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Abstract 
 

This project was a retrospective evaluation of the prenatal education 

component of a multi-component breastfeeding promotion intervention. The 

educational portion of this program, provided in Spanish using intercultural 

communication techniques, was designed to increase the number of Hispanic 

women who choose to initiate breastfeeding, using breast milk exclusively to 

nourish their newborns. The Hispanic women included in this program were all 

registered with a local prenatal-care coordination program for low-income 

women, had routine hospital births (both vaginal and C-section) and elected to 

participate in the prenatal education class. Data regarding intention to breastfeed 

and breastfeeding during hospitalization were gathered through chart reviews. The 

intervention group (n= 39) had a 53.8% rate of intent to breastfeed, compared to 

37.5% in the usual care group (n=32), which is clinically significant. Reaching 

statistical significance, 41% of the mothers who attended the educational 

intervention achieved exclusive breastfeeding at discharge, compared to only 3.1 

% of the usual care group.  Additionally, secondary analysis revealed that 77.1 % 

of all participants did not receive access to Lactation Consultation services. Future 

components, to be implemented and evaluated incrementally, will address the 

mother’s continuous effort to exclusively breastfeed her infant through the baby’s 

sixth month of life, and then continuing to breastfeed with the addition of solid 

foods through the first year of the baby’s life. 
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Section I: Introduction 

Exclusive breastfeeding provides optimal nutrition for infants in the first 6 

months of life, and breastfeeding with complementary foods for at least 12 

months is the ideal feeding composition for optimal infant health according to the 

American Academy of Pediatrics (AAP, 2012). In addition, breastfeeding is 

advocated as a public health strategy for improving infant and child health 

survival, decreasing maternal morbidity, and controlling healthcare costs 

(American Dietetic Association, 2005).  Healthy People 2020 goals are: to 

increase the proportions of infants ever breastfed to 81.9%, to increase the number 

of infants exclusively breastfed until six months of age to 25.5%, and to increase 

those partially breastfed at six months to 60.6% (U.S. Department of Health and 

Human Services (DHHS), 2010).  The Centers for Disease Control and 

Prevention’s (CDC) breastfeeding report card for 2011 for the state of Virginia 

shows that the Healthy People 2020 breastfeeding objectives have not been met.  

In Virginia, exclusive breastfeeding of infants at 3 months is at 36.5%, and 

at six months is down to 14.5% with only 79.1% of mother’s reporting that they 

have ever breastfed (CDC, 2011). Additionally, in 2011 in Virginia, 25.5% of 

breastfed babies received formula supplementation within the first two days of a 

hospital stay. This percent is above the 2006 national baseline of 24.2% and well 

above the 2020 goal of 14.2% (CDC, 2011).  As part of the United States 

Breastfeeding Committee’s initiative on Breastfeeding Promotion and Public 
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Marketing, the United States Department of Agriculture has sponsored a National 

Breastfeeding Promotional Campaign through the food assistance program for 

Women, Infants and Children (WIC). The WIC breastfeeding promotion 

campaign is national in scope and being implemented at the state agency level. 

Efforts to improve breastfeeding rates in the United States must address 

infant feeding behaviors across socio-economic levels, across ethnic divides, and 

within the immigrant population. The following literature review in section II is 

specifically focused on breastfeeding interventions within the United States (U.S.) 

Hispanic population. Hispanics are the fastest growing minority population in the 

United States as well as in Winchester, Virginia where this program intervention 

is based. However, breastfeeding rates in this population have not been measured 

at the Winchester Medical Center. 

Conceptual Framework 

Breastfeeding, although natural, is not easily accomplished. It requires 

motivation and perseverance by the mother since the benefits of breastfeeding are 

dose dependent. Dennis (1999) states that self-efficacy has been shown 

repeatedly, through correlational and causal association, to be predictive of health 

behaviors. When educating populations about breastfeeding it is essential to 

address self-efficacy and motivation.  Dembo (1994) explains that the learner’s 

motivation is based on three questions: (1) Why am I learning this? (2) Can I do 

this? and (3) Do I want to do this?  Ting-Toomey (1999) reminds us to use 
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mindful intercultural communication and offers a model for doing so.  She states, 

"mindful intercultural communication emphasizes the importance of integrating 

the necessary intercultural knowledge, motivations, and skills to manage process-

based issues satisfactorily and achieve desired interactive goals appropriately and 

effectively" (p. 48).   

For this intervention, breastfeeding education addresses the question, 

“Why am I learning this?" and identifies the proven benefits of breastfeeding for 

both mother and baby. The second factor in motivation and successful 

breastfeeding is the second question, "Can I do this?"  It is here that breastfeeding 

interventions are focused: to increase the self-efficacy of the clients to 

successfully breastfeed using intercultural knowledge of motivations and skills for 

the given population. Through the provision of lactation consultants and peer 

educators, new mothers learn to believe in their abilities to successfully breastfeed 

through their own experiences and the experiences of others. 

Self-efficacy is the individual's evaluation of their performance 

capabilities related to a particular type of task (Dennis, 1999) (Figure 1.0).   The 

concept of self-efficacy originated from the social cognitive theory established by 

Alberta Bandura. Bandura (1977) concluded, "Self-efficacy is the most important 

precondition for behavior change"(p. 191). The development of self-efficacy 

begins in childhood but continues to develop across a person’s lifespan as they 

progress through life's experiences (Bandura, 1992). According to Bandura, four 
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major sources of self-efficacy exist: (1) mastery experiences, (2) social modeling, 

(3) social persuasion, and (4) psychological responses. 

  Many breastfeeding interventions identified in the literature review use the 

mastery experience of peer counselors as a social modeling strategy as well as 

technical assistance in breastfeeding for the mothers. Bandura (1994) describes 

social modeling as “seeing people similar to oneself succeed by sustained effort 

raises observers' belief that they too possess the capabilities to master comparable 

activities to succeed” (p. 71). The peer counselor may be the only 

demographically similar breastfeeding role model available to many mothers in an 

ethnic minority community where the healthcare systems, and therefore 

healthcare resources, are comprised of predominantly more affluent Caucasian 

Americans. 

  Bandura asserted that people could be persuaded to believe that they have 

the skills and capabilities to succeed, giving it the term “social persuasion.” Social 

persuasion is at the core of breastfeeding promotion interventions. Getting verbal 

encouragement from others helps nursing mothers overcome their self-doubt and 

focus on giving their best effort to the task at hand—breastfeeding their infants 

successfully. Many breastfeeding initiatives seek to provide encouraging and 

accessible resources to mothers, by providing education and positive 

environments in which the mothers feel supported in their breastfeeding efforts 

and are given a little pressure from others to succeed. 



13

 

The final component is the psychological response. Breastfeeding 

interventions seek a positive mastery experience with breastfeeding for the 

mother, as well as a well-developed relationship with the peer counselor as a 

social model.  In turn, a positive psychological response associated with 

successful breastfeeding will increase social persuasion thus increasing 

breastfeeding self-efficacy for the specific target population of Hispanic women 

and women in general. The more women believe they can be successful in 

breastfeeding the more successful they will be (Figure 2.0). 

Mindful Intercultural Communication 

Bennett & Bennett (2004) state intercultural communication leads to the 

development of intercultural competence.  They define intercultural competence 

as the “ability to communicate effectively in cross-cultural situations and to relate 

appropriately in a variety of cultural contexts” (p. 149).  Accordingly, since this 

educational initiative was developed by two European-American women for an 

audience made up of Mexican and Central American women, intercultural 

communication and training design frameworks were utilized as tools to create an 

interculturally-competent learning program initiative. 

An all too common view states that languages are simply communication 

tools and that by merely finding the matching word in another language, one can 

create the exact same meaning.  This misconception expands further into the area 

of culture. Many believe that to create culturally competent educational activities 
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all we need to do is to translate the materials or interpret them slightly to make 

them meaningful in another culture.  Neither of these conceptualizations about 

language and culture are true.  Whorf (1952) concludes that language is not 

merely a vehicle for voicing ideas but rather “is itself the shapers of ideas . . . the 

world is presented in a kaleidoscopic flux of impressions which has to be 

organized by our minds—and this means largely by the linguistic system in our 

minds” (p. 5).    Ting-Toomey (1999) further elaborates on Whorf’s work by 

explaining that she believes that the “grammars of different languages constitute 

separate conceptual realities for members of different cultures” (p. 95).  In order 

to create truly meaningful materials, it is important to ensure that all materials are 

geared specifically for the conceptual realities of the cultural group for which the 

materials are being created.  

