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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 populations 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
 
malnutrition, Mexican health o.ficials are concerned about the
 
growing trend toward early weaning from the breast.
 

The lactation management program and evaluation study was
 
carried out in 1988 and 1989 in the Mexico City General Hospital
 
(MCGH), a large institution which primarily serves the urban poor.
 
The MCGH i- 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 intervention components were included in the
 
program: 1) changes in hospital perintal care procedures;
 
2) lactation management training of hospital pediatric and
 
obstetric 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. In 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 frequency
 
"before program", 1.5 times iii 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 
weeks; "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. Whereas, 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" as 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 foods 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 technique3 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 program 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 personnel 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 in 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 level 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
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these 35 questions was 2.6; in the later survey, the mean score
 

statistically higher with 3.1 points.
 

Infant Feeding Methods Among Priminaras
 

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 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, this
 
being a median of 12 weeks for the control 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 tour 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 supplementation of the breast milk from the
 
first weeks in both groups was a determining factor in the early
 
return of the it..nstrual cycle with 75% of the mothers reporting the
 
resumption of the 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 lactation performance of mothers.
 
Moreover, 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. In 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 die'.tary supplements for all infants including
 
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 emphasizes infant diet based on
 
artificial feeding methods and almost ignores lactation and
 
nursing. Moreover, many medical texts underscore the complications
 
of breast feeding with long lists of contraindications for mothers
 
and infants. Instead of actively 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
 
common
Jelliffe (1976) call upon modern medicine to review many 


delivery and post-partum care practices (24). The Jelliffes feel
 
that Western maternal care is a cause of breast feeding
 
difficulties, and that physicians should study how to foster the
 
nursing process (13,18,19,24). Pediatric practice in developing
 
countries is in many ways replicates that of industrialized
 
nations. Unfortunately, when mistakes in perinatal 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 hospital-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 hospital perinatal care practices and in training 
health professionals in ways to help mothers with post-partum 
nursing. Several successful multiple-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 voluntary 
organizations, such as La Leche League, were important participants 
in planning 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
 
published. The breast feeding promotion program carried out in
 
the Mexico City General Hospital, 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 curtailing of
 
nursing duration. In 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
 
"indispensable" 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.
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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 limitations, there
 
exists a seriousness of purpose and a commiCment to the offering
 
of good basic services in a "no-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 Mexico 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 little 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. In 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.
 
Often 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 beginning 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 likely to follow breast feeding recommendations and
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second, they have had no previous experience with infant feeding,
 
a factor which greatly influences feeding method decisions with
 
subsequent children (33,51).
 

III. 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 3) 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.
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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 breast 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 guides 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:
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) 	 Bottle feeding in the rooming-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
 
preanant women who attended the MCGH prenatal clinic from
 
FE:uary 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"; arid
 
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
 

I 	 1 Before the program was begun, mothers were only allot..d 
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
 
who attended the session were given a 12 page booklet prepared by
 
La Leche League which covered material on breast feeding benefits,
 
techniques, and problems which sometimes occur (Appendix 2). Four
 
hundred and twenty-three primiparas attended the class as did a
 
smaller number of multiparas.
 

IV. 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 ruiong 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
 
conceptual 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 infant 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 feedinQ 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.
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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 substitutes - 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 emnpoyment 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 parity - 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 
with 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 is 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 necessity 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 
others 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 feedinQ - evidence of 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: 
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a). 	 Program intervention status - it is supposed that the MCGH is
 

the most important medical institution for the mothers because
 
it is the institution where they received obstetric and post­
partum care. In this case, the major difference should be the
 
program intervention status, that is, 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 energy.
 

These two intermediate level variables provide a conceptual
 
bridge for the way that community, personal, and health-related
 

nursing.
variables influence the mother's decision to continue 

While the intermediate variables are not directly measured in the
 
study, those mothers who never nurse or 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 infant
 
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
 

the program could be considered
evaluate the extent to which 

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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hospital 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
 
(Appendix 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 included 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 information was provided by
 
a survey questionnaire for obstetric and pediatric personnel which
 
had the aim of quantifying their general level of knowledge,
 
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 professionals 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 maternity population,
 
as well as their opinions and experiences concerning infant feeding
 
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.2 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
 

2 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 life, 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 off the mean scores obtained for the 35 statements which
 
were common tu 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 chi]dren
 
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 the 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 lulling 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 riore 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 class recorded was one prepared by a
 
representative 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 ZAP 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
 
different 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 level 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 professional group
 
attained a moderate level of agreement witL expert opinion. In the
 
later survey, the mean item score was increBased 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 two 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. In 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 during 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 primiparas 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 of 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 primipara control
 
group anu the multiparas reported that the family 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 tho 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 living 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 primiparas in the later 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
 
recommendation:
 

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 baving had some problem, more 
than twice that of the multiparas. Complications 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. Infant 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 avoi& a likely source of bias on-the
 
reporting of infant feeding plans). A small percentage of each
 
group remembered a recent specific breast feeding recommendation
 
by a physician. Those multiparas who reported a medical
 
recommendation 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.3 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 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.
 

3 As mentioned earlier, "only breast feeding" is defined 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 
infections and 
(personal communi

which 
earlier 
cation). 

it 
t
has 
ermi

on 
ration 

increased 
of la

risk 
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of diarrheal 
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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 the mothers' health and
 
infant feeding methods.
 

The rate of use of contraceptive methods in the fourth month
 
was low for both control and intervention groups, 21% &nd 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
 

4
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 exclnsively 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.
 

4 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 kg., and the corresponding difference was
 
statistically significant.
 

A smaller 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 probably represents an improvement in
 
their resistance to intes.tinal 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. In 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 frequency.
 

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 later
 
incorporated as permanent aspects of hospital care.
 

The second intervention area referred to the lactation
 
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
 
population. 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 relatad 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 Foods, 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 feeding 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 feeding 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 more
 
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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In conclusion, it is clear that important progress was made
 
in each of the three program intervention areas. On the other
 

.......
hand,--these activities were-carried'out -in-a period of-six months,-

and not all of what the program team proposed to do was possible.
 
There are clear reasons for the limitations in the obtention of the
 
program goals. Large hospitals are complex organizations and
 
perinatal card procedures are difficult to modify in a few months.
 
Hospital personnel can be offered lactation management information
 
and motivation through short in-service courses, but their
 
incorporation of this knowledge into everyday practice takes
 
longer, and continued reinforcement of institutional responsibility
 
for lactation management is an essential part of the task. In this
 
sense, one of the most important outcomes of the project was the
 
formation of a lactation management committee in the MCGH Pediatric
 
Service.
 

As to the primipara maternity population served by the
 
hospital, breast feeding education was provided to the fraction of
 
primiparas that attended prenatal care services in the morning and
 
to all (or almost all) during the post-partum hospital stay.
 
Nevertheless, the opportunities to motivate the patient population
 
were few and brief. Given these limitations, it is not very
 
surprising that the statistical association between program
 
inter'ention and outcomes in infant feeding behaviors was not very
 
s::z and that while representing a statistically significant
 
di:f- -:~es, only about two-thirds of the intervention group were
 
still nursing at the end of the fourth month.
 

It should be noted that, according to the post-partum surveys, 
about 75% of both primipara groups planned to continue breast 
feeding beyond the fourth month; for both follow-up groups, a 
smaller proportion of the mothers were able to do so. The, fact 
tha: Z- inter.ention group mothers were exclusively breast feeding 
at - the mciM.t;_ect vfthe results. 
T.U 	 !itfI.D :c6ints out that:i i tl--prernial and post­

_- c- breast feeding programs can be successful in achieving
 
lonaer nursing duration, it is necessary to have other means of
 
getting information and social support to breast feeding mothers
 
throughout the first months. Moreover, a small fraction of the
 
mothers in both groups mentioned medical recommendations for breast
 
feeding. As a result the mothers were influenced by social
 
pressures to begin early supplementation to the breast milk and,
 
therefore, many of the potential health benefits associated with
 
exclusive breast feeding were lost to both mothers and babies.
 

6.2 Recommendations for Future Programs
 

As a result of the experience accumulated during the breast
 
feeding promotion program in the MCGH and in consideration of the
 
particular problems documented in the study, members of the project
 
team offer the following recommendations for future lactation
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management activities in the hospital. Many of these
 
recommendations should also be useful 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 appropriate family 
planning methods for new mothers. 

E 	 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).
 

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

W 	 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 I ctation infertility as a 
method of family planning; IUDs and local methods should be 
recommended for others who are breast feeding. 

Lpi 	 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.
 

• 	 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 subsequent 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 to six months.
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TABLE 1
 

IN-SERVICE TRAINING COURSES OFFERED IN THE PROGRAM
 

PROFESSIONAL NO. (% OF NO. HOURS TOPICS COVERED
 
GROUP TOTAL GROUP) (MONTHS)
 

OB physicians 20 (60%) 4 . MCGH lactation
 
Pediatric (Jan-March) management program
 
physicians 15 (40%) . Breast feeding
 

advantages
 
0 Lactation physiology
 
. Practical management
 
. Breast milk
 
composition
 

OB residents 12 (60%) 4 . Same as above
 
(Apr-May)
 

Ped. residents 18 (100%) 10 . Same as above +
 
(June) . Immunological
 

components
 
. Drugs & lactation
 
. Problems of special
 
groups
 

* Contraindications
 
0 Maternal
 
complications
 

. Induced lactation &
 
relactation
 

OB nurses (1) 12 (20%) 4 . Same as above +
 
(Apr-May) . Problems of
 

post-partum nursing
 

Pediatric 10 (15%) - * Only informal talks 
nurses (2) with Wellstart 

trained personnel 

Social 20 (50%) 12 * Same as above + 
workers (3) July . Infant feeding in his­

torical perspective 
0 Social impact of 
breast feeding decline 

* Psychological benefits
 
* Problems of special
 
groups
 

0 Family relations &
 
neonate adaptation
 

. . . *. * * * * * * ** .*** .. ..... . ......... . ..... * * 


(1) Only those in the rooming-in area; (2) Only those in neonate
 
wards; (3) Rotating in different service areas
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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)
 

.................	 o..............................oo...........
 

Sample 2: "Multipara comparison group" - multiparas who delivered
 
live born infants in the MCGH from October 21, 1988 to March 3,
 
1989
 

Program intervention: none
 

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

Sammle 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 inthe 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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TABLE 3
 

LACTATION MANAGEMENT OBSERVATIONS
 

IN THE ROOMING-IN AREA
 

INDICATOR 	 BEFORE PROGRAM AFTER PROGRAM
 

Mean time between 1.6 hours 1.3 hours
 
infant arrival and
 
first nursing
 

No. of times infant 2.2 times 2.7 times
 
was picked up
 

Proportion of infants 77.1% 78.1%
 
nursed during observation
 

Mean no. of times 1.5 1.9
 
infant was nursed
 
during observations
 

Mother-infant nursing 30.0% 45;0%
 
interaction judged as
 
good
 

Other types of infant 	 1 bottle of 1 bottle of
 
feeding observed formula (at glucose
 

mother's water (by
 
request) physician
 

order)
 

Mother received breast 11.4% 9.4%
 
feeding help
 

Infant feeding class 	 infant feeding techniques &
 
during observations 	 by Gerber Food advantages of
 

Co. represen- breast feeding
 
tative by team member
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TABLE 4
 

ATTITUDES AND PRACTICES OF MCGH PERSONNEL CONCERNING
 

BREAST FEEDING AND LACTATION MANAGEMENT (LM)
 

Children were 

breast fed 


Professional 

studies on LM
 
were sufficient
 

State that they 

currently know
 
enough about LM
 

State that the 

MCGH actively
 
promotes breast
 
feeding
 

MCGH maternity 

population accepts
 
breast feeding
 

Want more 

classes on LM
 

Want to take part 

in the MCGH LM
 
Committee
 

BEFORE PROGRAM 


37.3% (total group) 

80.0% (of those 

with children) 


28.8% 


35.8% 


62.6% 


91.3% 


89.6% 


69.9% 


AFTER PROGRAM
 

42.2% (total gcoup)
 
79.1% (of those
 
with children)
 

28.6%
 

37.8%
 

94.4%
 

74.4%
 

93.3%
 

77.3%
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TABLE 5
 

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

ITEM SCORE
 
ITEM KAPI KAP2 DIFFERENCE
 

ITEMi 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 
ITEM5 3.4 3.6 +0.2 
ITEM6 3.8 3.1 n.c.* 
ITEM7 2.1 3.1 +1.0 
ITEM8 3.0 3.3 +0.3 
ITEM9 2.0 2.6 +0.6 
ITEM10 1.9 2.4 +0.5 
ITEMI1 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 ., 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 KAPI KAP2 DIFFERENCE
 

ITEM35 3.0 	 3.3 +0.3
 
ITEM36 2.7 2.9 +0.2
 
ITEM37 2.4 3.0 +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.*
 
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 +0.3
 
ITEM46 2.8 3.5 +0.7
 
ITEM47 2.4 3.1 +0.7
 
ITEM48 2.4 3.0 +0.6
 
ITEM49 3.0 3.5 +0.5
 
ITEM50 .3.6 2.1 n.c.*
; ' ; ~~ ~ i..i .g.g."J.g."imh ; ;" ............
 

* 	 Theseitems wer 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 (%)
 
KAPI KAP2 

> 3.5 strong accordance 15 (30.0%) 8 (16.0%) 

> 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
 

.. .......... .. eo...... eeo.........0. ooo...... e00.ooeee............
 

TABLE 7 

MEAN ITEM SCORE OBTAINED BY PROFESSIONAL
 

GROUPS IN THE TWO KAP SURVEYS (1)
 

BEFORE PROGRAM AFTER PROGRAM
 

Physicians 2.9 3.2
 

Nurses 2.3 2.9
 

Residents 2.8 3.1
 

Social workers 2.3 3.1
 

TOTAL 	 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
 

*signifiCant-association with-pl-an-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
 

Only primary 

schooling
 
or less
 

Family income 

of less than
 
minimum wage
 

Wage work before 

infant's birth
 

Plans to work 

in the first
 
four months
 

Husband in 

home
 

Another female 

adult in home
 

Living without 

any adult family
 
members
 

Exclusive breast 


PRIMIPARA 

CONTROL GROUP 


49.7% 


31.7% 


32.6% * 

39.2% 

58.0% 


58.3% 


12.0% 


61.7% 


MULTIPARA 

COMPARISON 

GROUP
 

69.9% 


30.2% 


24.0% 


22.1% 


82.5% 


35.7% 


4.6% 


39.6% 


PRIMIPARA INTER-

VENTION GROUP
 

47.1%
 

12.3%
 

20.0%
 

21.8%
 

68.4%
 

63.2%
 

8.4%
 

68.6% * 
feeding recommen­
dations among
 
family and friends
 

*Significant association with plan for initial exclusive breast
 
feeding (p <.05; chi-square test).
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TABLE 10 

HEALTH RELATED DATA FOR MOTHERS AND INFANTS
 

Mother reports 

chronic illness
 

Some complica-

tion during
 
pregnancy
 

C-section 

birth
 

Infant with 

some health
 
problem
 

Infant with low 

birth weight
 
(<2500 g.)
 

Some prenatal 

care
 

Prenatal care 

in the MCGH
 

Prenatal breast 

feeding class or
 
counseling
 

Medical exclusive 

breast feeding
 
recommendation
 

Plan for use of 

family planning
 
in the post­
partum
 

IN THE POST-PARTUM SURVEYS
 

PRIMIPARA 

CONTROL GROUP 


9.8% 


21.6% 


29.7% 


8.1% 


6.4% 


88.5% * 

31.2% 


22.8% 


15.6% 


43.0% 


MULTIPARA 

COMPARISON 

GROUP
 

4.6% 


8.4% 


31.2% 


9.3% 


8.5% 


82.2% 


28.0% 


13.7% 


14.3% * 

79.9% 


PRIMIPARA INTER-

VENTION GROUP
 

6.4%
 

15.5%
 

38.1%
 

8.8%
 

12.2%
 

83.0%
 

30.1% * 

16.6%
 

16.5%
 

34.6% * 

*Significant association with plan for initial exclusive breast 
feeding (p <.05; chi-square test).
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-----------------------------------------------

TABLE 11 

INFANT FEEDING METHODS IN THE FOLLOW-UP SURVEYS
 

PRIMIPARA CONTROL PRIMIPARA INTERVENTION
 
GROUP GROUP
 

(I month) (4 months) (1 month) (4 months)
 

Only breast 
feeding 

34.4% 2.4% 38.0% 0.0% 

Only bottle 
feeding 

28.7% 52.4% 17.4% (1) 36.5% (1) 

Any breast 
feeding 

71.0% 47.6% 82.6% 63.5% (1) 

Introduction of 
supplementary 
foods before 
third month 

- 81.9% - 78.0% 

Introduction of 
supplementary 
foods before 
fifth month 

97.6% - 100.% 

Median age of 
complete weaning 
from the breast 

12 wks >17wks(2) 

(1) Significant difference with regard to primipar-a control group
 
in the corresponding month (p < .05; chi-square test).
 

(2) Tjxact 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
 

(I 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
 

Medical recom- 21.5% 2.5% 13.3% 8.1%
 
menaation for
 
breast feeding
 
in same month
 

Breast feeding 46.7% 2.5% 36.3% 9.5%
 
recommendation
 
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)
 
wift 	 other 
p&-4 n during
 
the day in
 
same month
 ............0 ..	 .
0. 	 ..... 

(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 FOLLOW-UP SURVEYS
 

PRIMIPARA CONTROL PRIMIPARA INTERVENTION
 
GROUP GROUP
 

(1 month) (4 months) (I month) (4 months) 

Healthy 
infant in the 
same month 

57.2% 53.1% 62.0% 78.4% (1) 

Infant weight 
at 1.5 & 4.5 

4.5 kg 6.4 kg 4.7 kg 7.1 kg (2) 

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
 

................ 	 ........
.. 

(1) 	Significant differencF with regard to primipara control 

group in the corresponding month (p < .05; chi-square 
test). 

(2) 	Significant difference in mean weight with regard to
 
primipara control group in the corresponding month
 
(f = 	19.603; p < .001; ANOVA).
 

(3) 	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)
 

......................................... 	 *........0 ..........
 

* 	 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)
 

INTERMEDIATE VARIABLES
 

- Maternal belief about
 
optimal infant feeding
 
strategy
 

- Demands on maternal
 
time and energy
 

OUTCOME VARIABLES
 

-Infant feeding methods
 
-Health related
 
outcomes
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FIGURE 2
 

MEASURE OF BREAST FEEDING DURATION
 

IN WEEKS OF LIFE
 

0 1 2 3 4 17 + 

non-breast 
feeding early weaning later weaning
 

...... ...... .. a* .. *..* * *a..*. * ... a..o... . .
 

FIGURE 3 

MEASURE OF THE INTRODUCTION OF WEANING FOODS
 

IN WEEKS OF LIFE
 

0 1 2 ... 8 ... 12 ... 17 + 

inappropriate timing /
 
questionable timing
 

appropriate timing
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APPENDICES
 

FINAL REPORT: BREAST FEEDING PROMOTION
 

PROGRAM IN THE MEXICO CITY GENERAL HOSPITAL
 



APPENDIX I
 

HOSPITAL LACTATION MANAGEMENT PROFILE
 

Name of Hospital ...............................................
 

Address ............................
 

Date ...........................................................
 

this form ............................
Name of person completing 


the person who certifies
position in the hospital of
Professional 


this form ......................................................
 

hospital .....................
1.0 	 Total patient capacity of the 


of deliveries (19 .).........................
2.0 	 Annual number 


primiparas (19 )............
2.1 	 Annual number of deliveries for 


maternity beds .............................
3.0 	 Total number of 


room? .........................
4.0 	 How many maternity beds per 


How many rooms? ...........................................
 

5.0 	 Neonatal care nuersery capacity:
 

new borns) ..............................
Rooming-in (normal 

observation) .....................
Level 	I (new borns under 


II (intermediate) ...................................
Level 

care nursing) ........................
Level Ill (intensive 


III nursery referral center?

6.0 	 Is this hospital a Level 


Yes ....... No ......
 

the past

7.0 	 Average number of deliveries per month for 

to _, 19-) = .................months (from 


Adapted from a Questionnaire by Wellstart/San Diego
 

Lactation Program.
 

I 


1•
 



st:atus of
of socio-economic
of distribution
i.0 Estimate 

maternity patients:
 

upper 
income .....................
 
....................
middle income 


income (not welfare) .......
iower 

we ifare .. .........................
 

%
years old ................
less than 15

P.C Fercent of mothers 


single mothers. ................................
1.0 Percent of 


I.0 DJeiiveries attended by:
 

Frivate OB ........................
 

Residents .........................
 

Medical students ..................
 

If yes:
have a prenatal clinic?

11.1 Does hospital 


Hcw many visits 1st trimester ............................. 

How many visits 2nd trimester ............................... 

How many visits .3rd trimester ............................. 

i2.L What percent of patients have prenatal care in this clinic? 

%
 
. ..........................................................
 

recommended?
How many prenatal visits should be 


is; trimester . ............................................
 

Strimester.... .............................................
 

