los nifios no aesarrollan a-
nemia, debiendo en tenderse Que 2| grado de absorcidn de 13 leche humana (hierro) es del 49%.
a comparacién del 10% para el hierro de la leche de vaca y de solo el 4% para et hierro de 1as torm-
ulas maternizadas. Esto se explica por una mayor facilidad para la absorcion dei hierro humano y
niveles mas attos de vitamina C y lactosa que favorecen su absorcién.



Jinc El aine presents en iy ieche MAtern, tene unoindice e JOSOrCon mayor (42%), que el Que
BEOSentan s tormuas MAtermzanas (31% v, WChe e vacy (28% MEMI0 ¢S10 un factor impor -

LINe. Dues ey CONVCIdO que log laciantes pueden desarrallge marsfestaciones e dehciencias Je
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La relacion zing: Coore 13 sido relacionada con enfermedad €oronana; en I3 leche humana, esta re-
lacion es ge 14°9 Y enlaleche de vaca es de 30 1. El selenig €5 un elemento que se encuentrd ¢:n fa-
se de estudio parg feconocer que manitestaciones d3na su detiziencia, Hasta el momento splo
existe un reporte contable, en que se 2ncunnira que su deficiencia flevo 3 una cardiomiopatia fa-
tal. Las concentraciones aresentes en la lecne materna 116 ng) es mayar aue en 13 leche de vaca
8.6 ng).

7. Flaor. E figor S€ 3s0Cia zon una disminucidn de los procesos de Cases dental. Su papel es
trensformar I3 hidroxiapatita en figor apanta. reduciendo su soluow.dad acida. Los niveles de fluor
2n 13 leche humana son menores (0.025 mg/1) que en Ia 'ache ge vaca 10.330.1 mg/l. sn que Ia
admnistracion de flior oral 3 1a madre logre incrementar estos niveles. El desarroilo dental defin.
Iivo es despues del nacimienio y gdepende de los depasitos de fluer y de sy biodisporibilidad en ia
dieta. aungue tambien influven los niveles< de selenio En estudios comparativos, el nifig allmenta.
do al seng tienen menos cares y yna Mayor salud dental.

8. Osmolaridad. No cambia 3 traves de 13 lactancia a3 pesar de que si existen camoios en 13 con-
Lentracion de diversos constituyentes de Ig leche, siendo entre 287 y 293 mOsm, lo cual aumenta
el nesgo de enterocolitis necrosar::a, sobre todo en el recién nacido prematuro. Las tdrmulas hiper
O hiposmolares disminuven 1 retardan el vaciamiento gastrico.

9. pH. El calostro tiene 7 45 3105 144 - es de 7.04 y a pantir del tercer mes inic1a una elevacisn
Dar3 llegar 3 los seis meses 3725y alos uoce meses 3 7.40. Ademas. of PH de la leche imiciat e la

Madura, v disminuyen sus concentraciones en 13 leche de transictdn. €l pH del calostro mejora a3
funcion celu'ar Y iumorai. &l pH 4cido aumenta 1a secrecion de gastnna.

10. Hormonas. Se encuentran presentes en la leche: hormona liberadora de gon=dotrofinas,
TRH. TSH, p olactina, gonadotrofinas, hermonas ovancas, corticoesteroides, eritropoye.na,
GMPc, AMPc, La concentracién de hormonas varan durante ia lactancia, t2nendo por ejemplo
que mientras 103 niveles de prolacting disminuyen progresivamente, los niveles de T3y T4 gumen-
tan. En relacion 3 las hormonas tiroideas S& piensa que éstas actuen coma un efecto profilactico
en los niiios hipatircideos. Las prostaglandinas PGE y PGF se encuentran en la leche en niveles
190 veces por arnba de ios plasmaticos y su papel cons:ste en aumentar la mouhdad gastromtesu-
nal. ocasionando el tipico Do de evacuaciones en el nifio alimentado ail seng materno. Las sales
bihares que se encuentran disminuidas en el recién nacido. son un factor limnante en la digesuén,
asi que su presencia favorece esta funcion tan importante en el recién nacido. El factor de creci-
mento epidermico es un péptico que estumula la proliferacidn de tejido epitelia’ y epiderm- o, prin-
cipalmente a mivel oulmonar v en el tubo digesnvo.

Lazos Psicoldgicos
oor Jane Gravo

El dmamantamiento es perfectamente 3decuado para llenar 1anto las necesidades fisicas comop
emocionales de un bebé. Con el pecho, el bebé encontrara 1a nutnicion perfecta para su cuerpo en
crecimiento, asi como carifio Y segurtdad que necesita para desarrollarse como una persong.

El contacto visual entre Ia madre y su infante durante el amamantamento promueve gl “bonding
lunion}. Se ha postuylado que este contacto es muy impornante Dara su desarrollo posterior. ya que
fomenta un senumiento de sequndad que a menudo llega a crearle una autoimagen positiva.

El dmamantamiento evita que la madre lzctante tenga cambios emocionates bruscos. La prolonga-
ci6n del penodo de amenorrea €s en pante la responsable de esta proteccion tontra granoes vara-
ciones en la sensibilidad.

También la circulacton de prolacting altera en forma positiva el comportamiento materng. 3 [raves
de su accion sobre los OVvarios y quiza, sobre el cerebro.

Cierre del Ciclo Sexual. Con I3 1actancia natural I3 muler compieta un ciclo sexyal hiolo Grco:
menstruacion-relaciones sexuales»envbarazo-par!o-lactanc:a, Y €st3 ulima, como cualguier otro
aspecto de su sexualidad puede proporcionarle placer fisico, si bien I3 naturaleza sensual del amga-
mantamiento no se reconoce en la sociedad occidental. Hay Quienes aseguran que fa superviven-
cia del ser humano ha dependido de a santstaccion obtemda por los actos voluntanos del ciclo
reproductivo: el corto v 13 alimentacion al pecho.

Binomio Madre-Hijo. Ademas. I3 madre siente sauistaccion por Ia 'espuesta de su hyo, J1 Jue
aila tamen necesita. Sus pechos ilenos. por ejemplo, experimentan un gran aivio cuango el ;e
quedo. al mamar_ los vacia.

Bostok en 1962, plantes que debido a la relativa estrechez del canal del parto v al grosor de I3 ca-
beza del feto humano, este nace prematuramente; es decir, que a pesar del largo periodo de ges-
tacion, ios humanos recien nacidos son inmaduros en varos aspectos (por elemplo. son incapaces
de buscar alimento POr st mismos. y necestian cator. €ontacto v proteccion materna constante!.
Decia el:*como si stguieran siendo fetos extrauteninos durante airededor de otros nueve meses.
Montaguy D. Jelliffe aceptan esta consideracion.

Fiensan también que para el mifio, el amamantamiento lleche tibia ofrecida con afectol 25 lg mas
parecido 3 la situacion 'Ntrauterina v, por tanto, la transicion menos traumatica ae feto intrautering
a feto extrautering.

Al ser amamantaco, el niio escucha lgs latidos del carazan de sy madre vy pone en jueqo sus cinco
sentidos. pues 13 ve y 13 escucha. huele y saborea su leche Y buede tocarla y ser rocado vor 2.
Por eflo. st una madre 1o hace €on gusto. alimentar a su pequefio al pecho sigmifica garannzarle su
amor a la vida.
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El contacto de piel 2 piel ique segun Montagu) es el drgano sensonial mas grande con que conta-
MOs. juega un papel importante en el futuro desarrollo fisico y emocionai del intante, aunque esto
suele olvidarse en nuestras sociedades tecnoléqicas y ornientadas hacia la maquina, 3 las que se
nodria canticar como culturas de “‘no contacto”

Satisfaccion Oral y Anal. Entre los mifos alimentados natural y artific:almente hay vanactones
en 13 satisfaccion de diversas necesidades. En los primeros, la mingacidn de! hambre se dade ma-
nera casi inmediaia: hay mas grauficacion oral, pues el o satistace plenamente su necesidad de
succidn, sin necesidad de chupones qQue presionan el arco dental supenor, dejando asi poco espa-
Cto para !os cientes; hay, asimisme, sensaciones anales mas gratas, pues las deposiciones son
ma3s suaves.

Algunos investigadores sostienen que con la factancia natural la expenencia imicial con la madre es
también mas sausfactona y eso tiene relacidn con 1a actividad y el aprendizaje. |a personalidad y la
adaptacion.

Algunas personas temen que el amamantamiento, especialmente si éste es prolongadd, obstacu-
lice la indepe::denc:a del nifio.

Sin embargo. ¢omo dice Herbert Ratner, 1a mejor manera de hacer independiente a un nifio, es
dando respuesta a sus necesidades cuando es dependienta.

Por mas simbiética que sea la relacide: de madre e hijo, llegara un morsznto on Gue el mundo del
nifio expandird y la madre se convertird en una parte de éste, ya no =nr su sentre.. Yabiendo ella
tambrén satisfecho su necesidad de afecto, podra aceptar v alentar I pauiating separacion de su
hijo.

Claro que el amamantamiento oor si mismo no garantiza una buena relacién madre/hijola), como
la alimentacion artificial no la impide. Hay lactancias ““aruficiales” v lactancias “naturales’” de dife-
rente calidad. Sin embargo, la lactancia natural, si es un auxiliar importante en esta relacion.

A Manera de Conclusién. Todas las ventajas que se han descrito explican por qué, a pesar del
apoyo de la ciencia y de la técnica, 100 afios de lactancia artificia! no han podido igualar (mu -
cho menos suparar) al uno o qQuiz3 dos millones de afios de lactancia natural que las mujeres han
brindado a sus hijos a lo largo de Ia evolucién humana.

Después de 3 & 4 décadas de abandono del amamantamiento, las mujeres estan volviendo a esa
forma natural de cnar a sus hijos y, versadas desde siempre en el arte de enserarse 1as unas a las
otras, informan a mas y mas madres sobre las ventajas de la lactancia natural.

Este hecho deberia llamar 1a atencién de nuestra sociedad, altamente tecnificada, obligandola a
percibir que la leche materna cumple otras funciones ademas de la alimenticia; es decir, satisface
ella una gran cantidad de necesidades sociopsicobioldgicas de la tamilia, la madre Y. por supuesto,
detl nifio.
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Importancia Inmunolégica de la Leche Humana
por Dra. Isabel Zurbia Flores Solterg

El recién nacido no tiene defensas suficientes para protegerse a si mismo contra el medio altarnen-
te contaminado al que llega, en comparacion al ambiente esténil intrautering; esto debido a Ia in-
madurez inmunoldgica. Esto se demuestra por la incidencia de infecciones neonatales, la cua! es

tracto gastrointestinal. Esta demostrada la baja incidencia de infecciones respiratorias y enterales
en los nifios alimentados con leche humana. no sélo a traves del calostro, sino de la leche madura
age los primeros meses de wida. Las propledades protectoras de la leche humana han sido divididas
2n tactores celulares y humorales. v una vanedad de componentes celutares solubles y agentes
microbianos que se han identificado tanto an el calostro como en [a leche madura.

. Componenas Celulares:

Las celuias que se encuentran en la leche humana son: macrofagos, lintocitos, neutrofilos y cély-
1as epiteliales, en un total de 4000mm3.

La celula predominante son los macréfagos. ocupando un 90% del total de los leucocitos, lo cual
stgrufica 2000 a 3000mm3. Los linfocitos ocupan un 10% del total de las células (200 3 300 mm 3.
Se ha d=rnostrado que un 50% son linfacitos T v un 34% linfocitos B.