Challenge Support Balance 

The educational intervention of this Capstone project applies Bennett’s 

Core Concerns for the Culturally Responsive Facilitator to the class design. In an 

effort to balance challenge and support, it is important to create a comfortable 

environment that will “lower the learner’s anxiety and free up his or her curiosity” 

(Bennett, 2012, p. 15).  Furthermore, McCabe (2006) states, “healthcare providers 

must be able to assess a patient’s literacy and cultural beliefs to provide 

meaningful information” (p. 459).   Knowing that the literacy skills of our 

immigrant population greatly vary in Spanish, it was important to create a training 
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program that was not dependent on reading.  The National Library of Medicine 

defines health literacy as “the degree to which individuals have the capacity to 

obtain, process and understand basic health information and services needed to 

make appropriate health decisions” (p. 1).  Guiding our effort at making the 

information meaningful for our mothers-to-be was the insight gained from what 

Ong (2002) calls “oral cultures.”  

Ong (2002) differentiates between oral and literate cultures as being 

aggregative and not analytical, being empathetic and participatory rather than 

objectively distant, and being redundant.  He explains that repeating information 

keeps both the speaker and the listener on and continues by saying “it is 

advantageous for the speaker to say the same thing, or equivalently the same 

thing, two or three times (p. 40).  He cites the importance of the narrative in oral 

cultures and refers to the circular nature of the narrative, as opposed to a linear 

plot.  He also highlights the interaction with the audience and the role that 

interaction plays with remembering the message of the narrative.   

Adaptation to Cognitive/Learning Styles 

When designing a training intervention that accommodates cognitive and 

learning styles it is important to ask, “How will he or she learn most readily?” 

(Bennett, 2012, p. 15).  Since we know that how we communicate provides 

insight into how we organize and process information, we designed our learning 

activities based on the guidelines of intercultural communication and its 
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exploration of low-context and high-context communication styles.  Ting-Toomey 

(1999) defines low-context communication as a style in which “intention or 

meaning is best expressed through explicit verbal messages” (p. 100). In this 

style, the speaker is responsible to create a clear message.  This type of 

communication is the norm for mainstream U.S. Americans.  The contrasting side 

to this communication style is high-context communication. According to Ting-

Toomey, “high-context communication emphasizes the importance of multi-

layered contexts (e.g., historical context, social norms, roles, situational and 

relational contexts) that frame the interaction encounter” (p. 209).  In this style it 

is the responsibility of the listener to “read between the lines” in order to attain 

the true meaning (p. 209).  Most cultures outside of northern Europe, the United 

States, Canada, and Australia follow a high-context communication style.  In 

high-context communication there are sensory components and context 

surrounding the communication, so there is no need to “read between the lines” as 

the message is complete. 

Adaptation to Cultural-Specific Preferences 

When creating an educational intervention it is important to be very 

familiar with the cultural group that the intervention is being created for and to 

use that knowledge in the design of the intervention.  Bennett (2012) explains the 

importance of knowing the cultural expectations of the group and to be able to 

modify the facilitation role accordingly (p. 17). 
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 “The solitary Mexican loves fiestas and public gatherings.  Any occasion 

for getting together will serve, any pretext to stop the flow of time and 

commemorate men and events with festival and ceremonies.  We are a 

ritual people, and this characteristic enriches both our understanding and 

our sensibilities, which are equally soft and alert.” (Octavio Paz, 1961, p. 

47) 

Gannon (2001) uses the concept of the Mexican Fiesta as a metaphorical 

explanation describing Mexican culture.  He explains, “fiestas produce a 

particular mood, full of humor and energy”(p. 355).  Creating this environment of 

humor and energy is important to set the stage for a positive intercultural 

experience and group learning opportunities. 

In Crouch’s (2004) book Mexicans and Americans: Cracking the Cultural 

Code he explains: “From the moment we’re born, the specific notions of time, 

space, and language nurtured by those around us operate as cultural set pieces, 

producing underlying patterns of thinking and behavior that play out in nearly 

everything we do” (p. 33). Time is something viewed very differently in U.S. 

American culture compared to the Mexican and Central American cultures.  Hall 

and Hall (1987) distinguish between two different patterns of time: monochronic 

and polychronic.  The U.S. American views time linearly as a commodity that can 

be spent, burned, made, wasted, etc.  The monochronic time orientation used by 

mainstream U.S. Americans can be viewed as an Outlook Calendar -one box after 
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another and not overlapping.  The polychronic time orientation focuses on 

knowing that the task will get done when it gets done and that several overlapping 

things can occur simultaneously.  The polychromic time orientation used in 

Mexico and Central America is better illustrated by the circular Aztec calendar.   

Crouch’s (2004) second cultural set piece is space. “Our sense of space is 

directly tied to how we perceive our connection onto other people” (p. 46).  

Mexican and Central American cultures value public spaces, such as plazas, and 

they value sharing that space as close as possible with many other people.  This 

need for physical closeness and being part of a group is highly conductive to 

interaction and group learning. 

 Language, the third of Crouch’s (2004) cultural set pieces is also critical 

to this program.  He explains, “Over centuries, languages acquire unique, built-in 

features that affect perspectives of their speakers.  Language is the primary 

mechanism by which people interpret, transmit, and share their culture.  As such, 

it becomes fused with the culture itself”(p. 55).  Having an intimate understanding 

of the language used by the Mexican and Central American moms regarding 

children birth and breastfeeding is an essential part of the creation of this 

interculturally competent educational intervention.  

Tri Stage Program Intervention to Promote Breastfeeding  

The program being evaluated is a tri-stage program designed to be both 

culturally competent and effective in increasing breastfeeding rates within the 
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Hispanic community in Winchester, Virginia (Figure 3.0).  The first component is 

a prenatal education class that was designed to fill an educational gap for this 

population.  The class, developed in conjunction with the hospital’s childbirth 

educator, was conducted in Spanish and covered breastfeeding, childbirth, and 

newborn care, as well as postpartum birth control, and birth control resources. 

This portion of the program was implemented in April 2012 and consisted of a 

one-day class that was offered bimonthly to expectant mothers in their third 

trimester. Prenatal education conducted in Spanish for the Hispanic population 

was previously unavailable in this area. The evaluations of the effectiveness of 

Stage 1 (prenatal education) on breastfeeding intention and initiation is the focus 

of this program evaluation. The evaluation uses data on the percentages of 

mothers who attended the class and expressed intent to breastfeed upon admission 

to Winchester Medical Center for birth. Additionally data has been gathered on 

the mothers who expressed their intent to breastfeed and if they were successful in 

initiating breastfeeding during their hospitalization through discharge to home. 

Stage 2 will be implemented in the Spring of 2013 after the evaluation of 

Stage 1 is completed. Stage 2 will consist of implementing peer supporters to 

assist mothers in breastfeeding during their inpatient postpartum stay.  These peer 

supporters are part of the Language Access Team (hospital interpreters). They are 

included due to their willingness to serve in this capacity and their ethnic 

background since they are often the only members of the healthcare team who 
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resemble the client population.  The members of the Language Access Team 

volunteered to be part of the peer supporter group and have begun training in the 

principals of biological nurturing (BN) and successful peer support. Biological 

nurturing restores confidence in nature’s biological design and in mothers’ innate 

capacity to breastfeed (Biological Nurturing, 2012). Biological nurturing is a new 

neurobehavioral approach to the breastfeeding initiation that aims to reduce latch 

on problems and early-unintended breastfeeding cessation (Colson, 2012). In 

biological nurturing, a mother leans back and places the baby on top of her torso 

so that every part of the baby’s body is facing, touching and closely applied to one 

of the mother’s curves or to part of the surrounding environment (Colson, 2012). 

Nursing with the mother supine and  the infant in a prone position increases the 

surface area of the mother’s body, which encourages the infant to naturally move 

toward the breast. BN is quick and easy to do—there is no need for the mother to 

align the baby with her breast, and there are no “correct” breastfeeding procedures 

(Appendix A).  

