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. .VER THE PAST DECADE it 
,........ flhas become clear that 


-- W brcastfeeding makes a major 
contribution to fertility control and

1mJ ev . : child spacing in many developing 
,p>..-. 'z. countries, although biological scien-

:.-. 4-9 tists are still exploring the endo-
crinol)gical pathways by which 

" f ~breastfeeding delays the return of 
. . -fecunditv. Fertility surveys such as 

- the World Fertility Surveys, the
:,Contraceptive Prevalence Surveys, 

and the breastfeeding surveys of the 

::,,dHealth Organisation ave 
-,. documented the strong association 

,etween breastfeeding duration and 

. ,.length of postpartum amenorrhea 
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Goldman, Westoff, and Paul 
1987; Habicht et aL. 1985; World 
,HealthOrganisation 1981; World 

Fertility Survey 1984).
Despite the demonstrated effect 

that 'reastfeeding has on child 

spacing in less developed countries, 
the impllication ' ding are 
n-at-Vldely recognized arong fai­
ily planning managers, workehmand 
clinicians. Health programs typically 
focus on the very important nutri­
tina n-infi n 

tions of breastfeeding, but not on
its contraceptive effect. 

This article examines the evi­

dence of breastfeeding's effect on 
child spacing, considers why family
planning programs in developing 

countries have overlooked this ef­
feet, and suggests how programs 

can help lactating women get the 

maximum contraceptive effect from 
breastfeeding while also help*ig
them to adopt family plannint, 
methods at the appropriate time. 
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prernancy rates, since the duration 
and type oi breastleedinD_%ay 
a s thlisted ere. 
Nordo they take into accr~unt pos-
sibly overlapping effects of breast- 
feeding and postpartum sexual 
abstinence or reduced sexual acriv-
itv. Nevertheless, they are suggestive 
of breastfeeding's contraceptive ef-
fect and are rmarkably consistent 
for the developing countries listed. 

A further refinement in the 
analysis of breastfceding has been 
to distinguish between full breast-
feeding (unsupplemented by other 

Table 	 1. Percentage of noncon-
tracepting women who 
ionceivd durng ac 

tional mcenorrhea: 
selected coulzries 

Samp!c Percentage 

Country simc conceiving 

ianglad.~i I07 6.8 

Canada (Eskimo%) H 2.6 
Chile 	 17( .0 

139 
1gypt 6.8I-H 


India 	 68 3..0 
India 	 1,480 1.5 
India 	 1.300 7.0 

IndiIIniai079: 
Philippin,:s 604 3.0 

Rwanda 	 209 5.-i 
IUrban 	 - 2.0 
Rural "1 5.o 

Taiwan 2.000 6.0 
('nited States 100 1o.o 
I'nited States 89 13.0 

-
'Vold.: rh various studies on which the ta-ba.sd are not 

paiable and do not cestahlish a :iik 
of conception specific to length of 

hie"is' strictly c, m-I 

amenorrhca or type of hrza..tfcding 

practice. 
Source: 	Based on Tabic I in Simpson-ilebert 

and IIuffman (1981:126). 

foods) and partial breastfeeding. A 
number of studies have found that 
full breasifeeding postpones fecun-
dity longer than supplemented 
breastfecding (e.g., Diaz et al. 1982; 
Gray et al. 1Y96: Howie and 
McNeillh 1982. iivera et al. 1985, 
1987). 