3ro trimeszer .............................................
 

recommendations?
 

iU.b5 


1L." Who; percent of patients follow these 


%
 
ist trimester ............................................ 


%
 ......................................
2nd trimester ...... 

%


3rd trimester. ........................................... 


iT.? is brestfeeding discussed with patients during their
 

visits? Yes . ........... No 
.............
orenatal 


spent in a normal prenatal visit?
 
2.65 What is the average time 


ist trimester ............ ....... ........... ............
 

2nd trimester . ............................................
 

3rd trimester ..... 
 ........................................
 

i:1 Does hospital provide postpartum outpatient clinic care?
 

this clinic ror
 
What percent of patients return to


it yes. 

..............................
onstpartum care! 




to this clinic
visit
after discharge is a

13.2 	 How long 


scheduled?
 

Vaginal delivery..............................................
.. .................
C-section .. .............................. 


for well baby

return to hospital


14.1 	What percent of patients 

.....
 

ca re T .. .... ... .. .... .. . ...... ........... .. .. ... ...... 

well baby visit 
14.2 	 How long after discharge is the first 


a rranged ? .................................................
 

well baby visit, to whom is it
 
a 


recommended? 

14.3 	OIf there is first 


..............................................
 

care visit
the 	 postpartum

14.4 	 How long after discharge is 


................................................
arranged ...... 


What percent of maternity patients delivering in your
 
15.0 


risk 	groups?
classified as
hosFital are 


high risk ........... %
 

medium risk 
......... %
 

cesarean sections? ........
 
16.0 	What percent of deliveries are 


in your hospital weigh less
 
of infants born
17.0 What percent 
 .
 

grams? .....................................
than 2500 


hospital are
born in your

1.0 ?What percent of infants 


........... 

considered 


(in 	 percent) during
 

to be less than 38 weeks gestation? 	
%
 

and other information

19.0 	 Infant feeding 


C-section deliveres:
 postpartum for vaginal or 

Vaginal C-Section
 

.......
feeding
- initiating breast 

.......
discharge


- breastfeeding exclusively at 
 .......
....... 

- "mixed feeding" at 	discharge .......
.......
at discharge
- only bottlefeeding 


time between delivery and
 - length of 
 .......
 
first breast feeding 


.......
 
- time of rooming-in 


of hospital stay
- average length 


feedings after
 
20.0 What is the usual interval between breast 


..... ...................................
they 	are initiated? 


3
 



nursing at each
21.0 Are mothers instructed to limit the time of 


feeding? Yes . ........... No ...........
 

are there times when 	 babies are
22.0 	If rooming-in is available, 


not with mothers? Yes . ........... No ............
 

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

............................................................
 

new borns receive before the first breastfeeding?
23.0 	What do 


- nothing ................... %
 

- sterile water ............. A
 
- D/W ....................... %
 

- formula .................... %
 

breast fed infants receive additional supplements
24.1 	 Do 

routinely?
 

- no supplements ............ %
 

- steriie water ...............%
 
- D/W ......... ..............%
 

- formul . ..................... %
 

are given but not routinely, what
2. 	 if supplemented feedings 

to select infants who will be
criteria is used 


supplemented?
 

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

- fussy baby 	 ...........
 

- low wet diaper count ...........
 

- mother judgement ...........
 

- nurse judgement ...........
 

-
 physician judgement ...........
 

.5.0 Do breastfed infants receive fo..nula or water feedings in
 

place of breast feeding to allow mothers to nap or sleep
 

through a night feeding? Yes . ........... No ...........
 

25.0 	If infants are offered something in addition to or other
 

than breast feeding, how is it given?
 

- bottle ............
 
- syringe ............
 

- dropper ............
 
- cup ............
 

- other ............
 

27.0 	Are infants given pacifiers or "dummies"? 

Yes . ............ No ............ 

:5.0 	Are mothers instructed to cleanse their nipples before each
 



nursing?
 
Yes ........... No ..........
 

list three (3) most frequent 	situations for both
 
29.0 	Please 


are considered contraindications to

mother and infant which 


breastfeeding in your hospital.
 

mother:
 
1) . . ......................................................
 

2) ....... . ................................................
 
3) ..... ........................................................
 

newborns:
 
1........................... .................................
 

2)................. ........................................
 
3) . . ................................ i................
 

30.0 What are the two most frequent breast feeding problems which
 

infants in your hospital seem to have?
mothers and/or 


ir..p......................................................
 
...........................................................
 

.........................................................
 
.. r.s.....................................................
 

31.0 Please note two things which are usually done in your 

hospitals for breastfeeding mothers with: 

-inverted or flat nipples................................... 

..........................................................
 
-sore nipples................................................
 

- engorgement.................................................
 

. . ..................................
* * 	.. .. . . . . . .. 

- a baby who refuses to nurse................................
 

...........................................................
 

32.0 	 Does your hospital have an electric breast pump? 
Yes.............. No..............
 

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


a
33.2 	If yes to 33.1, what are the qualifications for selecting 

breast feeding counselor? ..................................
 

..................................................
..... .
 .............................................................
 

5
 



like
a mother who would to nurse
 
34.0 What 	assistance is given to 


a
time, when infant is too ill or 

but ca',inot for a period of 


temporary contraindication is present?
 

... ...........................................
 
...... 

............. 


.....................................................
 

..........................................................
 

receive any written 	educational materials
 
35.1 	Do nursing mothers 


about breast feeding? Yes . ........... No ............
 

35.1. what is provided?
35.2 	If yes to 

.... ......................................................
 
................ ..........................................
 

I........ ..................................................
 

breast feeding provided for breast 	feeding

36.1 	 Is a class on 


they are discharged? Yes 
......... 	No ........
 
mothers before 


36.2 	It yes to 36.1, how is this class conducted?
 

........
.................................... 

...........................................................
 

.............. 


.....................................................
 

is discharged, does she take
 
37.0 	When a breastfeeding mother 


home:
 
Yes No
 

.......
...... 
- breast pump 


.......
. ...... 
- nipple shields 

....... ... ; . "
 

- Water (sterile or 	D/W) 

.......
....... 
- bottles 

.......
.......
- breast pads 
.......
....... 
- breast cream 


....... 
 .......
 
- emergency formula 


infant is 	admitted to your hospital,

38.1 	 When a breastfeeding 


remain7 Yes . ............ No 
................
 can the mother 


her for
 
38.2 	If yes to 38.1, what arrangements are available to 


sleeping?
 

with 	her infant ................
 - a bed in the room 

............ 
......
 - a. bed in another room 

....................
 - a chair 	in the infant's room 


- she is allowed to sleep in a
 
.................
parent's waiting area 

....................
 - no 	arrangements are available 


can her infant
 
a breast feeding mother is hospitalized,
39.0 	When 


No ............
Yes .. .............
be admitted with her? 


40.0 	 Please check any of the listed personnel assigned to the
 

in your hospital.
postpartum and/or nursery units 




postpartum nursery
 

- medical doctors ........... ..........
 
- nurses ........... ...........
 

- nursing students ........... ...........
 

- nurse practitioner students
 
...........
........... 


- medical 

- nurse midwifery students 


students ........... ...........
 

in obstetrics ........... ...........
- interns/residents 

in pediatrics ........... ...........
- interns/residents 


- interns/residents in general
 
family practice ........... ...........
 

...........
........... 


i1.1 Does your hospital have a breast feeding committee
 
- others (identify please) 


(sometimes calles advisory group, task force, interest
 

group. etc.)? Yes .. ...........No ...........
 

41.2 	If yes to 41.1, please note which professions are included
 

in the committee:
 

...........
 
- neonatoloeist ...........
 

...........
 

- pediatrician 

- obstetrician 

family physician ...........
-


- nurse ...........
 

- pediatric nurse practitioner ...........
 

- midwife ...........
 

- nutritionist 
 ...........
 

- hospital or clinic administrator ...........
 

- health educator ...........
 

- social worker ...........
 

- other (describe) ......................
 

42.1 	Have members of the perinatal nursery staff of your hospital
 

had formal training about lactation and breastfeeding
 

management? Yes . .......... No ............
 

u2.2 	if yes to 42.1, what percentage of the personnel have been
 

trained?
 

- pediatrician ........... %
 
- nurses ........... %
 
- residents 	 ........... 1%
 

- other (idenfity) 	 ........... %
 

42.3 	Describe the type of breast feeding training in each case:
 

.........................................................
 
..........................................................
 

....... ............. .................................
 

I
 
..........................................................
 

.......................................................
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PRENATAL PAMPHLETS
 



LECHE DE MAMi." 
Le regalas tu calor y tu carifio. 

i ,
....
 

Adem~s te regalas comodidad. 

Y te permite ahorrar 

La Liga de la Leche de Mtxico, A.C. 
Francisco Petrarca 223-402 

Col. Polanco C.P. 11560 Tel. 531-28-03 1L.:,L rl-I(. -) C O lJ-l­,,
 



ZESPERAS UN BEBE? 
Consume alimentos frescos y variados 

spanitu-e6'.iverfd 

DALE UN REGALO A TU BEBF 
AMAMANTALO 

NORMAL 

* p B SBACTERIAS 

S INFECCION , • 

PALERGIAS 

PLANO INVERTIDO Le regalas salud 



LECHE DE MAIVN
 

Tomar mucho 
liquido. 

Consumir 
nentos sanos 

y variados. 

Descansar. 
A 

iwv 

ILa Ih.la de I l ( e c (Ie Mdexico. A.U. 

I( 1 ,I, l.. . t,II . T11 ., ,111 . 



40 a,A 
* Sl 5 S 

~dde 

poicIn 



LECHE DE MAMA
 

Tleche es
 

buena y no se
 
te va. 

f* ooigue 

amamantando. 

USA: 

V,.Anticonceptios 
locales: espumnas, 
6vulos, La Liga de la Leche de MWxico, A.C.
preservatios. Francisco Petrarca 223-402 

'Col.NO USS: Polanco c.P. 11560 Tel. 531-2803NO USES:Aprobado con el permso de:Pastillas ni The P,,,,,,,,,i,, C,,,,,,,', EL MEJOR COMIENZO 
inyecciones. 
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POST-PARTUM PAMPHLET
 



// 

La Lioa de ]a Leche de MWxico, A.C. 
-- Petrarca 223 402
 
CP :156)Tei 531 2803
 

on c. i'.0 :-'r miso dc.
 
The Populaion Council.
 

HLwpikal General de M~xico EL MEJOR C OijtIE",' . ,,,d.
,.:de, 


Z>'. 'ld CE •WUO 



ZESTAS EMBARAZADA?A74A,,."MANTANDO A TU BEBE 
LE REGALAS SALUD. Consume alimentos frescos y variados 
Le regalas tu caior y tu carifio . v ~ui' , lit 

Vl(V 

Arnamantar es cbmodo yf~cil 

7h' 

m""'T r Deermite ahorrar 

(C->v(1 



AIWI 

: 	 Haz los siyuien:es 
ejercicios varia_ 
veces al dia. 

Ja. .n _uajdicac Gira el pez6n con tus 
-]u 3. dedos hacia ia 

ac_ C derecha ' a izquierda. 
I - - . ..... ... 

0 1tVN 0r;4 I l 1NW - f 

Coloca tus dedos a los lados del pez6n y estira a 
afuera la piel de la areola. Luego estira hacia arr:Z­
abajo. Reptte estos ejercicios varias veces durante c. c. 

:a 	A 
.. NORMAL 


.*-:......:---

Lava tu pecho SOLO CON AGUA. 
PLANO INVERTIDO 	 No uses jab6n, ni alcohol. 



CAO.TRO No le des otra 
: '.es el primer " leche, ni agua. 

4-:.... .. que tu bb n! t , ni chupe 
" . -,.-necesita. 

CALOSTRO / ,."q' \ 
e Ce0O'J"ar BTNRECCIONLS 

y pra e uDsen/ermedades , LERGIAS 

M Ire 

Tu beb6 te necesira s61o a ti.
 
Tu leche contiene todo el alimento que i necesiza.
 

.Menr,, mas amamantes, mas leche tendr~s. Tu leche contiene toda el agua que 6l necesita. 



"~J~I-~Ir'. (I) D) 0Q l V 0. 

Aunque tus pechos sean chicos producen toda 
la leche que tu beb6 necesita. 

MIENTRAS MAS AMAMANTES,MAS 
LECHE TENDRAS. Tomu rmuo.liquido. 

Consumir. 
alimentos sanos 

y variados. 
*, -

Descansar. 

Tu ;ec '.esiue protegendo atu bebe.Continua 
amamantando. 

I *2:-V 

1 r'I. . 

IF-I.D, 

A -



I 

(KOX~ 1) 0 0 ) ' i 

Si sientes tus pechos duros, congestionados, probablemente 

hhas dejado pasar nucho tiempo entre cada teiada 

mano abierta formando 

': ~ 
-~ ~~ n C. oalo 

del bebn, cuando 2 a eo aalabios 
-- "-;abra su boca, introduce
 

" " " i la m ayor par re de t u -:
 

... areola en su boca..-,,
 

Con peus Sutuj pecho enauanset 

1. Sum'erle tus pechos en aqua caliente. 
2. Aplica fomentos de aqua caliente a tus pechos. 

3. Amamanta rrvAs seguido 

S*.,: 6)O. 

..,.... 

n~~~:r)LJe! 

!',i-­

' M 5 

Antes de amamantar al beb6, envuelve hielo en un parueo 
aplicalo en el pez6n. Asi disminuirA lamolestia al amamantario 



----

IMD 01 9]'0iu 0 MEW. 

Amamanta a tu beb6 cada vez que te to pida. A 
- Amamanta primero del pecho que duele principio va a querer marnar muy seguido. 

menos. Poco a poquito,61 mismo va a hacer su horario--Cambia de posici6n a tu beb6 para que al 

chupar te cause menos molestia. M.... 

° 

t...:.j!!:;:. .1 ;-.A 

:L..
 

..- .Sigue amamantando. Tu leche es BUENA _ 
NO SE TE VA. 



Tu beb6 no necesitalos 4otrosmeses.alimentos antes de 0 : 0 I 0N 

N k, IO I [m :ot I I W Ng'6L 

DO 111 v 9. 6M( US 

Entre los4 y los 6meses de edad, tu beb6 puede
 
empezar a probar otros alimentos.
 

Probaditas de otros alimentos y, poco a poco, 
aumenta la cantidad de su comida. 

Agregale a su dieta 
un alimento nuevo 
cada semana.

TI
 
0. 07 

RECUERD: 

Mientras mas amamanies, mas leche tendras 
Amamanta cada vez que tu beb6 te lo pida. 

Cuanco tu nifio cumpla UN AN4O, comera DE TODO. No necesita ni agua, ni t6. s61o necesita tu lecne 
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lnitroducci6n 

Este manual h' sido desaliulladu especialintlle pars profasionistas do la salud que trabajan connlujweas embarazadas y inijewls qua anwrliaglian a stJ Iubi. A pesar do quo exislen touchus piofu 
sionitas de la salud peo ferarra illf urliadus sobtu P.1ulicci6n raspecto a tervli5 Calio: 	

tma do amrnantar. hay mucha cointra-
--	 frcuciamite 


posicib corrucla dabacterias 

aiirits crec eiiiiantOs 

-- aleses.to
I s prolesionistas de la salid siemlpre 	 nfccons.qutullsnuesoson vistus per [a comunidad como autoridades y por ello esnacesario quo prO inrl iJlurnici6ju veraz y opurtuna. Los profesionistas qua maritienen unadct id p usitiva sObra l i 11dIdi llai l ll o liti d eih acuc wlh isuevas madras y a las qua uastn enlbdrazadas. Mucha du la iliformaci6im ch o al t a ns i iltir estos se n linie t s a aloen oste manual tel vazpiazizca sentidu comtin pars Listed; sin embaruo, inuchas madras desconocen el tema y no enipie-zian a ddr pecho o Io descrntian ante cualqijier probluma pot pequerlo que sea. Su consejo yal,,yo pueden convu itia u w inadr ui61it e s dar eocha. an, una m ad quu amamanla co utexile. 

Ventajas de! Amamantamiento 

parJane BravaUno de los grandes avances m~dicos de la d6cada pasada ha sido la validaci6n cientifica de la im-Porlancia de ia leche caractenstica de los humanos. Este "descubrimiento" 
te conciencia general del valor, durante 	

ha creado una crecien­
f prnmer argo do vida, de la leche de !- propa madre delbebe. para su optimo desarrullo ffsico y emocional. 

Es imperativa la participaci6n y contribuc 6n do la comunidad m6dica,madre a comprender que los beneficios que la 	 en la tarea de ayudar a lalactancia reoorta a su bebe. son invaluables ypueden durar toda la vida. Senc.lamente. no hay melor leche para alimentar aun set humano. cue
la propia leche producida pot ei cuerpo humano. 

La leche materna es pure, 'ra3ca y perfactm.isnte adecuada al beb6. Las f6rmulas se prepa­ran a base de leche de vaca procesada y conternen ingredientes artificiales. No hay f6rmula queiguale el equilibrno exacto ce los nutrientes quo existen en la leche materna. Conforme va crE­ciendo el bebe. ]a leche maz,,!rna va cambiando para continuar satisfaclendo sus necesidlades, algo 
crequo lala formulasobe. naleen aacno pueden lograr. 

La leche materna la proporciona al Zebi importantes elementos inmunol6gicos. La madreque amamanta produce anticuerpos contra las infecciones que amenzan al babe y so los trans.a traves de su leche. La leche materna contiene. ademas. celulas que actuan en contra deen el tubo digestivo del nilo.Hay estudios que han demostraao que los boebs quo son Onicamente amamantaoos durante va­o tine mnorios meses. tlenen menos nfeccones que aquollos quo maanadstoatemosmoson amamantados or tremoos mas cor­cr105. 

Los bbs amamantados padecen do manes alorgias. Al comparrseles con beoes alimena­dos can frmula, los bbe s quo reciben leche materna g onduranle losexsa e 	 rlnmeros soismes do vid padocon do menos alergias. La echo materna protege contraa sonsbilizacion doalergenos com unes. 
Esta protoccion contra alorgias deriva dese la prosencra do Ia IgA, Ia cual bloquea el paso do 
proteinas extrahas y otras sustancias desencadenadoras de alergias.
Los beb63 amamantados presentan mayor resistencia a las enfermedades respiratorias.Incluso, tienen menos cuadros gripales. Los bet-s alimentados artificiaimente trenen mas proba­bilidades de contraer enfermedades graves coma bronconeumonias, otitis. etc. 
La loche materna contribuye al crecimiento 6ptimo del corebro. Taurina.presente en la leche 	 un amino, cdomaterna en grandes cantidades, es importante para el desarrollo del sistemanervioso central. Las f6rmulas hechas a base de leche do vaca contienen solo cantidades minimas
do esta sustancia. 
LI.leche materna protege contra snfermedades. Los beb s amamantados padecen menosdiarr'as. vomitos e infecciones del oido y son hospitalizados con menor frecuencia que aquellosalimentados artificialmente. 
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Los bebias amamentadoa padecon menos enfermedades de Ia plel. Estos beb6s presentan
menos eczema y eritema de la zona del papal. 

La leche materna estimula el desarrollo de una flora bactenana adecuada en el intestino. la cualcausa una eacuacion ligeramente acida en el beb6. Esta ligera acidez junto con otros facto-es,inhibe el crecim iento d ebact rias,hongos. protozooarios. 

La lactancia materne foments el lazo materno-iniantil. El amamantamiento refuerza la nece-sidad del bebe y de [a madre de estar luntos. Amamantar con frecuencia implica mucho contacto 
de pel a piel y muche tiempo dedicado a conocersa el uno al otro. 
Las madres qua amamantan hablan y tocan mils a sus beb6s y tambibn so relacionanmns con ellos. Hay esTudios quo han demostrado que estas madres responden con nayor rapi-dez al Ilamad, de sus bebes y son mas carifiosas con ellos. 

Los beb~s amamantados por Io general Iloran mencs. El contacto frecuente con sus mad, a-sles mantiene felices y sat;sferhos. Como la leche materna es de facil digestion. es menos probableque tengan dispepsia. 

La lech-! ins-erna ayuda a prevenir la caries. So ha demostrado quo los niAros amamantadosson menos susceptibles a las canes denta!es que aquellos alimentados con biberon, y son menos 
las probabilidades de que necesizen correccions ortod6ncicas. 
L.os bebes amamrantadas no padecen do estrefmiiento. Aunque pueden pasar varios dlas sinQue ova:Oe. el bebe alimentaoo exclusivamento con lche materna tiene evacuaciones blandas.
L, oet's alimentados con f6nnula, en cambi6, aigunas veces sufren do evacuaciones duras y do-
irot3s. 

La leche materna no nocesita preparac16n. Esth siempre a la temperatura exact y no requie.re refrigeracibn o estenlizacibn, 

Es limpia per naturaleza. Pasa directamente del pecho a lWboca del beb6. previniendo Iacontamni­nacidn que pudiera suceder al preparar descuidadamente un biberon. EstA lista a cualquier hors dela noche o del dfa y on cualquier lugar. No so necesita preparar. 