 An International Board Certified Lactation Consultant (IBCLC) is 

conducting the training for the Language Access Team on BN. Once the 

evaluation of Stage 1 (prenatal education) is complete, Stage 2 will be 

implemented. Six months after the implementation of Stage 2 an evaluation of 

this stage will determine if the combination of the two interventions (Stage 1 and 
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Stage 2) is as effective or more effective in producing successful breastfeeding 

among the Hispanic population while in the initial postpartum period.  

The third stage of the program is an effort to help the mothers who were 

successful in initiating exclusive breastfeeding while in the hospital (immediate 

post-partum period) continue breastfeeding their infant until they are six months 

old.  Stage 3 consists of La Leche League (LLL) styled peer-support group 

meetings held weekly in conjunction with the Health Departments breastfeeding 

initiative though WIC.  La Leche League International (LLLI) is an international 

organization whose mission is “to help mothers worldwide to breastfeed through 

mother-to-mother support, encouragement, information, and education, and to 

promote a better understanding of breastfeeding as an important element in the 

healthy development of the baby and mother” (La Leche League International, 

2012). The LLLI operates on the premise that breastfeeding is natural, but it is a 

learned art. At the LLLI group meetings the leaders and other “mothers share 

experiences, give suggestions and offer support and encouragement. LLLI 

meetings are ideal for learning from and making friends with other mothers. 

These meetings provide time for mother-to-mother sharing in a friendly and 

accepting atmosphere” (LLLI, 2012). Expectant, new and experienced mothers 

and their babies attend the informal meetings, which provide an ideal atmosphere 

for the newly immigrated Hispanic population of Winchester, Virginia. Most 

groups spend time in the meeting discussing a series of breastfeeding topics, 
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however every meeting is different and the questions of the attendees are always 

given top priority.  

The Winchester Fredrick County Health Department’s WIC program 

currently has two bilingual breastfeeding supporters that monthly conduct an 

informal breastfeeding information session for expectant mothers.  The 

implementation of Stage 3 will be an extension of the services already offered 

through WIC. In addition, the IBCLC, who did the peer support training with the 

Language Access Team in Stage 2, is also a LLL leader who will be available to 

run this bilingual group. See Figure 3.0 for a visual summary of this multi-staged 

program. 

Purpose of the Program Evaluation 

This capstone project was a retrospective program evaluation of the 

prenatal education component of a multi-component breastfeeding promotion 

intervention. The first portion of the intervention was a prenatal, culturally 

competent breastfeeding and childbirth education initiative. It was designed to 

increase the rates of intention and initiation of exclusive breastfeeding for 

Hispanic women with routine hospital births during the postpartum inpatient 

period. These women were low income, Medicaid ineligible, and predominately 

WIC participants. 

The staff at the Community Prenatal and language Access (CPLA) 

program recognized that a gap in services for their client population (Hispanic 
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women) stemmed from the lack of prenatal education conducted in Spanish. 

CPLA provides coordination of prenatal services to low-income Medicaid 

ineligible women, recent immigrants, and speakers of other languages or 

uninsured teens living in the Shenandoah Valley. Their clients pay an affordable 

set fee for obstetric services offered by private practices. The CPLA also provides 

their clients language support through interpreters during their time with the 

private providers, in addition to limited transportation, childbirth/breastfeeding 

education and access to auxiliary services as needed. 

Although Winchester Medical Center, (WMC) provides prenatal 

education, WMC charges all participants a fee for this service. In addition, 

Spanish-speaking participants must provide their own interpreters, which is a 

financial hardship for the individuals as well as a disruption to the class. As a 

result the clients at CPLA were not able to access these services, and the program 

director initiated a culturally competent prenatal education class in partnership 

with WMC’s Maternal Child Health Educator and CLPA’s own health educator. 

The focus, through intercultural communication, was on creating experiential 

classes conducted in Spanish to increase the rates of intention and initiation of 

exclusive breastfeeding for Hispanic women. 

The prenatal education class for Spanish-speaking, expectant mothers 

focuses on four main topics: childbirth education, the value and initiation of 

breastfeeding, infant/baby care, and birth control. This training was designed to be 
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culturally and literacy-level appropriate with a focus on multiple experiential 

activities. The class addresses the common concerns about breastfeeding that 

CPLA clients have expressed over the 10 years of the programs existence. The 

information shared in the class is consistent with recommendations of the World 

Health Organization (WHO, 2012) and the American Academy of Pediatrics 

(AAP, 2012).  

Research Question and Hypotheses 

 “Is a culturally competent prenatal and breastfeeding educational 

intervention effective in increasing the rates of breastfeeding intent and initiation 

among the Community Prenatal and Language Access (CPLA) population of low 

income, uninsured immigrant Hispanic women?”  

 The hypothesis being tested is as follows: Compared to CPLA mothers 

who did not attend the breastfeeding and childbirth class, the CPLA mothers who 

did attend will have higher frequencies of expressing intent to breast feed upon 

admission to WMC and of successfully breastfeeding their newborn exclusively 

until they are discharged from the hospital.  



25

 

 

Section II: Literature Review 

 In order to identify and evaluate interventions specifically designed to 

increase breastfeeding rates within the Hispanic community, the author conducted 

a systematic review of four major databases (Ovid Medline, PubMed, CINHL and 

the Cochran Review). The primary focus was on the literature published between 

January 2000 and July 2012. The search terms used were breastfeeding and 

Hispanic, which yielded a total of 392 articles.  An ancestry search of all articles 

included in the final selection was also done. These articles were then limited to 

those published since the year 2000 which excluded 173 articles.  The remaining 

articles were then limited to Randomized Controlled Trials (RCT’s), which 

resulted in 29 articles. Of those 29 articles; 15 were duplicate articles and were 

eliminated. Further excluded were 22 articles, which met the inclusion criteria for 

research but focused on a medical diagnosis such as ear infection rates or weight 

loss rates where breastfeeding was a factor. Seven RCT reports were finally 

included in this literature review. An additional four articles summarizing 

perceptions and responses among study participants in those RCTs were also 

included in the review and were used as supportive evidence in other areas of this 

paper. Figure 4 summarizes this systematic review. 

 The evidence from the literature review (Table 1) clearly suggests that 

breastfeeding interventions are more effective than the usual care given to new 
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mothers for increasing short- and long-term breastfeeding rates. Combined 

prenatal and postnatal interventions and inclusion of lay support in a multi-

component intervention may be the most beneficial. The five out of the eight 

RCTs reviewed that had the most statistically significant results included 

prenatal education programming and postnatal breastfeeding support as part of 

their interventions (Anderson, Damio, Young, Chapman, & Perez-Escamilla, 

2005; Bunik et. al. 2010; Chapman, Damio, & Perez-Escamilla, 2004; Gill, 

Reifsnider, & Lucke, 2007; Hurley, Black, Papas, & Quigg, 2008). The study 

with the least hands-on interventions (Bunik et. al. 2010) that included telephone 

support for two weeks postnatal showed no effect on exclusive breastfeeding but 

did have a moderate effect on reducing sick baby visits to the emergency room. 

All interventions involving peer counselors also were reported as having 

statistically significant improvements in the rates of exclusive breastfeeding 

(Anderson, Damio, Young, Chapman, & Perez-Escamilla, 2005; Bunik et. al. 

2010; Chapman, Damio, Young, & Perez-Escamilla, 2004; McCann, Baydar, & 

Williams, 2007). 

A meta-analysis of 38 randomized controlled trials (36 were conducted in 

developed countries) performed for the United States Preventive Services Task 

Force (Chung, Raman, Trikalinos, Lau, & Stanley, 2008) showed that multi-

component pre- and post-natal education combined with peer counseling is 
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effective in increasing exclusive breastfeeding among low-income Hispanic 

mothers. They noted the following findings: 

• Breastfeeding promotion interventions compared to routine care resulted in 

significantly increased rates of short-term (one to three months) and long-

term (six to eight months) exclusive breastfeeding, (RR 1.28, 95% CI 1.11 

to 1.48, and RR 1.44, 95% CI 1.13 to 1.84). 