Although it has proven fifficrlt 
to predict preciselythe time oyila-
fion returns for breastfeeding 
women, it appears that duration of 
braszf-eding, breastfeeding ., 
sitrv (frequency and duration day 
and night), and supplementation 
parierns are imporaancpredicL.._of 
the duration of postparbm infecon-
dity. A woman who breastfeeds in-
tensively (on demand, frequently, 
and at night), exclusively (using no 
bottles, pacifiers, or supplements), 
and for a prolonged time will usu-
ally experience longer lactational 

infecundity than a woman who 
breastfeeds less conscientiously, 

A 
A woman who breastfeeds 
intensively; exclusively, and 
for a prolonged time usually 
,xperiences longer lacta-
tional itfecundjty than a 
ti.079 ine.ndt than a_____ 

woman who breastfeeds less 

conscientiously 

The fecundity-inhibiting effect 
of breastfeeding c;n persist even af-
ter a bre,,tfeeding woman has re-
sumed menstruation Uohn, Menken, 
and Chowdhury 1988). This effect 
enhances the demographic contri-
bution of breastfeeding but is of 

less practical relevance to an in-
dividual woman who would he i. 
advised to reh' on the contraceptive 

effect of brcastfeeding after her 
menstrual cvcles ha -umed. 

evecrtless the infecunditv 
,ssocited with reastfeeding fulfills 
many of the requirements of a good 
temporary contraceptive method: it 
is safe, 	coitus-independent, con­
venient, and free, and it does not 
requ;re the services of medical per­
sonnel. 

It can also be effective. As long 
as a breastfeeding woman is not 
ovulating, she has no chance of be­
coming pregnan:. Thus it is 100 
percent effective in that period. 

Does the fact that 5-10 percent 
of amenhorreic breastfeeding w.m­
en become pregnant mean that 
breastfeeding is less effec.ive thar 
tcmpdrary methods of birth con­
trol? We cannot directly compare 
the percentages in Table I with the 
pregnancy rates usually calculated 

for iemporary :ontr-aceptive meth­
ods, such as those in Table 2. The 
former have number of women as 
the denominator, whereas the latter 
are ra:es based on woman-years of 
use. Nevertheless, it is important to 
note that the actual effectiveness of. 
temporary methods can be much 
lower than their theoretical or 
clinical-trial effectiveness. 

or example, although we maythink of pills as having a failure rate 

of 1-2 pregnancies per hundred 
women-years of use, in developing 
countries pregnancy rates among 
the general populationn of women 
using the pill may be much higher. 
The survey data from the Philip­
pines shown in Table 2 give a Pearl 
pregnancy rate of 19 failures per 
100 woman-years of pill use. 
Although the Philippine rates may 

not necessarily be typical of ali de­
veloping countries, they do serve to 
remind us that temporary contra­

-,7
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ceptive methods, especially those dity for the whole duration of 
that depend on users' behavior, are breastfeeding or for all women. 
far from perfect.

f limiation of breastfeedin Breastfeeding: a family 

as a child-spacing method for thc plal.ni!ig method? 
individual is that we do not vet Although there is gener-l agreement 
have an absolutely reliable %vav to that breastfeeding makes an impor-

predict wien ovulation is going to tant demographic contribution to 
resume. No matter how a woman child spacing, it differs from family 
breastfeeds, she will not be able to planning methods in several 
suppress ovulation indefinitely. Even respects. It can be used only by 
exclusive and intense breastfeeding new mothers and cannot be used to 
will not necessarily postpone fecun- postpone the first birth. Nor is it 

Table 2. 	 Estimates of annual continuation rates, Pearl pregancy 

rates, expected Pearl-type pregnancy rates, and contracep-

tive effectivness, by method: Ph~i es 

Annual Pearl Expected 
Wotman- conltinuatitn pregnancy pregnancy Contraceptive 

Metlhold moinths' ratch ratcC \ rated cffTtaiveness' 
Pill 4.875 -42 14) 113 83 
II) I.9) 0 If) 4 95 96 

Rhythnm .941 S13 89 63 
(ondm 1.561 I0 / 60) 1014 42 
Withtdrawal 1.668 -i3 -i 93 ';i 
Abstinence 

Rhythm plus withdrawal 
8711 

2.863 
3 

"3 
(17! 