1. ‘fracrofagos: Estos tienen las mismas funciones que en cualquier tejido humano. Esto inclu-
ye wvimientos ameboideos, produccidn de los componentes del compiemento C3 y C4. lisosi-
™ma&3 y lactofermina. Otras funciones que tienen algunos macrofagos de la leche humana son: fago-
citosis de latex. adherencia al vidrio, facilita la adherencia eritrocitica de C3b e 'gG para Ia fagoci-
tosis. Los bacteciridas son responsables de Ia inhibicién de la mitosis linfocitica facilita 1a entrada

das en el borde de cepillo. La movilidad de los macrofagos esta inhibida por et factor inhibidor de
migracion de linfokina (MIF). La actividad de los macrofagos ha sido demastrada tanto en calostro
fresco como en cultivos celulares de calostro.

2. Linfacitas: En la leche humana y el calostro existen tanto linfocitos 8. como linfocitos T: es-
tos sintetizan IgA.,

La accidn de los linfocitos T en Ia lache humana agn sa encuentra en estudio. se ha sugendo que
pueden sensibilizar e inducir tolerancia inmunologica, o iniciar fas reacciones contra huesped. Los
linfocitos pueden ser incorporados en los tejidos de Succidn, proporcionando INMuMIZacion ad-
Quirda de corto tiemno al recién nacido. Se ha examinado la actividad bactericida de los leucoct-
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tos en 3 leche y es comparable con !3 respuesta leucocitaria en sangre periférica. Se ha estudiado
tambien 13 respuesta de proliferacion ante una antigeno en calostra y leche humana, y se de-
muestra que existe respuesta incluso a agentes virales como rubeola. citomegalovirus y parotidi-
tis. Se ha observado que la inmuntdad celular para reconocer antigenas bacterianos se encuentra
limitada, comparada con la Que existe en sangre penférica. Esto se cree que es debido a una ac-
cion intercelular y no a a ausencia de factores externos. Por otra parte, se ha observado una reac-
“ividad en linfocttos T y B unica en Ia leche, que no se observa en sangre periférica. Los linfocitos
son capaces de responder a la presencia de Escherichia coli administrada oralmente, lo cual no su-
cede en forma sistematica en la madre.

En resumren, los linfocitos de calostro y la leche humana proveen al recién nacido de beneficios in-
munolégicos. Existe una respuesta tanto de linfocitos B como de linfocitos T, en el tracto intesti-
nal en contra de organismos invasores. Investigaciones soore alergias. enterocolitis necrosante,
tuberculosts y meningitis neonatal, demuestran que existe una funcién prutectora de la leche
humana.

Duracian de la Actividad Celular en la Leche Materna: La efectividad del funcionamiento
celular en la leche humana, depende de ia supervivencia de es:as celuias en el tracto gastrointe-
stinal. Estd demostrado que el pH del estémago puede ser hasta de 0.5 pero la produccion de HCL
es mimima en los primeros meses de ia vida, asi como la actividad péptica. Inmediatamente despu-
ésdelinicio de la alimentacion, el pH es de 6.0, regresando a niveles normalesen 3 nrs. Las célu-

1as de Ia leche toleran esto. Existen estudios en los cuales se han encontrado células linfordeas in-
1ac1as, 1anto en estOmMago como en intestino, que son capaces de presentar fagocitosis y atra-
vesar la mucosa.Cuando la leche humana ha sido almacenada, se ha cbservado que las células no
toleran temperaturas por arriba de los 63 grados C, y por abajo de los —23 grados C, vy Ia liofili-
zacion,

Il. Factores Humorales:

Se han encontrado toda clase de inmunoglobulinas en ia leche humana. Existen mas de 30 com-
ponentes que han sido identificados. De éstos, 18 han sido asociadas con proteinas existentes en
el suero materno; el resto se ha encontrado exclusivamente en 13 leche.

La concentracion de inmunoglobulinas se encuentra mucho mas alta en el calostro de todas las £3-
pecies, lo cual se demuestra en la siguiente tabla, expresada en mg por 100 mi.

ler. dia 600 IgA, 80 IgG, vy 125 IgM
20. dia 260 IgA, 45 IgG, v 65 IgM
3er. dia 200 IgA, 30 1gG, y 58 IgM
4o. dia BO igA, 16 IgG, vy 30 IgM

La inmunoglobulina mas importante que se encuentra en suero humano es IgG, la IgA sélo consti-
tuye una quinta parte, sin embargo, en la leche humana existe lo contrario; 13 IgA es la mas irnpor-
tante, no solo en concentracion, sino también er actividad bioldgica. Da las inmunoglobulinas
IgA. la mas significativa y que es sintetizada en las células alveolares de la glandula mamaria es la
IgA secretoria. La IgA constituye ei 90% de todas las inmunoglobulinas en el calostro y la leche.
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Estabilidad de las Inmunoglobulinas; Se ha tiemostrago que a temperaturas de 62.5 grados C
por 30 minutos, IgM se destruye totalm: nte. El congelamiento a — 23 grados C por 4 semanas no
altera fa IgA. La IgA secretoria difiere dr la IgA serica. La IgA secretoria puede ser sintetizada
en la mama no lactante, como en Ia factante. Es una molécula compacta, resistente a las enzimas
proteoliticas del tracto intestinal, como al bajo pH dai estomago. Esta formada tanto en las glan-
dulas mamarias como los linfocitos de la leche. Los niveles en la leche son de 10 a 100 veces
mas altos que en el suero. Las inmunoglobulinas dan una proteccion locai en el intestino en con -
tra de virus, como poliovirus y bacterias como E. Coli, las cuales infectan ala mucosa y entran at
cuerpo humano por este medio.

I11. Diferentes Factores de Proteccién:

Factor Bifidus. Se ha demostrado que la fiora intestinal en el recién nacido alimentado al seno
materno, esta constituida principalmente por la bactena bifida. Esta impide colonizacion de intesti-
A0 por otras bacterias; ademas. tiene una alta resistencia a los cambios fisicos, resiste aun cuanno
la leche humana es congelada, hervida y almacenada pot tres meses.

Factor d> resistencia. La leche humana protege al .ecién nacido en cor.ira de infecciones estah-
locdcicas, esto se debe a I3 presencia en 1a leche humana de un factor de resistencia, deszrito ro-
mo no dializable, rermoestable y parte de los acidos grasos libres.

Lisozima. La leche humana contiene un factor antimicrobiano, inespecifico, flamado lisozima, a
cua! es termoestatle y acidoestable. Es13 ha sido encontrada en grandes concentraciones en las
heces de nifios alimentados al seno materno y tiene una influencia tmportante sobre 13 flora el
tracto :ntestinal. La lisozima es bacteriostatica en contra de 1as enterobacterias v bacteras gram
posttivas.

Lactoferrina. Esta es una proteina ligada al hierro, yue tiene un fuerte efecto bacteriostatico so-
bre estafilococo y E. Coli, aparentemente privandc e éstos de hierro. La concentracion de factefa-
rrinz es aita en el calostro y luego progresivamente disminuye hasta los 5 meses da lalactancia. Se
ha demostrado con lactoferrina insaturada, la nhibicién de! crecimiento. inclusc de €. albicans. La
lactoferring, tanto como la lizosima, son estables y resisten adecuadamerte el pH gel astomago.

Interferon. En cultivos de células de calostro se ha demostrado que és:as, al ser es;muladas. se-
cretan una substancia parecida al inteferon, con una actividad antiviral por arriba de 150 NiH unr-
dades por ml.,

Compleamento C3y C4. companentes del complemento g2 facilitan la fusion de anticuerpos a
la bactera, se encuentranen bajas concentraciones en el calostro. Cuando se activa C3 uene pro-
piedades opsonicas, anafilacticas Y QUIMIOtacticas y es importante para la lisis de la bactena fusio-
nada por anticuerpos especificos.

Proteina ligadora de B12. Esta fue encontrada en grandes concentraciones en meconio vy heces
de nifios alimentados al seno materno, e impide el crecimiento de E. Cali v bacteroiges.
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IV. Eviaencia de la Efectividad de la Leche Humana para Controlar las Infecciones:

Infecciones bacterianas: La IgA de !a leche humana tiene una actividad antitoxina en contra de
E. Coli y Vibrio cholerace, previniendo asi la diarrea. También ha sido demostrada la proteccion
para la infeccion por saimonelia. La E. Coli aislada en cultivos de heces en nifos alimentados al se-
no materno es diferente a los nifios ilimentados con férmula, ya que ésta tiene mayor sensibilidad
a los efectos bactericidas del suero humano; esto apova .- teoria de que 13 leche humana favorece
la proliferacion de mutantes con virulencia disminuida.

Infeccion viral: La leche humana contiene anticuerpos en contra de poliovirus, coxachiavirus,
echovirus. influenza, reovirus y rhinovirus. A algunos especiinenes de calostro humano se les ha
demostrado actividad en contra del virus respiratorio sincicial.

V. Propiedades Protactoras Alérgicas:

Esto se encuentra aun en discusion, ya que es muy dificil de identificar I3 especificidad de protec-

c1on en contra de las aiergias; sin embargo, exisien medios indirectos para demcstrar esio. Se sa-

be que para ia inmadurez del tracto gastrointestinal del recién nacido, éste tiene una alta permeabili-
dad que a las macromoléculas y que los anticuerpos secretorios producidos en el intestino se

retrasan de tres semanas hasta tres meses de edad: entonces, en estos casos l0s nifios alimentados

al seno materno adquieren proteinas de leche humana que son especificas para el nifo humano.

En esta forma indirecta también se observa que los nifios alimentados con leche de vaca inician la

produccidon de anticuerpos a los 18 dias, aumentando asi la incidencia de la alergia a lu proteina
de la lecne de vaca al 1%. La alimentacion con leche de vaca se ha asociado a gastroente-opatias,

dermatitis atdpicas, rinitis, enfermedad pulmonar crénica, esosinofilia, [alla para aumentar de

peso y muerte subita, incluso.
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Contraindicaciones
por Dr. Horacio Reyes Vdzquez

Las contrai; dicaf:ignes SOon muy escasas; mas bien gor falta de un conocimiento adecuado se llega
ala toma de d_ecxsxo_n de suspender I3 alimentacion que se constituye como la optma. el seno ma-

formal para su uso.

A. Cancer de Mama.

Lg madre en quien e h; establecide ef diagnostico de cancer de mama no debe alimencar a su be-
bé. pues requiere el inicio inmediato de tratamiunto, por lo que la alimentacion debe suspenderse

local, ~'n que esto amerite el suspender la alimentacion al bebe. Una vez que se tenga el resulta -
do dgbera \qr}arse la decision mas adecuada. Otro punte que genera discusion es el hecho de que
17 ahmgntac:on al seno materno favorece la aparicion del cancer de mama. siendo esto un argu-
mento infundado. Esto basicamente ha sido pronunciado en madres primerizas, en edades entre

C. Infeccién por Rubeola.

Resuita claro que las madres que desarrollan rubeola af momento de estar lactando, o bien lag ma-
dres Que son :pmunizadas, eliminan el virus por la leche, Sin embargo, no se han enc.omrado mani-
festac:pngs clinicas de rubaolaen el niflo, por lo que investigaciones futuras deberan de poner en
claro si existe alguna contraindicacion de afimentar al seno cuando exista rubeola, ¢ I

datos actuales esto no sucede. r Fues confos



D. Herpes Simple.

E! herpes wirus tipo | es muy raro que se encuentre en la quhe humana sin dar mas_mamlfestam:-
nes, por lo que en casu de gue ¢l herpes se encuentre a nivel dq Jreola o pezon, sera la l'J.nICn
contraindicacion de alimentar al seno. Si la madre no presenta lesiones a este nivel, puede alime

tar a su bebeé.

