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The Agency for Healthcare Research and Quality (AHRQ) has released a new evi-
dence report on breastfeeding and health outcomes. The report found evidence
that breastfeeding significantly decreases infants and mothers risk of having
many short-term and chronic diseases.

Infant Outcomes

There is good evidence that breastfeeding reduced infants risk of ear infections
by up to 50 percent, serious lower respiratory tract infections by 72 percent, and
a skin rash similar to eczema by 42 percent. Children with a family history of
asthma who had been breastfed were 40 percent less likely to have asthma, and
children who were not prone to asthma had a 27 percent reduced risk compared
to those children who were not breastfed. The risk of developing typel diabetes
was reduced by about 20 percent. These benefits were seen in infants who were
breastfed for three or more months. Breastfeeding also reduced the risk of type 2
diabetes by 39 percent compared to those who were not breastfed.

The report also found that breastfeeding was associated with fewer episodes of
diarrhea during infancy, decreased incidence of childhood leukemia (both ALL
and AML), and a 36 percent reduction in deaths from sudden infant death syn-
drome. The report found no clear relationship between breastfeeding and im-
provement in 1Q. In the studies that controlled for maternal education and ma-
ternal intelligence, the advantage from breastfeeding was reduced to a statisti-
cally non-significant level after adjustment. In premature infants, breastfeeding
significantly decreased the occurrence of necrotizing enterocolitis, a serious gas-
trointestinal infection that often results in death.

Maternal Outcomes

For health outcomes in mothers, there is good evidence that women who breast-
fed their infants had up to a 12 percent reduced risk of type 2 diabetes for each
year they breastfed. Breastfeeding decreased the risk of ovarian cancer by up to
21 percent. Breastfeeding also decreased the risk of breast cancer by up to 28
percent in those whose lifetime duration of breastfeeding was 12 months or
longer. Women who did not breastfeed their infants were more likely to have
postpartum depression, but unmeasured factors such as depression that was
undiagnosed prior to giving birth may have increased the rate of depression
seen in this group. Breastfeeding did not reduce the risk of fractures due to os-
teoporosis. The effect of breastfeeding on a woman s return to pre-pregnancy
weight could not be determined based on the available studies.

The report was funded by the U.S. Department of Health and Human Services
Office on Women § Health and prepared by Stanley Ip, M.D., Joseph Lau, M.D.,
and colleagues at AHRQ s Tufts-New England Medical Center Evidence-based
Practice Center in Boston, Massachusetts.

To access Breastfeeding and Maternal and Infant Outcomes in Developed Countries, go to:
http://www.ahrg.gov/clinic/tp/brfouttp.htm.
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Policy Statement now
available in Hebrew!

Breastfeeding and the Use of
Human Milk was recently
translated by Orit Friedland
and Heidi Orpaz under the
supervision and authoriza-
tion of Arthur Eidelman MD,
Policy Committee Chair, Sec-
tion on Breastfeeding. Per-
mission was granted by the
American Academy of Pediat-
rics for the translation and
its distribution free of charge.
For an Adobe PDF file of the
Hebrew translation, visit the
Israel Neonatal Society site
www.isneonet@org.il and en-
ter the presentation section.
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Pediatricians are increasingly being
asked to assess parental social and
behavioral issues that may affect
the health and well being of their
patients, the children. Postpartum
depression is an example of a ma-
ternal condition that is prevalent,
affecting approximately 15% of new
mothers and that, without early
identification and effective interven-
tion could lead to lasting effects on
the child(ren). Infants exposed to
mothers with postpartum depres-
sion may develop their own de-
pressed mood style, have increased

difficulty with social, cognitive and
behavioral development, have diffi-
culty with attachment and be more
likely to be exposed to high risk
situations (i.e. due to neglect or lack
of maternal attention to pediatric
preventive practices).