12- 1 1 
3W' 
90 

(8-il 

Rhythm plus condom 819 1 f 108 7veloping 

Note: 	Parentheses denote relatively unreliable cslinatt.;base.,,n fewer than 600 woman-
months Of bsrvation. The Fearl pregnancy rate T ahstinence is in parentheses bc-
cause it is hased on a denominator of ol -i55 woman-nionths after exclusion of 
months of overlap with postpartum amcnorrhea. The contraceptive effectiveness mas-
ure of abstinence is also in parentheses because it is derived in part from the Pearl rate. 

a. 	Number of woman-months of use from Jantary 1918 to two months before the interview 
(denominator for annual continuation, rate). 

h. In 	this case, the annual continuation rate is an index of first-method continuation, 

c. 	 Pearl pregnancy rate (PRR) is the number tf failures (prcegnancies) occurring per I00 
woman-years of method use by nonamcnorrhic users. 

d. 	ExpectedI pregnancy rate (FPR) is an estimate off die Pearl-type pregnancy rate that might 

have been expected in the absence of contraceptive practice, 

e. 	 Contraceptive effectiveness is the percentage by which the probability of conception is 
reduced as a result of contraceptive practice. CE = 1(0( - PPR/EPR). 

f. 	 The higher Pearl pregancy rate figure.%for combinations are based on more conservati'e 
estimates of the numbers if accidental pregnancies, obtained by counting all conceptions 
immediately following a month of use of the specified combinations. These estimates are 
viewed as more realistic and serve as the basis for the contraceptive effectiveness es-
timates. 

otrce: Table I in L.aing (1985:141 ). 

appropriate for wonen who have 
attained their completed tamily size. 

Itis not appropriate for women 
who 	need or wan to avoid or post­

pone another pregnancy at any 
cost. For such women, immediate 
postpartum sterilizatioio o- the use 
of an intratJkterine devi-e (IUD), in­
jectable, or implant is more suitable. 
If a woman can take a pill every 
day, the progestin-only pill is 
another alternative. Research is ur­
der wav on whether natural frmily 
planning methods are appropriat­
for breastfeeding women. 

Some lactating women may not 
know that breastfeedingppostpones
the return of fecundity after child­
birth. Others who ma y suspect it 

has a contraceptive effect breastfeed 

not primarily for that reason, but 
rather to nourish their babies The 
child.acin motivation may be 
only one of several secondary oh­
jecPLv, 	 sucti a ret 
emotional bond between m-oiher 
anchild, convenience. saving 
money, or following tradition. Only 
a small number of omen in de­

ng u c
a' sml lp nries are inde ­
countries are convinced 

that breastfeeding delays fecundity 
and consider it to be their "con­
traceptve method." 

Finally, as already mentioned, 
the breastfeeding mother can 
neither control nor predict when 
the contraceptive effects of breast­
feeding will end. Thus, if breast­
feeding can be considered a family
feeding mehonsidtres a fery
 

planning 	method, it is a very spe­
cial kind 	of method. 

Strictly sfzaking, it is not 
breastfeed;ng itself that is the 
1method." Rather, it is the infecun­
dity associated witb breastfeeding 

that constitutes the "method." This 
point must not be overlooked. 

q 
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Although the general risks of 
pregnancy during breasifeeding are 
known, it is difficult for medical 
practitioners to predic" wha, will 
happen in an individual case. But 
that isthe usual situation in the 

'medical field. Advice to a breast-
feeding woman must acknowledge 
this uncertainty while helping the 
woman make an informed choice 
about family planning. 

Why has the child-spacing 

effect of breastfeeding 
been ignored? 
Family planning programs hav'e ig-
nored the contraceptive effect of 
breastfeeding for several reasons. 

One reason relates to terminol-
ogy.Contraception may imply, to 
both family planning program 
managers and potential progrm 
uscrs, something modern, mechani-
c- or chemical, whereas breast-
t..Jing's contraceptive effect is a 
natural biological mechanism in-
volving no modern technology, 

Furthermore, if family planning 
program managers, health profes-
sionals, or policymakers were edu-
cated in the \Vest, where breast-
feeding is of little cowraceptive 
importance, they probably learned 
little about the child-spacing effects 
of brenstfeeding. Breastfeeding was 
not fisted as an intermediate varia-
hle in the well-known article by 
Davis and Blake (1956) about factors 
affecting fertility. Nor did Berelson 
(1969) mention breastfeeding in his 
compilation of "heyond family 
planning" policy options, a paper 
that infiuenced policyvmakers to 
think about what could he done to 
reduce fertility besides providing 
contraceptivc services. 