La leche materna no es cara. En cambio, cua;quier tipo de alimento artificial puede absorber una 
gran pante del ingreso familiar. 
La lactancia a Rii,-e demanda del bebi ayuda a prevenir contra otro embarazo. 
A pesar del esfuerzo do cientos de cientificos altamente calificados y do millones de d6largs an in-vestigaciones, la tecnologia modema aCin no produce un sustituto de la leche materna qua proper-cione las propiedads inmunol6gicas y nutrientes presontes en la leche humana. Do hecho. loscientificos siguen encontrando i identificando nuevos components do [a leche matema y cada 
descubrimiento trae consigo un renovado asombro ante [a complejidad y precisi6n con la cual la 
natura!eza la ha disefiado Para satisfacar todas los necesidades del rocibn nac-.-. 

Anatomia y Fisiologia de la Gl~ndula Mamaria 

par Dr. Armando Montafio Uzcangae r r n n o M n a~ z a gLas mamas son glbndulas de secrecion externa de tipo alveolo-tubular cubierTas par una envolturaceluloadiposa, situaclas en la cara anterior del torax. Su forma. limites y dimensiones sufren va­naciones individuales qua dependen de diferentes factores coma son el estado hormonal. ]a edad 
V)a raza. 

Forms. La mama humana tiene una forma conica, protuberante, distintiva y singular. En otrosprimates. las mamas son comparativamente planas. incluso en [a preriez y la lactacion. Esta formaconica es mas pronunciada en las muleres nuliparas mas 16venes. A medida que avanza la edad. 
las mamas suelen aPlanarso un pocoi y tornarse pendulas. Semiosfericas y menois firmes. 
Extensidn. El borde superior suele estar a nivel de la segunda o tercera costlla Ysu borde inte nor esta mas o menos a nivel del sexto o septimo canilago costal. Su borde medial coincide con el 
borde del esternon y su borde lateral. con la linea 2xlar anterior pero la extension real del telidomamaro es mucho mayor poraue se extierde hacia afuera como una fina capa que a menudo Ile­ga al borde inferior de la clavicula. a Ia linea media del esternon y por fuera al borde anterior del
dorsal ancho. 

La mitad superior de [a mama y, en Particular. el sector superoexterno, contiene mas telido mama.rio que el resto de la glandula. yen consecuencia. es m~s grueso. En ocasiones. el telido mamanos Puede extender hasta la axila. pudiendo formar un abultamiento axilar quo va desde el sectorsuperoexterno de la mama hasta ]a axila inferior. 

Tamarlo. Es frecuente que haya alguna diferencia en el tamaiio de las dos mamas, pasandoinadvertida para la mayona de las pacientes y estas diferencias de tamaho ola prolongaci6n del te­jido a la axila son tan frecuentes quo no se deben considerar Como anormalidlades. 

La cantidad de grasa es el factor m~s importante quo interviene en las variaciones de tamaie, for­ma y jensidad de las mamas. A medida quo las mujeres engordan, sus mamas se tornan mas 
grandes y pendulas. Por 10tanto. el tamaeio de la mama no estb en relaci6n con la cantidad coedo grandular y con la capacidad funcional para producir secrecion lactea. teli-

Estructura Superficial doea Mama. La cara anterior essonta en el vertice o parte media la areola y el pezon. 
convexa en toda su exiensl6r, v Pre-

La areolao aureola.es una superfice circular situada en la pane mas saliente de la mama.extension de dos o tres cms. de unade diametro y de una colorac16n mas obscura que el resto de la ma­ma. En la areola se observan salienres que son los ruberculos de Morgagni. que no son otra cosaque gltndulas sebaceas que levantan ei tegumento y que durante el embarazo aumentan cle tama­
rIo y se denominan glandulas de Montgomery. 
El pez6n es una papila situada en el centro de Ia areola. de forma cilindrica o conica; en su verticese observan de 15 a 25 orificios. por donde desembocan los conductos galactoforos. 
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El areac ;ltaramw)lar conicme fibras muscillares lisas ijisoijstas en torma circular y radial formando 
rirculns o:intnirtcus. Se iservan .!n I l)ase de a dormis 1)ara contraer Id areola y comprimir el pe­
zon. La mayoir porte dei pezon consiste en fibras musculares isas. dispuestas en farina circular y 
lonptudinal. Ckiando se contrAfsn. hacen que el pezon entre en erecc16n y se ponga mas irme. 

Constituc6in Anatomica. Se distinguen en la mama. la glncula mamaria propiamente dicha, 
su envoltura celuloadposa y su envoltura cutanea. 

La glandula esta formada por cinos secretores. conductores excretores y telido conjuntvo in­
terstical, sendo en conmnto una glndula 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. qua es una unidad estructural basica de la glbndula mamaria. Los 
acjnos se encuentran revjstidos par una capa de celulas micoepiteliales que proveen un riecanismo
miuscular para expilsar la leche desde los acinos y conductillos. 

La agruoac16n de acmnos va a dar ongen a los l6bulos. qua en numero de 20 a 25 desembocan ca-da uno en en conducto escretor propro, qua lermma en el pea~on. 

8) Los conduclos colectores se inician en los conductores intralohjlares que van a desembocar a 
conductos interlobulares. los cuales desembocan en los conductos galactoforos que al Ilegar a la
base del pezon. se agrandan para formar lo-. senos la-tiferos. los cuales se dilatan y sirven de de-
positos para [a leche en el amamantamiento. 

C) El telido conectivo farina pane de la envoltura celuloadiposa qua le da sosten a la glAndula. 

La envoltura celuloadiposa es depcndencia de la capa subcutnea qut al Ilegar a la gllndula se
divide en una hola anterior, que cubre a la gl~ndula en su convexidad, y una hajo posterior, qua se 
extiende entre la glndula y la fascia superficial. Esta capa forma tabiques interlobulares que la fi­jan al pectoral mayor y a la piel. constituyendo el aparato suspensor de Ia mama (LIgamento de 
Cooper). 

La envoltura cutinea. Esta formada par la piel que cubre totalmente la cara anterior de la gl~n-
dula y posee tres zonas. Una cubre el pezon. otras a la areola y el resto constituye la zona peri­
ferica. 

lrrigaci6n a Inervacitn. La glndula se halla irrigada por arterias procedentes de la mamaria in-
terna, de las toracicas y de las intercostales. 

Las venas qua nacen de las redes capilares forman una red subcutanea qua al nivel de la areola ori-
gina el circulo venoso de Hailer: estas redes superficiales se unen con la red abdominal superficial
para desembocar a las venas satelites de las arteria , de origen. 

Los nervios de la glndula proceden de los cinco intercostales correspondientes, del supracavicu-
lar y del plexo cervical superficial. Se d'stribuyen par Ia piel y los msculos aerolares, vasos 
sanguineos y la misma glAndula. 
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Fisiologia de In GlIndula Marnria 

Las mamas son parte integral del sistema reproductor y se hallan balo el control del mismo sistema 
neuroendocrino. 

Durante la vida de cada muler. ocurren cambios profundos en las mamas. Estos cambios 
comprenden los de la adolescencia. las modificaciones vinculadas con la pubertad. el ciclo mens­
trual y la menopausa v los cambios qua tienen lugar durante el embarazo y la lactancia. 

Origen y Adolescencia. El desarrollo mamaro se inica a a sexta Semana de vida embri. 
onaria. a oartir del mismo epitelio apocrino que eventual!;- .nte da lugar a la formacion de las glon.
dulas sudoriaras axilares. Este desrrollo mamaro fetal ha sido estimulado por !a prolactlina. .S ­
trogenos y progesterona de origen placentano. 

Pnco deSpues de nacer hay evidencias temporarias. certa funcion secroluroa die. las manas un Ia 
mavoria de los neonatos. Luego las mamas vuelven a entrar en ,ma fase inactiva Qua las caracer­
za durante toda la nriez. 
Los elementos epiteliales constituyen pequelos conductos diseminaros -.n 'in ?sirona fibroso y 
no hay lobulillos. 

Pubertad. Se miica con un alargamiento y ramificaci6n de los conductos, a partir de los cuales 
brotan los lobulillos que habran de formar la estructura mamaria normal. Estos cambios ocasionan 
un aumento rapido del tamatio y densdad de las mamas comn consecuenc a ,e la accion ,oordi
nada de virras hormonas. coma orolactina. estrogenos. proqesTerona esterorles suorarr.n~rt',Lasulina. hormona -lei cfcimiento y hormona iroiaa. La mavored It! los futores dicen 'lil. mi)s 
estrogcnos promueven en particular el creczmiento de los conductos, en "anto Que la prolactua Y 
[a progesterona son responsables del desarrollo de los loonlillos. 

Ciclo Menstrual. Normalmente en las mamas el fenomeno de la ingurgitacion se halla intima­
mente vinculado con el ciclo menstrual. La ingurgitacion riene varios componentes: aumento mit 
tamalo, densidad y nodularidad de las mamas. asi como un aumento en la sensbilidaa . La in. 
gurgitaJion dismmnuye hacia el final de [a menstruac1on y desaparece al completar esta. 

La ingurgtaci6n mamarra se relaciona con los antecedentes reproductivos de la paciente como 
con su edad. Es mas pronunciada en muieres nuliparas y en las que no han amamantado. as decir. 
en las mamas qua no han funcionado normalmente. 

Estos cambios estin relacionados a cambios proliferativos y regresivos del epitelio lobular ranali
cular y del telido fibroso. con edema e mtiltracmon linfocitaria, antes de la menstruacion. 

Menopausia. Al completarse la menopausia. las mamas disminuven su volumen y densidad. 
Si habian sido anormalmente nodulares. la nodularidad suele disminuir. Tambien hay una disminu­
c16 n de la cantidad y tamalo de los campos glandulares. Estos cambios regresivos an la mama son 
secundanos a la produccion cdecreciente de estr6genos. 
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Embarazo y Lactanc.n. Los " tos del embarazo se Donen de manifiesto en las mamas a las 
Pocas semanas de laconcepcion Las mamasmas firmes. empiezan a agrandarse rapldamente y se tornanLas glfndulas de laareola se destacan mas y lapiel se obscurece. Los pezones se
agrandan y se tornan mas erectos. Estos cambios obedecen a los altos niveles sanguineos deestrogenos y progesterona y tamben a una concentracion de prolactina de origen hipoflsiario qua
aumenta en forma incesante durante lagestacton. Los elementos canaliculares y lobulillares de lasmamas proliferan y durane los ultimos meses del embarazo las celulas del epltelio lobulillar con-tienen una secrecion que e-;laprecursora de laleche que van a producir. 

Fisiologia de la Lactancia 
par Dr. Armando Monrafio Uzcanga 

La principal funci6n de las mamas es proporcionar alimento y protecci6n contra cierto tipo de en­e,?rmedades a ladescendencia. meaiante [a produccion de leche. La leche materna es [a principalfuenre de nutrci6n para cas todos los recin nacidos. 

Para cG;.,,prender mejor los eventos asociados para elestablecimiento y mantenimiento de lalactanca, ladividiremos en mamogenesis odesarrollo mamario, lactogenesis o niclaco(n ae lasecre­
cion laczea, y lagalactopoiesis. o mantenimiento de la produccion l6ctea. 
Mamogenesis: El teiido mamario presenta una serie de cambios estructurales desde el nacimie­
nto hasta lasenectud. Como mencionamos prevlamente, es posible observar certa acrividad Se­
cretoria de laglndula al nacimlento. condicionada por el estimulo hormonal del embarazo. segmida poco tvempo despues de involucion e inactividad hasta laoubertad. donde se desarrolla dema 
nera acentuada. 

La gl~ndula mamaria micia su crecimiento y desarrollo definitivo durante lapubertad. El telidoadi­poso y fibroso aumentan, asicomo laextens16n del arbol canalicular. 

El sistema lobular se desarrolla hasra adquirir ladiferenciacion de las estructuras de tipo acinoso.las cuales alcanzaran su mxima expres16n durante el embarazo y ]a lactanca. 

En el embarazo hay una marcada hipertrofia ehiperplasia de los lobulillos y elpar~nquima adquiereaspecto tubologlandular y el telido conjuntivo que separa los l6bulos disminuve: los actnos se tapi­zan de celulas secreorias; hay un aumento de lavasculardad y de lavelocidad de ]a corrnente in­iatlca. Durante lalactancia, losacinos tienen funciones de secreci6n y almacenamiento de lalechey al finalizar este periodo, hay un proceso de involucion mecliante un colapso de los lobulos. 
Lactogenesis. Durante al embarazo se reunen las condiciones hormonales que son necesariascomo un paso previo a lalactancia: aumento en los niveles cirulantes de estr6genos. progesterona.
prolactina y lact6geno placentario, los cuales aicanzan su nivel mbximo al termino de lagesiaci6n.
Con laexpulsion de laplacenta. ;aproduce una cafda bruca en laconcentract,5n sanguwnea deestas hormonas. Ioque aunado alestimulo del pezon producido por el recien nacdo al iniciarse -
el amamantamiento, conducirb finalmente a lasintesis y secreci6n de ,:-- he.
 

El mantenimiento de [a secreci6n lbctea se va a ver favorecido por lasucci6n del pez6n durante elam~mantaniento, mediante el cual no solo genera lasecrec16n de oxitocina que ocasiona laexoul­
sion de [a leche ya formada y almacenada. 

Podriamos resumir lapartlcrPac.,fn de las hormonas de lasiguiente manera: 
Prolactina: Su concentrac16n aumenta progreslvamente durante lagestaci6n y alcanza su nrvel
maximo en elmomento del parto. Este aumento es 20 a 25 veces mayor que su concentracion fue­
ra del embarazo. 

Ourante lagestac16n no existe recrec16n [.ctea a pesar de lagran cantlidad de prolactina circulanre 
por el efeco inhbitorto perif~rco de los estrogenos y de laprogesterona: ;osarimeros por su ac­cion darecta soore ]a gl~noula mamaria v Ia segunda impidiendo lasintesis -le lac:oorotenas. 
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Pa que se inicie la lactancia es necesarfa una concentracmon sangulnea elevada de prolactina, pe­ro de;pies !sta sq mantient. jun con niveles halos de usta hormona. 

Oxotocina: Desotes del parto. causa contraccion de las celulas m~oepiteliales. forzando lasalida
dofItche 1los ductOs. haciendola fluir Sn liberacion puede ser inhibhida par stress. fatga y 
ansedad. 

Progesterona: Estimu!a laproiferacron lobulo-alveolar en lamama. Durante lagestac1on inhibe 
lanecreci6n de laleche despues del parto: al disminuir sus concentraciones sericas. pierde su 

. 
-

etecto innibitonio. iniciandose ]alactancia. 
Estr6genos: Estimula basicamente al sistema ductal de [a mama. asi coma al tejido glandular. 
Puede estimular [a secrec16n de prolactina, pero inhibe sus efect=-! a nivel celular en lamama. La 
concentraci~n serica dismmnuye desDues del parTo, iniciando lalact,ncia. 

Lact6geno Placentario: Producido par laplacenta estimula el crecimiento de las mamasduran-
te la gestacion. con niveles progresivamente elevados. Se desconocen otros efectos sabre 
lamama. 


Tiroxina: Estimula laactividad metabolica del tejido glandular. Es importante en el manteni-
miento de ia lactancia oar su efecto directo sabre laglbndula mamaria. 

Otras: Son tambien muy mportantes para el mantenimiento de lalactancia una vez esiablecida -
]a hormona del crecimlento IHGH). ACTH. INSULINA Y CORTISOL. partlicipando coma cofacto-
res; necesarios en la oduccian dle leche. 

GALACTOPOIESIS. El mantenimlento de laproduccion de leche despues del parto aepende deIa accion canlunta d fatores de Ia hipa fisis anterior (prolacrina) y posterior (oxitac;inal. 

La prolactina favorece elaporne de caseina, acidos grasas y lactosa y mantiene el volumen de
secrecion. mientras que laoxitocina hace contraer las celulas mioepiteliales y vacia laluz alveolar. 
to que estimu!a laulterior secrecion de leche y un nuevo Ilenado alveolar de leche. 

El vaciamiento frecuente de laluz ductal es un factor importante en el inicio y mantenimiento de 
un nivel adecuado de secreci6n. De hecho. hacia el 4o. mes despues del parto. lasucci6n pareceser el unico estimulo requerildo. pero los factores ambientales y emocionales son tambien impor-
tantes para que continue laproduccion de leche. 

La excrec1on de leche de lamama no ocurre como resultado de lapresion negativa producid:-me­canicamenre par lasuccion. sino que lasuccion del pezon desencadena un reflelo neuroendocrino 
que provoca laliberac16n de prolactina y Oxitocina. 

Tambien lacantidad y calidad optimas de leche dependen de ladisponibilidad de hormona ri-
rodea. insulina y coruasol. junto con un aporte alimentario suficiente de principios nutritivOs y de li­luido. 

Par odo Io anterior, podriamos decir que el melor estimulo para laproduccon correcta y suficien-
te de leche es lafrecuencia de tetadas, ya clue al aumentar el numero de las mismas. hay disminu­
cion en el dolor del ezon y de a hipersensibilidad mamaria, y aumenta notablemente lasecreconde leche Y peso del ndijo. 
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Composici6n de la Leche Humana 

por Dr. -IoracioReves Vaicuez 
La leche materna presena caracteristicas mu peculares ue esmc 

m orante conocer ara com­

prender par que este tipo de alimentacion exhibe ventalas fundamentales en lanutric6n intantil 

a) Variaciones Normales 

Estas depenoen de diversos factores, coma son: etapa de lactanca, momento del dia. momentode latetada. nutraci6n materna Vvariaciones individuales: todas estas seran analhzadas en los s­
guientes parrafos. 

Existen vanaciones significativas en laleche humana.dependiendo del lado de que se -ste almentando al bebe. tanto en volimen coma en iwnri 3s'l 1mas imnnrlactosa y kcidos qIasos dr! ,,1l 

tante el volumen con cambiaos hasta en un 65%.
 

En relac16n a los acidos grasos. estos incrementan hacia elfinal Of!I,tetlaca s!ienuo :amtsoen ma vor su produccion al meaiodia. en que Ilega a incrementarse masta en -os r -n :inco ec:s mas 
Que en elresto del dia. 

Una variaci6n importante en Iocue toca a lasrecien nacidos :orenatuiros ,'s,tue la eche p ',us
nadres presenza un mayor contenid oe nirroqeno en aproximadaente -t 200 

Hacia lamadrugada. los camolos estadisticamente signific.at~rs Ucjrren en aclOsa ,que alcanzan sus niveies mas halos en todo elda. 

Las madres desnutridas producen una leche menor en volumen permonle :o{ntlu'rie [oracl:irnlurr,. 
todds losnutrienes en las mismas proPorclones que las ,madres bien nutrdas Estas mactes ies
nutridas. Si tienen defic:encias de vtamnas hidrosolubles. vitamina C tamna v %itamlnasB 1. 
tamben Iomanifestaran en su leche. 

b)Calostro 

Es un liquido amarillento (por lapresencia de B caroteros) v espeso. Tiene una gravernad esoecif­
ca de 1.040-1.060. con volumen lue va en aumento en forma progreslva 12 20 mi. por !ama. ,as 
orimeros tres dias I. 

Las muleres que han tenido embarazos previos. incrementan su Droduccion mas roidamente 
El calostro tiene un mayor contenida de proteinas. vitamnas livosolubles y minerales. siendao cu 
en anticuerpos y facilitando oos procesos fisaologicos. due son ia proliferaco0n de lactoaacillisbifidus y facalitando laprogresion del meconio. 

La produccion de calostro es similar tanto en muleres due estln recibiendo el estrimulo de lasuc 
clon lue en lalue no Iotiene en las primeros tres dias. pero es fundamental elestimulo de lasuccion desae eltercero rlasta el quinto aia. para laanstalacton de una produccion adecuada 
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c) Leche Transicional 

Es la que esta Presente del septlmo al dL&',no cuano dla. En relacion al calostro. esta leche presen-ta un aumento del contenido de lactosa. grasas. calonas y vitaminas hidrosolubles, con una dismi-
nucion en las proteinas. inmunoglobulinas y vitaminas liposo:ubles. Estos cambios ocurren brs­camente. oara que desoues los cambios qt-c continuan ealizandose se hagan de marera lenta.hasta el trigessmo sexto dia. en que se estaOlizan. 

0 Leche Madura 

1.-Agua. Es el mayor componente de la leche humana. Si la muler que lacta dismrnuye sus inges-tas. el organismo conserva Iliquidos a travs de la disminucion de perdidas insensables y ,;ina. peromantrene la produccicn do leche. La laciosa es u. agente muy amportante en la regulac16n de [aproduccion de leche y pOr to tanto. en la produccion de agua. 

2., Carbohidratos. L' !actosa es el princioal carbohidrato; solo asia oresente en 'a leche V su c-n-centracion es la mas ilta Oe todas las otras esoecies de mamifaros. esrando esto relaclonado con: 

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

- La lactose tiene L-nvalor osmotico fundamental en la secrecion de agua y oar lo tanto. del volu-
rran l~ctea. 