Because pediatricians sit at the
crossroad of maternal and infant
well-being, they have a unique op-
portunity to be the gatekeepers
and to identify women with, or at
high risk of developing, postpartum
depression. Because mothers,
likely, have more contact with pe-
diatricians than with any other
medical provider in the postpartum
year, and because they trust pedia-
tricians to care for their child(ren),
they are often willing and open to
the pediatricians inquiries and rec-
ommendations to pursue care.
Mothers want what is best for their
child(ren). But depressed mothers

do not always recognize their symp-
toms as depression and therefore
cannot act to improve their situa-
tion and that of their child(ren).

For many reasons, pediatricians
may also have difficulty identifying
which mothers are and are not de-
pressed. While pediatricians can
readily recognize the woman who
reports the signs and symptoms of
depression (feeling sad or depressed
or feelings of anhedonia for most of
the day nearly every day for 2 weeks
or more and has 4 more symptoms
of sleep disruption, appetite disrup-
tion, concentration difficulties, poor
energy, excessive guilt, slowed or
agitated motor movements, or
thoughts of death and dying), few
mothers volunteer this information
in such a clear diagnostic fashion.
Mothers are prepared for the

(cont. on pg. 3)

Regardless of the screening tool chosen, some standard suggestions about their
use should be followed. Dr. Chaudron offers the following tips:

1) The screening tool should be given with an introduction (brief, written) to describe what it is and why

you are giving it.

2) ALL women should be screened in a standard format (i.e. at most first year well child care visits or at
least the 2 week, 2 month and 9 month visit)

3) Screening should be completed before the provider meets with the mother so that it can be reviewed
and scored and allow sufficient time to discuss the results (either positive or negative) with the

mother.

4) If the screening tool is positive, or on the cusp (i.e. score of 9 and cut-off is 10 on the EPDS), the
mother should be counseled and given local and national resources and encouraged to contact her
own PCP. If your clinic has a social worker, engage the social worker in helping the mother to connect

to appropriate resources.

5) Document the screening tool results (including maternal refusals), your discussion and your
recommendations and/or action.

6) If the screening tool is positive or on the cusp, repeat the screening tool at the next appointment and
consider a follow-up telephone call to see how the mother is doing and if she has connected to care.

7) If there is concern for the mother s or infant s safety, the pediatrician should not leave the mother
alone but arrange for her to be evaluated by a psychiatrist or mental health provider. Transportation
to a psychiatric emergency room may be indicated.
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blues , a temporary (less than 2
weeks) experience of mood lability,
but often do not distinguish this
from ongoing postpartum depres-
sion. Hence, they will not bring up
their feelings as they are expected .
Furthermore, the normal postpar-
tum period changes (weight loss,
sleep disruption, fatigue, concentra-
tion difficulties, guilt) are often diffi-
cult to distinguish from the symp-
toms of depression. Mothers may
not identify their feelings as de-
pressed but rather as worried or

anxious , therefore the term

postpartum depression does not
ring true to their experiences. Simi-
larly, thoughts or fears of harming
their child are often experienced as
intrusive, obsessive and out of their
control. These thoughts are fright-
ening to mothers and are embar-
rassing. Therefore, they usually do
not volunteer them without a pro-
vider s non-judgmental, open in-
quiry. Many mothers who experi-
ence postpartum depression can
also keep it together and put on a
happy face for providers or outsid-
ers but do not feel this way inside.
For all of these reasons, pediatri-
cians cannot count on their clinical
intuition as the sole means of iden-
tifying women with postpartum de-
pression.

Fortunately, simple, valid standard
screening tools exist and can be
readily used by pediatricians to help
identify mothers with postpartum
depression and those at risk. Two
depression screening tools, the Ed-
inburgh Postnatal Depression Scale
(EPDS) and the Postpartum Depres-
sion Screening Scale (PDSS), were
specifically designed to be used to
identify postpartum depression.
Other depression screening tools
have also been used (i.e. the CES-D,
BDI, PHQ-9, 2-item depression
screening questions) but their valid-
ity in this population has not been
established.

Pediatricians can make a big differ-

ence in the lives of mothers and
children by helping to identify
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mothers with postpartum depres-
sion and to guide them to available
treatment.