Regardless of where or how 
family planning professionals were 

educated, they may considcr claims 
about the regnancy-postponigef­
feet of breastfeeding to be examples­
of an "old wives' tale" or may not 
consider breasifeeding to be suffi­
cienttv effective at the individual 
level. 

l)irect-service providers tend to 
be especially skeptical about the 
contraceptive effect of breastfeed­
ingSooner or later they will en­
;c-unea 2 oman. ntho rc
 
feiaiig. ksingP no contruceptive
method, and became pregnant. The 
service provider may not stop to 
consider whether th,- bteastfeeding 
woman had resumed menses or 
how intensively she had been 

hreastfeeding, before concluding 
thi', the contraceptive effect of 
hreastfee'ding is unreliable. 

The medical profession, with 
its preference for modern con-

traceptives. generally ignores ce is 
unaware of evidence of the 
fecundity-inhibiting effect of breast­
feeding. A recent study in Mexico 
(Potter, Mojarro, and Nuhez i987) 
found that physicians were more 
likely than traditional midwives to 
advocate early food supplementa-
tion and shorter periods of breast-
feeding. And only 17 percent of the 
physicians, versus 43 percent of the 
traditional midwives, thought 
brcastfeeding was very effective at 
preventing conception. 

In the Mexican study, practi-
tioners were also aslhed to estimate 
the duration of contraceptive pro-
tection offered by breastfeeding. 
Traditional midwives' predictions 
were closer to the empirical results 
from a study in Durango, Mexico 
(Rivera et al. 1987), than were the 
predictions of the nhysicians, who 
underestimated the contraceptive ef-
fectiveness of breastfeeding. 

ti
Z 

attracing trest be ce 
attractingnew, interest because of its
 
birth-spacingeffect.
 

- Breastfeeding does not con­
venientlh' fit into the "cafeteria" of 
famj1mpLiaig. thods. It cannot 
be "delivered" to women by family 
planning programs. It requires an 
educational approach rather than a 
clinical or medical approach. Nor is 
there an), financial advantage to be 
gained from the promotion of 
breastfeeding. as may be the case 
with some contraceptive methods. 

'Y1anyfamily planning program 
managers are more concern:-d about 
increasing the use of the methods 
they delivejthan about the effects 
of their methods on fertility, c hild 
spacing, or helping couples realize 
their ideal family sizes. According to 
this criterion, a program could 
declare itself a success if it in­
creased use of the methods it deli­
vered, even if breastfeeding (or 

!5
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"traditional methods) declined, birth family planning methods are not Z of ignoring the child-spacing effect 
intervals became shorter, and fertil- available or acceptiable, is irnpcr- of breastfeeding. In survey research, 
itv incre.ased in the popllation it tant. Should breastfeeding or other ignoring the practice of breastfeed­
served, traditional child-spacing practices ing and its fecundity-inhibiting ef­

in countries where family plan- deteriorate, family planning pro- fect may lead to an underestimation 
ning programs are explicitly direct- grams may find it even more of the extent of contraceptive be­
ed toward reducing fertility, policy- difficult to bring about fertility havior and protection. In family 
makcs and program managers may- deciine with modern methods planning programs, supervisors and 
emphasize methods that the\- be- (Thapa, Short, and Potts 1987). workers unaware of breastfeeding's 
lieve hav the best chance of bring- Breastfeeding promotion tends contraceptive effect have little rea­
ing about a draaiatic decline in to fall between -the interests.of son to be interested in breastfeeding 
fertility. Those methods usually in- fu nazg agents. Famil. planning behavior and how it may be 
lude pills, injectables, sterilizttion, funders do net generally consider changing. 