• Interventions promoting breastfeeding included structured educational sessions 

for mothers and other members of the family, professional and lay support 

for breastfeeding mothers, motivational interviews, delayed or 

discouraged pacifier use, skin-to-skin contact, and a combination of these 

interventions. 

• A combination of prenatal and postnatal interventions compared to either 

intervention alone had a larger effect on the duration of exclusive 

breastfeeding. 

• Interventions with a component of lay support (e.g., peer support or counseling) 

were more effective than routine care in increasing the short-term 

breastfeeding rate. 

Additional evidence strongly supports initiation and continuation of 

programs within the Hispanic community to promote exclusive breastfeeding 

(Gill, Reifsnider, & Luke, 2007). Within the low-income populations served by 
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WIC, collaborative efforts among all antenatal care providers would be ideal in 

promoting effective and sustainable initiatives (Gill, Reifsnider, & Luke, 2007).  

As shown in both this literature review and the meta-analysis  conducted 

by United States Preventive Task Force, multi component prenatal and postnatal 

education combined with peer counseling is effective in increasing exclusive 

breastfeeding. The evidence strongly supports initiation and continuation of 

programming within the Latina community to promote exclusive breastfeeding.  

Within the low-income populations served by WIC, collaborative efforts among 

all antenatal care providers are believed to be effective and promote sustainability. 

Literature Gaps 

 Literature to date clearly states that interventions to support 

breastfeeding can be effective (Chung, Raman, Trikalinos, Lau, Stanley, 2008) 

and that interventions within the Hispanic community can also be effective (Gill, 

Reifsnider, & Luke, 2007).  What is unclear is to what degree each intervention in 

a combined program; (i.e., pre-and post-natal education, peer supporters, lactation 

consultant access, and continued support though group meetings) improves 

effectiveness. The literature is also unclear regarding culturally competent 

program interventions and outcomes, and where the principles of intercultural 

communication are used during program development and implementation. 

Finally, the literature has not addressed breastfeeding initiatives in a rural setting 
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where access to resources is limited and access to a lactation consultant through 

WIC and/or peer supporters is not routine.   

 

 

Nursing Practice Implications 

 This program evaluation provides a new perspective on breastfeeding 

interventions within the rural Hispanic community. It also provides valuable 

insight on the appropriateness and effectiveness of culturally competent programs. 

Furthermore, the planned on-going evaluation of the use of peer supporters and 

out-patient breastfeeding support of LLL styled meetings will lend valuable input 

as to which interventions are most effective in improving breastfeeding rates. 

Britton, McCormick, Renfrew, Wade, & King (2007) found that professional and 

lay support were effective separately and together in areas where initiation and 

continuation of breastfeeding were not high. They stated that research is needed to 

identify the aspects of support that are the most effective.  Once the program 

evaluation is complete, nurses in both the inpatient setting and the community 

public health arena can use this program as a guide in implementing similar 

programs within the Hispanic community with the knowledge of how successful 

each aspect of the intervention has been. 
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Section III: Methods 

 The purpose of this retrospective record review was to evaluate a 

culturally competent prenatal and breastfeeding educational intervention to assess 

effectiveness in increasing the rates of intention to exclusively breastfeed and 

successful initiation among the CPLA population of low income, uninsured 

immigrant Hispanic women while hospitalized at Winchester Medical Center. 

Setting and Participants 

 The CPLA program is based in a rural, conservative small town in 

Virginia with a large Hispanic immigrant population. Of the town’s population, 

15.8% is of Hispanic origin compared to only 8.2% for the state of Virginia (U.S. 

Census, 2011). The intervention group included the self-selected group of mothers 

(n=39) who were participating in the CPLA program, which helps uninsured 

women access affordable prenatal care.  The intervention, believed to have a 

beneficial effect on the health of both the mother and the infant, was offered to all 

women being served at the CPLA office who were entering their third trimester. 

The participants attended one educational class (6 hours) during their third 

trimester of pregnancy. A total of 38 mothers voluntarily attended one of the four 

classes between April and November 2012 and delivered prior to the data 

collection in February of 2013. All of the mothers received services from the 

CPLA program and received other services as needed (WIC referrals, Medicaid 
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applications) regardless of participation in the educational intervention. The usual 

care (comparison) group (n=32) consisted of those CPLA mothers who declined 

to attend the class, and delivered within the same time period as the intervention 

group. The usual care groups received all prenatal care services through CPLA, 

and received routine labor and delivery care at WMC with interpreters present. 

The only difference between the two groups care was attendance at the 

educational intervention. 

Educational Intervention 

 The intervention consisted of one six-hour class offered every two months 

to a cohort of women all in their third trimester of pregnancy. A bilingual health 

educator with training in intercultural communication taught the program, which 

was developed based on Bennett & Bennett (2004), Whorf (1952), Ting-Toomey 

(1999), Ong (2002) and Crouch (2004). The health educator currently works for 

Valley Health in the CPLA department where she develops training for staff on 

intercultural sensitivity, creates access and health education opportunities for 

immigrant families, and serves as a language interpreter ensuring that care plans 

for limited- English-proficient patients are linguistically accessible, socially 

possible, and culturally appropriate.  

Using Ong’s (2002) definition of literal and oral cultures, the project team 

realized that translating an English bulleted list about the benefits of breastfeeding 

would not be an effective strategy to provide health literacy or a culturally 
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appropriate intervention. So we searched for another activity.  Winchester medical 

Center’s childbirth educator told us about an activity called the breastfeeding 

lunchbox that used props, so we modified that idea and modified for our use. Our 

“lunchbox” was actually a laundry basket full of props, each representing a 

benefit of breastfeeding.  We asked each of the participants in the circle to pick an 

item; then we asked each participant one at a time to hold up their item and have 

the group offer suggestions to its significance.  In this way, everyone was 

participating at least by holding an item. Risk of embarrassment or failure was 

reduced because they were not required to explain their item’s significance.  The 

facilitator intentionally interjected storylines, questions, or comments gleaned 

from what other patients had said over the years to help the new participants make 

connections to the different items. It was interesting to watch some of our 

participants naturally doing the same thing—instinctively helping to create the 

narrative. 

Additionally, we used insight learned from Ting-Toomey’s (1999) 

explanation of high-context communication in the development of different 

training games.  For example, in an effort to introduce the idea that breast milk is 

nutritionally superior to formula, we created the following activity: 

Facilitator: “I am working on getting together your lunch and want to ask 

your preference.  Would you prefer to have these tortillas?” (Holds up a 

plastic bag with a thin store-bought tortilla.) “Or would you prefer these 
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tortillas made by your grandmother from fresh corn right off the stove?” 

(Holds up a traditional embroidered towel that is folded to look as if has 

tortillas inside.)  

Everyone laughs and, of course, chooses the fresh tortillas.  “This is 

formula.” (Holds up the bag.) “This is breast milk.” (Holds up the towel.) 

There is no need to debrief or say anything explicitly because the sensory 

components and context surrounding this activity are complete.  This is a high-

context way of demonstrating the nutrition of, flavor of, and, if you will, the labor 

of love used in producing the breast milk.   

According to Gannon’s (2001) concept of the “Mexican Fiesta,” we 

incorporated those culturally appropriate ideas in the design of our childbirth 

education class.  Instead of calling it a “class,” we called it a “Baby Shower.”  

While baby showers are not traditionally celebrated in Mexico or in Central 

American countries, they are very commonly practiced in the U.S. among the 

immigrant community.  We created an event filled with food, music, and colorful 

pictures in the format of a PowerPoint being projected on the wall, games, 

decorations, a ceremonial cake presentation, and most importantly, lots of people.  

It was interesting to hear comments from our mainstream U.S. American 

colleagues who walked passed during our Baby Shower.  They said things like 

“What were you doing, it sounded like a party in there!” 
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Additionally, Gannon (2001) discusses the great importance of people in 

Mexican culture and explains the importance of the multi-generational and 

extended family.  Accordingly, our invitation included guests of our participants. 

Many women brought their mothers, sisters, older daughters, friends and even a 

couple of significant others to their Baby Shower.  Gannon also explains that 

children go everywhere with their parents and that baby-sitters are rarely used.  