E. Virus de la Inmunodeficiencia Humana.

El SiDA neonatal tiene como una de sus probables fuentes de ingre;o al seno matrrt;o.'Slgaqugf:]
ta ruta sea la mas comun. Sin embargo, cuardo una madre consxde.rada f:cI)mo||n et;:re d’;beré
VIH y el uso efectivo de otros medios de aporte de .leche no estép d:;Ponlb‘esl. ahmr,“;mana o
continuar alimentando al seno, existiendo como opcién 12 pasteurizacion de 13 leche

30 minutos a 56 GC para eliminar el virus de la leche.
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Control Prenatal

por Dra. Emma Lapez Marroquin

Nutricion:

Durante el embarazo los cambios hormonales y el continuo crecimiento del ser en gestacion, con-
dicionan el incremento en los requerimientos nutrnicionales, debido al mayor gasto energetico con

mentos que ademas de que proporcionen énergia. sean nutritivas como: erduras crudas o coct-
das al vapor, lacteos tleche, queso. yogurt) frutas naturales o secas o cereales integrales.

Debe evitarse Ia ingestion exagerada de café, té o alcohol, asi como alimentos entatadus. congela-
dos o bebidas emboteliadas.

Examen de los Senos:

Las mamas sufren una serie ge cambios durante el emoarazo. en preparacion opara 'a ‘actanca.
€OMO son: aumento de tamano, aumento de consistencia, aumentn de 13 vascularidad superficiai.
hiperpigmentacion de la areola. Un cuidadoso examen de las mamas, debe ser realizado en toda
mujer embarazada durante su control prenatal. Inicialmente se explera 1a textura v elasticidad ge la
piel. que tiene por objeto predecir y prevenir problemas de congestion mamana antes del parto.
que se 3soctan con frecuencia a una piel sin elasticidad.

El examen de la areola y del pezon y no dejar pasar pequerios defectos que puedan condiciorar
problemas para iniciar y/0 continuar 1a lactancia.son igualmente importantes . Para realizar ef re
conocimiento, se hace presion sobre la areola intentando hacer protruir la misma colocando el
pezoén entre el dedo indice y el pulgar; el pezon normal sobresale de s'1 base, el piano no sob:esa
le de los bordes de la areola y el invertido se interna completamente en la areola. Estos dos ulu-
mos son anormales.

Preparacién de los Senos y Pezones:

La etapa prenatal es la ideal para detectar problemas y solucionarlos: ademas debe instruirse a 1a
futura madre acerca de la manera correcta de realizar una serie de ejercicios preparatorios. cuvo
objetivo primordial es el ge que se acostumbre y familiarice con el manejo de sus pechos antas
del nicio de la lactancia.



El bafio debe ser como de costumbre, utilizando una cantidad minima o no utilizar jabones directa-
mente sobre los pezones. Algunos autores recamiendan una friccion suave sobre !a areola, pero
no con mucha frecuencia ya que ésta podria ocasionar que se quitaran los lubricantes natu@l&s o
picos proaucidos por Ias gldndulas de Montgomery; por lo tanto estan contraindicados Igs jabones
y sustancias quimicas topicas. La exposicion de los pezones, al aire y alaluz solar también favore-
ce la preparacion de ellos.

Los casos de pezon plano o invertido, pueden corregirse con una serie de ejercicios que reciben el
nombre de Técnica de Holfman, que consisten en colocar los dedos indices de ambas‘manos aca-
da lado del pezon vy estirar suavemente los dedos alejandolos de éste. Puede repetirse el movi-
miento cambiando de posicion los dedos por encima y por debajo del pezén, estirando con suavi-
dad nuevamente. La intencidn de estos ejercicios es mejorar Ia respuesta de protrusic’)n_del pezon
al estimulo. Otra forma para mejorar las condiciones del pezén, es por medio de 13 utilizacion dg
los formadores de pezon. Estan hechos de un material plastico y constan de dos elementos: el pri-
mero es un disco conico con una abertura al centro.por la cual se introduce el pezodn. El segundo
tiene forma de media esfera y se coloca sobre el mismo,entre el brassiere vy el pecho.

La funcion de los formadores de pezon, consiste en ejercer una presion suave pero firme en la
areola para lograr que el pezon sobresaiga. Pueden usarse al principio durante periodos cortos de
tiempo, pudiendo ilegar 3 usarse de 8 a 10 horas diarias. El resultado de su uso constante es muy
satisfactorio.

Estancia en el Hospital

por Dra. Emma Logez Marroquin

Amamantando en la Sala de Partos: Una de las primeras acciones que llevan a cabo los mami-
feros.después del nacimiento de sus cnas, es el amamantamiento. Este estmulo desencadena 1a
liberacion de hormonas que favorecen procesos fisioldgicos y.en los humanos, 1a presentacion de
eventos de indole psicoldgica; por lo tanto, es conveniente iniciar esta relacion inmegiatamente
despugs del parto, lo que traera consigo una serie de ventajas, como son:

1) Facilitar el alumbramiento.

2

Facilitar 1a involucion uterirz y evitar asi fas hemorragias.

3} Si por parte del bebe existiera broncoaspiracion, el calostro no causa irritacian de las vias respi-
ratorias.

4} La depresion pospano se hace menos evidente.
5} Favorece el acercamisnto madre-hijo.

6) Reduce el periodo de hospitalizacién v los gastos intra o extra hospitatarios en formulas y biba-
rones.

Desde las primeras horas que la madre pasa en el hospital, necesita recibir 2l apoyo por parte gei
personat de salud. para solucionar cualguier problema que se nresente, por 16 que deben llevarse
3 cabo acciones encaminadas a:

— Facilitar a Ia madre amamantar en una posicion comoda, sin impedimentos o reglas.

— Enseniar la forma correcta de ofrecer el pecho, que es tomandolo con toda la mano, formando
con los dedos una ““C*’.

— Mostrar que la forma correcta de amamantar es posicionando al bebe frente a frepte con sy
madre.

— Ensenar las diferentes posiciones para amamantar.

— Alentarla a alimentar al bebé cada vez que él lo solicite.

— Informar que no deben usarse irritantes o jabanes al asear los pezones.

— Prohibir que le sea administrado al beba en forma complementana agua. formula, té.
Diagnostico de Problemas: Todas estas acciones van encaminadas 3 la prevencion Jde una SPre

ds problemas que ocurren con frecu=ncia durante la factancia y que.por falta e conocimIentos.no
reciben ol tratamiento adecuado.
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Congestion: 1o mejor para evitar la congestidn mamaria es la prevencion, lo cual se logra con el
amamantamiento temprano. Debido a que ocasiona obliteracion del pezon, hay imposibilidad por
parte del bebe para obtener leche al succtonar condicionando frustracion y llanto continuo. El tra-
tamiento consiste en:

1) Someter a un masaje a toda la mama, de preferencia por cuadrantes, en forma centripeta.

2) Calor local con compresas y posteriormente sumergir las mamas en un recipiente con agua ca -
liente, con el cuerpo inclinado al frents.

3) Extraer en forma manual la leche.
4} Amamantar con mas frecuencia.

Pezones Dolorosos: Ladelicada piel de los pezones sa ve subitamente sometida a la presion que
ejerce el bebe al succionar, Ic que al principio 56i0 ocasiona dolor y evolucion hasta fisuras de
diferentes tamaiios, conocidas con el nombre de “*grietas’’. La prevencion debe hacerse con la
preoaracion cesde el embarazo. El tratamiento consiste en:

1) Amamantar con frecuencia.

2) Iniciar con el pezon menos adolorido para que el mas afectado sea sometido a una menor fuser-
za de succion.

3) Desensibilizar el pazén previo 5 cirecearlo al niffo, con la aplicacidon local de hielo.

4) Asolear los pezones y/ o aplicar aire caliente con una secadora de pelo (cuidando no quemar
los pezones).

5) Se puede usar lanolina pura sobre el pezdn o extraer un poco de leche y aplicarla sobre las le-
siones.

6) Exponer los pezones al aire.

Pezones Planos o invertidos: en ef capitulo anterior se describid la forma de reconocer los pe-
zones planos e invertidos de los normales y la manera de corregirlos antes flel parto. Si después
de éste persisten estos problemas, debe ser aplicado un programa de ejercicios e mdlcqr al uso.de
los formadores de pezon (bubus) que por la presidn negativa que ejercen, hacen protruir el pezon.

Reflejo de “Bajada’’: cuando el pezdn es estimulado, !os receptores localizados an él y la arec-
la transmiten estimulos nerviosos a la hipdfisis para producir prolactina, que induce [a secrecion de
leche en la mama y oxitocina, 1a cual estimula las células mioepiteliales para que se ilave a cabo la
expulsisn de la leche. :

£l reflejo de bajada, es decir, la expulsion de la leche, puede ser inhibido por diferentes sityaciones
como en mujeres inseguras que no han recibido preparacion durame“el embayazg 0 en quienas °x-
periencias desagradables relacionadas con el amamantamiento de hijos previos influyen en inhibir
et reflejo de expulsion, 0 mujeres demasiado aprehensivas.

25

Amamantamiento en Casa

por Dra. Isabel Zursia Flores Soltero

Frecuencia de Amamantamiento: estando la madre con el recién nacido en casa, la frecuencia
de amamantamiento debe ser a libre demanda, es cecir, sin horarios y cuando el nifio 1o pida. En
realidad los primeros dias las tetadas seran muy frecuentes, mas o menos cada hora u hora y me-
dia, mientras se establece una produccion adecuada de leche, sin olvidar que en cuanto a mayor
succidn-mayor produccion. Los nifios gue sa alimentan al pecho siguen un lapso de dos a tres ho-
ras mas o menos, desde el comienzo de una alimentacion a la otra, ya que la leche materna se di-
giere mucho mas rapido y tacilmente que las leches aruficiales. Cada nifio presenta un patron dis-
tinto de alimentacion, algunos prefieren comer poco y seguido, y otros prefieren tomas mas largas
y espaciadas. La lactancia nocturna ayuda a mantener el suministro de leche materna. Muchos ni-
f0s necesitaran por lo menos una tetada nocturna por S o0 6 meses o0 mas.

Descanso Adecuado: el establecimiento de ia lactancia toma aigun tiempo, al principio el nifio
requerird de muchas atenciones y cuidados, aun por la noche. Si el niic amamanta por las
noches, ella puede recostarse en el dia con su hijo y dormir un rato, o bien, buscar un momento
adel dia para recobrar el suefio perdido durante la noche.

Senos Adoloridos: esto existe cuando hay piétora o llenura de los pechos; esto sucede con ma-
yor frecuencia durante la estancia hospitalaria en el periodo inmediato al parto. La explicacion ge
esto es que existe un aumento del torrente sanguineo y la cantidad de hormonas, aumentando
asi la produccion de la leche. La madre siente sus pechos duros, congestinados y esto le provoca
dolor. El pezon, al aparecer ia plétora, tiende a desaparecer en la areola. En consecuencia, el nifio
tendra dificultades para prenderse al pecho y mamar. El tratamiento consiste en sumergsr los se -
nos en agua caliente, haciendo masajes colocando la mano abierta en ia parte superior del seno,
deslizando con suavidzd hasta la areola, repitiendo el ejercicio masajeando toda el area del pecho.
Otra medida es extraer un poco de leche por medio de la técnica de Marmet, que consiste en pon-
er la mano en forma ce C con el pulgar hacia arriba, rodeando toda la areola, presionando hacia
atras e impuisando hacia el frente posteriormente para obtener una buena expulsion de la leche.
Aplicar pafios calientes en el pacho y amamantar al nifio con frecuencia son otras soluciones.

Mastitis: esta sa refiere a la presencia de infeccion en el pecho; puede estar dado por un conduc-

to tapado que no fue tratado adecuadamente; una grieta como puerta de entrada a estafilococos ¥

otros organismos patogenos. Los sintomas son parecidos a un resfriado comun con fiebre v ata-

que al estado general. Ei 4rea infectada presenta calor, rubor, tumefaccion y dolor ai tacto. Los pe-
riodos en los cuales hay una mayor ocurrencia de infecciones de pecho son:

— Posparto mediato. La mujer puede estar muy cansada vy sus pechos pueden no estar vaciando-
se en forma adecuada.