Ademas de la lactrisa. existen m~s de 50 oligosacaridos qua constituyen el 1.2% de la leche huma-na. entre los que se encuentran: glucosa. galactosa, fucosa, N acetl glucosamina (carbohidrato
unado a proteinas). 6cido sialico, etc. Todos estos carbohidratos y glucoproteinas poseen un efec-to benefico para el desarrollo de lactobacilus bifidus (prncipalmente la fucosal. 
La lactosa. cuyo contenido en la leche auments rapidamente en el calostro. tiene un aumento ml-namo en la leche de transici6n y en ?aleche madura. Las variaciones en su concentraci6n son mbssignaficativas en la leche de transici6n. Su contenido no sufre veriaciones en caso do reci~n naci-dos prematuros ni en af tipo de leche qua producen las madras desnutridas. La lactosa so desdoblaan glucosa y galactosa, siendo esta al1tima fundamental en la produccibn de galamapepticcs.
senciales an e desarrollo del.SNC. 

3.-Upido~s. Es el segundo mayor components do [a loche humana. pero es tarroin el qua mayo­res variacianes en su concentraci6n presenta durante toda la lactancia (28% 1. No existen diferen-cias en sus caracteristicas en la leche de prematuros qua en la de reci~n nacidos de trmino. Pre-santa altas cantidades entre los dias 11 y 30. B contenido do acidos grasas disminuye al inicio de iatetada y aumenta al final. No sufre vanaciones con el tiempo que se administre el seno matemo. FImayor cornponente son los triglicerados, el 20% son sintetizados de acidos grasos de cadena me-dia provenienres de la misma glindula. Tambien contienen fosfolipidos y colesterol, pero en can-
tidades pequerlas. La relaci6n enre acidos grasos poliinsaturados y saturados (1.31 facilita [a ab­
sorc16n de calcio. 
Cabe recafcar que la dieta de la madre puede modifirar el patr6n de acidos grasos mas no la canti­

dad total. 

tos.Las lipasas favorecen la emulsin doe cidos grasos oara una absorcian facilitada de estos elemen 

La carnitina juega un papel importante en la oxidacian mitocondrial de los acidos grasos. incre­mentando tambien la cetogenesis y la lipolisis. 

4. Proteinas. La leche de prematuros y de termino contiene un 20 a 25% de ntrogeno no protei­co. En la leche de prematuros existe un aumento del 11 al 20% en el contenido total de nitrogeno.
La caseina es un t~rmino que incluye a un grupo do proteinas especificas de la leche.una Que Tienenbala solublidad en pH acidos y qua forma complelos de casenato de calcio o frstata de
calcio, que finalmente son transformados en complejos insolubles. La taurina se encuentra en al­tas concentrac!ones en la leche humar': y est.*practicamente ausente en ]a leche de vaca: rartic=­pa en los rect~n nacidos conjugand,,. pifctacarnente sola. los acidos biliares y ;u.ociona tambiencoma un neurotransmisor en el ce ebro y la retina. La composician esta dada tambaln oar lac:ofe.mna. qua es una protena qua se une al hierro, inhibiendo el crecimiento de ciertas bacterias hierro. 
dependientes en el tube digestivo. El use de hierro oral inhibe a la lactoferrina por ocasionar satu­raca6n de ella con hierro. Dentro de las inmunoglobulinas presenta una minima cantidad de q.qGLa Ig A secretora es la principal inmunoglobulina. la cual es sintetlzada Dor la galndula v es un me­
canasmo de defensa contra infecciones al impedir que virus y bacterias invadan [a mucca intesti­nal. Las lisozimas son factores antimicrobianos no especificos, con acc16n bactericida para entero­
bacteras y bacterias gram positivas. Cabe aclarar que es importante no confundir la alfa lacioalbu­mina que tiene la leche materna con ]a lactoalbumina que en la leche de vaca estA constituida Dordivursas proteinas. La alfa lacoalbumina es un cofactor de sintess de lactasa. Los aminoacdos se 
encuentran en comala leche proteinas y p~pticos, principalmente. y en manor cantidad comaaminocidos libres y glucosaminas. Todos los aminoacidos, al igual que las vroteinas. disminuvenrapidamente hacia el tercer dia. excepc16)n hecha par la taurina que mantiene n-veles altos hasta el
dtcimo d(a. 

E Slectrolltos y Minarsales. Elcontenido de clare y sodio es alto en el calostro. disminuyendo enla leche madura hasta el dfa 30. en que ya sus niveles se mantienen estables. Los niveles de pota­sio tambi~n disminuyen en el calostro. se incrementa en la leche madura temprana y vuelven a dis­minuir en la leche madura tardia, inclusive mas allh do los treinta dias. El calcio y el fasforo son mi­cialmente bajos, incrementando en la leche madura temprana (12 a 21 diasl y disminuyen en [a le­che madura tardla 1 20 a 180 diasl, pero no a niveles tan bajos coma en el calostro. El magnesio notiene variaciones ni en la eapa de calostro ni en la de flache madura. En trminos generales la con­
centracin de minerales y electrolitos no tenen vanaciones en [a leche de prematuros o de termino. 
6. Elementos Traza. Hierro. La leche humana contiene niveles mayores que la leche de vaca. pe­ro concentraciones menores que las laches maternizadas, sin embargo. los nifos no oesarrollan a­nemia. debiendo en tenderse que el grado de absorc16n de la leche humana Ihierrol es del 49%.a comparacin del 10% para el hierro de la leche de vaca y de solo el 4% para el hierro de las farm­ulas maternizadas. Esto se explica par una mayor facildad para la absorc1on del hierro humano yniveles mas altos de vitamina C y lactosa que favorecen su absorc16n. 
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La relac,)n zini: Coare ::3sido rela(on,'da con enfermedad cnronaria: en Ia leche humana, esta re-
lacin es de 14 9 y en [a leche de vaca es de 30se de estudio Para 	

1 El selenio es un clemento que se encuentra #:nfa-reconocer que manifestaciones daia su deifiencia. Hasta eImomentaexiste in revorte conliable, en q.ue se encut.nmra qtue sit 	 solodeficienria Ilevoa una cardlnmlopatia fa-
ral. Las concentraciones f8.6ng).fomnenta

resentes eni Ia lecne materna7. Fhaor. El flior se asocia con una dismlnucin de los 
116 ng) '!s mayor que enprocesos de ca-ies dental

la leche de vacaSu papel es 
trinsformar lahidroxiaDatita en fliuor apatia reduciendo su soluen laleche humana son menores (0025 mg/l0 clue 

,-dadacida. Los niveles de flioradministraci6n de fittor oral a lamadre logre incrementar estos niveles. El desarrolo dental delini-
en Ia ec=chede vaca l03 a 0.1 mg/I. sin que la 

tivo es desoues del nacimiento y depende de los deoositos de fluor y de su biodisDonobilgdad en la
dieta. aunque tambien snfluven los nivele, de selenio 
 En estudios comparativos 
 elniU alimenta.do als ae 
tenn menos
8. 	 y

a traves de lalactancia 


Osmolaridad. No cambia
ca iesuna mayor salud dental. 

a pesar de que si existen camolos en 
confracon de diversos .onsttiventes de laleche, siendo entre 287 y 293 mOsm. locual aumenta
el riesgo de enterocolitis necrosar.-e, sobre !odo en elrecien nacido prematuro. Las f6rmulas hiper
0 hiposmolares disminuyen ri rrTardan el vaciamiento gastrico, 


Ia con-

9. 	pH. El calostro tiene 7 45. a los 14 d :-.
es de 7.04 y a patir del tercer mes inicia una 
elevaccn
para legar a losseis meses a 7.25 y a los uoce meses a 7 40. Ademas. el PH de [a leche inicial!e la
telada es mas bale del PH del final de laterada (706/7.11).miento gastrico 	 La lecne conniadura v dismio-itiyen 	 PH acido retarda elvacia.Las drogas con PH alc-ilino se eliminan en mayor cantidad en elcalostro y laleche 

sos concentraciones en Ia leche de gransict6n.funcion celu'ar y numora. El PH del calastro melora la
ElPH acido aumenta la secrec16n de gastrina. 

10. Harmonas. Se encuentran presentesTRH. TSH, 	 en laleche:prolactina, gonadotrofinas, hormonm liberadora dehormonas ovaricas corticoesteroides.GMPc.AMPc.La concentrac16n 	 eritropoyb;,na.de harmonasEn relation a las hormonas vanan durante la lavancia, tpiendo par elemo 
Ian 	

liroideas se piensa clue asras actuen 
que mientras los niveles de prolactina disminuyen progresivamente. loscoma on0 ivelesefecro ProfilaCtlCOde T3 y T4 aumen-


.90racs
Pr arlbade 
 rosaaglasinas PGF PGEPGE 
en los niAos hipotiro~deos. Las prostaglandinas sonse
enuentany PGF se encuentran na othgantnovntesen la lehe en hiveals 

100 veces par arriba de los Plasm ticos y so papel conssto en aumen ar 
nal. ocasionando el tipico tipo de evacuaciones en elnifo alimentado seno materno.dl a malilidad gastrointes iLas sales ­bihares que seeencientrece sa n ellran imponte en rcs nn factor limtante en ladigesti-imiento eDidermico es un Peptico que estimula laproliferaci6,i de telido epitelia: y eplderm,zo prin-

cipalmente a nivel pulmonar yen eltuba digestivo. 

13 

Lazos Psicol6gicos 
El amamantamiento 


es perfectamente 

adecuado Para Ilenar
emocionales de on beb4. Tanto lasnecesidades
Con el pecho, 	 lisicase bebe encontrraara Iaron 	 comocrocimienlo 	 reasi 	 aso cuerpo encome cario y segurdad cue necesila 1are desarrollarse come una persona.El contacto visual entre lamadre y so infante durante el amamantamiento promueve el"bonding"(union). Se ha rostolado cue este contacto es muy imponanre Paraso desarrollo posterior ya queun sentimiento de segurldad clue a menudo Ilegea crearle una autolrnagen positive.

El penodo do aenoa es en ae Iarne esa P'oleccione 	 contre granoes varia-El amamantamieno eita cueciones en la Sensibilidad. madreea lsctan t ae engacarbos emcionales bruscos La prolonga-
Tambien [a circulacitn de prolactina alteri en 
forma positiva el comportamiento materno, a
de so 	 travesacciin sabre los ovarios V qtuiza. sabre ci cerebro. 

Cierre del Ciclo Sexu Conal. a lactancia natural lamuler completa un :ico sexual hiolo {qtimenstruacion-relac 	 o: ons sexuales-enbarazo-ppaolactancia

asoecto de so sexoalidad y esla uitrma. oma cualluier
puede proporcionarle placer fico. Si ben Ia naturaleza sensual del ma­

aro 
cia del set homano ha deoendido dela satisaccion obtnida 

el 	
par los acros voluntarios secicloreproductivo: Cotl y a almentacian al pecho. 

Binomio Madre-Hijo. Ademas. lamadre siente satisfaccion par larespuesta deeila tambien necesita. Sus pecnos ilenos. su hilo I itie per elemplo experimentan' ciuero. al mamar. los vacia.	 
in gran alivio Cuando elpe 

Para el NiAo.Seguridad e Independencia. Para aurores Comaa M. Beran-Brown. 	 Ashley Montagu, John Bowibventre otros. una buena lactancia natural es sumamente vallosa Para el creci 
ionnnotrofnae.


Bostok en 1962. plante6 que debido a larelative estrechez del canal del partobeza del feb humano este nace prematuramente; 	 ,al grosor de la:a­lacion. 0oshumanos 	 es dcr. cue aea deloe humane, 	 pesar del largo periodo de ges­receon nacidos son inmadurosete nace pr matur en varios aspectos lper elemplo. Son incapacess e r. duasPesar el lo so 
 de ges

debcar si siguieran sendo
Decia el:'comoe Sto.er s fetos extrauterinos durante airededoreosexsanter, contacte y proleccaonde atros nueve meses­materna coIsrante!. 
Mantaguy 0. Jelliffe aceptano t g .J lif c p a s a c n i e a iessa consideracon.n
 
Piensan ambin clue 
 para el niho. el amamantamiento Ilecoe tibia ofrecidaParecida aIa situacion ntrauteria y, con afectol es 1o masper tanro, a transc:, menos traumexlea ae feo itrauterine 

Al ser amamantauo, elniro escucha los latidos del corazon de su madre ysentidos, pues lave y laescucha. huele y saborea 
pone en luego sus coco 

su leclie y ouede tocarla y ser :ocato por !lla.Por ello. si una madre 10hace con gusto. alimentar a so peauefio al pechoamor a I0,ida.	 igqnifica i arantizarle su 
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El contacto de viel 2 piel IQue segun Montagul es el 6rgano sensorial mas grande con que conta­mos. juega un papel importante en el futuro desarrollo fisico y emocional del infante. junque estosuele olvidarse en nuestras sociedades tecnol6gicas y orientadas hac:a la m quina. a las que Se 
podria cariticar coma culturas de "no contacto" 

Satisfacci6n Oral y Anal. Entre los nuos alimentados natural y arlificialmente hay varacionesen la satisfaccion de diversas necesidades. En los primeros, la mitigaciin de! hambre se dade ma-
nera casi inmedaa:; hay mas gratficacrn oral. P=es el niro satisface plenamente su necesidad descra cnsi nentesd; hay. asmusorensaciueooanes areso atsaass en eland asiaes so a.succ1n. sin necesdad de cuornes ue presianan el arco dental superior. delando asi POco espa-ms av!s h 

Algunos investigadores sostienen que con la lactzncsa natural la experiencia inicialtambalstn roy con la madre estlen lachactiwdayrsni yu aprendccaletambien ms satisfacrara y esa tiene relac16n can la actividad y el aprendizale. Ia personaldad V a 
adaprac1n. 

Algunas personas temen aue el amamanamienta especialmente si este es prolongado. abstacu. 
lice Ia ndepe;'dencia del ninA. 

Sin embargo. como dice Herbert Ratner, la melor manera de hacer indeoenoiente a un ni'lo, es
dando respuesta a sus necesidades cuando es deDendiente. 

Par ms simbitica que sea la relac16r, de madre e hij, llegara un ro.r into n; ueel mundo del
nioia expandir6 y la madre se convertiri en una parle de este. ya no er s:*-'enrc. Habiendo ellatambien satisfecho su necesdad de afecto, pedro aceptar y alentar ]a tau*;.ini 3eparacion de 5U 
hijo. 

Clara Cue el amamantamiento oar si mismo no garantiza una buena relaci6n madre/hijola). coma[a alimentacian artificial no la impide. Hay lactancias "arrificiales" y lactancias "naturales'" de dife-rente (. iAdad. Sin embargo, la lactancia natural. s es un auxiliar importante en esta relacibn. 

A Manera de Conclusi6n. Todas las ventajas qua se han descrito explican par qub, a pesar delapoyo de la ciencig y de la t6cnica, 100 arios de lactancia artificia: no han podido igualar (mu -cho menos suparar) al uno a quiza dos millon-s de aias de lactancia natural qua las muleres hanbrindado a sus hijos a to largo de la evolucin humana. 

Despu~s de 3 6 4 d6cadas de abandono del amamantamiento, las muieres esthn volviendo a esafarina natural de criar a sus hilos y, versadas desde siempr-e en el arte de enseharse las unas a lasatras. inforran a mas y m~s rnadres sabre las ventalas do Ia lactancra natural. 

Este hecho debonia Ilamar la atenci~n de nuestra saciedlad, altamento tecnificada. oblig~ndola apercibir que fa lecho matema cumple atras funcionos adembs de la alimenticia; es decir, satisfaceella una gran cantidad de necesidades sociopsicobiolbgicas de la familia, ]a madre y. par supuesto.
del nila. 
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Importancia Inmunal6gica do Ia Leche Humana 

por Dra. Isabel Zurbia F/ores Solrera 
El rect~n nacido no tiene defensas suficientes para protegerse a si mismo contra el media altarnen­
te contaminado al Cue Ilega, en comparactin al ambiente estl intrauterino esto debido a la in­madurez rnmunolkgica. Esto se demuestra par la ncidencia de infeccionessignificativa. Se ha observado que los recien nacidos se infectan durante a 

neonatales, la cual es 
mers eses parto a durante los pn­ciencia de algunasde la vida.nmunoglobulinas.par arnba deletc.10%. Un elemplo es la disminuc:6n en la fagocitosis. defi-La proteccbn de recien nacdo. desde el punto de vistainmunologico, esta dada par las anrucuerpas adcouiridos de ta madre par via trasolacentaria y per el 
calotro ylia presencade IgA en dueialeche hurmana roduce proteccion local[a~fatn deo lon en Ia rucosa deltracto gastrointestinal. enac6 prouc loaa eenslnaludydeaEsta demostrada la bala incidencia de infecciones resDaratoras y enterales 
en las nirios alimentados con leche humana. no solo a traves del calostro, sine de la leche m3dura 
ce los primeros meses de vda. Las propiedades protectoras de la leche humana han sido divididasen factores celulares y humorales. y una variedad de comoonentes celulares solubles y agenies
microoianos ue se han identaficado tanto en el calostro coma en a leche madura. 

I. Componen:as Celulares: 

Las celulas que
las epiteliales, en 

se encuentran en la leche humana son: macrofagos. lintocitos, neutrofilos y celu­un total de 4 000mm3. 

La celula predaminante son las macrofagos. ocupando un 90% del total de ls leucocitas. lo cual 
significa 2000 a 3000mm3. Los linfocitos ocupan un 10% del total de las celulas (200 a 300 mmRe ha d:-1-.iostrado que un 50% 

31. 
san linfocitos T y un 34% linfocitos B. 

1. 71,aiorofagos: Estos tienen las mismas funciones que en cualquier teiido humano. EsTo inclu­ye ,,uvimientos ameboideos. produccibn de los componentes del complemento C3 y C4. lisosi­
ma3 y lactoferrina. Otras funciones que tienen algunos macrbfagos de la leche humana son: fago­citosis de latex, adherencia al vidrio, facilita la adherencia eritrocitica de C3b e lgG para la fagoci­tosis. Los bacteciridas son responsables de la inhibici6n de [a mitosis linfocitica. facilita la entradade IgA a la celula, forma celulas gigantes e interactua con los linfocitos. Los macrofagos del ca­lostra son un vehiculo potente para ef transporte de inmunoglobulinas. Los macrbfagos inclusa 
particpan en [a biosintesis y excrecion de lactoperoxidasa y factores de crecimento celular, favo­reciendo el crecimiento del epitelio intestinal y la madurac6n de las enzrmas antestinales produci­das en el borde de cepilla. La movilidad de los macrotagos esta inhibida par el factor inhibidor demigracron de linfokina (MIF).fresco coma La actividad de los macrofagos ha sido demostrada tanto en calostroen cultivos celulares de calostro. 

2. Unfacitos: En la lecho humana y el calostra existen tanto linfocatos B. Coma linfocriis; T.os­tos sinterizan IgA.
 
La acci6n de los linfocitas T en la leche humana aun so encuentra en estudio. se ha sugendo cue
 

pueden sensibilizar e inducir tolerancia inmunogaica 
 a iniciar las reacciones contra huesed. Loslinfocitos ,ueden ser incorporados en los teiidos de succion. proDorcionando inmunizacion ad­quirida de cart tiemo al recien nacido. Se ha examinado la actavidad bactencida de los leucoci­
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tos en laleche y es comparable con !arespuesta leucocitaria en sangre periferica. Se ha estudiadotambien larespuesta tie proliferaci6n ante una antiqeno en calostro y leche humana, y se de-muestra que existe respuesta incluso a aqentes virales como rubeola. citomegalovirus y parotidi-tis. Se ha observado que lainmunidad celjlar para reconocer antigei.as bacterianos se encuentralimitada. comparada con laque existe en sangre perifica. Esto se cree que es debido a una ac-cion intercelular y no a laausencia de factores externos. Por otra parte, se ha observado una reac-ividad en linfocitos T y &unica en laleche, que no se observa en sangre periferica. Los linfocitosson caoaces de responder a lapresencia de Escherichia coli administrada oralmente. 1ocual no su-
cede en forma sistematica en la madre. 

En resuren, los linfocitos diecalostro y laleche humane proveen al recien nacido de beneficios in-
munologicos. Existe una respuesta tanto tie linfocitos B como de linfocitos T, en el tracto intesti­nal, en contra de organismos invasores. Investigaciones soore alergias, enterocolitis necrosante.tuberculosis y meningitis neonatal, demuestren qua axiste una funcion prucectora de a ache 
humaa. 

Duraci6n de laActividad Celular en laLeche Materna: La efectividad del funcionamientocelijlar en laleche humana. depende de lasupervivencia de e,:as celuias en el tracto gastrointe-stinal. Esta demostrado que el pH del estomago puede set hasta de 0.5 pero [a produccioin de HCL 
es minima en los primeros meses dle lavida,asicomo laactividad peptica. Inmediatamente despu-
es del inico de laalimentacii6n.el pH es tie 6.0. regresando a niveles normalesen3 nrs. Las celu­lasde laleche toleran esto. Existen estudios en lns cuales se han encontrado celulas linfoideas in-cactas. ranto en estmago como en intestino. que son capaces de presentar fagocitosis y atra.vesar lamucosa.Cuando laleche humana ha sido aln-acenada, se ha observado que las celulas nocoleran temperartures parerribe de los 63 gradas C. y par abaja de los - 23 yrdos C. y Ia liof ii-

zacion. 
1I. Factares Humoreles: 

Se han encontrado toda clase tie inmunoglobulinas en [a leche humana. Existen ms de 30 com-ponentes que han sido identificados. De &stos, 18 han sido asociadas con proteinas existentes enel suera materno; el resto se ha encontrado exclusivamente en laleche. 