Accordingly, our invitation included the children of our participants. We provided 

open door childcare to allow the children to be nearby, and we never prevented 

them from coming into the class if they chose to do so.  As with Mexican Fiestas 

and Dias de la Plaza in some Central American countries, the Baby Shower is a 

special day and the women dressed accordingly.  They were all well dressed for 

their special occasion; some mothers-to-be even arrived in formal dresses! 

In light of Crouch’s (2004) description of Cultural set pieces we 

incorporated elements of these different categories (time, space, language) in the 

design of our Baby Shower to be culturally appropriate for our mothers of 

Mexican and Central American descent.  We created our Baby Shower to reflect a 

more flexible view of time then what would normally be used in a mainstream 

U.S. American child-birth education classroom.  While the invitation stated that 

we would begin at 9:00 a.m., we intended to begin when the majority of 

participants arrived (sometime between 9:30 and 10:00).  Also we showed our 

awareness of flexibility of time by having no timed agenda.  We planned to get to 
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each activity as we progressed and had additional activities prepared in case we 

finished before the ending time.  Since some of the mothers needed to be home to 

get their older children off the school bus, we adhered to our ending time. 

Knowing that our mothers-to-be came from group-oriented societies, we 

attempted to create our classroom accordingly.  Instead of arranging the seating in 

rows, we arranged the chairs in a big semi-circle, a configuration highly 

conducive to group interaction.  In addition, we used one large conference room 

with a removable wall dividing the space.  In an attempt to have an open space 

while managing the noise levels generated from our Baby Shower participants 

and the children playing, we decided to leave the wall up and just open the door in 

the wall.  This way the children were able to go in and out of the space and were 

part of their mommies’ party.  Since we created a group configuration, it was very 

interesting to note that when someone arrived after we had begun, they didn’t tend 

to quietly enter and take a seat; instead, as a respectful way of entering the group 

space, they greeted all members of the group. 

The language used throughout this program was an essential element of 

the intercultural competence.  The bilingual health educator spoke not only in 

Spanish, but the same Spanish language that she had heard immigrant mother’s 

use at the hospital for the past twelve years.  She used their terminology, their 

myths, and their ways of describing their common experiences.  She also followed 

their communication styles of storytelling, saying, “they told me,” and by 
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acknowledging God and the unknown future.  Hearing about something as 

personal as childbirth or breastfeeding using the very specific language and 

beliefs that the women in your life have shared is an essential starting place for 

meaningful, transformational communication.  

The following is an outline of the class topics; Appendix B is the accompanying 

Spanish PowerPoint outline used during the class. 

Prenatal Education Outline 

Ice Breaker: Beach ball introduction activity 

Child Birth Education: 

Pregnancy anatomy, mucus plug, cervical changes—Coke bottle 

vs. Mason jar 

Dilation: 1 cm=Cheerio, 4cm=Oreo, 8cm=orange, 10 cm=bagel 

Contractions: soccer ball, Braxton Hicks—balloon with ping-pong 

ball activity 

Breaking of amniotic sac: Ziploc activity and TACO (time, 

amount, color, and odor) 

Reasons to come to the hospital: BINGO, comfort measures—yoga 

ball, knee press, massagers 

Relaxation and breathing activity, pain meds and epidurals, 

transition 

Breastfeeding: 
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 WIC breastfeeding allowances vs. formula allowances 

Differences of breast milk vs. formula: 

Tortilla demonstration: “Would you prefer, store bought 

tortillas or those made by your grandmother?” This 

question illustrates that store bought (formula) is not 

always better than homemade (breast milk). 

Visual aid ingredients poster—8 foot poster listing all the 

beneficial ingredients of breast milk and the 25 or more 

ingredients in formula. 

Sensual activity—smelling and/or tasting formula. 

Colostrum: gold activity—each coin in the pot of gold represents 

the benefit of colostrum. There are 25 gold coins in the pot.  

Benefits of breastfeeding: prop activity, a basket full of 

representations of the benefits of breastfeeding. (Q-tip=less 

ear infections, scale=less obesity) Basket is passed around 

the room and each mother chooses one item and then the 

group tries to explain its significance. 

Newborn stomach size: tactile and visual aid of the size of a 

newborn’s stomach. Starts out as a marble, grows to a ping-

pong ball, and then an egg. Used to combat the belief of 
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insufficient milk by illustrating stomach size with addition 

use of visual aid of CC’s per feeding needed for newborns. 

How to start breastfeeding: encouragement of skin to skin, Spanish 

Novella video on birth and breastfeeding, discussion of 

biological nurturing, hand expression, and resources in the 

hospital. 

Baby Care: 

Crying baby activity, shaken baby video, swaddling activity, bulb 

syringe, temperature, SIDS video, tummy time, car seat 

Birth Control: presented by Winchester Fredrick County Health 

Department’s Family Nurse Practitioner 

Explanation of birth control options with hands-on examples and 

breastfeeding implications 

Conclusion and resources 

Evaluation Design 

 This retrospective program evaluation focused on assessing whether the 

educational component of the program has achieved its intended goals of (1) 

increasing the proportion of women in CPLA who intended to exclusively 

breastfeed, and (2) increasing the proportion of successful exclusive breastfeeding 

during hospitalization as defined by no formula supplementation. Data regarding 

the intentions to exclusively breastfeed as well as exclusive breastfeeding upon 
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discharge of the mother were gathered through a chart audit using the WMC 

electronic medical records documentation for each participant’s inpatient stay. For 

mothers who expressed an intention to initiate breastfeeding and then were 

discharged without being able to successfully initiate breastfeeding, a chart audit 

was performed to assess the amount and timing of formula supplementation. In 

addition, paper-record auditing as well as audits of data kept by the WMC 

lactation consultant were reviewed for data regarding how many of the 

participants were seen by the inpatient lactation consultant regardless of their 

participation in the prenatal educational program. 

Procedures 

 The data were collected on the program participants and the control group 

through electronic medical record (EMR) review. Each record was assigned a 

numerical code. Whenever possible data was maintained only as aggregate 

numbers for the control and intervention groups. An excel spread sheet was 

maintained with the program data identified only by the coded numbers when 

grouping data was not feasible. No individual identifying information was 

provided in the analysis of the data.  

 The participant’s intent to breastfeed upon admission is included in the 

standard hospital admission assessments. Data on success of breastfeeding 

initiation during hospitalization is also on the standard discharge questionnaires 

for Winchester Medical Center. As both of these are answered on the patients self 
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report, a chart review was done to assess for any formula given during 

hospitalization for each infant that the mother reports was only breastfed to 

identify any formula supplementation that the mother may have not been aware 

of.  In addition, data were collected on the time of first supplementation as well as 

the amount of supplementation over the hospital stay. Demographic data such as 

age, parity, and marital status was tabulated based only on intervention or control 

group status. 

 The proportions of women who intended to exclusively breastfeed as well 

as proportions of women who initiated and sustained exclusive breastfeeding 

during the peri-partum hospitalization were compared between the intervention 

group and the control group using chi-square tests of independence.  Those 

proportions were then compared to the rates of intention and exclusivity among 

the general WMC labor and delivery/postpartum unit population.  The 

intervention group’s rates, as well as the hospital rates were also compared to 

state and national rates for both the general population as well as rates within the 

Hispanic community where such data was available.  Since hospital-wide, state, 

and national estimates of rates are calculated in relation to a longer time frame of 

data collection (i.e., not just the peri-partum experience) and include the total 

number of live births within the time frame, a direct statistical comparison 

between proportions and rates was not possible.  Secondary  analyses included 

reports on variation in intention to breastfeed and successful exclusivity during 
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hospitalization as well the frequency of Lactation Consultant visits for both the 

intervention and the usual care groups. 

Variables 

 Outcome variables were: (1) the mother’s expressed intention to 

exclusively breastfeed, which is recorded upon the admission assessment into the 

labor and delivery department. (2) The mother exclusively breastfeeding at 

discharge, measured by reviewing whether or not the infant received any formula 

during the hospital stay according to hospital charting and patient report upon 

discharge. The main independent variable was the participation in the CPLA 

program. Covariates included marital status, age, and parity, which were collected 

from the patient’s chart. The outcome variables, the independent variable, and 

marital status were dichotomous nominal level measures, (i.e., Yes/No, 

Male/Female), Parity was ordinal level, and age was a numerical, interval level 

measure. 