IUDs, and barrier methods. breastfeeding education to be their Few programs have explicit 
.. responsibility. Nor is breastfeeding guidelines for integrating contracep­

record breastfeeding status, and pro- promotion a major funding prior.ty tion with breastfeedirg. Thus wor­
grams usu assure that all wom- of child-sur%ival funding.agenges kers may start a lactating woman on 
en in need of contraception have such Agehy _(orlrnterna- method immediatelyas the U.S._ a temporary 
normal menstrual cycl.:s Most train- tional Development (tISAID).and after delivery, with the result that 
ing materials for family planning UNICEF. Service ptograms support- she has double contraceptive pro­
provider.; and consumers, for exam- ed by these agencies have focused tection during the early postpartum 
pie are aimed at women who have mostly on oral rehydration and im- period. In many countries discon­
nenstrual cycles, although breast- munization coverage, growth tinuation rates are high, and a lac­

feeding women may make up a monitoring, and, more recently, tating woman may discontinue her 
large percentage of potential users. treating acute respiratory infections, temporary method at about the 

Little consideration has been Surveys have tended to over- time ovulation returns and she 
given to methods appropriate for look the co ntracepf. % fect.g needs contraception the most. 
lactating women, how breastfeeding brea iftfding. In many- contracep- Combination pills reduce milk 
can ameliorate or worsen side ef- tive prevaleuce surveys, even if a production if they are introduced 
fects from contraceptive use, and woman spontaneously mentions too early in the postpartum period. 
when lactating women should start that ,he is relying on breastfeeding Some researchers have even argued 
using contraceptive methods. Pro- to postpone her next pregnancy, that use of hormonal contraceptives 
grams typically advocate contracep- that fact may not be recorded, or during lactation may cause ovula­
tive use "the sooner, the better." breas'.feeding may be included with tion to occur earlier than it other-
Program workers worry that if a methods instead of being wise would (Bhatia, Becker, and-other" 

woman does not accept a con- listed separately. Interviewers are Kirc, 1982). vavy IL.qrams do not 
traceptive method at the time of not usually instructed to probe stock pogestin-onls, whic are 
delivery,vthey mav never see her respondents about their use of more appropriate for breastfeeding 
again. hreastfeeding to delay pregnancy. women than cembination pills. 

Of course, breastfeeding alone Fortunately, many recent surveys Most family planning programs 
can never bring about the amount have begun collecting detailed infor- consider breastfeeding women who 
of fertility control required for a mation on breastfeeding patterns, are not using one of their methods 
one- or two-child family. At best, it Implications of to be noncontraceptors, even if the 
can help women space their plicaions o t women are still amenorrheic. Such 
second- or higher-order pregnancies professional attitudes women may be considered prime 
and complement the use of con- toward breastfeeding candidates for contraception even if 
traception. But this contribution, There are negative consequences for they themselves do not yet think 
especially in settings where modern both research and action programs they need one of those methods. 

http:prior.ty
http:interests.of


\,. I No i. Novemhcr 8- Asin and Pacific Population Forum 	 / 

Some breastfeeding women fear 
that contraceptive methods will 
harm their babies. These differences 
of perception may cause ar. un-
necessarily antagonistic relationship 
between breastfceding women and 
family ranning programs. 

In programs that have targets 
for noifbers of contraceptive accep-
tors, worker: are not given credit 
for lactating women because breast-
fceding is not considered to have 
contraceptive efficacy. If workers 
receive compensation for the num-
ber of acceptors they recruit or 
methods they de.liver, they may 
even be tempted to discourage 
women from breastfeceding in order 
to start them on a method for 
which the wofkers are rewarded. 

Many pediatricians and other 
health professionals recommend 
food supplementation one to three 
months after delivery rather than 
four to six months or more, which 
would be bettir for child spacing. 
-arly ';upplcmentation ma' lead to 

a temporary improvement of nttri-
tion for the child and can be justi-
fied in individual cases. But it may 
also cause the infant to suc'le less 
intensively and thus bring about the 
resumption of fecundity. AS an un-
planned pregnancy could jeopardize 
the nutrition and health of this 
child as well as of its siblings, early 
supplementation can be counter-
productive. 