— Cuando existe un destete r&pido.

— Cuando !a madre se encuentra agotada por exceso de trabajo.
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Cuando 1a madre esta muy tensa o nerviosa.
- Cuando amamanta 4l bebe con horarno nigido.
- Cuando usa brassiere demasiado apretado.
- Cuando amamanta con irregulandad.
Tratamiento: de ninguna manera la presencia de masutis contraindica seguir amamantando.
Se debera usar antibidtico, oxacilinas en este caso, va que el germen mas frecuente son estafilo-
cos. a dosis adecuada. con previa :oma de cultivo de ia leche, pezon del lado afectago, asi como

de la boca del nifio. Uso de pafios humedecidos en agua caliente antes y durante las tetadas y
guardar reposo.

Jna infeccion como la mastitis. no tratada a tiempo, puede pregresar 3 una complicacion mas sera.

cormo es el atscesc. Este generalmente requiere de una intervencidn quirurgica para su drenaje v
anuizioticos. Cuando existe absceso se recomienda no amamantar de ese lado al mio, pero conti-
nuar extravendose 13 iache, mrentras se resuelve el proceso agudo.

Se puede Imamantas a las 24 hrs. despues de la cirugia.

Colicos: se presentan con mucho menas frecuencia en el nifio amamantado. ya que la coordina-
<1on 1an rapda gue existe entre respiracton y deglucidn, en ocasiones hacen tragar al miio are; es-
193 Lurbujas de dre ocasionan dolor cudndo pasan al intestiro, de ahi 13 insistencia de hacer eruc

iar 3l nifin después de <arla tetada. Cuando existe colico. 1a solucidn es poner al nifio boca abajo
score el biazo de f2 madre v hacerle masajes 2n 2l vienire con 1a mano. Otra solucion es acostar
boca abajo sobre una franela caiiente recién planchada. En ocasiones sl célico es acasionado por
alyo que la madre come, siendo el primer alimento causante de cdlico en el bebe, la leche de vaca
que la madre ingiere. El huevo, chocolate, frijol, citricos, son también posibles causantes de colico
en el bebe. La solucidn es que la madre retire de su Cieta el alimento causante de colico y vuelva a
comerio después de un mes, teniendo en observacion a su bebe.

Introduccion de Sélidos: ia leche materna es suficiente por si sola para la mayoria de los infan-
tes hasta ia mitad del primer afio. En algunos casos podria un nifio necesitar alimantos solidos alre-
dedor del 4o. 0 So0. mes. El proposito de los alimentos solidos es el de complementar 13 leche ma-
terna y de asegurarse que el mifiio siga obtermendo energia. proteina y otros nutrimentos suficientes
para crecer normalmente. Es importante que ademas se continue ia alimentacion al pecho, entre
otras razones, porque sigue proveyendo cantidades Gtiles de energia y de proteina e alta calidad.
La introduccion de solidos también va de acuerdo al momento de madurez intesunal, con ade-
cuada secrecton de enzimas pancreaticas y seleccion adecuada de la absorcton e diferentes
protemnas. previnendo dsi 1as alergias por sensibilizacion producida por proteinas de alto peso Mo-
lecular; esta madurez se va tniciando a partr et 4o. mes de vida. Otra forma indirecta de saber ef
momento de dar solidos en cada caso. es cuando el nifio repentinamente prde mamar con mucho
mas frecuencia que antes y que coincide con el momento en que ya puede morder 0 que empieza
a querer tomar con la mano los objetos v llevarselos a la boca.

Medicamentos en la Leche Humana
por Dr. Horacio Reyes Vizquez

rLtlenzrcausg comun qg consulta en madres que lactan es la Ingesta de medicamentos v su posible
mgn :u;non en | nifo, esto sumado a que durante el embarazo v ia tactancia las madres coasy-
T iabitualmente entre Sy 8§ medicamentcs, establece la necesidad ge tener puntos de referen-
€i3 DAra esiavlecer un critene en su adn.. ustracion. )

Existen diversos factores que permiten que un medicamentc aparezca en la leche materna:

1. — Difusion pasiva. — Factor mas importante.
2.— Falta de union a proteinas.

3. — Medicamentos no isnizados.

4.-- Bajc pesc maleculsr (menos de 209 mol.}.
5. - Cualostro.

Los medicamentos aparecen en la ieche materna en cifras menores al 1% de ‘0 que 13 maare -
g:ere.:independientemente del volumen consimido por 2| hebe. )

Otro punto que es i_mportame para los medicamentos en la leche numana. es la capacdaa del lac
lante para destoxificar y excretar el farmacn:

A}~ ; "
) E.jlslen medicamentos que PAsSaAN 20 cantndades minimas pero of afn no tene 13 CADJCH S e
ehimindr. por 1o que este se Jcumula. .

Bl ~Existen ?ed:camen'os que son hepatotoxicos iacetoaminofen) por lo que pod-.an contrainds
€ar su adrministracion en st recién nacigdo. sin embar. .
- nelre 2 go.por tener caminos dalternys n
lismo se pueden admmistrar. oS e metavo

Cl.-'(_)qu; medicamentos compiten, por su unidn con proteinas,. {sulfas. acido salicilicol con la bi-
Irr:oina, por lo que pueden ocasionar en pacientes de alto niesgo Kernicterus. Su uso en ES
i grupo de pacientes se contraindica. o

Dl.-La prematurez acasiona inm i
adurez de sistemas enzimatcos y dismnucion 2n los niveres I

proteinas. )
E). ~Latiposolubilidad de un medicamento no ionizado favorece su entrada 4 traves de membranas
celulares y en consecuencia a 13 leche ast €0mMo su concentracion en el componente Jraso en

13 leche.

F}. - Ciertos medicamentos aparecen en la leche materna =n minimas cantidaaes.pero no hav nue
olwvidar que la m;dre praduce 60 ml. de leche por hora Y por 1o 1anto el bebe puege n:onsumn;
altas concentraciones del farmaco.
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Existen algunas preguntas que debemos plantearnos para la seleccion de los medicamentos que
permiten establecer cuales son los riesgos y cuales son los beneficios en la toma de decision:

1). — ¢ El medicamento que s8 va a administrar puede ser dado al nifio en caso de que este o ne-

cesitara?

2).

1

¢Euiste algan riesgo con el medicamento si se administra al bebe?

3). = ¢El beneficio por los medicamentos es mayor al riesgo?

4). — (Cual es el tiempo que se va administrar el medicamento?

5). — (Cudl es el riesgo de sensibilizacion que puede presentar el nifio a la droga?

Una vez que hemos tomado la decision de administrar un medicamento a la madre que esta lac-
tando.existen algunos puntos que debemos de recordar para tratar de minimizar los posibles efec-

tos secundarios:

+ No utilizar medicamentos de iarga accion, pues al bebe le dificulta en mayor escala el elimi-

nario.

+ Pedir a la madre que tome el medicamento inmediatamente después de alimentar a su nifio,
para tratar de lograr que comience la eliminacion det farmaco antes de ia siguiente toma de

leche.

+ Vigilancia estricta en el nifio para detectar cualquier signo o sintoma anormal.

+ Elegir el medicamento que alcance los niveles mas bajos en la leche materna.

A co:tinuacion se hace mencion de medicamentos comunes en los que se encuentra contraindi-
cacion para su uso en la factancia o bien aquellos medicamentos en los que debemos tener vigilan-

cia especial.

Maedicamento:
Aspirina
Indometacina
Pentazocina
Primidona

Antihistaminicos

\P \\

Sugerencia:

La madre debe incrementar la ingesta de Vitamina C.

Puede ocasionar crisis convulsivas y es nefrotéxica.

Contraindicada en el periodo necnatal.

Contraindicada.

Evitar Ias presentaciones de larga acci6n, cuando estdn combina-

dos a descongestivos, disminuyen {a produccidn de leche.
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Medicamento:
Clorafenicol
Clindamicina
Eritromicina
Metronidazol
Pirimetamina
Estreptomicina
Sulfonamidas
Tetraciclinas

Trimetropin
Sulfametoxosol

Atroping
Ergotamina
Plomo
Prednisona
Totbutamina
Diazepam

Inhibidores de

monoaminoxidasa

Nicotina

Vacuna de varicela

Sugerancia:

Contraindicado.

Precaucién extrema.

Evitarse en el primer mes de vida por el riesgo de ictericia.
Contraindicada cuando el nifio es menor de 6 mases.
Contraindicada en nifios menores de 6 meses,

No debe ser dada cor mas de 2 semanas.

Evitarsa en el primer mes de vida.

No debe administrarsa por mas de 10 dias.

Niflos con riesgo potencial de Kernicterus debe de evitarse.

Inhibe {a lactancia.

El tratamiento no debe exceder los 6 mg.

Contraindicado, si la madre tiene niveles séricos de 40 microgr.
Utilizar por tiempo corto.

Contraindicada en la lactancia.

Dosis mayores de 10 mg. al dia contraindican la lactancia.

Inhibe la lactancia.
Inhibe el reflejo de bajada.

Contraindicada si el nifio es menor de un aflo.
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Lactancia Inducida y Reiniciacion de la Lactancia
por Dra. Emma Lopez Marroquin

Est0S NO SON CONCEPIos Nuevas, SN0 que son bien conocidos en |a histona de diferentes culturas.
La mouvacion imicial fue la de tratar e alimentar a algun nifio cuya madre fallecia, obligacion que
era tomada por alguna amiga o familiar de efla, pues no se contaba con otra alternativa: o bien, en
casos de guerra o desastre, con el objeto de proporcionar alimento a los nifios desprotegidos.

Ei termino Lactancia Inducida se refiere al proceso por medio del cual una mujer que nunca ha
amamantado o incluso que nunca ha estado embarazada, sea esumuladay produzca secrecion lac-
tea y la Relactaci6onimplica procedimientos por medio de los cuales una mujer que tuvo hijos y
que por alguna razon no amamanto o lo hizo pero lo suspendio, sea estimulada para que vuelva a
producir leche, porque desea volver a amamantar.

En los paises ndustniahizados, el principal interes de madres que desean una lactancia ingucida. es
por amamantar 3 un hijo adoptivo. va que si no pudieron concebirlo. por lo menos tienen la satis-
faccion de bringarle 1as ventajas de su leche y aimentarios exirauterinamente con su cuerpo.

El tratamiento que debe brindarse a una madre que acude con un medico manifestando su deseo
por ser someuda a un régimen de lactancia inducida, debe incluir no solo el aspecto fisiolégico que
debera ser llevado a cabo con mucha disciphna. sino el apoyo psicologico por medio de material
de lectura apropiado v terapia estimuladora en a cual se hable con ia madre v el padre v se les ex-
plique que 1a relactacion st es posible, pero que se necesita de mucna pacienciad vy Jedicacion. y
que siguiendo [3s instrucciones con disciplina. st se 2stablece 1a lactancia con una proaguccion de
leche que satisfaga completamente al bebé.

Desde el punto de visia fisiolégico, se sugiere que 1a mujer deberad iniciar en forma sistematica,
con expresion manual de ambas mamas, asi Como 1a estin lacion de los pezones durante por o me-
nos dos meses antes de la legada del bebg, si es que el tiempo lo permite. Pueden ser utilizadas
bombas de extraccidn, ya sea manuales o eléctricas, pero se suglere que sea llevada a cabo 1a ex-
presion manual de preferencia. El horario para llevar a cabo esta actividad debe ser escogido por 1a
madre, pero ser llevado en forma disciplinada para obtener mejores resultagos. De esta manera, se
espera que 1a secrecion lactea se inicie entre una a seis semanas despues: cuando no ha habido
tiempo suficiente para la preparacion y se inicta con .3 succion del bete, 1a secrecion lactea apare-
ce una o dos semanas desoues.