Data Analysis Plan 

 Data analysis for this study included descriptive statistics of demographic 

characteristics of the control and intervention group participants.  Specifically, 

age, parity, marital status, primary language, country of origin, delivery type, and 

hospital length of stay were compared for differences and similarities between the 

two groups.  Having both the intervention group and the usual group selected 

from the CPLA program clients ensured both groups were of a similar 
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socioeconomic status as they have all met the income restrictions to receive 

services from the CPLA program. The sample size and normal distribution of 

continuous variables (e.g. age and hospital length of stay) allowed for the use of 

independent t-tests and chi-square tests for independence to look for significant 

group differences in any of the demographic characteristics. The tests were two-

tailed, and the significance level was set at alpha = 0.05.    

 The primary outcome measures for determining effects of the intervention 

included (1) the proportion of women who expressed the intent to exclusively 

breast feed and (2) the proportion of women who expressed such intent who went 

home from the hospital having exclusively breastfed their newborn.  For each 

outcome, Pearson's Chi-square test for independence was used to identify whether 

the primary outcomes were dependent upon which group the mother was in.  In 

most of the tests, the sample size of (n=38) intervention and (n=32) usual care 

group provided adequate expected cell frequencies to meet the assumptions of 

Pearson's Chi-square.  In instances where expected cell frequencies were between 

five and nine, the Yates’ continuity correction of the chi-square was used, and if 

there were cells with fewer than five expected, the Fisher’s exact test was used.  

The alternate hypothesis being tested was that, compared to the usual care group, 

women who were in the intervention group will have a different (i.e., higher) 

proportion of expressing intent to breastfeed and successfully breastfeeding their 

newborn exclusively until they are discharged from the hospital.  
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 After the data were collected, some additional exploratory and descriptive 

analyses were added to examine when and how much formula supplementation 

occurred, and to examine the occurrence and patterns of lactation consultant 

visits.  Descriptive statistics and chi-square analyses were used to analyze (1) the 

number of newborns who received low volume supplementation (i.e., less than 

25ml), (2) which shift and day of hospitalization the supplementation was given, 

and (3) the number of women who did and did not receive a lactation consultant 

(LC) visit.  

Protection of Human Subjects 

The proposal for this capstone project was submitted to and approved by, 

the Winchester Medical Center IRB for review and approval and UVA for 

exemption upon WMC approval. As this program evaluation was conducted in an 

established or commonly accepted educational setting, involving normal 

educational practices, such as (i) research on regular and special education 

instruction strategies, or (ii) research on the effectiveness of or the comparison 

among instructional techniques, curricula, or classroom management methods, 

WMC granted an approval and UVA granted an exempt status. Additionally, this 

program evaluation involved the collection and review of existing data where the 

identifying patient information was removed. 

Strengths and Weaknesses of the Design 
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The strengths of this study were: (1) the inclusion of a phased 

implementation and evaluation. This program was evaluated after the educational 

intervention, and again after the future implementation of inpatient peer 

supporters, and outpatient peer support, LLL-styled meetings. This tri-stage 

approach and evaluation provided valuable data about the multiple factors and 

interventions that affect breastfeeding initiation and continuation. (2) The 

implementation of this program exclusively within the Hispanic community 

allowed for a pilot study within the larger population as a vehicle to change 

practice and views regarding breastfeeding and (3) the results of this study can be 

used as further evidence in support of a hospital-wide shift towards the baby-

friendly hospital initiative.  Finally, since the study included a comparison group 

who did not receive the intervention, the findings of the statistical tests can be 

more easily attributed to intervention effects. 

 This study presented several weaknesses: (1) the small sample size (2) the 

non-randomized/voluntary participation in the intervention and comparison group 

i.e.: self-selection and (3) the relatively small time frame and single ‘cohort’ of 

participants.  Additionally the results are not widely generalizable as the setting is 

unique: it is a rural area with a large, newly immigrated Hispanic population. 

However, more rural areas are experiencing a rise in their Hispanic population, as 

Hispanic immigrant and migrants become permanent residents (Gozdziak & 

Martin, 2005). Also the demographics on the country of origin for the participants 
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were available for evaluation, however, our sample size was too small to detect 

statistically significant differences between differing countries of origin. 

 

Section IV: Results and Discussion 

Sample 

 The sample in this program consisted of (n =38) CPLA program 

participants who chose to attend the childbirth and newborn care class and the 

usual care group (n =32) of program participants who chose not to attend the 

class, all of whom delivered within the same time-period (April 2012—February 

2013). Registered participants with the CPLA program who had a spontaneous 

abortion during the study period, or had delivered at an alternate hospital were 

excluded. All CPLA clients are low income and uninsured. 

Demographics and Descriptives 

 Both the intervention and the usual care group had similar demographics 

in terms of age, with the intervention mean age of 27.47 and the usual care group 

mean age of 27.88 (Table 2). There were no significant differences in mean age 

between the intervention and usual care groups (p = 0.791).  A post-hoc power 

analysis indicated that with an expected effect size of 0.50, alpha at 0.05, two-

tailed test and sample size 70, there was power >.80 to detect significant 

differences in age (Table 2). 
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The groups were also similarly matched in parity and marital status. First 

time mothers made up a large portion of both groups with the intervention having 

51.3% first time mothers and the usual care group having 46.9% first time 

mothers. The groups were similarly matched in parity for the second, third, and 

fourth child. This similarity in parity demonstrates that the birth experience level 

between the two groups was comparable. There were no significant differences in 

parity (comparing parity = 1 with parity >1) by group (Pearson χ2 (1) = 0.14, p = 

0.36). Marital status was also closely matched between the groups with 29.7% of 

the intervention group reporting being married and 28.1 % of the usual care group 

reporting being married. The relatively high rates of non-married participants in 

both groups may have to do with the legal requirements in the United States in 

terms of legal marriages and the hospital reporting (Table 2). 

There was a significant difference in the length of stay (LOS) in the 

hospital between the two groups. The intervention group had a mean of a 2.39 day 

LOS and the usual care group had a 2.77 day mean LOS (p =0.041).  Although 

there was a significant difference in the LOS between the groups, the slightly 

higher C-section rate (31.3%) in the usual care group, (vs 17. 95) in the 

intervention group,  may have been a contributing factor in the slightly higher 

LOS in this group (Table 2). 

 Mothers in both groups were included in the evaluation regardless of 

delivery type, partially due to the relatively high C-section rate and also due to the 
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fact that this was a convenience sample with relatively small groups. Eighty-two 

percent of the intervention group had a vaginal delivery, while 68.8% of the usual 

care group had a vaginal delivery. There were no statistically significant 

differences in delivery type depending on group, but a larger sample may have 

detected an association. (Table 2). 

 Although all of the participants were of Spanish speaking origin, primary 

language was determined on the basis of interpreter use.  Of the participants in the 

intervention group 87.2% used an interpreter provided by the Language Access 

department of the CPLA program for their prenatal appointments and throughout 

their hospital stay; therefore they were classified as Spanish speaking for their 

primary language. Of the usual care group 93.8% were classified as using Spanish 

as their primary language. Looking at the entire sample (N=71), 90.1% of these 

CPLA participants were primarily Spanish speaking.  There was no statistically 

significant difference between groups by primary language (Table 2). 

 The analysis of the Country of Origin yielded results as expected. Of the 

Hispanic population in Winchester, Virginia the majority are of Mexican descent. 

In our total study population (intervention and usual care) 65.2% were originally 

from Mexico, 16.7% from El Salvador, 10.6% from Guatemala, 6.1% from 

Honduras and 1.5 % from the United States.  The differentiation between 

countries of origin was similar for both the usual care and the intervention group.  

In order to meet the assumptions of chi-square, country of origin was recoded into 
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two categories (Mexico vs. other), and there was no statistically significant 

difference by group (Table 2). 