If a child is not thriving, it may 
be better to supplement the moth-
er's diet and encourage her to 
breastfeed more intensively than to 
encourage direct supplements to the 
baby, who might then lose interest 
in breastfeeding. Although this is a 
controversial issue and more 
research on it is needed, there ap-
pears to be little justification for 

recommending that breastfeeding 
mothers give food or liquid supple-
ments to a baby who is growing 
normally before it is four to six 
months old. 

FlOW can women utilize 
the child-spacing effect of 
breastfeeding? 
\Vomen need to be able to predict 
when fectndity will resume or de-
tect its resumption in order to take 
advantage of breastfeeding's child-
spacing effecL. Over time the proba-
bilitv increases that a woman wil 
become pregnant before the warn-
ing sign of menses, and therefore 
tie return of menses alone is an un.. 
reliable warning sign. 

A woman could b, more confi-
dent of avoiding zn unplanned 
pregnancy if she had other indica-
tions of when obeg-in or resume 
contracertion. For example, if she 

ttdsing a contraceptive 
method as soon as she resumed 
menses, or when she began to give 
her baby food supplemenits, or by 
six months post partum-whichever 
came first-she could reduce her 
risk of pregnancy to a very low 
level, 

If she wanted to be certain she 
was protected, she could begin us-
ing contraception at three months 
post partum even if full) breastfeed-
ing and amenorrheic. Of course, 
this would mean only a short peri-
od of reliance on breastfeeding to 
postpone pregnancy. 

If past experience were a re!-a-
ble guide, then women breastfecd-
ing a second or later child in the 
same manner as the first might ex-
pect a similar duration of postpar-
turn amenorrhea. Unfortunately, no 
one has systematically studied the 
reliability of past experience. Such a 

study could be of considerable 
practical value to practitioners who 
counsel women about posrpartun 
contraception. 

Various organizati-)ns, however, 
including Family Health Internation­
al, the \t..;d Heaith Organisation, 
Johns Hopkins University, the Inter­
national Inst'itute for Studies in 
Natural Family Planning, and sevral 
research institutions in Australia, 
Belgium, Chile, the United King­
dom, and other countries, have 
been studying the contraceptive ef­
feet of breastfeeding and how long 
it lasts. Researchers have been hop­
ing to come up with simple guide­
lines for women. 

Studics in progress are inves­
tigatii,g whether other experiential 
or subjective signs of renewed 
fccundity, besides the retu' n of 
menses, exist that women could 
rely upon. Possible symptoms are 
changes in cervical mucus, basal 
hody temperature, and cervical po­
sition. 

Completed stadies have found 
that different frequencies and itten­
sities of breastfeeding have had 
varying effects on the duration of 
postpartum amenorrea in the coun­
:tries studied (e.g., Diaz et al. 1982; 
Gray et al. 1986; Howie and 
McNeilly 1982; Rivera et al. 1985, 
1987). Still, it appears that if a 
woman breastfeecas in what can be 
called a "traditional" style, she will 
get high effectiveness from thc 
breastfeeding. especially before 
menses resume. The traditionai %tyle 
involves 
* keeping the baby nearby and 
feeding on demand rather than ac­
cording to a schedule 
* 	 feedin 'frequently

f q
* 	 sleeping near the baby and main­
taming nighte b
aining night feedings I7
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* not giving the baby bottes or 
pacifiers 
* giving th. baby only breastmilk 
for at least four months or, if giving 

* 	 the baul other foods or li""id.', giv-
ing them as rinor supplements 
rather than as substitutes for 
breastmilk. 
These practices all contribute to the 
maintenance Of frCqtucnt and intense 
suck:iing, which in turn is linked to 
the 	!,;i'1r ,siOn of ovulation. 