Debido a que la cantidad de secrecion no sera suficiente para nutrir 3 un bebé en los primeros me-
ses de 1a vida, sera necesario complementar 13 alimentacion: se recomienda evitar ei uso de bibe-
rones que podrian confundir al bebé con el pezon y dejar de succionar de éste, por lo que se ha op-
tado por utilizar taza entrenadora o go‘tero, aunque io mas practico que al mismo tiempo ayuds a
1a estimu'acion del pezdn es la utilizacion de un reservono de férmula que tiene un tuoo de drena-
je: este reservorio se cuelga invertido al cuello de la madre vy el tubo de drenaje llega hasta el pe-
26n, proporcionando alimento cuando el bebé succiona, al mismo tiempo que estimula el pezon
de su madre adopuiva.

3

f:nh;desc;to en estos casos el uso compiementario de medicamentos que en forma colateral ele-
produccion de prolactina, inhibiendo los factores inhibidores de prolactina como. lo es la

(Zlorpromazma a razoén de 25 g.
a 100 n tres veces al dia, durante 10 dias, con o que se refuerza et
. - . as.
atamiento de 13 estimulacidn iocal.

n los casos de Relactacion, es mug:h_o mas facil el establecimiento de una lactancia exitosa. ye
ue se cuenta no sélo con 13 ""disposicion fisica’” por llamarlo asi, al refenrnos al hecho de que esas
1amas ya han producido leche con anterioridad. sino también a [a predisposicion psicolégica

ues s1 esa mujer logro con éxito amamantar @ uno 0 mas hij 5 i
s hijos, en esta ocasion estara di
ometerse al tratamiento. spuesia?

o] mgs importante es 1a estimulacidon, que pueds iniciarse con anticipacidén o establecerse con la
uccion del bebé,conjuntamente con el complemento con un reservoria (Lact-Aid); !a produccién
e tnicta en aproximadamentae tres dias y alcanza volumenes satisfactorios al cabo de una semana.

n estos casos sa puede reforzar con ta utilizacion de drogas, como 13 Metoclopramida, a razén de
0 mg. tres veces al afa, por 10 dias.



Funcién Reproductora Durante la Lactancia

por Dr. Armando Montsrio Uzcanga

Se conace, desde hace mucho tiempa, que la lactancia por si sola es un importante factor que li-
mita la fertilidad en aquellas mujeres que amamantan a sus hijos por tiempo prolongado.

En los meses que siguen al parto, la secrecién de gonadotropinas es aciclica,con una inversién en
la proporcion de la hormona estimulante del foliculo {FSH) en relacién con la hormona Iuteinizante
{LH); por otra pante. el ovario, por mecanismos no totalmente dilucidados, es menos sensibie al
astimulo gonadotrépico y una respuesta inadecuada del ovario hace que se produzca anovulacion
Yy amenorrea durante ia lactancia.

Aunque existen diferencias individuales, asi como entre los diversos nucleos de poblacion y entre
las zonas rurales o urbanas, en las mujeres que factan plenamente la amenorrea postparto se pro-
longa por espacio de ocho a doce meses; por el contrario, las que na iactan o lo hacen por un cor-
to tiempo. Ia funcién menstrual y la ovulacion se reanuda dentro de los dos a cuatro meses que si-
guen al término de la gestacion.

En esta forma, los espacios intergenésicos o intergestacionales son cinco a diez meses mas pro-
longados en las mujeres que amamantan a sus recién nacidos.

Meétodos Anticonceptivos y Lactancia. La eficacia anticonceptiva de la lactancia es contro -
vertida y depende basicamente de que ésta sea total, con tetadas frecuentes (10 a 12 en 24 horas),
que persistan las tetadas nocturnas, que ia ablactacion sea tardia y Que el bebé no succione en chu-
pon.

Se puede explicar el efecto anticonceptivo de 1a lactancia por el estimulo nervioso del pezdn que al
llegar al SNC, activan la secrecién de beta-endorfinas y suprimen la de gonadotropina hipotalami-
ca, por lo que la secrecion de hormona luteinizante es menor y no sa produce la ovulacién.

Sin embargo, su eficacia como anticonceptivo es significativamente menor que los métodos ac-
tuales que se utilizan con este propdsito. Una de las razones ror las cuales una mujer Ggue estd
amamantando deja de lactar es un nuevo embarazo; de ahi que en 1a mayona de los casos resulte
necesario proporcionarie una proteccién anticonceptiva adicional, la que debera iniciarse de tres a
3eis meses después del parto, si la mujer ain se encuentra en amenorrea, o bien, inmediatamente
después de que se reanude la funcion menstrual.

En estas condiciones, la anticoncepcién puede desempediar un papel importante en la prolonga-
cién de la laciancia, con la consacuente proteccidn al recién nacido. Debe tenersa presente, sin
embargo. que los métodos anticonceptivos que se utilicen con este objeto, deben seleccionarsa
adecuadamente, tanto por su eficacia en la prevencidn del embarazo, como por su efecto sobre la
lactancia.

An_ticoncsplivos Hormonales. Los anticonceptivos que contienen en su férmula una combi -
nacion estrogena-progestacional pueden afectar adversamente Ia lactancia. Este efecto se atribu-
ye al componente estrogénico y estd en relacién directa con 1a dosis del compuesto. Estos farma.
cos producan una disminucion en la cantidad y calidad de la leche, asi como un acortamien to del
penodo de lactancia.

Los anticonceptivos a base de progestagenos, ya sea para uso oral intramuscular o subcutaneo,
no parecen afectar la lactancia: sin embargo, debe tenersa presente que los compuestos de {a se-
rie 19-Nor, al metaboliizarse a estrégenos en el organismo, pueden también disminuir la cantidad
de leche y acortar el periodo de lactancia.

Anticonceptivos no Hormonales. £ dispositivo intrauterino {DIU) es el método no esteroide
mas eficaz para efectuar la anticoncepcidn reversible durante la lactancia, /a que carece de efec-
tos sobre la misma. Puede colocarse, si no existen contraindicaciones para ello, poco tiempo des
pués del parto.

Los preservativos no afectan la lactancia, pero son menos eficaces que los dispositivos intrauteri-
nos o los compuestos hormonales en la prevencion def embarazo. Pueden ser particularmente
ventajosos durante fa amenorrea de la lactancia cuando no hay necesidad de una proteccion absoluta.

Las jaleas, los dvulos o ias espumas espermaticidas tampoco alteran la lactancia. Poseen una efi-
cacia similar a los precervativos, por lo que su empleo resulta de utilidad. ya sea en forrna indepen-
diente, o bien, combinados con los preservativos en el pericdo de amenorrea postparto.

El ritmo o abstinencia periddica no es recomendable para las mujeres que estan amamantando. La
ausencia o irregularidad de los periodos menstruales limitan considerablemente su eficacia.

Por lo anterior, se puede concluir que l2 anticoncepcion v la lactancia no son solamente compati-
bles, sinu que en cierta forma sa completan entre si. El amamantamiento no es un motivo por el
cual se debe evitar la anticoncepcion, al contrario, es una razén para utilizarla, a fin de que la ma-
are recupare sus reservas nutritivas, prolongue el tiempo de lactancia y aumente su intervalo inter-
gestacional.
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Controversias Actuales sobre Alimentacién al Seno Materno
por Dr. Alfredo Moran Martinez

— Amamantamiento y Trabajo. Una de las causas mas frecuentes de destete temprano es el
trabajo de la madre. Sin embargo. muchas de elias no quieren privar a sus hijos de los benefi -
cios de !a lactancia natural, y buscan ia manera de amamantar y trabajar. Por io que es de su-
ma importancia que el médico pueda proporcionar la instruccion necesaria a la madre vy queen
todos los lugares de trabajo sa den las mayores facilidades posibles.

Las recomendaciones dependen de la edad del nifio y de sus patrones de amamantamiento,
pero en términos generales es recomendable iniciar ef entrenamiento 1 mes antes de que !a ma-
dre vuelva al trabajo. Uno de los aspectos basicos es la extraccion de {a leche, que puede ser
manual o mecdnica, siendo preferible Ia primera.

Masajo: Previos para Estimular el Flujo de Leche:

1.- Calocar todos los dedos de la mano juntos en ia parte supenor del pecho presionando ha-
cia la pared toracica en movimientos circulares. Repetir el movimiento alrededor de todo el

pecho.

2.- Masajear el pecho colocando ta mano en la parte supenor de éste, llevandola hacia el pe-
z6n. Repetir la accidn alrededor de todo el pecho.

3.- Inclinarsa hacia el frente y sacudir los pechos con ambas manos, a fin de que la fuerza de
gravedad facilite el reflejo de expuision de la leche.

Extraccion Manual de Leche:

1.- Colocar el dedo pulgar por encima de {a areola y los dedos indice y medio por debajo de ia
misma.

2.- Presionar hacia las costillas sin separar los dedos.

3.- Impuisar los dedos hacia el frente presiorz:lo ligeramente el pecho a modo' de vaciar lo‘s
depdsitos de lectie situados por detras del pezén. El movimiento sa repite vanando la posi-
cion de la msn9, a fin de vaciar todos los depésitos de I~che.

En relacion al bebé, desda unmes antes de que !a madre vaya al trabajo se dabg empezar a ofrec.er
su propia leche previamente extraida en un biterén, para ir acostumbrando al nifio. De preferencia
que no lo ofrezca la madre, sino el pap4 o persona que va a cuidar al bebé.

Conservacion de la Lache Extraida:

— La leche obtenida se puede conservar 48 hrs. en refrigeracién y de 1 a 3 meses en of congeia-
dor, dependiendo dei congelador.
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— No se debe calentar a) fuego directo, debe entibiarsa en agua corriente.

— Si esta congelada, poneria directamente del congelador al chorro de agua fra, cuidando que
no entre agua al biberon. Entibiar en agua caliente después de sami-descongelada.

Ademas de los beneficios Ya conocidos de la lactancia natural, e favorecer su realizaciéon aunque
{a madre trabaije, evitara sentimientos de culpa. compensa para madre e hijo la separacién, propor-
ciona momentos mas relajantes para la madre que trabaja y permite al nifto identificar a su madre
sobre cualquier otra persona encargada de su cuidado.

— Operacion Cesdrea. La cesarea no afecta ni el refiejo de bajada de 'a leche, ni el suministro
deia misma.

Es recomendable Que no se adminisi\ren anestésicos generaies y que se utilice el bloqueo epi-
dural que permite a fa madre estar consciente en el nacimiento de su hijo e iniciar la lactancia lo
antes posible. De los medicamentos ‘ecomendados es la bupivacaina ya que no disminuye el
tono ni la fuerza muscular del recién nzcido, como s¢ ha reportado con lidocaina y mepivacaina.

La madre necesita ayuda para protecer su incisién y amamantar. Algunas mujeres amamantan
séntadas. con un cojin protegiendo !a incisién del peso del nifio, y otras prefieren hacerlio re-
costadas de uno y otro lado, también apoyadas por cojines. En relacidn a los maedicamentos
que frecuentemente se utilizan después de una operacién cesarea como analgésicos y antityo-
ticos, se deben elegir los que proporcionan sequridad al recién nacido.

— Hepatitis. La mayor controversia entre lactancia materna y hepatitis ha surgido en relacidn a
la causa por el virus de Ia hepatitis B, que comunmente produce una afaccidon mas severa y
mayor numero de complicaciones. Desde 1975 en que Beasley y Col. realizaron sus primeras

realizado por De Martino en Florencia, también se demostré claramente que la lactancia natu-
ral no incrementa el riesgo de desarrollar hapatitis 8 en nifios nacidos de madres infectadas, si
se aplica en forma inmediata !a vacuna contra 1a hepatitis 8 y gammaglobulina hiperinmune o
standar. En tase a su estudio de 85 nifios (22 alimentados al seno materno) Y qQue en ninguno
se detectd algin dato de infeccion.