 

Results: Intent to Exclusively Breastfeed 

Intent to exclusively breastfeed did not appear to be associated with 

participation in the educational intervention (Table 3). There were no statistically 

significant differences in intent to exclusively breastfeed depending on which 

groups the women were in (Pearson χ2 (1) = 1.88, p = 0.08).  Using a two-tailed 

test, alpha =0.05, and testing for an expected medium to large effect (i.e., at least 

a medium association between intent and group) we had at least .80 power to 

detect an association.   Although not statistically significant, it is notable that the 

number and proportion of women in the intervention group who reported intent to 

exclusively breastfeed was 21 (53.8%), whereas only 12 (37.5%) of the usual care 

group reported such intent.  

Results: Exclusivity at Discharge 

 Breastfeeding exclusivity at discharge was found to have a statistically 

significant association (Yates’ continuity correction = 11.86, p <.001) with group.  

Sixteen women (41.0%) in the intervention group had exclusively breastfed at 

discharge, whereas only 1 woman (3.1%) in the control group had exclusively 

breastfed at discharge (Table 4). This significance could be related to the higher 

proportion of women in the intervention group having reported intent to 
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exclusively breastfeed; thus the results need to be interpreted with caution.  In 

other words, we cannot control for the confounding effect of baseline intent to 

breastfeed with this test. The pie chart (Figure 5) clearly shows the number of 

intervention group women who were exclusively breastfeeding at discharge 

compared to the usual care group.  The Spearman Correlation indicated there was 

a moderate correlation (ρ = 0.442, p<0.001) between exclusive breastfeeding at 

discharge and group.   

 A post-hoc analysis using the entire sample (N = 71), revealed a 

significant association between intent to exclusively breastfeed and being 

discharged as an exclusive breastfeeder.  The data indicated that exclusivity at 

discharge was significantly associated with, or dependent upon, intent to 

exclusively breastfeed (McNemar test, p <0.001).  Of the 33 women who intended 

to exclusively breastfeed, 14 (42.4%) left the hospital having exclusively 

breastfed, whereas only three (7.9%) of the 38 who intended to do both breast and 

bottle or only bottle left having exclusively breastfed. 

Results: Lactation Consultant Visits 

 Results from the analysis on visitation to the mothers from the Lactation 

Consultant (LC) yielded interesting results. The LC was an independent agent 

through the hospital and not associated with the intervention or the CPLA 

program. Ten (26.3%) of the intervention group mothers received a LC visit, and 

six (18.8%) of the usual care group mothers received a LC visit.  The differences 
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in proportions may be related to the slightly higher reporting of intent to 

breastfeed in the intervention group, as charting of that intent by the RN then 

triggers an automatic breastfeeding referral to the LC. Indeed, a McNemar’s test 

found a significant association between intent to exclusively breastfeed and LC 

visit (p = .002).  There was no statistically significant association, however, of 

treatment group with LC visit (Table 6).  

 Additional full sample analyses (N = 71) examined whether exclusively 

breastfeeding at discharge was associated with having received a LC visit. A 

McNemar’s test did not identify a significant association.  Since only 16 (22.9%) 

of all the mothers received LC visits, it is not surprising that no effect was 

detected.  Further study is needed to determine if this population is receiving LC 

support at the same rate and in the same manner as the general population; if not, 

this could lend evidence to the need for additional LC support being available for 

CPLA mothers and all mothers who express the intent to breastfeed.  Although 

not statistically significant, further evidence of the need for additional LC services 

comes from the results that 43.8% (Table 7) of the mothers who received 

assistance from the LC were successful in exclusive breastfeeding during the 

hospitalization, whereas only 18.5% of the mothers who did not receive LC visits 

were successful at exclusively breastfeeding.  

Results: Initiation of Supplementation 
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 We explored the data on the time of initial formula supplementation and 

total amounts of supplementation to inform us if further education about best 

practices in initiation of breast-feeding is needed. A total of 53 of the newborns in 

the sample received formula supplementation at some point during the hospital 

stay.  Both the participants and the staff could need additional education, and 

timing of additional breastfeeding support could be aimed specifically towards the 

periods of greatest need.  The researchers suspected that, on the second night post 

delivery, the mothers who had initiated breastfeeding but who were also open to 

bottle-feeding were beginning supplementation. The data showed, however, that 

the majority of supplementation for the sample, in both the intervention group and 

the usual care group, occurred on the first day of life 53%  (n= 38) (Figures 7).  

That first supplementation in the first day of life usually occurred on the night 

shift 38% (n= 27) and closely followed by the evening shift 26.8% (n=19) (Figure 

8).  The data were not conducive to testing for statistical significance due to cell 

sparseness. 

 When the amount of supplementation was analyzed, it was found that four 

of the intervention group mothers supplemented with less than 25 ml of formula 

and one mother in the control group was a low-volume supplementer.  If one were 

to consider these low volume supplementers as equivalent to exclusive 

breastfeeding, then within the intervention group, 51.3% (n=20) were exclusive or 

low volume supplementers at discharge, whereas only 6.5% (n=2) of the usual 



52

 

care group was exclusive or low volume supplementers at discharge.  Including 

these additional mothers brings the exclusive breast-feeding rate of the 

intervention group (51.3%) closer to the hospital-wide rate (58.6%).  These four 

mother infant dyads represent a missed opportunity in achieving breastfeeding 

exclusivity.    

Discussion 

Breastfeeding Intent 

Although statistical significance was not reached regarding the intent to 

breastfeed, the intervention group included 53.8% of intent to breastfeed, 

compared to 37.5% in the usual care group, which could be deemed a clinically 

significant difference. In comparison, the overall WMC rate of intent to 

exclusively breastfeed was 66.7% for 2012, with exclusivity at discharge of 

58.6%.  This finding indicates success in relation to the effort and resources 

allotted to the educational intervention for the Hispanic population.  The higher 

proportion of intent to breastfeed in the intervention group takes on more clinical 

significance when coupled with the results that over all of the women who were in 

CPLA, 82.4% of those who were successful in breastfeeding exclusively at 

discharge had expressed intent to breastfeed upon admission.  

Commitment to Intent 

 Although the difference between groups in intent to exclusively breastfeed 

was not significant, the fact that the actual exclusivity at discharge reached 
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statistical significance is both a success and a testament to the commitment to the 

expressed intent and a belief in the benefits of breastfeeding. Forty-one percent 

exclusivity in breastfeeding within the intervention group is not comparable to the 

Winchester Medical Center’s general population rate of 58.6% exclusivity at 

discharge, Nor are either of those rates anywhere near the Healthy People 2020 

goal of 82% breastfeeding initiation.  However, when viewed from a public health 

standpoint this initial rate has the potential to impact the health of the immigrant 

Hispanic population as these babies and mothers experience better health. 

Furthermore, knowledge of the benefits of breastfeeding and the acceptability of 

breastfeeding may spread within the Hispanic community and the Winchester 

community at large to further the health status of the community. 

Effects of Lactation Consultant Visit 

 Although we did not set out to determine the associations between 

lactation consultant visits and breast-feeding success, the additional exploratory 

analyses we conducted revealed both positive and concerning findings.  First, 

looking at all of the CPLA mothers who had data on lactation consultant visits 

(N=70) where one mother had no documentation regarding lactation consultant 

visits, a majority (68.8%) of the mothers who received a lactation consultant visit 

(n = 16) had intended to exclusively breastfeed (Table 8), and seven (43.8%) of 

them were successful at exclusively breastfeeding during hospitalization (Table 

7).  These findings speak to the impact and need of continued lactation consultant 
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support. However, of concern is the number of mothers who had expressed the 

intent to breastfeed who did not receive lactation consultant services.  Of all the 

women who initially reported an intent to exclusively breastfeed (n = 33), 22 

(66.7%) did not get a visit from the LC.  Additionally, of the women who 

intended breast and bottle (both) or bottle (n = 38), 32 (86.5%) did not get a visit 

from the LC.  Another way to describe this is that a large proportion (77.1%) of 

all of the CPLA mothers did not receive a LC visit (Table 8). This represents a 

substantial portion of mothers who very well might have breastfed their infants 

exclusively with the proper support. If all of those mothers who expressed even a 

small desire to breastfeed were encouraged to begin, were supported in their 

efforts, and were eventually successful at breastfeeding, this population would 

have surpassed the Healthy People 2020 goals of breastfeeding initiation (ever 

breastfeed) of 81.9%, at least in this population.  Further study into additional 

availability of lactation support within the hospital, for the CPLA mothers as well 

as the general population, should be pursued. Data for the hospital regarding the 

percent of mothers who have expressed intent to breastfeed and that the LC is able 

to assist was not available for comparison.  