Resources for Providers and Moth-
ers:

www.mededppd.org
www.postpartum.net

Carolina Ceron-Canas MD,FAAP,
IBCLC
Section on Breastfeeding Member

In regards to post partum depres-
sion (PPD), it is critical to make this
diagnosis early and address it ap-
propriately. Statistics show that
PPD will occur in up to 18 % of
women and can occur up to 1 year
after the birth. This is far beyond

baby blues , which can occur in up
to 50% of new mothers presenting
as mild depression and emotional
liability during the first week after
birth. This resolves in the first few
weeks post partum. There may or
may not be a past history of depres-
sion.

Predictors of PPD include prenatal
depression, low self-esteem, child-
care stress, low social support and
socioeconomic status or an un-
planned pregnancy and poor mari-
tal relationships. That, coupled with
a difficult temperament in the in-
fant, is a formula for depression.
The pervasive sadness that ensues
may affect infant attachment pro-
foundly which will then be reflected
in the child s development only add-
ing to the mothers depressive state.
As we have seen recently from the
media coverage of our local news, it
can lead to a life-threatening situa-
tion for mother or child. The myth
in all of this is that the community
still believes that the mother cannot
be treated if she is breastfeeding
and only peripheral support is
given, or the breastfeeding is halted
in order to treat the PPD with anti-
depressants. The mother is not al-
lowed to wean slowly and the
abrupt changes in the hormone lev-
els may influence the disease as
many are placed on progesterone
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type agents that may worsen the
mood. Most experts in the field of
depression prefer psychotherapy to
medication during pregnancy and
lactation, however therapy is often
unavailable, or the cost may be pro-
hibitive. A review of 15 studies that
measured serum levels of drugs in
nursing infants showed minimal ex-
cretion into the breast milk making
many antidepressants safe for nurs-
ing mothers. (Wisner KL, Am J Psy-
chiatry. 1996 sep;153(9):1132-7)

Very few mothers will come to us
saying that they are depressed, but
when we start to see repeated visits
with an exhausted parent who can
never seem to satisfy the needs of
their infant and who regularly seeks
professional help, we need to be able
to recognize and have the resources
to either refer to a mental heath pro-
vider or begin treatment in a timely
fashion. The basics of prevention in-
clude nutrition, regular exercise
which has been shown in research to
improve mood ( Wilkinson J,J Fam.
Health Care.2003:13(2):44-8 ), stress
management with good social sup-
port and self care.

I would refer you to Thomas Hale s
book, Medications and Mother s
Milk. With regard to the black box
warnings on antidepressants in chil-
dren, there is no greater risk to a
growing child than to be deprived of
the bond that is established early in
the mother-baby dyad that is nurtur-
ing, loving and secure. There is no
better refuge for an ailing mother
than in the medical home that ad-
dresses all of these needs.

Statistics show that
PPD will occur in up
to 18 % of women
and can occur up to
1 year after the
birth.
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:Tips for Working with the Media - Part | of Il

Kinga Szucs, MD, FAAP, IBCLC
CBC - Indiana
Section on Breastfeeding Member

To effectively promote breastfeeding,
a good working relationship with the
news media is vital. Just as you
strive to cultivate and nurture part-
nerships in your community, it is
important to initiate and sustain
relationships with media represen-
tatives.

The American Academy of Pediat-
rics policy statement, Breastfeeding
and the Use of Human Milk, notes
that an obstacle to the initiation and
continuation of breastfeeding is the
media s portrayal of bottle-feeding
as the norm. With your expertise,
you can serve the media and the
public by providing accurate infor-
mation that dispels myths about
breastfeeding. However, despite
your best intentions, if you dont
know how to relate with the media
and successfully court them to gar-
ner attention, you could end up pa-
pering your community with accu-
rate and important press releases
that do not see the light of day.

A media-relations initiative is a cost-
effective way to build awareness of
breastfeeding. Recent studies indi-
cate that positive editorial coverage
generates up to nine times more
visibility than paid advertising. Edi-
torial copy generated through media
relations is far more believable and
credible than paid advertising.