En el caso de la hepatitis D se recomiendan las mismas medidas praventivas que para la hepat-
tis B, ya que no sa transmite en ausencia del virus de la hepatitis B.

Para ia hepatitis A el reporte emitido en 1886 por el comité sobre enfermedades infecciosas de
la Academia Americana de Pediatria.nos indica no suspender [a lactancia matema y Gnicamen-
te valorar la aplicacion de gammaglobulina en el babé.

En conclusién, los beneficios potenciales de Ia lactancia materna, especialmente en los paises
en desarrollo, superan por mucho et riesgo de transmisién de la hepatitis, siguiendo las medi-
das preventivas mencionadas.
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— Fibrosis Quistica. En I3 actualidad los pacientes con fibrosis quistica tienen mavyor sobrevi-

vencia y varias mujeres se han embarazado y han tenido hijos normales. Laleche secretada se
ha encontrado con niveles de sodio y cloro dentro de lo normat por lo que se considera que
las madres con fibrosis quistica pueden lactar a sus hijos.

Repercusiones Psicolégicas. En ocasiones existe |a creencia popular que el nifio amaman-

tado por un periodo largo, presenta problemas emocionales y de desarrollo, como producto de
la “’sobreproteccién y dependencia’ que se genera. Sin embargo, en base a los estudios reali-

zados se concluye quae los nifios alimentados al seno materno que sa destetan por si mis mos,
tienen un desarrollo psicomotor mas rapido, son menos tensos Y ansiosos y tienen una ade-

cuada confianza basica.

Nivel Peligroso de Alumirio en las Férmulas Infantiles. A consecuenciade Ia muerte de
2 nifios en los E.U.A. que racibian férmuias arnficiales y que presentaron con centraciones el -
evadas de aluminio en el cerebro, se procedié a caicular la ingestién de aluminio por los lactan-
tes encontrando que los alimentados al seno materno reciben 2-3 mcg/dia, los de térmulas a
base de soya 1260 Mcg, dia, a base de leche de vaca 82 mcg/dia. £l a'uminio tiene unefecto dra-
matico , deteriorando e! 1Q de los nifios e incluso se ha asociado con demencia de didlisis ,
csteodistrofia y la Enfermedad de Alzheimer, otros efectos indeseables se han identificado so-
bre los eritrocitos, glandulas paratiroides Y cromosomas.

Otras Lecturas Recomendables:

A Practical Guide to Breastfeeding
Riordan, Jan

Aiimentacién al Pecho
UNICEF

Basics of Breastfeeding: A Guide for Nurses
Riordan, Jan: Countryman, Berty Ann

Boletines y Publicaciones Sobre el Tema
Ladeche League International

Breastfeeding and Drugs in Human Mitk
White, Gregory J. § Mary

Breastfeeding Marters
Michin, Maureen

Breastfeeding: A Guide for Nurturing Your Baby
UNICEF

Breastfeeding: A Guide for the Medical Profession
Lawrence, Ruth

Como Ayudarles a las Mamas a Amamantar
King, F. 3avage

Counseling the Nursing Mother
Lauwers, Judith; Woessner, Candace

El Arte Femenino de Amamantar
Liga Internacional de la Leche

Food for Thought
Michin, Maureen

Guia Practica para una Buena Lactancia
Helsing, Elisabet; King, Felicity Savage

Guia para Promcver La Lactancia Materna en Centroameérica

OoMSs

Human Milk in the Modern World
Jelliffe, Derrick B. & E.F. Patrice
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APPENDIX 3

ROOMING-IN OBSERVATION INSTRUMENT

1,1 Date o ivevesrnnennronsones 11,
1.2 Shift..... Gttt e e s 12,
1.3 ROOM t.oviernetnnensenncnnns 13.
1.4 Hours: fromieues.oto cvvvnns 14,
1.5 Observer's NamMB.:cveessessosoossas T e s e s et e 15,
2,1 How moany mothers are in the room at the
beginningl. e it it esenroennscaneas te et e e 21,
2.2 How many mothers at the end?. ...t eeeerenas 22,
3.1 How many mothers are with their newborns at the
DEEINMINET vt evrensnsnsnnsossnsossesnsnnsonnens 31.
3.2 How many at the end7?..veve vt v e i e e e 32.
4,0 Report the following information (from the
charts or by asking nurses and/or molhers):
4.1 Age
4,2 Parity
4.3 Delivery hour
4.4 Delivery type
4,5 Hour of arrival to rooming-in
4.6 Hour that the newborn was brought in
4.7 Liquids given to the newborn in the nursery
4.8 Hour of the first breast feeding
MOTHER 1 - 410,
411,
412,
413,
414,
415,
416.
417,
418.
MOTHER 2 - 420,
421,
422.
423.
424,
425.
426,
427,
428,



MOTHER 3

MDTHER 4

MOTHER S

MOTHER 7

430,
431.
432,
433.

434

435.
436.
437.
438.

440,
441,
442,
443,
4ibd.
445,
446.
447,
448,

450.
451.
452.
453,
454,
455,
456.
457.
458.

460.
461,
462.
463.
464,
465.
466.
467.
468.

470.
471,
472,
473.
474,
475.
476.
477,
478,

CLLErErr e rrerrrerr i

NEREREEE

|1



HMUTHER B - 480.

481,
432.
483.
484.
485.
486.
487.
488.
=, [Lescribe the fcllowing interactions:

.. No. of times that the baby was picked up

=, 2 Wnat seemed to be the reason(s)?

2.3 How many times was the newborn nursea’?

2,4 Wnat was the nursing posture?

©.% Did mother and infant seem to be comfortable

with the nursings?

=,5 Wnat oversons offered information or hetlped

tne mother to breast feed?

=,7 What did they do?

2,5 id the newborn receive a bottie of formula?

=.4% Who ssked for or made the decision to

pottie feed?

MOTHER L - . 511.
512A.
512B.
512C.
512D.
5132.
S514A.
5148,
514C.
515.
516A.
516B.
517A.
517B.
518.

519.

(1)

NERENNRE

EEEEEEEEN



MOTHER 2

MGTHER 3

MOUTHER 4

521.

522A.
522B.
522C.
522D.

523.

524A.
524B.
524C.

525.

526A.
5268.
527A.
527B.

528.
528.

531.

53ZA.
532B.
532C.
532D.

533.

534A.
534B.

535.

536A.
536E.
537A.
537E.

538.
5389.

541.

54ZA.
542B.
542C.
542D.

543.
544A

544B.

545,

546A.
5468.
54T7A.
5478,

548.
549,

rrrrrrrrrrrrtr rterr e e et

' ‘:‘; l/'



MOTHER 5 - ’ ' 551,
: 552A.
552B.
552C.
552D.

553.
554A.
554B.

555.
556A.
5568B.
557A.
557B.

558,

559,

561.
56ZA.
562B.
S6ZC.
562D,
SB63.
564A.
554E.
565.
BB6A.
560E.
567A.
S67B.
565,
S685.

Fl

-1

I

Ld]

s

fuj]
!

MOTHER 7 - 571.
57ZA.
572B.
572C.
572D.
573.
574A.
574B.
575.
5TBA.
576E.
5TTA.
577B.
578.
579.

tn

eerrrrrrrrrrrr terrrr e



MOTHER 8 -

(o))

~l
.

w N -

o

~

Did anyone address the total

concerning infant feeding?

correct? YeS.. i eove o .No

How long was the talk in minutes?
What educational media were used7...

YeS.. oo
lf yes, add the following information:
Who was it?.....c00.. )
What was the gist of the message?...
Was the information about breast feseding

talK?2y e vesovotasensrsssnns .

Use the rest of this page to describe any
other happenings that seemed to facilitate or
obstaculize brest feeding and/or mother-infant

relations.

No...

881,

582A.
582B.
582C.
582D.

583.

584A.
584B.
584C.
584D.

585.

586A.
5868B.
587A.
587B.

588.
5889.

rrrrrrrrrerrrtd

@



APPENDIX 4.1

PERSONNEL SURVEY INSTRUMENT ON
KNOWLEDGE, ATTITUDES & PRACTICES 1IN
REGARL TO BREAST FEEDING &

LACTATION MANAGEMENT (KAP 1)

The first part of the following questiornaire 1is made up of
fifty statements concerning breast feeding and jsctation
management. You will find that you are in agreemen:t with only a
part of the statements and in disagreement with the res=. aftar
each statement, mark the option that is closest to your cerscna:
opinion, Respond to the statements just as quickly asz you can.
Thank you for your ceooperation.

THIS QUESTIONNAIRE SHOULD REMAIN ANONYMOUS.

------ ® ? % P % 8 e T 8 e e T I OB 8 T N B SN T EE L TS B E ST S LN LS EE LT NSNS

The options for each statement are-the following:

(TA) Total agreement
{SA) Some agreement
(ED) Some disagreement
(TD) Total disagreement

® 1 T 8 3 P E e P T T Y S OET E S S SN T eSS OEY T TV IV Y YT EE ST ST YT YYYY Y

L. Breast feeding suspension is indicated for an infant of five
months with diarrhea: (TA) (SA) (SD) (TD)

2. Materna!l nursing is the easiest way to feed twins:
(TA (SA) (SD)Y (TD)

3. Breast fed newborns need extra water or tea:
(TA) (SA) (5D) (TD

4, Newborns with cleft palate can be breast fed., if their
mothers receive special instruction:
(TA) (SA) (SD) (TD}

5. Newborns should be nursed con demand (without regard %c any
set schedule): (TA) {(SA) (SD) (TD)

® & 8 ® 9 P 8 P T P T e S OE ST T T IS S P A T T TV T T YT E ST TS TS TV WY T YOSV YT YV os

* This gquestionnaire was adapted freom an instrument deveicoed by
"La l.eche League of Mexico".
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16.

o

Breast milk is especially important for premature infants:
(TA) (SA) (SD) (TD)

Breast feeding suspension is indicated for mothers with
mastitis (breast abscess): (TA) (SA) (SD) (TD)

1f an infant is fussy shortly after having been nursed,
it is likely that the breast milk wasn't sufficient:
(TA) (SA) (SD) (TD)

it is beneficial for the infant to be breast fed for one
Yyear or more: (TA? (SA) (5D) (TD)

[t is beneficial for the mother that she continue to breast
feed her infant for one year Or more:
(TA? (SA) (SD» (TD»

C-section delivery poses a special problem for the breast
feeding mother: (TA) (SA) (SD) (TD)

It i5 possible to combine work nutside the home and breast
feeding: (TA) (SA) (SD) (TD)?

A woman with inverted nipples can breast feed:
(TA) (SA) (SD) (TD)

Heaith professionals play an important role in the breast
feeding success of their patients:
(TA) (SA) (SD) (TA)

Wwhen a breast fed infant does not gain weight according to
statistical grouth charts, it is necessary to supplement the
hreast milk with fermula: (TA? (ZA) (5D (TD)

Iin a2conomically disavantaged populations, infant mortality
is positively correlated with bottle feeding:
(TA) (SA) (SDY» (TD)

The voiume of milk which a mother can produce depends on the
size of her breasts: (TA) (sA) (SD) (TD)

Mothers with second degree malnutrition produce adequate
breast milk during the first months: (TA) (SA) (SD) (TD)

.
Very nervous mothers should not breast feed their infants:
(TA) tSA) (SD) (TD)

Breast feeding suspension is indicated when the mother has
some conifageous disease such as bronchitis:
tTAY  (SA) (5D (TD)



21.

22.

23.

24.

25.

28.

29.

30.

31.

32.

33.

34.

35.