La concentraci6n de inmunaglobulinas se encuentra mucho m~s alta en elcalostro de todas las c,-pecies. Iocual se demuestra en lasiguiente tabla, expresatia en mg pot 100 ml. 

le. dila 600 IgA. 80 IgG, y 125 IgM
2o. dia 260 IgA. 45 IgG, y 65 IgM
3er. dia 200 IgA, 30 IgG, y 58 IgM 
4. die 80 IgA, 16 gG. y 30 gM 

La inmunoglobulina mbs importante que se encuentra en suero humano es IgG, laIgA s6lo consti-
tuye una quinta pane, sin embargo, en laleche humana existe Iocontrario: laIgA es lamas impor­tante. no solo en concentracin. sino tambien en actividad biol6gica. De las inmunoglobulinasIgA. lamas significativa y que es sintetizada en las celulas alveolares tie laglhndula mamaria es la 
IgA secretoria. La IgA constituye el90% tie todas las inmunoglobulinas en elcalostro y laleche. 

EstabiNided do las Inmunoglobulinas: Se ha 6emostraoo que a temperaturas de 62.5 grados Cpot 30 minutos. 1gM se destruye totalm rile. Elcongelamiento a -23 grados C por 4 semanas noaltera fa IgA. La IgA secretoria difiere dr laIgA serica. La IgA secretoria puede ser sintetizada en lamama no lactante, como en lalactante. Es una molcula compacta, resistente a las enzimasproteoliticas del tracto intestinal, como al bajo pH del est6mago. Esta formada tanto en las gl~n­dulas mamarias como los linfocitos de la leche. Los niveles en laleche son dle10 a 100 vecesm~s altos que en el suero. Las inmunoglobulinas dan una protecc16n local en el intestino en con­tra de virus, como poliovirus y bacterias como E. Coli, las cuales infectan a lamucosa y entran al 
cuerpo huniano pot este medio. 

III. Diferentes Factores do Protecci6n: 

Factor Bifidus. Se ha demostrado que laflora intestinal en el recien nacido alimentado al seno
matarno, esca constituide principalmente pot la bacteria bifida. Esta imDide colo 
izacci6n de ntesti­
0nopot otras bacterias; ademas, tiene una altaresistencia a los cambios fisicos. resiste Jun cuannro
 

la aeche humanae s congalada. hervida y almacenada 
 par tras mesas.
 
Factor d- resistencia. La leche humana protege al 
 ecien nacido en cor *ra de infecco.ies Pstafi­lococicas, esto se debe a lapresencia en laleche humana de un factor de res,tencia, descrito -­o
 
ma no dializable, lermoestable y pare de los acidos grasos libres. 

Lisozima. La leche humana contiene un factor antimicrobiano, inesoecifico. Ilamado lisozima. :a
cual es termoestable y acidoestable. Est3 ha sido encontrada en grandes concentraciones en lasheces dieidios alimentados al seno materno y tiene una influencia imoortante sobre ]aflora,Pi(recta ntestinal. La lisozima es bacteriostatca en contra cle las encerobacterias y bacterias grdri 
positivas 

Lactoferrina. Esta es una proteina ligada al hierro, que tene un fuerte efecto bacteriostatico so­
bre estafilococo y E. Coli, aparentemente privandc, a estos de hierro. La concentrac16n de lactafe­rrina
es alca en el calostro y luego progresivamente disminuye hasta los 5 meses da lalactancia Se
ha demostrado con lactoferrina insaturada, lainhibici6n de!crecimsento. inclusu de r. albicans Lalactoferrina, tanto como lalizosima son estables y resisten adecuadamerte elpH del estomago. 

Interferon. En cultivos de celulas de calostro se ha demostrado que estas, al ser es:.;muladas. se­cretan una substancia parecida alinte-feron, con una actividad antiviralpor arriba de 150 NIH uni­
daies pot ml.
 
Complemento C3 y C4. comDonentes del complemento q,.e facilitan lafusion die
anticuerpos a
labacteria, se encuentranen balas concentracmones en el calostro. Cuando se activa C3 tiene o)ro­pie aldes opsonicas. anafilcticas y quimitotccticas y es imporzante para a lisisde labacteria fusin­

nada pot anticuerpos especificos. 

Proce ligeadora tie 812. Esa uenoec e en grecnenteci en macamo y hacesde nijas elimentedos al sano materna. e impida al crecimianco te E. Ccli y bacrotes 
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IV. Eviencia do laEfectividad do [a Leche Humana pare Controlar las Infecciones: 

Infecciones bacterianas: La IgA do !a leche humana tiene una actividad antitoxina en contra deE. Coli y Vibrio cholerace, previniendo asi ladiarrea. Tambien ha sida demostrada laprotecc16npara lainfeccion par salmonella. La E.Coli aislada en cultivos do heces en niiios alimentados al se-no materno es diferente a los niios 31imentados con f6rmula, ya que esta tiene mayor sensibilidad 
a los efectos bactericidas del suero humano; esto apova :.teorla de qua laleche humana favorece
laproliferacton de mutantes con virulencia disminuida. 

Infecci6n viral: La leche humana contiene anticuerpos en contra de poliovirus, coxachisvirus,echovirus. influenza. reovirus y rhinovirus. A algunos especinen6s de calostro humano se les hademostrado actividad en contra del virus respiratorio sincicial. 

V. Propiedades Protectoras Albrgicas: 

Esto se encuentra aun en discusi6n, ya qua es muy diflcil de identificar laesDecificidad de protec-c1on en contra de las alergias; sin embargo, existen medios indirectos para demcstrar esio. Se sa-be que para lainmadurez del tracto gastrointestinal del reci~n nacido.este tiene una alia permeabili-dad que a las macromol~culas y que los anticuerpos secretorios producidos en el intestine seretrasan de tres semanas hasta tres meses de edad; entonces, en estos casos los niios alimentadosal seno materno adquiereri protenas de leche humana que son especificas pa-a el nifio humano.En esta forma indirecta tambi~n se observa que los nirlos alimentados con leche de vaca inician [aproducci6n de anticuerpos a los 18 dias. aumentando asi laincidencia de [a alergia a liproteina
de lale cne de vaca al I%. La alimentaci6n con leche de vaca se ha asociado a gastroente:opatias.dermatitis at6picas, rinitis. enfermedad pulmonar cronica, esosinofilia, ,alla para aumentar de 
peso y muerte sibita, incluso. 

Contraindicaciones 

parDr. Horaclo Reyes Vjz,uez
Las contral, dicaciones son muy escasas; m-s bien por falta de un conocsrt,:gnto adecuado se Ilegaa latoma de decision do suspender laalimentaci6n que se constituye coma laoptima. el seno ma­terno. A continuaci6n se hablara de los padecimientos que si constituyen una contrandicac16n 
formal para su use. 

A. Cancer de M,ama.
 

La madre en quien se ha establecidc ol diagn6stico de cincer de mama no debe alimen(ar a su be­be. pues requiere el inicioinmediato de tratamiiento. par 10que laalimentacin debe susoenderse. 
Pues adems.s aiin existe un punto que se encuentra en controversia yque es laP"ticipaci6n de laprolactina en el desarrollo del tumor. C-so diferente loconstituye lamadre en quien se ha deteca­
do una ttjmoracion en mama, a quienlocal. -n se le puede practicar una biopsia de ia lesion con anestesaque esto amerite el suspender laalimentac6n al bebe.do deber Una vez que se tenga el resultaIor iarse ladecision mas adecuada. Otra punto que genera discusi6n es el hecho de que1-alimentaci6n al seno materno favorece laaparici6n del cancer de mama. siendo esto in argu­mento infundado. Esto basicamente ha sido pronunciado en madres primerizas, en edades entrelos 30 y 35 aiios; sin embargo, se conoce ahora que el cancer de mama no tiene ninguna relacion con laalimentac6n al seno materro, par Ioque no se justifica que lamadre en este rango de edad.evite dar este tipa de aliment3ci6n. Al contrario, hay estudios qua demuestran que el amamanta.miento par nas de seis moses protego a las madres contra of cincer de mama. 

B. Infecci6n par Citomnealovirus.
 
Elcitomeggalovirus ha sido identificado on la
leche humaia do madres quo son portadoras de anti­cuerpos contra este virus. La incidencia varfa segn oftie-npo de administraci6n, pues lapresenciadel viruses rnMa com~n en muestras obtenidas una semana despu~s del nacimiento (50%), que enmuestras obtenidas dentro de laprimera semana (11%). Ademas en citomegalovirus, coma suce­da con otros miembros de lafamilia de los herpes virus persiste en elorganis-no par tiempos inde­finidos y quo su presencia puede ser exacerbada par diversos factores, tales coma los cambioshormonales qua se dan en el posparto. 

C. Infecci6n par Rubeola.
 

Resulta clara qua las madres qua desarrollan rubeola al momento de estar lactando,a 
 bien las ma­dres quo son inmunizadas, eliminan el virus par laleche. Sin embargo, no se han encontrado mani­festaciones clinicas de rubeolaen el nifio, par Ioque investigaciones futuras deberan de poner enclara si existe alguna contraindicac16n de alimentar al seno cuando exista rubeola. pues con los
datas actuales esto no sucede. 
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D. Herpes Simple. 

El herpes virus ripo I es miy rare que se encuenlre en In leche humana sin dar mas manifestacio-
nes. par lo que en case de que el herpes se encuentre a nivel de ircola o pezon. Seria la unicacontraindicacion de alimentar al seno. Si la madre no presenta lesiones a este nivel, puede alimen-
tar a su bebe. 

E. Virus de la Inmunadeficiencia Humana. 
El SIDA neonatal tiene como una de sus probables fuentes de ingreso al senamatt mo, sin quees-
ta ruta sea la mas comun. Sin embargo, cuirno una madre considerada como infectada par elVIH y el usa efectiva de otros medias de aporte de leche no esten disponibles, la mAdre deber~tcontinuar alimentando al seno, existiendo coma opci6n la pasteurizaci6n de la leche humana par30 minutes a 56 GC para eliminar el virus de la leche. 
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Control Prenatal 

par Dra. Emma Lopez Marroqwn 
er a E a o e ar u

Nutrjcibn: 

Durante el embarazo los cambios hormonales y el continua crectmiento del ser en gestacion, con­dicionan el incremento en los recuerimientos nutricionales, debido al mayor gasto energetco con 

respecto a condiciones normales. No es necesario que una muier embarazada se someta a un re­gimen dietetico especial. sino que ingiera un POcO mas de alimento que el acosrumbrado y soretodo que sea de calidad, para Io cual es indispensable que haga tres comidas al dia de alimentosnuritivos y variados, incluyendo en cada uno de ellos frutas. verduras, cereales, proteinas anima­les Y licteos: esto permite que todos los nutrientes se encuentren disoonibles en el organismo enel momento necesario. Es conveniente que [a muler embarazada tomp una suticiente cantidad deliquidos nutritvos (lIcteoso jugos de frutasi. que tomementos que ademas de que proPorcionen energia. una o dos racit(nes a 10 largo del dia de ai­das al vapor. lacteos (leche, queso. yogurt) sean nutritivos como.frutas naturales o secas o .- rduras crudas a coci.cereales integrales.
 
Debe evitarse la ingesti6n exagerada de caf, 
 1: o alcohol. asi coma alimentos enlatados. conqela­
dos 0 bebidas embotelladas. 

Examen do los Senos: 

Las mamas sufren una serie de cambios durante el emoarazo, en preDaraclon 'a :actancia.Dara
Como son: aumento de tamairo, aumento de consistencia, aumento de la vascuiaridad superficial
hiperpigmentacion de la areola. Un cuidadoso examen de las mamas. debe ser realizado en toda
muler embarazada durante su control prenatal. Inicialmente se explore la textura v elasticidad de lapiel. que tiene por objeto predecir y prevenir problemas de congestion mamara antes del patio. 
que se asocian con frecuencia a una piel sin elast7cidad. 

El examen de la areola y del pez6n y no dejar pasar pequerios defectos cue puedan condicinrarproblemas para iniciar y/o continuar la lactanciason igualmente importantes. Para realiar el reconocimierto, se hace presion sobre la areola intentando hacer protruir la misma colocando elpezOn entre el dedo indice y el pulgar; el pez6n normal sobresale de s'i base. el piano no sob;esale de los bordes de la areola y el invertirlo se interna completamente en la areola. Estos dos ulti. 
mos son anormales. 

Preparaci6n do los Senos y Pezones: 

La etapa prenatal es la ideal para detectar problemas y solucionarlos: ademas debefutura madre nstruirse a laacerca de la manera correcta de realizar una serie de eercicios oreoaratorios, curoObletivo primordial es el le que se acostumbre y familiarice con el manejo de sus peCeos antes 
del inicio de la lactancia. 
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El bafio debe ser como de costumbre, utilizando una cantidad minima a no utilizar jabones directa-
mente ;obre los pezones. Algunos autores recomiendan una friccion suave sabre la areola. perono con mucha frecuencia ya que esta Podria ocasionar que se quitaran los lubricantes naturales t6-picos proaucidos par las glndulas de Montgomery; par lo tanto est~n contraindicados los jabonesy sustancias quimicas topicas. La exposicion de los pezones, al aire y a la luz solar tambien favore-ce la preparacion de ellos. 

Lo casos de pezon piano a invertido, pueden corregirse con una serie de ejercicios que reciben el 
nombre de Tecnica de Hoffman, que consisten en colocar los dedos indices de ambas manos aca-
da lado del pezon y estirar suavemente los dedos alejindolos do este. Puede repetirse el movi­nmiento cambiando de posici6n los dedos par encima y par debajo del pezon, estirando con suavi-
dad nuevamente. La intenci6n de estos ejercicios es melorar la resouesta de protrusi6n del pezonal estimulo. Otra forma para mejorar las condiciones del pezon, es par media de la utilizacion de 
los formadores de pezon. Estan hechos de un material pl.stico y constan de dos elementos: el pri-
mero es un disco conico con una abertura al centro.por la cual se introduce el pezon. El segundo
tiene lorma de media esfera y se coloca sabre el misma.entre el brassiere y el pecho. 

La funci6n de los formadores de pezon, consiste en ejercer una presion suave pero firme en la 
areola pa.a Lograr que el pezan sobresalga. Pueden usarse al principio durante periodos cortos detiempo, pudiendo Ilegar a usarse de 8 a 10 horas diaras. El resultado de su uso constante es muy
satisfactorio. 
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Estancia en el Hospital 

por Dra. Emma Lodez Marroquin 

Amamantando en la Sala de Partos: Una de las primeras acciones que Ilevan a cabo los mami­feros.despues del nacimiento de sus cnas, es el amamantamiento. Este estiniulo desencadeena laliberacion de hormonas que favorecen procesos fisiologicos y.en los humanos. la presertacion deeventos de indole psicologica; par lo tanto, es conveniente iniciar esta relacian inmeaiatamentedespueS del pana. La que traera consigo una serie do ventalas, coma son: 

1) Facilitar el alumbramiento.
 

2) FaciLitar la involuci6n uterir.z. y evitar asi las hemorragias.
 

3) Si par pane del bebe existiera broncoaspirac16n. el calostro no causa irritacion de las vas resar­
ratorias. 

4) La depres16n posparto se hace menos evidente.
 

5) Favorece el acercamieto madre-hijo.
 

6) Reduce el periodo de hospitalizac16n y los gastos intra a extra hospitalaros en formulas y bibe­rones. 

Desde Las primeras horas que Lamadre pasa en el hospital, necesita recibir el apovo par pane delpersonal de salud. para solucionar cualauier problema que se rresente, par 10 que debern Ilevarse 
a caDo acciones encaminadas a: 

- Facilitar a la madre amarnantar en una posicion comoda. sin impedimentos ureglas. 

- Enseiar la forina 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 posiciorando al bebe frente a frente con siJ 
madre. 

- Enseriar las diferentes posiciones para amamantar. 

- Alentarla a alimentar al bebe cada vez que el lo solicite. 

- Informar que no deben usarse irritantes a jabones al asear os pezones. 

- Prohibir que le sea administrado al bebe en forma complementana agua. f6rmula, te. 

Diagn6stico do Problemas: Todas estas acciones van encamirradas j la prevenc1n de una ser"? 
de problernas que ocurren con frecu-.ncia durante la lactancia y qlJe.por falta e r.onocimientos.r(rreciben l tratamiento adecuado. 
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Congest16n: I0 meor para evitar la congesti6n momaria es la prevenci6n, lo cual so logra can el 
amamantamiento temprano. Debido a que ocasiona obliteracion del pezon. hay imposibilidad por 
parte del bebe para obtener leche al succionar condicionando frustracin y Ilanto continuo. El Ira-
tamento consisie en: 

1) 	 Someter a un masaie a rode ia mama, de preferencia por cuadrantes, en forrna centripeta.pr 

2) 	 Calor local con compresas y posteriormente sumergir las mamas en un recipiente con agua ca ­
lienie. con el cuerpo inclinado al frente. 

3) 	 Extraer en forma manual la leche. 

4) 	 Amamantar con mAs frecuencia. 

Pezones Dolorosos: La delicada piel de los pezones se ve subitamente sometida a la presin que 
ejerce el bebe al succionar. Ic qua al principia solo ocasiona dolor y evolucion hasta fisuras de 
diferentes tama.5os, conocidas con el hombre de "grietas". La prevencion deb~e hacerse con laprenarac16n desde el embarazo. El tratamiento consiste en: 

1) 	Amamantar con frecuencia. 

2) 	 Iniciar con el pezon menos adolorido para qua el mas afectado sea sometido a una menor fu3r­za de succin. 

3) 	 Desensibilizar el pezn previoi :, oG.-relo a[ nito con la aplicacin local de hielo, 

4) 	 Asolear los pezones y/o splicer aire caliente con una secadore de pelo (cuidando no quemar 
los pezones)p 

5) 	 Se puede usar lanolina pura sabre al pez6n a extraer un poco do leche y aplicarla sabre las le-siones. 

6) 	 Exponer los pezones al airs. 

Pezones Pianos a invertldos: an of capitulo anterior se describi6 la forma de reconocer los pe­
zones pianos a inverridos de los normales y Ia manera de corregirlos antes del parto. Si despubs 
de aste persisten estos problemas, debe ser aplicado un programa do ejerdicios a indicar el uso de 
los formadores de pezon (bubus) qua par la presi6n negativa qua ejercen, hacen protruir el pezon. 

Reflejo d "Bajsda": cuando el pez6n es estimulado, los receptores localizados en 6l y la areo-
la transmiten estimulos nervioss a la hipofisis para producir prolactina, qua induce la secrecibn de 
ieche an la mama y oxitocina, la cual estimula las c~lulas mioepiteliales para qua se lve a cabo la 
expulsinn de la leche. 

El reflejo de balada, as decir, la expulsi6n do Ia leche, puede set inhibido par diferentes situaciones 
como en muieres inseguras quo no han recibido preparacibn durante el embarazo a en quienes ,x­
periencias desagradables relacionadas cin el amamantamiento do hijos previos influyen en inhibir 
at reflejo de expulsibn. a muieres demasiado aprehensivas. 
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Amamantamiento en Casa 

par Dro. Isabel Zurbia F/ores Soireroe.IalZub FosSlto 
Frecuencia do Amamantamiento: estando la madre con el reci~n nacido en casa. la frecuencia 

de amamantamiento debe ser a libre demanda. es decir, sin horarios y cuando el niio Io pida. En
realidad los primeros dias las tetadas seran muy frecuentes, mas a menos cada hora u hora v me­dia. miantras se establece una produccion adecuada de leche, sin olvidar que en cuanto a mayor 
succion-mayor produccion. Los niuos que so alimentan al pecho siguen un lapso de dos a tres ho­
ras ms a menos, desde el comenzo de una alimentacion a la otra, ya que la leche materna se di­
giere mucho mis rapido y f~cilmente que las leches artificiales. Cada niho presenta un patron dis­
tinto de alimentacibn, algunos prefieren comer poco y seguido, y otros prefieren tomas mas largas 

Y espaciadas. La lactancia nocturna avuda a mantener el suministro de leche materna. Muchos ni-
Aos necesitaran por Io menos una tetada nocturna por 5 a 6 meses o mas. 
Descanso Adecuado: el establecimiento de la lactancia toma algoin tiempo, al principio el nhifo 
requenra de murhas atenciones y cuidados. aun por la noche. Si el niho amamanta por 'as 
noches, ella puede recostarse en el dia con su hijo y dormir un rato. a bien. buscar un momento 
del dia para recoorar el suero perdido durante la noche. 