Tile traditional style (if breast-

fcc-ing still exists in rural areas of 
many deloping, countries. In such 

situations, social policies should be 

directed toward protecting the prac-

ti_e s) it will not erode. In urban 

areas tile task is more difficuit. 
\omen whose jobs separate them 

from their infants may be unable to 
hrcastf'cd in a traditional fashi,.n 

and hence will derive less con-
fepino ptrothctio frurndurban
fcdilgT Ill both ruLral and urban 

e, 
areas. hiovcwre, one can lin exam­

1" .	 . . cess-1pTl"uloprot(e"i---"-nog - ea i 
exam t -ple,m isrl ' or 
ibsaipe. c.thr ai g" 

ill roomin in (Tognetti 1985). 

In the lung run it ma. proVe 

easier tooromote breastfeeding
than nang ot~her socially desi-rble 

Iehav-ior s- most new 

niotht: are favoabhl disposed 
/ 	 toward it and it has the backing of 

tradition. What moft.ers - is 

encouragement and accurate 
information-both of which can be 
provided by hreastfeedirg promo-

tion efforts. 

Integrating breastfeeding 
into family planning 
programs 
To integrate breastfeeding into fain-

ily planning programs, national and 

local family planning personnel will 
need such information about breast-

feeding as its incidence., usual dura-
lion, types of breastfeeding 
ptcticc, normal duration of post-
partum amenorrhea, and contracep-
tive use by breastfeeding womn. 
Such inlrmation should enable 

familv planning workers to prepare 
guidelines on when lactating worn-
en should start using contraception 
and what methods they should use. 

Family planning personnel will 

need training in this new approach. 
and educational materials wiil have 

to be prepared for both workers 

and clients. 
Family planning staff need in-

struction in how breastfeeding may 
affect women's experiences with 

contraceptive methods. For exam-
pie, the menstrual ch,-,ngesi (such as 

spotting) that women experience 
with hormonal methods may be 
less pronounced for hreastfeeding 
women. Just as programs use check-

lists of contraitidications for oral
contraceptives, the' could develop 
and use a list of contraindications 
for continued reiiance on the child-

spacing effect of breastfeeding. An 

illustrative example appears in the 
Appendix.

.Programs using quotas or tar-
gets for family plannning acceptors 

will nec to ad/d a category tor 
amenorrheic breastfeeding women, 
Such women could be considered 

contraceptors but would need to 

receive advice on when to start a 
family planning method. Workers 

who receive fees for recruiting 
clients should be compensated for 
promoting breastfeeding for child 
spacing as well as child welfare and 

for providing breastfeeding women 

with appropriate family planning 

methods at the appropriate time. 

Family'planningprograms 
in developing countries can 
serve the contraceptive needs 
sere te ontrace nd 
of breastfeeding wofen and 
the health needs of their 
izfants better by offering 
family planning methods 
compaitible with intensive 
breastfeedizg. 

Service-statistics forms and 
other 	records will have to be modi­

fied slightly to reflect this new ap­

proach. The types of methods 
provided may also need to he ex­
panded. For example, for women 

who 	 wvant a very high degree of 
contracrptive effectiveness and do 

not 	want to rely -an breastfeeding, 
programs will need to offer post­
partum sterilization and immediate
 
postpartum IUD insertion. They"
 

will need to stock temporary
 
methods appropriate for other 
hreastfeeding women: progestin­
only pills, injectables. implants, and 

harrier methods. 
National programs will have to 

monitor breastfeeding patterns and 
trends, including whether lactating 
women initiate family planning 
methods at the right time (Knodel 

and Kamnuansilpa 1986) and 
whether breastfeeding patterns are 

deteriorating. Fortunately, national 

surveys such as the Demographic 
and Health Surveys and other 

studies such as that by the World 
Health Organisation (1985) are mak­
ing 	this kind of monitoring easier 
than in the past. Problems will re­
main 	at the local level where data 
are 	less available. 