Regular media exposure legitimizes
the practice of breastfeeding and
your work. Among consumers, a
subtle, but nonetheless real, percep-
tion is that a mention in a newspa-
per or on television must mean the
subject matter is important. Media
coverage communicates to consum-
ers that breastfeeding merits serious
consideration.

Be cautious when trying to foster a
mutually beneficial relationship with
media outlets. Being overconfident
or very aggressive in trying to place
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stories can have damaging results.
Losing goodwill is easier than re-
gaining it. The safest position is to
understand what you are doing,
work hard to accomplish predeter-
mined and realistic goals, be courte-
ous and respectful with your media
contacts, and expect some disap-
pointments along the way. After all,
hard as you may try, the results of
your media-relations initiatives are
never predictable but if planned
and implemented correctly, the bene-
fits are enormous.

Initiating & Building Rela-
tionships with the Media

To shine a spotlight on breastfeed-
ing, you must seize an opportunity
to work with the media. Start by
becoming a media consumer

watch TV news, read the newspaper
and surf the Internet to be aware of
the trends being covered. If you spot
a trend that ties into breastfeeding,
such as obesity prevention, for ex-
ample, take immediate action by
distributing news releases or back-
ground information.

Get on a first-name basis with your
media representatives, especially
those who cover health topics. It5
easier to build a relationship when
you can offer help rather than ask
for it. Contact a reporter and volun-
teer to research medical or health-
related stories for them, provide in-
terviews or locate potential contacts
among your colleagues. After you ve
established yourself as a reliable
and helpful contact, pitch a breast-
feeding story idea or slant to an is-
sue.

As you become more familiar with
your local media outlets and the
names of key health reporters, col-
lect those names. Periodically send
a note of praise to a reporter for a
particular story that you liked not
necessarily one that relates to
breastfeeding. Later, should breast-
feeding news break on a national
level, you can call or e-mail that
reporter offering background infor-
mation or yourself as an interview
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source.

Since reporters always appreciate
tips, if you happen to see a newswor-
thy breastfeeding article in a medical
journal, send it to the reporter along
with a note.

Don’t overlook any opportunity to get
your breastfeeding messages out.
Your city may have a cable program
devoted to health, for example.
Health care professionals are also
sought by local newspapers to write
guestion and answer columns
consider inquiring with the editor.

Cultivating relationships with the
media takes time. If your first few
tries fail, don 't become discouraged.
Keep up your efforts, and over time,
you Il be gratified by the stories that
shine light on the benefits and im-
portance of breastfeeding.

Is it Newsworthy?

Reporters and editors want stories

that are balanced, accurate, dra-

matic, timely and appeal to the

masses. Before approaching the me-

dia, ask yourself if your breastfeed-

ing story:

e Impacts people?

e Contains something new?

e Is timely?

e Is localized?

e Is already being covered? Can
something different be added?

e Relates to current legislation?

If the answers to most of these ques-
tions are no, its time to go back
and re-tool the story by incorporating
new angles that address these ele-
ments. If that s not possible, it might
be best to brainstorm an entirely new
story that s more compelling or hold
off until the timing is in your favor
for example, when an aspect of
breastfeeding breaks on the national
news scene and you can step up to
localize the story.

Stay tuned for part Il of Tips for
Working with the Media in the
Summer issue of this newsletter!
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Sacker, A., Quigley, M. A., Kelly,
Y. J. (2006). Breastfeeding and
developmental delay: findings
from the millennium cohort
study. Pediatrics, 118(3), e682-
€689.

Review by Lawrence
Noble, MD, FAAP

In developed countries,

in which clean water

and safe nutritious

solid foods are plenti-

ful, exclusive breast-
feeding for a full six months re-
mains controversial. A recent review
concluded that “there is no evidence
of significant harm for four months
introduction and no significant
benefit from exclusive breastfeeding
for six months in any of the health
outcomes measured to date.” (Am J
Clin Nutr 2007;85(suppl): 577S-83S,
635S-89). It is, therefore, under-
standable that the six month exclu-
sive breastfeeding rate in the U.S.
2005 National Immunization Survey
is just 13.9%.