Senos Adoloridlos: esto existscuando hay pitora olienura de los pechos;esto sucede con ma. 
yor frecuencia durante la estancia hospitalaria en el periodo inmediato al pano. La explicacion de 
esto as qua existe un aumento del torrente sanguineo y ]a cantidad de hormonas. aumentandoasi la produccibn de la leche. La madre siente sus pechos duros, congestina dos y esto le provoca 
dolor. El pezon. al aparecer la pl~tora. tiende a desaparecer en la areola. En consecuencia. el ni~o 
tendrb dificultades para prenderse al pecho y mamar. El tratamiento consiste en sumergir los se ­nos en agua caliente. hacienda masajes colocando la mano abierta en la parte superior del seno. 

tran od ida ranc l hearpitiendo el ejercicio masajeando toda el area del pecho.Otra medida s extraer un poco de leche prmedia de la t~cnica de Marne, queconsiste n pn­er la mano en forma de C con el pulgar hacia arriba, rodeando toda la areola. presionando hacia . 
atras a impulsando hacia el frente posteriormente para obtener una buena expulsion de la leche. 

Aplicar palios calientes an el pecho y amamantar al nio con frecuencia son otras soluciones. 

Mastitls: esta se refiere a la presencia de infeccibn en el pecho: puede estar dado par un conduc­
to tapado qua no fue tratado adecuadamente; una grieta como puerta de entrada a estafilococos v 
otros organismos patbgenos. Los sintomas son parecidos a un restriado comun con fiebre y ata­
qua al estado general. El Area infectada presenta calor, rubor, tumefacc6n y dolor al tacto. Los ve­
riodos en los cuales hay una mayor ocurrencia de infecciones de pecho son: 

- Posparto mediato. La mujer puede estar muy cansada y sus pechos pueden no estar vaciando­
se n forma adecuada. 

-	 Cuando existe un destete rbpido. 

-	 Cuando la madre se encuentra agotada par exceso de trabajo. 
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Cudndo Iamdure esja )muy tensa nerviosa. 

Ciando amamanta albebe con horarto 1gdo. 

uandoUna 


- Cuando amarnanta con irre.g~iraridad.amnto: dnanga n erad p de c n erdmen 

Tratamiento: de ninguna manera Iapresencia dlemastitis contraiclica seguir amamantando,

Se debera usar antib6tico, oxaclinas en este caso, va que el germen mas frecuente son estafilo-
cos. a dosis adecuada. con p:evia :.oma de cultivo de ialeche. pezon del lado afectatio, asi como
de a boca del niio. Uso de pafios humedecidos en agua caliente antes y durane las tetadas v 
guardar reposo. 

Una iniecci6n como a mastitisno tratada a tiempo. puede prcgre:;ar 3 una complicaci6n mas seria. 
oma es el at-cesc. Este generalmente requiere de una intervencion currurgica para su drenale v 

aftijioticos C:iando existe absceso se recomienda no amamantar de ese lado al nifo, pero conti­nuar w'avendose la feche. m entras se resuelve el proceso agudo. 

Se puede imamantar a las 24 hrs. despues de Iacirugia. 

con mucha me,*os frecuencia en el nifinn 
,:ontan rapida ue existe entre respiraci6n y deqluci6n. en ocasiones hacen tragar al nio aire; es-

Colicos: se Dresentan amamantado. ya que Ia coordina-

:isbrr)WijaS Liedire octsionan dolor cuando pasan al intestino. de ahi lainsistencia de hacer !ric 
tatalnif, despucs de carda tetada. Cuat'do existe colico. [a soluci6n es poner al niho boca abalo 
scure el brazo de 'a madre v hacerle masales 2n el vienire con Iamano. Otra solucon es acostar
boca zibato sobre una franela caiente recien planchada. En ocasiones el c6lic} es ocasionado por
alo que Ia madre come, siendo ei primer alimento causante de c,lico en el bebe. Ia leche de vat3 
que Ia madre ingiere. El hoevo, chocolate, frijol. citricos, son tambien posibles causantes de colico 
en el bebe. La soluc16~n es que Iamadre retire de su Ovaer el alimento erausante dle colico Vvuelva acomerlo despues de un mes. teniendo en observac16n a su bebe. 

Introducci6n de S6lidos: Ia leche materna es suficiente por si sola para Ia mavoria de las infan-
tes hasta Ia miad del primer ahio. En algunos casos podria un nino necesitar alimantos solidcos alre­dedor del 4 o. o 5o.mes. El proposito de los alimentos s0lidos es el de complementar Ia leche ma-
terna y de asegurarse que el niA( siga obteniendo energia. proteina y otros nutrimentos sulficientes 
para crecer normalmente. Es importante que ademas se caninre Ia alimentacion al pecho. entreotras razones, porque sigue proveyendo cantidades utiles de energia y de proteina de altacalidad. 
La introduccion de solid(os tambien va de acuerdo almomento de madurez intestinal. con ade-
cuada secrecion de enzimas pancreaticas y seleccion adecuada de Iaabsorc16n de difejentes 
proteinas. previnitndo asilas alergias por sensibilizacion producida par proteinas de alto peso mo­lecular: esta madurez se va niciando a parir del 4o. mes de vida. Otra forma inditrecta de saber el 
momento de dar solidos en cada caso. es cuando el nino repentinamente pide mamar con mucho 
mas frecuencia Pue antes y que coincide con el momento en que ya puede morder a que empreza 
a querer tomar con Ia mann las obletos y llevarselos a Ia boca. 
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en Ia Hu manapar Reves 

uor OruHoraio Reyes Vrzquez
 

causa comun de consulta en madres que lctan es a ingesta de medicamenros v su posible 

repaercusi n en 'elf~o. e smado a nue durante el embarazo Y Ialactancra las madres co.is:i.habitualmente entre 5 y 8 medicamentcs. establece [a necesidad ce tener ountos de referen­
c.a ara eslaolecer tn criterio en su adn.. istraci6n.
 
Exsten diversos factores que permiten que tinmedicamrnro aoarezca en Ia leche materna:
 

1.- Qifusion pasiva. - Factor ms importante.
 
2.- Falta de union a proteinas.
 

3.-- Medicamentosno(} iornizados.4. -- Balc Pest; molecular (monos de 2.00 moI.).
5. - Calostro. 

Los medicamentos aparecen en a ieche materna en cifras menores 31 70de a0lue a ma lre ­

goer.idcpendientemente del volumen consumido pot elbebe.
 

Otro punto que es importante para los medicamentos en Ia leche numana.es a capacidantdel lac 

tante para destoxificar y excrerar el larmacn:
 
Al.- Eisten
 

niedicamentos Pue Pasan .:ncant daids inimas nero .l tn, In e a It -i h ! 
eliminar. por Iaque este se acurnula. 

B) -Existen medicamenros lue son hepatoroxicos iaceoaminofen) por Ia lue ood,-an contrarntli
 
car su adrninistracion en el rrscien nacidO,sin embargo, por tener caminOs atteinos tie rnetaDor
 
lismo se puf'den adm'nistrar.
 

C-Otros medicamenios comoien.po su un16n con proteinas.sulfas. acido salicilicol con Ia bi­lirrubina. por Ioqu. pueaen ocasonar en pacientes de alto riesgo Kernictertis Su uso en s-.

e grupa de pacientes se cantraindica. 

D-La prematurez casiona inmadurez de sistemas enzimaticos v dismmnUcion en Jos nivees ,e
proteinas. 

El. -La lilosolubiidad de un medicamento no onizado favorece su enirada a iraves de membranas 
celulares y en c nsecuencia a Ia leche as como su Concentrac16n en el .:omoonente grJso '.1tIa leche. 

R -Ciertos medicamentos aoarecen en Ia leche materna en mininlas cantidarles.pet no hdv 'uP 
olvidar lue Ia madre Produce 60 ml. de leche Dor hora y por o tanio el bebe utiette -cansurr 
altas concentraciones del farmaco. 
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Existen algunas preguntas que debemos plantearnos pars ia selecci6n de los medicamentos que
permiten establecer cuales son los riesgos y cuales son los beneficios en Ia toma de decision: 

1). - 4 El medicamento que se va a admnistrar puede ser dado al niiio en caso de que este lo ne-
cesitara ? cstrClindamicina 

2). - E'Este algtn riesgo con el medicamento si se administra a b be? 
3). -- ZEl beneficio por los rnedicamentos es mayor al riesgo? 

4). - 4l e o uo sesar elbe i 	 medicamentoasmyrareso? 
4). - Cual es el tiempo qua sa va adrninistrar el medicamento? 

5).- eCul es af riesgo de sensibilizaci6n que puede presentar el niflo a Ia droga? 

Una vez que hemos tornado Ia decision de administrar un medicamento a Ia madre que esta lac­
tando.existen algunos puntos que debemos de recorder pare tratar de minimizer los posibles efec-
tos secundarios: 

+ No utilizar medicamentos de large accion. pues at bebe le dificulta en mayor escala el elimN­
narlo. 

+ Pedir a Ia madre que tome af medicamento inmediatamente despues de alimentar a su nio, 
pare tratar de lograr que comience Ia eliminac16n del fbrmaco antes de Ia siguiente torna de 
leche. 

+ Vigilancia estricta en el niio pare detectar cualquier signo o sintoma anormal. 

+ Elegir el medicamento que alcance los niveles mbs bajos en Ia leche materna. 

A co tinuaci6n se hace menci6n de medicamentos comunes en los que so encuentra contraindi­
caci6n pars su uso en Ia lactancia o bien aquellos medicamentos en los que debemos tener vigilan-
cia especial. 

Medicamento: Sugerencla: 


Aspirins La madre debe increi.-entar Ia ingesta do Vitamina C. 


Indometacina 	 Puede ocasionar crisis convulsivas y es nefrot6xica. 

Pentazocina 	 Contraindicada en el periodo neonatal. 

Primidona 	 Contraindicada. 

Antihisiaminicos 	 Evitar las presentaciones de larga acci6n, cuando esthn combine­
dos a descongestivos. disrninuyen Ia producci6n do leche. 
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Medicamento: 

Clorafenicol 

Eitrmicina 

Eritromicina 

Metronidazol 

Pirimetamina 

Estreptamicina 

Sulfonamidas 

Tetraciclinas 

Trimretropin 

Sulfamtoxso 

Atropinz 

Ergotamina 

Ploma 
Pradnisona 

Tolbutamina 

Diazepam 

Inhibidores do 

manoaminoxidasa 

Nicotina 

Vacuna de varicela 

Sugerencia:
 

Contraindicado.
 

Precauci6n extrema. 
Ev i n axtrmer 

Evitarse en el primer rnes de vida por of riesgo dle ictericia.
 

Contraindicada cuando el nir)o es menor de 6 meses.
 

Cantraindicada on nirias menores do 6 mnesas.
 

No debe sor dada par m~s da 2 semnanas.
 

Evitarse en el primer mes de vida.
 

No dabe administrarse par rnas da 10 dies.
 

Nitos con riesgo potencial de Kemicterus debede evitarse.
 

Inhibe Ia lactancia. 

El tratamiento no debe exceder los 6 mg.
 

Contreindicado. si Ia madre vone nivalas sricos da 40 microgr.

Utilizar par tiernpo corto. 

Contraindicada en Ia lactancia.
 

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

Inhibo Ia lactancia.
 

Inhibe el reflejo de baiada.
 

Contraindicada si ol nilio es menor de un ailo.
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Lactancia Inducida y Reiniciacion de la Lactancia 

por Dra. Emma Lopez Marroqun 

Estos no son conceotos nuevos. sino que son bien conocidos en la histona de diferentes culturas. 

La morivaci n inicial tue lade tratar de alimentar a algun niho cuva macdre failecia. obligacion Clue 
era tomada par alguna amiga a familiar de ella. pues no se contaba con osra alternativa: a blen. en 
casos de guerra a desastre. con el obleto de proporcionar alimento a los niros desprotegidos. 

El termino Lactancia Inducida se refiere al proceso por media del cual una muler Clue nunca ha 

amamantado a incluso clue nunca ha estado embarazada, sea estimulada y produzca secrecion Ilc­

tea y laRelactaci6n amplica procedimientos par medio de los cuales una muler que tuvo hijos y 
Clue por alguna razon no amamanto a Iohizo pero lo suspendi6. sea estimulada para oue vuelva a 
producir leche, porqlue desea voiver aamamantar, 

es
En los paises ndustriahzados. elprincipal interes de madres oue desean una lactancia inucida. 
par amamantar a un hijo adoptivo. va clue si no pudieron concebirlo. por Iomenos tenen lasats-

facci6n de brinoarle las ventajas de su leche yalimentarlos exrauterlnamente con su cuerpo. 

El tratamiento que debe brindarse a una madre quo acude con un medico manifestando su deseo
 

par ser sometida a un regimen de lactancia inducida. debe incluir no solo elaspecto fisio!6gico quo
 

debera ser Ilevado a cabo con mucha disciplina. sino elaDoyo psicol6gico por medio de material 
ex­

de lectura apropiado y 'erapja estimuladora en lacual se hable con ia madre v elpadre v se les 
paciencia Vdedicaci6n. ypliclue clue larelactac16n si es posible. pero que se necesita de mucna 

una produccion de 
Que siguiendo las instrucciones con discDlinasi se establece lalactancia con 


leche quo satisfaga completamente al bebe.
 

forma sistematica. 
Desde e1punto de visza fisiol6gico, se sugiere quo lamuler deberA iniciar en 

con expreston manualde ambas mamas,asi como laestin jlacionde los pezonesdurante por 1ome­

nos dos meses antes de laIlegada del bebe. si es quo eltiemDo Iopermite. Pueden ser utilizadas 

bombas de extracci6n. ya sea manuales a elfctricas, pero se sugiere quo sea Ilevada a cabo laex­

pres16n manual de preferencia. El horario para Ilevar a cabo esta actividad debe ser escogido par la 

madre. pero ser Ilevado on forma disciplinada para obtener melores resultados. De esta manera. se 

espera quo lasecrecion lactea se nicie entre una a sets semanas despues: cuando no ha habido 
a succi6n del bebe. la secrecion lActea apare­

tiempo suficente para ]a preparac16n y se inicia con 

ce una o0os semanas desoues.
 

suficiente para nutrir a un bebe en los primeros me-
Debido a quo lacantidad de secrc1on no ser~i 

uso de bibe­
ses de lavida. sera necesario complementar laalimentaci6n; se recomienda evitar et 

rones que podrian confundir at bebe con el pezon y delar de succionar de ste. por Ioque se ha OD­

tado par utilizar taza entrenadora a go:ero, aunque iomAs practico quo at mismo tiempo ayuda a 

laestimulacton del pezon es lautilizaci6n de un reservorio de f6rmula que tiene un tuoo de drena­

je:este reservorio se cuelga invertido al cueilo de lamadre y eltubo de drenaie Ilega hasta elpe­

zon. proporcionando alimento cuando elbebe succiona, at mismo tiempo quo estimula elpezon 

de su madre adoptiva. 
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Se ha descrito n estos casos eluso complementario de medicamentos que en forma colateral ele­

van laproduccion do prolactina, inhibtendo los factores inhibidores de prolactina como.lo es la 

Clorpromazina a razon de 25 a 100 mg. tres veces al dia, durante 10 dlas. con Ioque se refuerza el 

atamiento de laestimulacin local. 

n los casos do Relactaci6n, es mucho mas f~cil el establecimiento do una lactancia exitosa. ye 
ue se cuenta no s6lo con [a "disposici6n ffsica" por Ilamarlo asi. al refenrnos al hecho de quo esas 
lamas ya han producido leche con anterioridad. sino tambibn a ta predisposicion psicol6gica. 
ues si esa mujer ogrocon 6xito amamantar a uno a mAs hijos. on esia ocas16n estard dispuesta a 

ometerse al tratamiento. 

a mas importante as laestimulaci6n, que puede iniciarse con anticipaci6n o establecerse con la 
uccion del beb,.conluntamente con e1complemento con un reservorio (Lact-Aid); laproducci6n 
enicia en aproximadamente tres dfas y alcanza volimenes satisfactorios alcabo de una semana.-


nesos casos se puede reforzar con lautilizaci6n de drogas, como laMetoctopramida. a razon de 
0 mg. tresveces aldfa. par 10 dias. 
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Funci6n Reproductora Durante la Lactancia 

par Dr. Armando Montafio Uzcanga 
Se conoce, desde hace mucho tiempo, que la lactancia par si sola es un importante factor que li-mita la fertilidad en aquellas mujeres que amamantan a sus hijos par iempo prolongado. 
En los meses que siguen al parto, la secreci6n de gonadotropinas es aciclicacon una inversi6n en 

la proporci6n do la hormona estimulante del foliculo IFSH) en relaci6n con la hormona luteinizante(LH); par otra pane. el ovario, por mecanismos no totalmente dilucidados, es menos sensible alastimula ganadotr6pica y una respuesta inadcuada del avaria hace qua se praduzca anavulaci6n 
y amenarrea durante a lactancia. 

Aunque existen diferencias individuales. asi come, entre los diversos ns~cleos de poblaci6n y entrelas zonas rurales a urbanas, en las mujeres que lactan plenamente la amenarrea postparto se pro-longa par espacio e cho a doce meses: par el contrario, las que no lactan a Io hacen par un car-to tiampa. la funci6n menstrualIay avulacidn so reanudla dentra do os dos a cuatro mesas qua si-
guen al t~rmino do la gastacidn. 
En esta forina, los espacios intergenrsicos a intergestacionales son cinco a diez meses m s pro-longados en las mujeres que amamantan a sus reci~n nacidos. 

Matodos Anticonceptivos y Lactancia. La eficacia anticanceativa de la lactancia es contra -vertida y depende basicamente de que &stasea total, con tetadas frecuentes (10 a 12 en 24 horas). 
que persistan las tetadas nocturnas, que [a ablactaci6n sea tardia y que el beb6 no succione enpan. chu-

Se puede explicar el efecto anticonceptivo do la lactancia par el estfmulo nervioso del pez6n que alIlegar al SNC. activan la secreci6n do beta-endorfinas y suprinmen la de gonadotropina hipotalami-
ca, par Io que la secreci6n de hormona luteinizante es menor y no so produce la ovlaci6n, 

Sin embargo, su eficacia como anticonceptivo es significativamente menor qua los m6todos ac­tu.les que se utilizan con este prop6sito. Una de las razones por las cuales una mujer qte estaamamantando deja de lactar es un nuevo embarazo; de ahl que en la mayoria de los casos resultenecesario proporcionarie una protecci6n anticonceptiva adicional, la que deber6 iniciarse de tres a3eis meses despu6s del parto, si [a mujer aun se encuentra en amenorrea, a bien, inmediatamente 
despuds de que se reanude la funcion menstrual. 

En estas condiciones. la anticoncepci6n puede desempeiiar un papel importante en la prolonga­ci6n de la lactancia, con la consecuente protecci6,i al reci n nacido. Debe tenerse presente, sinembargo, que los mtodos anticonceptivos que se utilicen con este objeto, deben sEleccionarsaadecuadamente, tanto par su eficacia en la prevenci6n del embarazo, coma par su efecto solre la 
lactancia. 
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Antlconceptivos Hormonales. Los anticonceptivos que contenen en su f6rmula una combi ­
naci6n estr6geno-progestacional pueden afectar adversamente [a lactancia. Este efacto se atribu­ye al componente estrog~nico y esta en relaci6n directa con la dosis del compuesto. Estos ftrma. 
cos producen una disminucion en la cantidad y calidad de la leche, asi coma un acortamiento delperiodo de lactancia. 

Los anticonceptivos a base de progesthgenos, ya sea para usa oral intramuscular a subcutaneo. no parecen afectar la lactancia: sin embargo, debe tenerse presente que las compuestos de la se­rie 19-Nor. al retabolizarse a estrgens en el organiso, pueden tabidn disminuir la cantidad 

de leche y acortar el penodo de lactancia.
 
Anticonceptivos no Hormonales. Eldispositivo intrauterine IDIU) es el mdtodo no esteroide
mas eficaz para efectuar la anticoncepci6n reversible durante la lactancia. ,'a que carece de efec­
tos sabre la misma. Puede colocarse, si no existen contraindicaciones para ello. poco tiempo des 
pues; del parto. 
Los preservatives no afectan la lactancia, pero son menos eficaces que los dispositivos intrauteri­nos a los compuestos hormonales en la prevencion del embarazo. Pueden ser particularmente
ventajosos durante la amenorrea de [a lactancia cuando no hay necesidld de una protecci6n absoluta.
 

Las jaleas, las 6vules a las aspumas espermaticidas tamnpaco alteran Ia lactancia. Posean una efi­cacia similar a !os preszervatives, per lo que su ernpleo, resulta de utilidad, yaya sea en forma indepen­
cacialar los relorva as para u as mple oulta la . seen na i­diente, a bien, combinados con los preservativos en el periodo de amenorrea 
postparto. 

El ritmo a abstinencia peri6dica no es recomendable para las mueres que estan amamantando. Laausencia a irregularidad de los periodos menstruales limitan considerablemente su eficacia. 

Par lo anterior, se puede concluir que la anticoncepci6n y la lactancia no son solamente compati­
bles. sine que en cierta forna se completan entre si. E] amamantamiento no es un motivo par elcual se debe evitar la anticoncepci6n, al contrario, es una r2zon para utilizarla, a fin de que la ma­are recupere sus reservas nutritivas, prolongue el tiempo de lactancia y aumente su intervalo inter­
gestacional. 
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Controversias Actuales sobre Alimentaci6n al Seno Materno 

par Dr. Afredo MornMartinez 
Amamantamiento y Trabajo. Una de las causes mas frecuentes de destete temprano es el 

trabalo de lamadre. Sin embargo, muchas de elias no quieren privar a sus hijos de los benefi-
cios de lalactancia natural, y buscan a manera de amamantar y trabalar. Par lo quo es de su-
ma imporancia quo el mdico pueda proporcionar [a instrucci6n necesaria a a madre y queen
todos los lugares de trabajo so den las mayores facilidades posibles. 