(continuiedon page 20) 
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BREASTFEEDING WOMEN... 
(continued from page 8) 

In summ:jry. family planning 
programs need to take more seri-
ously the special needs of breast-
feeding women and to devise 

procedures, training programs, su-
pervision routines, and information-

al and outreach materials that meet 

those needs. The ta:sk is to integrate 

traditional methods of child spaci~ig 

with modern ones. 

Although, in the short run, this 

tew approach may ircrease the 

complexity of family planning pro-

APPENDIX
 

foheIllowing checklist could he used by 
counselor tIdetermine whethe,"a w'oan 

KEAms integrating breastfeeding 

promotion and family planning pro-
motion should be less difficult than, 
say, integrating health and family 

plain':, ,programs. It will involve 
mainly role integration for family 

planning workers rather than struc-

ittral or administrative integtanion. 

Family planning workers will have 

to counsel new mothers about ap-

rWOpriate contraceptive methods 

and timing, and :hey will need to 

see the %,vomenmore frequently 

than is currently the practice. 

The raain advantage of this pro­
posed approach is that family plan­
ning workers and breastfetding 
women will he "on the same 

team." hoth concerned with the 
women's special needs. A woman 

who does not want to use con­

traception immediately after deliv­

cry will he given advice about the 

risks of an unplanned pregnancy 

and appropriate means of avoiding 

it. 	 She will then be able to make an 

informed choice about family plan­

ning. l 

a family planning 
who is not in-

terestcd in a terminal contrceptive method is likely to 
receive contraccptive protection from breastleeding or 
whether she should start a f:tmily planning method. As our 

ability to predict resumption of fecundity improves through 

rc.eearch, the checklist could he modified. 

11.1.1TSIIATI\' CHE:.(K.IST 
F()R W(OMIN IISIN( IlREASTFI:II) IN(..() SPACE IllRTIS 

currently breastlcedin.' 

child? 


1.Arc ,ou 	 'our 

2. 	 IIhave you resumed sexual activity with 

our partner (or do you plan to do so 

very sooni)? 

3. Do you want to postpone your next 
pregnancy? 

-i.	Are you using hreastfecding as your only 

means of dclaying pregnancy? 

.s 	-IJNo 0_ 

"s UA No El 

Yes LI No 0 

Nes 	 LI No 0-

ANote: If the woman responds -yes" to all four questions, ask 
her the following questions: 

5. 	 Regarding the baby you are currently 


breastfceding, when was lieor 

Mo. ),av Yr.she iorn? 

6. 	 Ilow miany ionths old is %yourbaby? montls 

(.4tusu.v"e to questions 5 and 6 sbould he consistent.) 

. ave your menses resumed since you 
gave hirth? NLis LI No LI 

8. Have you stoplic.] breastfeeding your 
baby at night? Yes 1 No L1 

9. 	Are you giving your 'aby foods or 

liquids as a substitute for breastfeeding? Iis L" No 11 

10. 	Are you giving your hal.' liquids from 
:mhottle? Yes II No 1-l 

II. 	Have you lad a previous unllannted 
pregnancy while vou were breastfeeding? Ycs L- No I­

onepondent answers v'es' to at least of 

questions 7-11. sli should be advised that she is at risk of an 

unplanned pregnancy and should start using ,acontra "**'Vc 
method. If she answers "no" to each question but thel baby is 
at least X months old. the respondent sl"wtld nevertheless be 

advised to start using a contraceptive mcihod. (X is a local 

estimate of mean duration of postpartum amenorrhca. In 

soime settings it will he six or eight months: in other settings 
it could Ie 12 or 18 months. The duration niust he deter­
mined front local data. I II the respondent answers "'no'" to 

questions 7-IH and her b:by is less than X months old, she 

should be told to return to the faminily planning clinic in a 

month to be reevaluated..She should 'ilso he told to return 

ihnnediatell' if any of the conditions described in questions 
-I10changes (i.e., her mienses resume, slie bgins supple­

nients. or she discontinues night breastfecdings.) 
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