Even with sore nipples, it is possible to continue Dbreast
feeding, if certain precautions are taken:
(TA) (SA) (SD) (TD)

Newborns should be nursed at their mother’s breast within
minutes after being delivered: (TA) (SA) (SD) (TD)

More lactation management topics should be included in the
curricula of all training programs for health professionals:
(TA) (SA) (sD) (TD)

Breast feeding suspension ig indicated when the newborn
presents ichtericia: (TA) (SA) (SD) (TD)

Breaszt milk is superior to any other kind of food during the
first montns of life: (TA) (SA) (sSD) (TD)

In all socio-economic gEroups, breast feeding is positively
associated with infant health: (TA) (SA) (SD) (TD)

The fact that a newborn stays in the nursery during the
first day represents an obstacle to breast feeding:
(TA) (SA) (SD) (TD)

Breast feeding suspension is indicated for mothers with
hepatitis: (TA) (SA) (sDy (TD)

The majority of mothers who wish to breast feed can do sP
successful ly: (TA) (SA) (SD) (TD)

Preast feeding mothers can take oral contraceptivas without
affecting their milk production: (TA) (SA) (SD) (TD)

1f formula feeding 1is managed correctly, the nutritional
result can be just as good as with breast feeding:
(TA) (SA)Y (SD) (TD)

The child who is breast fed for two or more years is likely
to have psychological problems: (TA) (SA) (SD) (TD)

Mothers who breast feed are more affectionate and relaxed
with their infants: (TA) (SA) (SD) (TD)

Once a mother stops lactating, her breast become pendulous
and flabby: (TA) (SA) (SD) (TD)

Breast feeding on demand represents a sort of slavery for
the mother: (TA) (SA) (SD) (TD)

1f a mother hasn't planned to breast feed, it is difficult
to persuade her to do so: (TA) (SA) (SD) (TD)



Q)
~I

3€.

al.

4B,

If a young infant cries before an hour and a half have
passed since last being nursed, he should be put to the
breast again: (TA) (SA) (SD) (TD)

1f a mother has information and help, she will be able to
breast feed an infant with special problems, such 3s the
hospitalized baby or with cerebral palsey:
(TA) (SA) (SD) (TD)

Breast feeding should be recommended even if the mother
plans to return to work in six weeks: (TA) (SA) (SD) (TDH

It is necessary to change certain hospital procedures in
order to help mothers get a good start in beast feeding:
(TAY (5A) (5D) (TD)

Breast milk production is increased by more frequent
nursing: (TA) (SA) (ED) (TDH

Breast feeding helps a mother and her newborn to rapidly
establish a positive interaction: (TA) (5A) (s (TD)

Great fright or suffering can cause the breast milk to
sucddenly dry up: {TA) (SA) (SD) (TD)

After the eighth month. breast milk loses it nutritional and
immunoliogical value: (TA) (SA) (SD) (TD)

Health professionals are adequately prepared to solve
the lactation management problems of their patients:
(TA) {(SA) (SD) (TD)

New mothers should be given free formula when they leave the
hospital so that they will know what to do if they fail at
breast feeding: (TA) (SA) (SD) (TD)

It is possible to reinitiate breast feeding, even if a
mother has stopped lactating for some time:
{TAY (SA) (SD) (TD)

At six weeks, other foods should be added to the diet of
the breast fed infant: (TA) {SA) (SD) (TD)

Brescst milk alone is sufficient food for four or five months
for term delivered infants with healthy mothers:
(TA) (SA) (SD) (TD)

Breast feeding <creates greater infant security, and
therefore is a psotive factor for infant independence:
(TAY (5A) (SD) (TD)



The

second part of this questionnaire records some of your

personal experiences and opinions with regard to breast feeding

and

lactation management.

THIS QUESTIONNAIRE SHOULD REMAIN ANONYMOUS.

Hospital ... venieretteeerarsenerosaneosnccoree

Date.cevivoceananes e se e

1. Sex: male..... U =11 - U - I I I

2. Age (in years)i..oeeeeooen

3. Marital situation: single.....ceeee married....cco0c0v
common law........ separated, divorced or widowed....cv v

4. Number of childreni...civeecevocscns

5. lf you have children, were they breast fed? ¥y8S... .+ «N0D.v s

6. Your profession: physician...eeceeevons nurse.........;....
50Cial WOLKEI:.vooveessssess Tesident.e.eveees.s otherc..oonn

7. Was lactation management a topic which was covered in your
professional training program? YO@S...cevevesNOccvvesn

8. If you answered "yes" to question 57, do you believe that
lactation management was given enough emphasis in your
training program? ye@S....seesee NOcovcocvoccnon

8. Do you feel that you now know enough about breast feeding
and lactation management? YeS...iee0ee. NO. ¢ oveeessnove

10. Do you believe that this hospital is actively promeoting
breast feeding in the patient population? yes.... TO.....

11. Specify the proportion of your workday which is dedicated
to direct patient caret...coevevven %

12. Do you personally counsel mothers about breast feeding
advantages and management? Ye€S.....00 NO coevosaveson
sometimes.. .ceveessessss (in what CBSESTeesnsessnonaans)

13. Do you think that the patient population of this hospital
fully accepts breast feeding? y@S...eoc.vvene MO« vossoone

14, Would you like to take part in a committee dedicated to
promoting breast feeding in the patient population of this
hospital? yes..eveeon NOcersooessWRYTeo oot vaoosoosny

15. Would you like to attend an intensive in-service course oOn

breast feeding and lactation mangement?
YES..ereare MOueesess WhyZooiiooevrooraorvonnreraeres

e



APPENDIX 4.2

PERSONNEL SURVEY INSTRUMENT ON
KNOWLEDGE, ATTITUDES & PRACTICES I[N
REGARD TO BREAST FEEDING &
LACTATION MANAGEMENT (KAP Z)#

The first part of the following questionnaire is made up of
fifty statements concerning breast feeding and lactation
management, You will find that you are in agreement with only a

part of the statements and in disagreement with the rest. After
each statement, mark the option that is closest to your personal
opinion. Respond to the statements just as quickly as you can.
Thank you for your cooperation.

TH!S QUESTIONNAIRE SHOULD REMAIN ANONYMOUS.

The options for each statement are the following:

(TA) Total agreement
(S5A) Some agreement
(SD) Some disagreement
(TD) Total disagreement

L I I R N N ] s c v e ® e ® 8 0 8 8 @ v Ve T OERED @ 8 8 P § YT YT VT PN TN YT TV CTTY VY

l. Breast feeding suspension is indicated for an infant of five
months with diarrheas: (TA) (SA) (SD) (TD)

2. Maternal nursing is the easiest way to feed twins:
(TA (SA) (SD)Y (TD)

3. Breast fad newborns need extra water or tea:
(TA) (SA) (SD) (TD)

4, Newborns with cleft palate can be breast fed, if their
mothers receive special instruction:
(TA) (SA) (SD) (TD)

5. If the breast milk hasn’t come in by the fifth day, the
mother probably will have problems with breast feeding.

* This guestionnaire was adapted from an instrument developed by
"La Leche League of Mexico".

W



D, SGresz- milk is especialiy important for premature infants:
CTA (SA: TS0 (TD

7. Ereazt fe2ding suspension is indicated for mothers wizn
mastiftis threast abscess): (TA) (SA) (SD (TD»

5, If an infant is fussy shortly after having been nursed,
it is likeiv that the breast milk wasn't sufficient:
(TA tSA S0 (TD?

9. it is beneficisl for the infant to be hreast f2d Tar on2?
cazr o oav more: CTAS (SA) (S5D) (TD)

1, % iz benericisi faor the mother that she continue o Tr&ss
e« nper inrant for one year or more:
CTA 12a) P SL ¢ TD)

11, -gzmtian  delivervy poses a special problem for the bra=ss
fes mether: tTA) (SA) (SD) (TD)

12, i iz oossibiz <o combine work outside the nomes 3rd 27ess
iesding: CTAN tSA (SN (TD)

D
D
[o %

1z, A woman with inverted nipples can breast f

{7 & tSTAD (S CTDe

ia, T~e ifact that caiostrn doesn't flow from the breas-z dJurinz
tme ‘ast *hrees months of pregnancy is not considered =25 =
sret'em foar mi )k oroduction once nursing begins.

15, Wram =z bresst fed infant does not gain weight acecorzsing -0
s-s-isticai greuth charts. it is necessary to supciemean® e
hrezst milk with formuia: (TA) (S5A) (SD) (TDs

15, r scoancmicaiiv disavaniaged populations. infant m@ortsiis
ic scsitively correlated with bottle feeding:

(TA rSA (S ' TD

i7. The fact that the baby demands more nursing arfter the second
mecnth is not considered to be a lactation problem.

13, Mothers with sgecond egree malnutrition produce adzauats2
hreas- miik during the f rst months: (TA) (SA! C(SL cTD

19, Yerw nmerveous mothers should not breast feed their infznts:
(T A (ThA: (ST CTD

20, Srzzst feeding suspengion is indicated when the morther has
s-me ~ornisgecus 2jzeace such as bronchitis:

TA L CSL (TD
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a young infant cries before an hour and = natir
ed since last being nursed, he should be out to
=t =zgain: (TAJ (S5A) (SD) (TD)

hawve

*he

eact fec baby tends to cry more than a formula fed Haby.

iements gr faster than the infant who recieves

mother’s mi

intfant who receives both breast milk and formuis
ows
i

oniv

hest way to increase the production of breast miik is =0
*he mother to drink more milk and atoles.
cked nipples hesl faster with the use of ice, lanoli=n,
sun hatns.
breast fed baby tends to sleep more than 2 formuia 2dc
2at fright eor suffering can cause the breast m. 0
enjy 4ry up: (TA) (SA) (SD) (TD)
- the eighth menth, breast milk lnses it nutrificnai zrd
nciogical value: {(TA) (SA) (SD) (TD)
th orofsssionals are adequately prepared to soive

lactation management problems of their patients:

{SA) (ZD) «(TD)
2others showld be given free formula when thney isave "0z
itai 50 that they will know what to do if they fail =1
zt feeding: (TA) (3A) (5D) (TD)

ic prssitnle to reinitiate breast feeding. even if =3
er has stopped lactating for some time:

tEA) (sD) (TD)

ix weeks. other fonds should be added to the diet ar
oreast fed infant: (TA) (SA) (SD) (TD)

st milk aione ic sufficient food for four or five mon-ns

rerm deiivered infants with healthy mothers:
A (S0 (TD

4]

~aicr and conszsistencvy of the excrement should nswss
he s2¥clusiveiy oreast fed baby.





http:yes............no

APFPENDIX 5

QUESTIONMNAIRE FOR SURVEY OF MOTHERS 1IN
THE POST-PARTUM HOSPITAL STAY

FART I - MATERNAL PERSONAL & SOCIOECONOMIC DATA

Name of the person who fills out the form:

Interview # 1, Datez.... v ivvevoerons v e Ce i .
19 R . e i,
Name oo oo rennnos C e e . (2) Age:.... e v e . 2,
ADOr @SS tv i v oo v st sacosasstoassssasesonsessossesssnsossssasa
Neighborhood:...iev e nnonennees (3) ZIP..... ‘e . 3
4) Pregnancies (NO.) ..ot eootvonsannas Cee s s e .o “4,
) Term deliveries (MO.J):i.ve i eveoensons N s.
B5) Live born children (Mo, ) . i v s vvovervosnsantvnans S,
7) C-sections (MO.J)i.es v nessonos Ce e r e e e . 7
10) Persons who attended the births:......c.oo00 s e 10,

1. All physician attended

2. One or more births with midwife

2. One or more births with some other person
11) Ages of oldest child..... & ypungest child....... . 11,

12) No. of living children. (1f one, or more

have died, state age at death & cause.........