Las recomendaciones dependen de laedad del niio y de sus patrones de amamantamiento, 
pero en tdrminos generales es recomendable iniciar elentrenamiento 1 mes antes do quo lama-
dre vuelva al trabajo. Uno de los aspectos bisicos es laextracci6n de laleche. oue puede sermanual a mecdnica, siendo preferible a primera. 

Masajii.- Provios para Estirmular ol Fujo do Loche: 

1.-	 Colocar todos los dedos de lamano juntos en lapane superior del pecho presionando ha-cia lapared torcica en movimientos circulares. Repetir el movimiento alrededar do tado elpecho. 


2.- Masajear elpecho colocando lamano 
en [a parte superior de 6ste, Ilevindola hacia e[pe-
zon. Repetir [aacci6n alredledlor
de todo of pecho, 

3.- Inclinarse hacia el frente y sacudir los pechos con ambas manos, a fin de qua lafuerza de
gravedad facilite elreflejo de expulsi6n de laloche. 

Extracci6n Manual do Loche: 

1.-	Colocar eldedo pulgar par encima do la areola y los dedos Indice y med;o par debajo do lamisma. 

2.-	 Presionar hacia las cosillas sn separar los dedos. 

3.-
 Impulsar los dedos hacia elfrente presior-.,,o ligeramete of pecho a modo de vaciar los 
dep6sitos de leche situados par detras del pez6n. Elmovimiento so repite variando Ia psi­cion de lamano, a fin de vaciar todos los dep6sitos de I-che. 

En relaci6n albeb. desdo un mes antes de qua lamadre vaya al trabajo sedebe empozar a ofrecer su propia lechs previamente extrada en un biber6n, para ir acostumbrando al niro. De preforencia 
qua no Ia ofrezca lamadro, sino e paph a persona quo va a cuidar al beb6. 

Canservaci~n do ta Loch. Extralda: 

- La leche obtenida so puede conservar 48 hrs. on rofrigeraci6n y do 1 a 3 mesa el 0lcongela-
dor.dependiendo del congelador. 
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- No se debe calentar al fuego directo, debe entibiarse en agua corriente. 

- Si osth congelada, paneda directamonte del congelador al chorro do agua frfa. cuidando que 
no entre aqua atbibern.Entibiar e
 

Ademrs de los beneficios ya conocidos de a lactancia natural, ol favorecer su realizaci6n aunquea madre trabaje, evitarisontimientos de culpa compensa para madre a hijo laseparaci6n. propor­momentos mas rolaiantas Para la madra quo trabaja y permite al niia•na dontificar a su madre 
sbre cualquer ora Persona encargada desu cuidado. 

- Operaci6n Casdrea. La ces~rea no afecta ni e]refiejo da bajada do 'a leche, ni of suministro 
de lanis"na. 

Es recomendable qua no so adminisren anest6sicos generales y qua se utilice elbloqueo epi­

antes posible. De los medicamentos "ecomendados es 
dural que permite a lamadre estar consciente en el nacimiento de su hijo ea iniciar lalactancia Iobupivacaina ya qua no disminuye el 
tono ni la fuerza muscular del recin ncido, coma n ha repoado con lidocaina y mepivacaina. 
La madre necesa ayuda Para protecor su incisidn y amamantar. Algunas nuires amamantan
sentadas. con un coin protegiendo laincisi6n del peso del nino, y otras prefieren hacerlo re­
costadas de uno y otro lado. tambien apoyadas par cojines. En relaci6n a los medicamentosque frecuentemente se utilizan despuds de una operaci6n ces~rea coma analg6sicos y antib,6­

ticos. se deben elegir los que proporcionan seguridad alreci;n nacido. 
Hepatitis. La mayor controversia entre lactancia matema y hepatitis ha surgido en relaci6n a
lacausa par el virus de lahepatitis 8, qua comtnmente produce una afeccidn mas severa y 

observaciones en Taiwan, se demostr6 que laalimentaci6n al seno no aumenta laincidencia de 
mayor numero de complicaciones. Desdo 1975 en que Beasley yCol. realizaron sus primerasinfecci6n en niflos nacidos de madres con el virus. Ya quo do 92 nilios quo recibieron seno se 
infectaron el53%, y de 55 qua no Iorecibian.el 60%. En estudios ms recientes (1985) coma elrealizado par De Martino en Rorencia, tambi6n se demostr6 claramente qua lalactancia natu­

ralno incrementa el riesgo de desarrollar hepatitis B en nirlos nacidos de madras infectadas, sise aplica en forma inmediata lavacuna contra [a hepatitis B y gammaglobulina hiperinmune astandar. En bse a su estudio de 85 nilos (22 alimentados al seno maternal y qua en ninguno 
se detect6 algtsn data de infecci6n. 

En elcaso de lahepatitis D se recomiendan las mismas medidas preventives quo para lahepati­
tis B, ya que no se transmite en ausencia del virus de Ia hepatitis B.Pare lahepatitis A elrepone emitido en 1986 partel comit6 

sabre enfermedades infecciosas de
laAcademia Americana de Pediatrla.nos indica no suspender a lactancia matema y tnicamen­
te valorar laaplicacion de gammaglobulina en e1bebd. 
En conclusi6n, los beneficios potenciales de la lactancia materna. specialmente en los pasesen desarrollo, superan par mucho elriesgo de transmisi6n de lahepatitis, siguiendo las medi­

das preventivas mencionads.
 

36
 

http:recibian.el


- Fibrosis Quistica. En laactualidad los Pacientes con fibrosis quistica tienen mayor sobrevi­vencia y varias muleres se han embarazado y han tenido hijos normales. La leche secrerada seha encontrado con niveles de sodio y cloro dentro de lo normal par Ioque se considera quelas madres con fibrosis quistica pueden lactar a sus hijos. 

- Repercusiones Psicol6gicas. En ocasiones exise lacreencia popular que el niro amaman.tado por un periodo largo. prespnta problemas emocionales y de desarrollo. como producto dela"sobreprotecci6n y dependencia" que se genera. Sin embargo, en base a los estudios reali-
zados se concluye que las nifios alimentados al seno materno que se destetan par si mismos.tienen un desarrollo psicomotor m6s r~pido, son menais tensos y ansiosos y tienen una ade-
cuada conflanza bisica. 

- Nivel Peligroso de Alumirlo an las F6rmulas Infantiles. A consecuencia de lamuerre de2 nifios en los E.U.A. que recibian f6rmul3s artificiales y que presentaron con centraciones el-
evadas de aluminio en el cerebra. se procedi6 a calcular laingestion de aluminio par los lactan­tes encontrando que los alimentados al seno materno reciben 2-3 mcg/dfa, los de f6rmulas abase de soya 1260 mcg/dia, a base de leche de vaca 82 mcg/da. Elauminio tiene unefecto dra-mdtico . deteriorando el IQ de los nillos e incluso se ha asociado con demencia de dilisis.asteadistrofia y laEnfermedad de Alzheimer, otros efectos indeseables se han identificado so-bre los eritrocitos, gfdndulas paratiroides y cromosomas. 

37 

Otras Lecturas Recomendables: 

A Practical Guide to BreasnJeeding 
Riordan, Jan 

Aiimentacin al Pecho 
UNICEF 

Basics of Breastfeeding: A Guide for Nurses 
Riordan. Jan; Countryman. Betty Ann 

Boletines y	Publicaciones Sabre el Tema
 
La-leche League International
 

Breasding and Drugs in Human Milk 
Vhite. Gregory J. 8 Mary 

Breastfeeding Matters
 
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 laLeche
 

Food for Thought
 

Michin. Maureen
 

Gula Practice para una Buena Lactencia
 
Helsing, Elisabet: King, Felicity Savage
 

Gta para Promcver La Lactancia Materna en Centroamerica 
OMS 

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

38 



APPENDIX 3
 

ROOMING-IN OBSERVATION INSTRUMENT
 

1.1 Date ..................... 	 11.
 
1.2 Shift ..................... 	 12
 

1.3 Room ..................... 	 13.
 
1.4 Hours: from ....... to ...... 	 14.
 
1.5 	Observer's name ............................... 15.
 

2.1 	How many mothers are in the room at the
 
beginning? ......................................... 21.
 

2.2 	How many mothers at the end?..................... 22.
 

3.1 	How many mothers are with their newborns at the
 
beginning? ................................... 31.
 

3.2 	How many at the end? .......................... 32.
 

4.0 Report the following information (from the
 
charts or by asking nurses and/or mothers):
 

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
 
4.6 	Flour 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.
 



430. 
MOTHER 3 ­

431. _ 

432. _ 

433.
434. 
435.
 
436.
 
437.
 

438.
 

440.
 
MOTHER 4 ­

441. - ­

442. 
443. 
444. 
445.
 
446.
 
447.
 
448.
 

450.451 .
MOTHER 5 - " 

452.
 
453.
 
454.
 
455.
 
456.
 
457.
 
458.
 
460. 

MOTHER 6 -460 461. 
462.
 
463. 
464. 
465.
 

466.
 
467.
 
468.
 

470. 
MOTHER 7 ­

471. - ­

472. 

473.
 
474.
 
475.
 
476. 
477. 
478. 
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400,
MO:THER 8 ­
481.
 
482.
 

483.
 
484.
 
485.
 
486.
 
487.
 
488.
 

the 	following interactions:
Describe 

that the baby was picked up
No. of times 


What seemed to be the reason(s)?
 

. How many times was the newborn nursed?
 

. What was the nursins posture?
 
to be comfortable
Did mother and infant seem 


with the nursing?
 

=.6 What oersons offered information or helped
 

the mother to breast feed?
 

What did they do?
 
newborn receive a bottle of formula?
.5 Did the 


decision to
=.9 	Who asked for or made the 


oottie feed?
 

MC'THE?: - 511. 
512A. 
512B.
 
512C.
 
512D.
 
513. 
514A.
 
514B.
 
514G.
 
515.
 
516A.
 
516B.
 
517A.
 
517B.
 
518.
 
519.
 



MOTHER 2 - 521. 
522A. 
522B. 
522C. 
522D. 
523. 
524A. 
524B. 
524C. 
525. 
526A. 
526B. 
527A. 
527B. 
528. 
529. 

MOTHER .3 - 531. 
532A. 
532B. 
532C. 
532D. 
533. 
534A. 
534B. 
535. 
536A. 
536B. 
537A. 
537B., 
538, 
539. 

MOTHER 4 - 541. 
542A. 
542B. 
542C. 
542D. 
543. 
544A. 
544B. 

545. 
546A. 
546B. 
547A. 
547B. 
548. 
549. 
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i,:THER 5 - 551. 
552A. 
552B. 
552C. 
552D. 
553. 
554A. 
554B. 
555. 
556A. 
556B. 
557A. 
557B. 
558. 
559. 

iOTHER i - 561. 
562A. 
562B. 
562C. 
562E. 
563. 
564A. 
564B. 
565. 
566A. 
566B. 
567A. 
567B. 
566. 
569. 

rP:THER 7 - 571. _ 
572A. 

572B. 
572C. 
572D. 
573. 
574A, 
574B. 
575. 
576A. 
576B. 
577A. 
577B. 
578. 
579. 

5,
 



MOTHER 8 -581.
 

6. 	 Did anyone address the total group
 
Yes .... No .....
concerning infant feeding? 


If yes. add the following information:
 

6.1 	Who was it? ................................
 
the message? ..........
6.2 	What was the gist of 


6.3 Was the information about breast feeding
 

............. No ...............
correct? Yes 

6.4 	How long was the talk in minutes? ..........
 

used? ..........
6.5 	What educational media were 

................
.................. 


6.6 What written materials andor 
products
 

. . . . . . . . . . . . . . . . . . . . . . . . .
 
were distributed? 


......................................
 
6.7 	What was the mothers's reaction to the
 

ta lk? ......................................
 
. ........,.............................
 

7. Use the rest of this page to describe any
 
seemed to facilitate or
other happenings that 


obstaculize brest feeding and/or mother-infant
 

relations.
 

582A.
 
582B.
 
582C.
 
582D.
 
583.
 
584A. 
584B. ­

584C. ­

584D. 
585.
 
586A.
 
586B.
 
587A.
 
587B.
 
588.
 
589.
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APPENDIX 4.1 

PERSONNEL SURVEY INSTRUMENT ON
 

KNOWLEDGE. ATTITUDES & PRACTICES IN
 

REGARD TO BREAST FEEDING &
 
LACTATION MANAGEMENT (KAP 1)*
 

The first part of the following questionnaire is made up of
 

fifty statements concerning breast feeding and inciation
 

management. You will find that you are in agreemen; with only a
 

part of the statements and in disagreement with the rest, yfier
 

each statement, mark the option that is closest to your persona.
 

opinion. Respond to the statements just as quickly as yov can.
 

Thank you for your cooperation.
 

THIS 	QUESTIONNAIRE SHOULD REMAIN ANONYMOUS.
 

..... .................... ...................................
 

The options for each statement are-the following:
 

(TA) 	Total agreement
 
(SA) 	Some agreement
 
(SD) 	Some disagreement
 

(TD) 	Total disagreement
 

................................ ............ ..........
 

I. 	 Breast feeding suspension is indicated for an infant of five
 

months with diarrhea: (TA) (SA) (SD) (TD)
 

2. 	 Maternal nursing is the easiest way to feed twins:
 

(TA (SA) (SD) (TD)
 

3. 	 Breast fed 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. 	 Newborns should be nursed en demand (without regard tc any
 

set schedule): (TA) (SA) (SD) (TD)
 

* 	 This questionnaire was adapted from an instrument deveiored by 

"La Leche League of Mexico". 



6. 	 Breast milk is especially important for premature infants:
 

(TA) (SA) (SD) (TD)
 

Breast feeding suspension is indicated for mothers with
7. 

mastitis (breast abscess): (TA) (SA) (SD) (TD)
 

S. 	 If an infant is fussy shortly after having been nursed,
 

the breast milk wasn't sufficient:
it is likely that 

(TA) (SA) (SD) (TD)
 

be breast fed for one

it is beneficial for the infant to 


year or more: (TA) (SA) (SD) (TD)
 

the mother that she 	continue to breast
10. 	 It is beneficial for 

year more:
feed her infant for one or 


(TA) (SA) (SD) (TD)
 

the breast
!I. 	 C-section delivery poses a special problem for 


feedin. mother: (TA) (SA) (SD) (TD)
 

to combine work o.i-tside 	the home and breast
It is possible 

feedine: (TA) (SA) (SD) (TE)
 

13. 	 A woman with inverted nipples can breast feed:
 

(TA) iA) (SD) (TD)
 

14. 	 Health professionals play an important role in the breast
 

of their patients:
fe-dine success 

(TA) (SA) (SD) (TA)
 

gain 	weight according to

I5. When a breast fed infant does not 


it is necessary to supplemenT the

Statistical grouth charts, 


(TA) (TD)
breast milk with formula: (TA) (SD) 


economically disavantaged populations, infant mortality

.16. 	 In 


is positively correlated with bottle feeding:
 

(TA) (SA) (SD) (TD)
 

produce depends the
milk 	which a mother can on

17. 	 The volume of 


size of her breasts: (TA) (SA) (SD) (TD)
 

Mothers with second degree 	malnutrition produce adequate
is. 

breast milk during the first 	months: (TA) (SA) (SD) (TD)
 

breast feed their infants:
E9. Very nervous mothers should not 


(TA) (SA) (SD) (TD)
 

.O. Breast feeding suspension is indicated when the mother has
 

bronchitis:
some contaeeous disease such as 


tTA) (SA) (SD) (TD)
 



breast
to continue
is possible

21. 	 Even with sore nipples, it 


are taken:
certain precautions
feeding, if 

(TD)
(TA) (SA) (SD) 


should be nursed at their mother's 	breast within
 
22. Newborns 	 (SD) (TD)
 

minutes after being delivered: 
(TA) (SA) 


in the
be included 

More lactation management topics should 
23. 


training programs for health professionals:
all
curricula of 


(TA) (SA) (SD) (TD)
 

when the newborn
is indicated

Breast feeding suspension
24. 

presents ichtericia: (TA) (SA) (SD) (TD)
 

of food during the
 
any other kind
is superior to
25. Breast milk 


(SD) (TD)
(TA) (SA)
first months of life: 


is positively
groups, breast feeding
26. In all socio-economic 

(TA) (SA) (SD) (TD)
 

associated with infant health: 


in the nursery during the
 
fact that a newborn stays
27. The 
 feeding:
an obstacle to breast 
first day represents 


(TA) (SA) (SD) (TD)
 

mothers with
 
feeding suspension is indicated for 


28. 	 Breast 

(TA) (SA) (SD) (TD)


hepatitis: 


can do so
breast feed 

29. The majority of mothers who wish to 


(TD)
(TA) (SA) (SD)
successfully: 


take oral contraceptives without
 can
Breast feeding mothers
30. 	 (TA) (SA) (SD) (TD)

their milk production:
affecting 


nutritional
is managed correctly, the 

If formula feeding
31. 


with breast feeding:
as
can be just as good
result 

(TD)
(TA) (SA) (SD) 


more years is likely

is breast fed for two or 


32. The child who 
 (TD)
(TA) (SA) (SD) 

to have psychological problems: 


and relaxed
 are more affectionate
who breast feed
33. Mothers 

(SA) (SD) (TD)


with their infants: (TA) 


her breast become pendulous
lactating,
Once a mother stops
34. 
and flabby: (TA) (SA) (SD) (TD)
 

sort of slavery 	 for
 
on demand represents a 


35. Breast feeding 


the 	mother: (TA) (SA) (SD) (TD)
 

it is difficult
 
hasn't planned to breast feed,
If a mother
36. 

to do so: (TA) (SA) 	 (SD) (TD)
 
to persuade her 




.37. 	 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)
 

36. If a mother has information and help, she will be able to
 

breast feed an infant with special problems, such as the
 

hospitalized baby or with cerebral palsey:
 

(TA) (SA) (SD) (TD)
 

39. 	 Breast feeding should be recommended even if the mother
 

plans to return to work in six weeks: (TA) (SA) (SD) (TD)
 

"0. It is necessary to change certain hospital procedures in
 

help mothers get a good start in beast feeding:
order to 

(TA) (SA) (SD) (TD)
 

41. 	 Breast milk production is increased by more frequent
 

nursing: (TA) (SA) (SD) (TD)
 

Breast feeding helps a mother and her newborn to rapidly
 

establish a positive interaction: (TA) (SA) (SD) (TD)
 

.:. Great fright or suffering can cause the breast milk to
 

suddenly dry up: (TA) (SA) (SD) (TD)
 

44. 	 After the eighth month. breast milk loses it nutritional and
 

immunological value: (TA) (SA) (SD) (TD)
 

aE. 	 Health professionals are adequately prepared to solve
 

the lactation management problems of their patients:
 

(TA) (SA) (SD) (TD)
 

'6. 	 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)
 

a7. It is possible to reinitiate breast feeding, even if a
 

mother has stopped lactating for some time:
 

(TA) iSA) (SD) (TD)
 

a8. 	 At six weeks, other foods should be added to the diet of
 

the breast fed infant: (TA) (SA) (SD) (TD)
 

49. 	 Breast milk alone is sufficient food for four or five months
 

for term delivered infants with healthy mothers:
 

(TA) (SA) (SD) (TD)
 

536. 	 Breast feeding creates greater infant security, and
 

therefore is a psotive factor for infant independence:
 

(TA) (SA) (SD) (TD)
 



some of your
this questionnaire records
The 	 second part of 

with 	regard to breast feeding


personal experiences and opinions 


and lactation management.
 

THIS QUESTIONNAIRE SHOULD REMAIN ANONYMOUS.
 

...............................................................
 
Hospita l .....................................
 
Date ....................
 

1. Sex: male..............female .............
 

2. Age (in years): ...........
 

............
 

or widowed ........
 
3. Marital situation: single............ married 


common law......... 	separated, divorced 


4. Number of children: .................
 

no .....

5. If you have children, were they breast fed? yes ..... 


6. 	 Your profession: physician............. nurse.............
 

resident............ 
other .......
social worker ............... 


was covered in your

7. 	 Was lactation management a topic which 


training program? yes .......... no ..........
professional 


do you believe that
 
8. 	 If you answered "yes" to question 57, 


enough emphasis in your

lactation management was given 


training program? yes........... no .............
 

feeding

9. 	 Do you feel that you now know enough about breast 


and lactation management? yes............ no .............
 

10. 	 Do you believe that this hospital is actively promoting
 

in the patient population? yes.... no .....

breast feeding 


which is dedicated

11. 	 Specify the proportion of your workday 


to direct patient care: ............ %
 

feeding

12. 	 Do you personally counsel mothers about breast 


yes.......... no ............
advantages and management? 

(in what cases?................ )
sometimes ................ 