The emerging data on exclusive
breastfeeding decreasing severe
morbidity and health care costs in
developed countries is compelling.
The results of a huge study of al-
most 16,000 babies were published
in the April 2007 Pediatrics. Re-
searchers from Oxford and Univer-
sity College London looked at the
outcomes of babies who were exclu-
sively breastfed over the first 8
months, those who were exclusively
formula-fed for the same period,
and those who received a combina-
tion. In the first eight months after
birth, 12% of infants had at least
one hospital admission. The most
common cause of hospital admis-
sions was lower respiratory tract
infections (3.2%) and diarrhea
(1.1%). After accounting for multiple
factors, the investigators calculated
that exclusive breastfeeding caused
a large and statistically significant
reduction in the risk of hospitaliza-
tions for diarrhea and lower respira-
tory tract infections. Exclusive
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breastfeeding prevented 53% of di-
arrhea hospitalizations and 27%
percent of lower respiratory tract
infection hospitalizations each
month. Of importance, this effect
lasted for every month that the
mother continued to breastfeed ex-
clusively, even after 4 months of
life. The effect of partial breastfeed-
ing was weaker and not statistically
significant; partial breastfeeding
reduced 31% of diarrhea and 25%
of lower respiratory tract admis-
sions. The protective effect of
breastfeeding disappeared soon af-
ter breastfeeding cessation.

The study was observational and
not randomized. This is important
as the Millennium Cohort Study
has previously reported that breast-
feeding in England is influenced by
ethnic and social factors (Int J Epi-
demiol 2005; 34:1378-86). The
study used parental reporting to
measure both breastfeeding and
hospitalization. Despite those limi-
tations, the large sample size of this
study makes its findings compel-
ling. We agree with the conclusion
of the study, “that breastfeeding,
particularly when exclusive and
prolonged, protects against severe
morbidity ... and would be of great
public health benefit.”

Michels, K.B., Willett, W.C.,
Graubard, B. I., Vaidya, R. L.,
Cantwell, M. M., Sansbury, L. B.,
Forman, M. R. (2007). A longitu-
dinal study of infant feeding and
obesity throughout life course.
International Journal of Obesity,
2007, 1-8.

Review by Lori
Feldman-Winter, MD,
FAAP, FABM

The paper by Michels
and colleagues (1),
published in the Inter-
national Journal of
Obesity (2007), drew national media
attention. The authors concluded
that while breastfeeding promotes
health to both the mother and
child, being breastfed as an infant
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was not associated with a women'’s
likelihood of becoming overweight or
obese throughout the life course.
The study subjects were from the
Nurses’ Health Study II, (NHS I1), a
prospective cohort of female nurses
aged 25 to 42 years enrolled in
1989 and followed through 2001. In
2001, these subjects were asked to
have their mothers answer ques-
tions related to feeding of the sub-
jects when they were infants. Not all
mothers were available so a subset
of the original cohort was identified
as having reachable mothers. These
mothers participated in 2001 and
2002 (12 years after enrollment of
the subjects) and were queried as to
whether or not they breastfed their
(then 37 to 54 year-old) nurse
daughters. The mothers of the sub-
jects comprised the “Nurses’ Moth-
ers’ Cohort Study.” This study
would therefore be more appropri-
ately termed a retrospective design,
rather than a prospective cohort
design.

Exclusive breastfeeding was defined
as the period of time before subjects
had formula, cow’s milk, evaporated
milk, or solid food introduced into
their diets. They also recorded du-
ration of any breastfeeding. In the
statistical analysis infant feeding
was grouped according to: having
been breastfed for less than 1 week
and never being breastfed (one cate-
gory); any breastfeeding for 1 week
to 3 months, 3-6 months, 6-9
months, 9-12 months and more
than 1 year. Duration of exclusive
breastfeeding was similarly grouped
according to the above categories of
age intervals. Thus the groups for
“never breastfed” and “never exclu-
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