13) Initial feeding methods with first........ e
& with last..... Ce e
1. breast
2. bottle
3. mixed

14) Husband in the homB. .. v v errsvtvv s s oo os
1. vyes
2. no

lf not. Why Not 7. et i v enrsssrrvsnsarvesasn

.. . 1:1
e MEMO
¢« s e . 33



15) Mother’'s occupation. . veevesstscressosesesanssssnssa

1l

O~NOO N

housewife

domestic worker

vendor

office worker/ employee
laborer

technical or professional
student

other

16) Plans to return to work:...eesessveevvesvssnsenasss

1.

CAaOoONPON

lst month

2nd month

3rd month

4th month

not sure when

later in the first year
no plan to work

17) MOthEI"S bil‘thplace:.....-.--'.----v-v--ov--v--".-

PON -

Mexico City
other city
rural area
other country

18) Educational level:i.i.iieeeesosossssssssnsevonsossvnaoss

NGO WN -

does not read or write
reads and writes

primary school

secondary school

high school
technical/vocational school
university

19) Family composition:i....ieeesssosesoossessenssnnsvsns

1.
2.
3.
4,

20) No.

21) No.

nuclear, husband present

extended, other female adult present
extended, no other female adult present
fragmented, husband absent

of family members in the homes...cvvecesesenses

of rooms in the homEe:.. . ccevesveossssrssnsensos

15.

i6.

17.

18.

19.



22)

23)

24)

25)

26)

27)

Faimily income:..ciosevasees
minimum wage

1.
2.
3.
4,

Husband’s employment:...ieoeeeeserervssvssvsssssvscan

1. permanent

2. temporary or seasonal
3. unemployed

8. not living with husband
Husband’s occupation:.....
1. laborer

2. vendor

3. office worker/employee
4, factory or blue collar
5. farm worker

6. chauffeur

7. unemployed

8. other

8. not living with wife
Cooking means:...eeees . .
1. gas stove

2. oil stove

3. brasier

4, other

5. no cooking means

Water source:....esee. v s
1. public tap

2. domestic tap

3. water truck

4, well

5. other

Means of food conservation:

1,
2.
3.

less than minimum wage

more than minimum wage

did not answer

refridgeration
ice
open air

Disposal of human waste:...

1.
2.
3.

indoor tuilet
latrine
open air

worker

22.

23,

24,

25.

26.

28,



POST PARTUM QUESTIONNAIRE

PART 11 - MOTHER/INFANT MEDICAL DATA

29) Mother’s height (em):...ccee
& wusual weight (kgl:..eenae. ceceseassesecsesan o 29. __

30) Dx of any illness before pregnancy:. . 30.

............... R EEEEEEEE I I I R I I L R R A B L R L

MEMO

1. might impede breast feeding
2. would not impede breast feeding
9. no reported illness

31) Dx of any complication in pregnancCycssceccscscssscss 31. _
(as in 30)""'"I"ll""!l'.."".'l.ll."""'.' MEMD

32) Infant's birth date:... et eecresonsscsccsnrenes 32. ___

33) Delivery complication:..sseeeceocersnccccccosnccscsscs 33. __
C-section

forceps used

other problem

no reported problem

O WN =

34) Dx of infant's problem at birthiiiceerecccccccens,s 34. __
(as in 30):-"'I'I"'.'"."".'.."....Q..'..ll"' MEMD

35) Infant's sext..cecoens B R R I 35. __
1. male
2, female

36) Infant’s height (Em) ...t ercerasscsvosrsnoscsncnns 36.
& weight (to nearest tenth of kgle.cevoveseecroeen.

37) Prenatal caret....... Gt e et et scscses st s eas st anasne 37. ___
1. Mexico City General Hospital
2. Social Security Institute
3. Government Health Center
4., other public service
5. private care
6. other
9. no prenatal care
38) Infant breast fed:... et eeccarscsssecsscsscscsnrncns 38. ___
1. yes
2. no, mother's problem
3. no, infant’s problem
4, no, still in nursery
5. other reason



39)

40)

41)

42)

43)

44)

45)

First breast feeding_
(no. of hrs., after birth):......... cessev e

Mother received breast feeding

orientation during prenatal carei...ccsvecccns
1. yes

2. no

Mother received breast feeding
orientation during post partum care....cceeee
(same as above)i......

I1f yes in (40) or (41), indicate types of
orientation received:..ccssstscerrsvrrass s
group talk or class

personal counseling

printed material

more than one group talk or class

no orientation received

OPrON -+

Mother's opinion about any problem for
beginning or maintaining breast feeding:...
mother’'s problem

infant's problem

work commitment

other problem ........ s ecen s
doesn’'t want to breas® feed

no problem foreseen

((ale U SN CUR o8 It o

Persons to be consulted should infant

feeding problems or doubts arise:.....ccceecnen

relative

friend

coworker

neughbor

employer

physician

other person

no person mentioned

T >WN -

Plans for contraceptive UBBi.cssrsrrvesrrsvsseranve

1. hormonal pills

1UD

local methods

. surgical method

doesn’t know which

lactation amenorrhea

hormonal injections

doesn’'t plan to use contraception

5
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39,

40.

41,

42.

43'

44-

45,

MEMO



POSTPARTUM QUESTIONNAIRE

PART

It

- INFANT FEEDING PLANS

1)

2)

3)

4)

5)

Interview date (month & day):.....

Infant feeding plan.c.cieeersaonns

PON e

breast feeding
bottle feeding
mixed feeding
doesn’t know

Feeding schedule:....c.ccieevcoces

1.
2.
3.
4,
5.

every two hours
every three hours
every four hours
demand feeding
doesn’t know

Type of milk being (to be) given:.

1.

O~NOOOEWWN

No.

(planned or actually carried out)i.ieieeccevoreveronnse

98.
98.

fresh whole milk
commercial infant formula
powdered milk

evaporated milk

atoles

other

does not know

only breast milk

of weeks of breast feeding

doesn't know how long
doesn’t plan to breatfeed



(6) Reason for weaning from the breasti..icveervaococees

7)

8)

wocrk commitment
separation from child
better for baby

physician recommendation
father’'s suggestion

CO~NOOUE~EON -

. insufficient breast milk
10. right time for weaning
11. mother’s illness

12. infant’s illness

13. baby refused the breast
14. new pregnancy

too many responsibilities

weight loss or other change

other person’'s suggestion

15, taking birth control pills
16. method with other children

17. other reason........ ve e

98. never began breast feeding

99, continues to breast feed

Plan for supplemental foods..

tea

fruit juice
cereal

atoles

pureed fruits
pureed vegetables
other milk

pasta & broth
bread & crackers
10. tortillas

11, egg yolk

12. bean soup

13. pureed meat & chicken

OCONOO & WN -

14, unspecified Gerber products

15. other
98. none

Person who cares for the chi
(when the mother can’'t):...
mother alone

infant’s aunt

infant's grandmother
other relative
neighbor/friend

creche

other

SO0 WN -

1d

7.
(1st. month)

(2nd month)

(3rd month)



9)

10)

1)

Recent physician recommendation

about feeding method:.....cccceetcevrsersccnesecsocans
1. breast feeding

2. bottle feeding

3. mixed feeding

4, begin supplemental foods

9. no recommendation mentioned

Father’s suggestion
(Same as in 9):!Illl"""l'.ll'l"'l.."""'ll'II

Other person who has given infant

feeding advice:...... et e s s e sseesseras e e e e e
1. mother

2. mother-in-law

3. sister

4, sister-in-law

5. other relative

6. neighbor/friend

7. nurse or health worker

8. other person

9. no one

12) Other person’'s infant feeding

advice (same as Iin 10):t.cceeccccsoesssssvcrsccsoscsocse

10.

11'

12,

1)
Ve



APPENDIX 6

QUESTIONNAIRE FOR FOLLOW-UP SURVEYS
OF MOTHERS AND INFANTS

1) D3R cvvvvvosvsnsssscassssssssennssnsss Ce s et e e e o

Name of person who fills out the questionnaire

2) Health of the mother (her report)........... et e e 2. ___
healthy...... ill ooeeee
Dx of mother’s 1illmess cicvveeecsnsccsannsrocs ce e MEMO
3) Mother's weight ......kEgS e s e s et 3. ___
4) Infant's date of birth ..... veses.month .........day 4, __
5) Infant’s weight «...... KES o vveennennnennnennonnns 5.
6) Infant's height .......CM8 ceevecesn te et erseas s 6. ___ __
7) Dx of infant's 11In@ss vt veertenctranasaros e e 7.
(mMother’™s IrepPOTt) ., cicsesserecssssertosasvcnnscnnons MEMO
B) Diarrhea episod85 ..ceeersscorsscesssssosstsssnsnsasonns 8. _ _ _ _
NO «eeoes Yes ..... During what months?
1st month .....
2nd month .....
3rd month .....
4th month .....
8) Was the milk suspended during the diarrhea? ........ S. _ _ _ _
breast milk ..... other milk ......
In which months?
1st month .....
z2nd month .....
3rd month .....
4th month .....
For how many days?
10) Has the mother or infant made a visit to the doctor? 10, __ __
mother ....... infant ..... both ......

Motive for the Visit "','.'!I"l""'l'l""."'"I
Where was the visit mMade? «.ceveestcessansnsocacssns



1)

12)

What contraceptive method

DO > WN+

Month that menstruation resumed

PN+

pills

1UD

local methods
sterilization
injections

lactation amenorrhea
none

fst .....
2nd .....
3rd .....
4th .....
not resumed .....

is the mother using?

11,

12.

PART

1

1

- INFANT FEEDING METHODS

SR

2)

3)

4)

Interview date (month & day):.ee.cos

Infant feeding plan..... Ce s e s e s e

P OWN

breast feeding
bottle feeding
mixed feeding
doesn’t know

Feeding schedule:.....veevecesossas
1,
2.
3.

4

S.

every two hours
every three hours
every four hours
demand feeding
doesn’t know

Type of milk being (to be) given:...
1.

2

OD~NOOUPW

fresh whole milk
commercial infant formula
powdered milk

evaporated milk

atoles

other

does not know

only breast milk



5) No. of weeks of breast feeding (age at total weaning) 5. __ __
89, still breast feeding

(6) Reason for weaning from the breast:...... trseses e 6.
work commitment

too many responsibilities
separation from child

weight loss or other change
better for baby

physician recommendation
father’'s suggestion

other person’'s suggestion
insufficient breast milk

10, right time for weaning

11. mother’s illness

12. infant’s illness

13. baby refused the breast

14, new pregnancy

15. taking birth control pills

16. method with other children

17. other reasonN....ces.. se st ecee s
98. never began breast feeding

99. continues to breast feed

OB NOAPLWN P+

7) Supplemental foods introduced et s srecs s erseases e 7. — .
1. tea (1st month.
2. fruit juice o
3. cereal (2nd month.
4, atoles —
5. pureed fruits (3rd month.
6. pureed vegetables — e —
7. other milk (4th month.
B. pasta & broth
9. bread & crackers

10. tortillas

11. egg yolk

12. bean soup

13. pureed meat & chicken

14, unspecified Gerber products
15. other

98, none

8) Person who cares for the child
(when the mother can’t)t.ieeervscessrsccsstassnvocs 8. __
mother alone MEMO
infant's aunt
. infant’s grandmother
other relative
neighbor/friend
. creche
other

NOoOOprWN+



9) Recent physician recommendation
about feeding method:....ccveevecrtcrssosssvianvsess 9. ___
1. breast feeding
2. bottle feeding
3. mixed feeding
4, begin supplemental foods
9. no recommendation mentioned

10) Father’s suggestion
(same as in 9):..cveeens e 10, ___

11) Other person who has given infant
feeding advice:..iii ittt seenosesnsscsnssessesscnsncns 11. _
1. mother :
2. mother-in-law
3. sister
4, sister-in-law

other relative

neighbor/friend

nurse or health worker

other person

. nNo one

oA o

12) Other person’s infant feeding
advice (same as in 10):.icciseecsestosscsonosnnccccns 12. ___

4 “{‘IH/