13. 	 Do you think that the patient population of this hospital
 

fully accepts breast feeding? yes.............. no .........
 

to
a committee dedicated
14. 	 Would you like to take part in 


feeding in the patient population of this
 
promoting breast 


................
hospital? yes.......... no ......... why? 


intensive in-service course on
like 	to attend an 


breast feeding and lactation mangement?
 
..............................
 

15. 	 Would you 


yes ........ no ....... why? 




APPENDIX 4.2
 

PERSONNEL SURVEY INSTRUMENT ON
 

KNOWLEDGE, ATTITUDES & PRACTICES IN
 

REGARD TO BREAST FEEDING &
 

LACTATION MANAGEMENT (KAF 2)*
 

The first part of the following questionnaire ;s 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
 

the option that is closest to your personal
each statement, mark 


opinion. Respond to the statements just as quickly as you can.
 

Thank you for your cooperation.
 

THIS 	QUESTIONNAIRE SHOULD REMAIN ANONYMOUS.
 

.....	 t.....................................................
 

The options for each statement are the following:
 

(TA) 	Total agreement
 
(SA) 	Some agreement
 

(SD) 	Some disagreement
 

(TD) 	Total disagreement
 

..........
................................................ 


1. 	 Breast feeding suspension is indicated for an infant of five
 

months with diarrhea: (TA) (SA) (SD) (TD)
 

feed 	twins:
2. 	 Maternal nursing is the easiest way to 


(TA (SA) (SD) (TD)
 

3. 	 Breast fed newborns need extra water or tea:
 

(TA) (SA) (SD) (TD)
 

fed, 	if their
4. 	 Newborns with cleft palate can be breast 


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 questionnaire was adapted from an instrument developed by 

"La Leche League of Mexico". 
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6ne'5 milk is especially important for premature irants: 
,TA ' (S :£ ) ( D 

E..e.s feedins suspension is indicated for mothers wi.h
 

mastitis (brepst abscess): (TA) (SA) (SD) (TD,
 

5. 	 If an infant is fussy shortly after having been nursed.
 

it s likeiv that the breast milk wasn't sufficient: 

jTA; t SA t D'I (TD 

9. 	 t s ben ficiai fr the infant to be breast fed o .:,e 
.' r or mo.e: (TA) (SA, (SD) (TD) 

i,_, 

reei her inrznt for one year or more: 
1 .	 It _- bener ci i for the mother that she continue .,eo
 

!I. "-=e ,in delivery poses a special problem for the br--=7
 

oine mot,,r: ,TA) (SA) (SD) (TD)
 

combine work outside the home ar- ".-7,i cossibie c 

.eed n;F : TA) !SA' 'SD) (TD)
 

13. 	 A wonan with inverted nipples can breast feed: 
t7 : 'AT! "TD­

/. The fact that caiostro doesn't flow from the bres-.s *.:ri: 

.he :aSt three months of pregnancy is not cons iereJ as a 

-r.:,r m for i - product ion once nursin, begins, 

r5. ? 4 "reast fed infarit does not gain weight accorodirV o 

s:- ticki -rou-h charts it is necessary to supcieme tr.­

treas milk with formula: (TA) (SA) (SD) (TE' 

1 	 . econc.micaiv disa 'antaged populations. infant or' v 

is =csjtively correlated with bottle feeding: 

, ( E . ,TI, 

17. 	 The fact that the baby demands more nursing after the second 

month is not considered to be a lactation problem. 

1.5. 	 Horhers with second degree malnutrition produc_ aieUaT 

breps- milk during the first months: (TA) (SA) 17',T, 

19. 	 Vet" nervous mothers should not breast feed their inrEns:
 
' 7 'A t(SD
TD' 

. ra feedinv is 	 when m,. Ther h :et suspension indicated the 
- ?.- . e.-.us isease such as bronchitis: 

' '" ,- , (TE 



Eveni. with sore nippies, i 7s oossib e to continue br st,-. 
ec:.-,n. if certain precautions are taken: 

,TA; (SA' (S (TD)
 

__ ;.ew .rns should he nursed at their mother's breast within 

inu-es after bein, delivered: (TA) (SA) (SD) (TD) 

"" rhe oreast milk appears fc be somewha.t bluish and water y 
-.- ev:e C sycafter the birth. it is !ikejy that the inf n. 
wiIi require formula supplements, 

- rest feeding suspension is indicated when the newbcrn 
C."r =-s nr s, ic-h teqr i i_. (TA) C'SA. (Sri: iTEO 

"= .5r---E. mi lk decomposes very rapidly and can't be used ater 

- hors of ,efri eation. 

t -ne 	breast feeding mother notices ha her- breast return
 
that her milk is
5n 1 -hr normal .size. it is an indica ion 

17. -:act that a newborn says in. the nursery durin. -he 

day represents an obstacle to breast feeding:
 

TA (SA) (SDI tTD"
 

S . "-e..feeding_( TA) cSD) is indicated for motners withst 	 suspension TD=i . s 	 SA) 

-h e br ast milk hasn't come in by the fourth d. the 

.,b,"will need a formula suppierment. 

". e feeding mothers can take .- ral cont.raceptives withc,.:t 

.:e.- ng their milk production: (TA) ISA) (SD) 'TD) 

.	 f formuia feeding is managed correctiy-.the nuritionl
 

ue-.it can be just as good as with breast feeding:
 

7A, 	 '.A) (SD) (TD)
 

The child who is breast fed for two or more years is likely
 

" h.ve psychological problems: (TA) SA) (SD) 'TD)
 

. lactating mother has a breast abcess, antibiotics
 

Sncuid be administered and nursing suspended only the.-ide
 

is atrfirted, 

a- 7A 	 fed babv is Zick wnen he hcs as" many as: si-w bot, 

*n 	 n dem na rrre7 . s S Tn- sr. 

f.,. in d mand r resentTI:,n , -or~t o.. 



and nalf 


p&Esed since last being nursed, he should be out to the
 

breast again: (TA) (SA) (SD) (TD)
 

.- 7. If a young infant cries before an hour h have 

38. 	 A breast fed baby tends to cry more than a formula fed baby.
 

39. 	 The infant who receives both breast milk and formuia
 

who re:ieves onlv
supplements grows faster than the infant 


his mother's milk.
 

aQ. 	The best way to increase the production of breast milk is to
 

set :he mother 
to drink more milk and atoles.
 

41. 	 Cracked nipples heal faster with the use of ice, iEnolini.
 

and sun batns.
 

Z7. 	 The breast fed baby tends to sleep more than a form,.:ja Zec
 

baty.
 

43. Great fright or suffering can cause the breast m*'. o
 
eni, up:
%,.:Ad iry 'TA) (SA) (SD) (TD)
 

the eighth month. breast milk loqes it nutritionai r,::
a. 	 After 


immunological value: (TA) (SA) (SD) (TD)
 

a:. 	 Heaith professionals are adequately prepared to solve
 

the lactation management problems of their patients:
 

iTA, 'SA) (SD) (TD)
 

-6. New Tothers shoulci be given free formula when they eave ?
 

they will know what to do if they -ail 2-1
hsiai so that 


l-ea=, feeding: (TA) (SA) (SD) (TD)
 

:t :s pCssile to reinitiate breast feedin-. even if 3 

mozher has stopped lactating for some time: 

(TA) SA) (CD) (TD) 

4r3. A six weeks. other foods should be added to the diet or
 

.he breast fed infant: (TA) (SA) (SD) (TD)
 

,9. 	 Ereast milk aione is sufficient food for four or five mon-hz
 

for term delivered infants with healthy mothers:
 

'TA ,SA) E[') (TD)
 

*,.y30. 	 Th: coicr and consistency of the excrement should ne. 


n he exycusiveiy .oreast fed baby.
 

k.
 



-.. prt isz qnDti nnire record srom e of r 
S 2-j ex erienc.s aio opinions with rePgard to bireast 
. ct.ati_-n mana gemen;. 

L; ST. rNA I RE SHOl0 LL.D REMA IN AN:.!J'fMOl.. 

............. .. ...................................... 
F.. . ....................... .. 

.o:: .ae............... female.............
 

_.-e:in years :............
 

- a: zituation: single ............ married.............
 

:!m on law ........ . .. _Peparat e d jivorced or wi.owed ........
 

-. ;.:Ter of children"...................
 

r you have children., were they breast -enof yes ..... no.....
 

""our profession: physicia ..... .... ... nurse................
 
o, : r. ............ other ...... .
worker............... resiJent 


a _ ;at.tion management a topic which was covered in .yc,.ar 

3rcr sionai training program: yes............ no .......... 

_. r you answered "yes" to question 57, do you believe that 

. cta.ion management was i-en enougn emphasi s iI yS .r 

-:Aining program- yes ............ no........ ... 

-. , o:: fee I tha.t you.: now know enounh about breas+ fee7ana 

no :ac:.ation management7 yes............no.............. 

v1:.m believe that this ho--pit .... .ctivelv prom,.:.is 

reeding the patient
rre.st in population? yes.... no .....
 

1!. Specify the proportion of your workda.y which is dedicated
 

o iect patient care: ............
 

Do you personally counsel mothers about breast feSr'i
 

ad.antages and management? yes,. ........ no ............
 

ometimes................ (in what cases?.................
 

"-.,you think that the patient population of this hospital
 
.:ilv accepts breast feedin 1 .yes.......,. .. . no... ... . .......... 

you like to take cart in a. commit ee ded.cated t ,:. W ul 
t

-

-,D m. t in breast feedinL in he par ten . poPu l.rion o his 

nc.-,D ?s!ye . ..... ..... . .. ' .... .... no.. ....why .... . 

*I
- u i e to ?t tend an i nrens-ive in ervice 'c ps;,- 1f 

z.-r .. m,n 2 Pamae na r.... t +. ii 


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


APPENDIX 5
 

QUESTIONNAIRE FOR SURVEY OF MOTHERS IN
 

THE POST-PARTUM HOSPITAL STAY
 

PART I - MATERNAL PERSONAL & SOCIOECONOMIC DATA
 

Name of the person who fills out the form:
 

....................................................................
 

Interview # 1. Date: ....................................
 

1 ) I.D. #.........................
 

Name :............................ (2 ) Age : . ...............
 

Address :................................................
 

Neighborhood:..................... (3) ZIP..................
 

4) Pregnancies (no.): ..................................
 

r) Term deliveries (no.): ... ...........................
 

6) Live born children (no.):........................... 6.
 

7) C-sections (no.):.................................... 7.
 

10) Persons who attended the births: ....................... 10.
 
1. 	All physician attended
 

One or more births with midwife
 

3. 	 One or more births with some other person 

11) Ages of oldest child..... & youngest child .........
 

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

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

.. ... ... ..... ..... ... .... ... ..... ... . .. ... .... ... .. MEMO
 

13) Initial feeding methods with first.................
 

& with last ...........
 

1. 	breast
 

2. 	bottle
 

3. 	mixed
 

14) Husband in the home........................... ..... 	 14,
 

1. 	yes
 

2. no
 

If not, why not?..........................
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15) Mother's occupation ................................ 15.
 

1. housewife
 
2. domestic worker
 
3. vendor
 
4. office worker/ employee
 
5. laborer
 
6. technical or professional
 
7. student
 
9. other
 

16) Plans to return to work: .......................... 16.
 
1. Ist month
 
2. 2nd month
 
3. 3rd month
 
4. 4th month
 
7. not sure when
 
8. later in the first year
 
9. no plan to work
 

17) Mother's birthplace:............................... 17.
 
1. lexico City
 
2. other city
 
3. rural area
 
4. other country
 

18) Educational level:................................. 16.
 
1. does not read or write
 
2. reads and writes
 
3. primary school
 
4. secondary school
 

5. high school
 
6. technical/vocational school
 
7. university
 

19) Family composition: .................................... 19.
 
1. nuclear, husband present
 
2. extended, other female adult present
 
3. extended, no other female adult present
 
4. fragmented, husband absent
 

20) No. of family members in the home:..................... 20.
 

21) No. of rooms in the home: .......................... 21.
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22) Faclily income: ..................................... 22.
 
1. minimum wage
 
2. less than minimum wage
 
3. more than minimum wage
 
4. did not answer
 

23) Husband's employment: ..................... ..... .... 23.
 
1. permanent
 
2. temporary or seasonal
 
3. unemployed
 
9. not living with husband
 

24) Husband's occupation: ................................................ 24.
 

1. laborer
 
2. vendor
 
3. office worker/employee
 
4. factory or blue collar worker
 
5. farm worker
 
6. chauffeur
 
7. unemployed
 
8. other
 
9. not living with wife
 

25) Cooking means: ..................................... 25.
 
1. gas stove
 
2. oil stove
 
3. brasier
 
4. other
 
5. no cooking means
 

26) Water source: ............. ............. ...... .... 26.
 
1. public tap
 
2. domestic tap
 
3. water truck
 
4. well
 
5. other
 

27) Means of food conservation: ......................... 27.
 
1. refridgeration
 
2. ice
 
3. open air
 

28) Disposal of human waste: ......................... ...... 25,
 
1. indoor toilet
 
2. latrine
 
3. open air
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POST 	PARTUM QUESTIONNAIRE
 

PART 	II - MOTHER/INFANT MEDICAL DATA
 

29) 	 Mother's height (cm): ........
 

& usual weight (kg): ......... ................... 29.
 

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


1. might impede breast feeding
 

2. would not impede breast feeding
 

9. no reported illness
 

31) 	 Dx of any complication in pregnancy ............ 31.
 
MEMO
(a.s in 30) ......................................... 


32) 	 Infant's birth date: ............................... 32.
 

33) Delivery complication: ............................. 33.
 

1. C-section
 
2. forceps used
 

3. other problem
 

9. no reported problem
 

34) 	 Dx of infant's problem at birth .................... 34.
 
ME.........
MEMO
(as in 30): .............................
 

35.
35) 	 Infant's sex: ...................................... 

1. male
 
2. female
 

36) Infant's height (cm): .............................. 36.
 

& weight (to nearest tenth of kg) ..................
 

37.
37) 	 Prenatal care: ..................................... 


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:................................. 38.
 

1. yes
 
2. no, mother's problem
 

3. no, infant's problem
 

4. no, still in nursery
 
5. other reason
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39) First breast feeding_ 
(no. of hrs. after birth): .......................... 39. 

40) Mother received breast feeding 

orientation during prenatal care: 

1. yes 
2. no 

.................. 40. _ 

41) Mother received breast feeding 

orientation during post partum care.................... 

(same as above): ...... 

41. _ 

42) If yes in (40) or (41), indicate types of 

orientation received:.................................. 
1. group talk or class 

2. personal counseling 

3. printed material 

4. more than one group talk or class 

9. no orientation received 

42. 

43) Mother's opinion about any problem for 

beginning or maintaining breast feeding: 

1. mother's problem 

2. infant's problem 
3. work commitment 

4. other problem .................... 

8. doesn't want to breast feed 

9. no problem foreseen 

........... 

43. __ 

MEMO 

44) Persons to be consulted should infant 

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

1. relative 
2. friend 
3. coworker 

4. neughbor 

5. employer 
6. physician 
6. other person 
9. no person mentioned 

44. 

45) Plans for contraceptive use: ....................... 

1. hormonal pills 
2. IUD 
3. local methods 

4. surgical method 
5. doesn't know which 

6. lactation amenorrhea 
7. hormonal injections 

9. doesn't plan to use contraception 

45. 
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POSTPARTUM QUESTIONNAIRE
 

PART III - INFANT FEEDING PLANS 

1) Interview date (month & day): ....................... 1.
 

2) Infant feeding plan................................. 2.
 

1. breast feeding
 
2. bottle feeding
 
3. mixed feeding
 
4. doesn't know
 

3) Feeding schedule: ................................... 3.
 

1. every two hours
 

2. every three hours
 
3. every four hours
 
4. demand feeding
 

5. doesn't know
 

4) Type of milk being (to be) given:................... 4.
 

1. fresh whole milk
 

2. commercial infant formula
 
3. powdered milk
 
4. evaporated milk
 

5. atoles
 

6. other
 
7. does not know
 

9. only breast milk
 

5) No. of weeks of breast feeding
 

(planned or actually carried out):.................. 5.
 

9B. doesn't know how long
 
99. doesn't plan to breatfeed
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(6) Reason for weaning from the breast: ................. 6.
 

1. work commitment
 
2. too many responsibilities
 
3. separation from child
 
4. weight loss or other change
 
5. better for baby
 

6. physician recommendation
 
7. father's suggestion
 

8. other person's suggestion
 
9. 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 chiliren
 
17. other reason ...................
 

98. never began breast feeding
 

99. continues to breast feed
 

7) Plan for supplemental foods......................... 7.
 
(1st. month)
1. tea 


2. 	fruit juice
 
(2nd month)
3. cereal 


4. 	atoles
 
(3rd month)
5. pureed fruits 


6. 	pureed vegetables
 
(4th month)
7. other milk 


8. pasta & broth
 
9. bread & crackers
 

10. tortillas
 
11. egg yolk
 

12. bean soup
 
13. pureed meat & chicken
 
14. unspecified Gerber products
 
15. other
 
99. none
 

8) Person who cares for the child
 
(when the mother can't): ............................ 8.
 

1. mother alone
 
2. infant's aunt
 
3. infant's grandmother
 

4. other relative
 
5. neighbor/friend
 
6. creche
 
7. other
 



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

. 9. 

10) Father's suggestion 
(same as in 9): ........................ ........... 10. 

11) Other person who has given infant 
feeding advice:............................... 
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 in 10): ............... .. ........ . 12. _ 
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APPENDIX 6 

QUESTIONNAIRE FOR FOLLOW-UP SURVEYS 
OF MOTHERS AND INFANTS 

1) Date . .............................................. 1. 

Name of person who fills out the questionnaire 

........................................................ 

2) Health of the mother (her report)...................... 

healthy....... ill ...... 
Dx of mother's illness ............................. 

2. 

MEMO 

3) Mother's weight ...... kgs . ......................... 3 . 

4) Infant's date of birth ............ month ......... day 4. 

5) Infant's weight ....... kgs . ......................... 5. 

6) Infant's height ....... cms ..... ........................ 6. 

7) Dx of infant's illness . ............................ 

(mother's report) ...... ........................... 

. 7. 
MEMO 

6) Diarrhea episodes . ................................. 

no ...... yes ..... During what months? 
Ist month ..... 
2nd month ..... 
3rd month ..... 

4th month ..... 

8. 

9) Was the milk suspended during the diarrhea? 

breast milk ..... other milk ...... 
In which months? 
Ist month ..... 
2nd month ..... 
3rd month ..... 
4th month ..... 
For how many days? 

9. 

10) Has the mother or infant made a visit to the doctor? 
mother ........ infant .... both ...... 

Motive for the visit ............................... 
Where was the visit made? .......................... 

10. 



11) What contraceptive method 

1. pills
 
2. IUD
 
3. local methods
 
4. sterilization
 
5. injections
 
6. lactation amenorrhea
 
9. none
 

is the mother using? .... 11.
 

12) Month that menstruation resumed ............. 12.
 
1. fst .....
 
2. 2nd .....
 
3. 3rd .....
 
4. 4th.....
 
5. not resumed .....
 

PART II - INFANT FEEDING METHODS 

... 1.
1) Interview date (month & day):....................... 


2) Infant feeding plan................................ 2.
 
1. breast feeding
 
2. bottle feeding
 
3. mixed feeding
 
4. doesn't know
 

3) Feeding schedule: ............................. g ......... 3.
 
1. every two hours
 
2. every three hours
 
3. every four hours
 
4. demand feeding
 
5, doesn't know
 

4) Type of milk being (to be) given: 

1. fresh whole milk
 
2. commercial infant formula
 
3. powdered milk
 
4. evaporated milk
 
5. atoles
 
6. other
 
7. does not know
 
9. only breast milk
 

................... 4.
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5) No. of weeks of breast feeding (age at total weaning) 5. _ 

99. still breast feeding
 

(6) Reason for weaning from the breast: ................. 6. __
 

1. work commitment
 
2. too many responsibilities
 
3. separation from child
 
4. weight loss or other change
 
5. better for baby
 
6. physician recommendation
 
7. father's suggestion
 
8. other person's suggestion
 
9. 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 reason ...................
 
98. never began breast feeding
 
99. continues to breast feed
 

7) Supplemental foods introduced ............ ........ 7.
 
1. tea (1st month:
 
2. fruit juice
 
3. cereal (2nd month,
 
4. atoles
 
5. pureed fruits (3rd month
 
6. pureed vegetables
 
7. other milk (4th month,
 
8. pasta & broth
 
9. bread & crackers
 
10. tortillas
 
11. egg yolk
 
12. bean soup
 
13. pureed meat & chicken
 
14. unspecified Gerber products
 
15. other
 
99. none
 

8) Person who cares for the child
 
(when the mother can't): ............................ 8.
 
1. mother alone MEMO
 
2. infant's aunt
 
3. infant's grandmother
 
4. other relative
 
5. neighbor/friend
 
6. creche
 
7. other
 



9) Recent physician recommendation 
about feeding method: .............. ........ ,........ 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): .................................... 10.
 

11) 	 Other person who has given infant
 
feeding advice: .................................... 11.
 
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 in 10): ................ ............ 12. 
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