Low Volume Supplements 

Although using a low-volume of supplements is not considered 

exclusively breastfeeding, we assessed this as partially breastfeeding, a distinction 

made by WIC when determining supplemental nutrition packages for the mother 
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infant dyad.  In addition we determined that this population could benefit from 

additional support and education to encourage exclusive breastfeeding both 

during hospitalization and after discharge.  The WIC department provides 

additional food packages to mothers who are partially breastfeeding. In order to 

encourage and establish breastfeeding WIC offers formula upon the mother’s 

request only after the child’s first month of life.  

Practice Contributions 

The outcomes of this program evaluation have added to the body of 

knowledge on successful breastfeeding interventions in the Hispanic population. 

The success of the educational portion of this tri-stage program will be used to 

justify the program’s expansion to encompass the entire CPLA population and to 

secure continued support and possible funding.  This educational intervention is 

the first step in a tri-stage intervention. Positive outcomes in this first portion lend 

credibility to the implementation of the subsequent stages that include in-patient 

breastfeeding support through the interpreters and continued support through the 

establishment of LLL styled support meetings through the WIC department. This 

will effectively establish the continuity of and access to breastfeeding support for 

the mothers served by this program. 

In addition, although it may seem that any childbirth educator could 

replicate a similar training initiative as long as there is an interpreter, this is not 

necessarily the case.  Pineda (2010) claims that the level of intercultural 
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competence found in professional healthcare interpreters varies greatly and if a 

childbirth educator assumes that a healthcare interpreter who is not extensively 

trained in intercultural interaction are culturally competent, then they may end up 

becoming what Bennett (1997) calls fluent fools.  Bennett defines fluent fools as 

“someone who speaks a foreign language well but doesn’t understand the social 

or philosophical content of that language”(p. 16).  If the childbirth educator 

herself is not extensively trained in intercultural communication and the 

interpreter is just saying exactly what is being said, then it is possible that the 

childbirth educator could be, in a way, a fluent fool.  Bennett warns that fluent 

fools often have numerous problems because “they . . . and others overestimate 

their abilities” (p.16).  The importance of the cultural aspects of this program and 

their influence on the results cannot be over looked. 

Directions for Future Research 

Further study needs to be done to determine if and to what extent prenatal 

education has in affecting C-section rates.  An overall C-section rate of 23.9% for 

both the intervention and usual care group needs to be compared to hospital total 

population records to determine any differences within the institution. However, 

currently WMC does not track the rate of utilization of the Lactation Consultant 

Services. 

Additionally, further research is needed to understand the reason for the 

slightly higher percentage of those attending the class who are proficient English 



57

 

speakers to gain insight into cultural views of formal education and alternate 

educational opportunities.  

The lack of statistical difference in proportion of mother’s intent to 

breastfeed over breast and bottle-feeding warrants further study. Although there 

was a clinically significant finding in proportions, it cannot be directly attributed 

to the intervention. A larger sample size may have yielded a small yet statistically 

significant association.  Furthermore, future evaluations should include baseline 

assessments of intent to exclusively breastfeed, before the prenatal class begins.  

The findings of the evaluation signify that further exploration is needed to 

determine the underlying factors that influence the newly immigrated mother’s 

decision-making process on how they choose to feed their newborns.   

Conclusion 

This evaluation supports that this educational intervention has been 

successful in creating a class that incorporates mindful intercultural 

communication in a way that has effectively increased exclusive breastfeeding in 

this unique population of rural Hispanic immigrant women.  While breastfeeding 

is natural and has been established as the optimal means of nutrition for babies, it 

is not easy. The potential for breastfeeding to affect the overall health of the 

nation is astonishing, however, the benefits of breastfeeding are dose dependent. 

Efforts such as this initiative to increase the rates of breastfeeding among rural 

immigrant Hispanic women may go a long way in reducing the health disparities 
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experienced by many socioeconomically disadvantaged populations.  Ahluwalia, 

D’Angelo, Morrow and McDonald (2013) concluded, “Breastfeeding promotion 

efforts must include culturally and linguistically supportive services to assure that 

women are able to make optimal feeding decisions.” 

The success of 41% of the mothers who attended the educational 

intervention in achieving exclusive breastfeeding at the time of their discharge 

from the hospital is notable. With no hospital-wide data available on the Hispanic 

population at WMC, the usual care group achieving only 3.1% exclusivity at 

discharge is a dramatic finding by comparison.  Although these results must be 

interpreted with caution due to inability to account for baseline intent to 

exclusively breastfeed (i.e. intent before the intervention occurred), it does 

indicate that by continuing the educational intervention there is the potential to 

greatly affect the breastfeeding rate within this population. Furthermore, if we 

continue to support the mothers to breastfeed in the critical first two days of her 

infant’s life, we have the potential to approach or surpass the Healthy People 2020 

goals of 81.9% breastfeeding initiation rate.   

This initial evaluation of the educational intervention has shown a positive 

response to breastfeeding within the Winchester Hispanic community.  This 

educational offering, coupled with the second phase of the tri-stage program, 

which will offer breastfeeding support though peer counselors in the hospital, 

represents a comprehensive approach to increasing breastfeeding success.  Once 
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breastfeeding is established, continued breastfeeding support services through 

LLL styled meetings and access to a Lactation Consultant at the Winchester 

Fredrick County WIC office will be an example of continuity of breastfeeding 

care at its best. This Tri Stage Program to Support Breastfeeding shows great 

promise and warrants further implementations and investigation. 
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Well Established:  

Breastfeeding is recognized as the optimal feeding method for infants. It’s 

also regarded as a public health stratagem to improve infant health through 

increased breastfeeding rates. In minority populations, as with other health 

disparities, the rates of breastfeeding are lower. 

 

Newly Expressed:  

 Educational interventions designed and delivered using intercultural 

communication principles are effective in increasing breastfeeding exclusivity in 

low-income, rural Hispanic women.   
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Abstract 

Background: Breastfeeding is advocated as a public health strategy for 

improving infant and child health survival, decreasing maternal morbidity, and 

controlling healthcare costs (American Dietetic Association, 2005). Organizations 

such as the World Health Organization, the American Association of Pediatrics, 

and the Association of Women’s Health, Obstetric and Neonatal Nurses 

recommend breastfeeding as the optimal feeding method for infants through the 

first year of life.  As with other health disparities, minority ethnic groups, and 

those in lower socioeconomic classes have an even lower rate of breastfeeding 

than the general population.  

Objective: Evaluate the prenatal education component of a multi-

component breastfeeding promotion intervention using intercultural 

communication with a rural recently immigrated Hispanic population. The 

educational portion of this program was designed to increase the number of 

Hispanic women who choose to exclusively breastfeed their newborns. 

Methods: The participants were recruited from a local program; 

Community Prenatal and Language Access (CPLA), which serve low-income 

predominately Hispanic women. Participation in the class was voluntary, and this 

project evaluation utilized a convenience sample. Data regarding intention to 

breastfeed, and breastfeeding during hospitalization was gathered through chart 
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reviews. Approval was granted from the Winchester Medical Center IRB prior to 

data collection. 

Results/Conclusions: The intervention group had a 53.8% rate of intent to 

breastfeed, compared to 37.5% in the usual care group, which is clinically 

significant. Reaching statistical significance, 41% of the mothers who attended 

the educational intervention achieved exclusive breastfeeding at discharge, 

compared to only 3.1 %  

of the usual care group. 
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Text 

Background/Objectives  

Exclusive breastfeeding provides optimal nutrition for infants in the first 6 

months of life, and breastfeeding with complementary foods for at least 12 

months is the ideal feeding composition for optimal infant health according to the 

American Association of Pediatrics (AAP, 2012).  

Methods  

The purpose of this retrospective record review was to evaluate a 

culturally competent prenatal and breastfeeding educational intervention to assess 

effectiveness in increasing the rates of intention to exclusively breastfeed and 

successful initiation among the Community Prenatal and Language Access 

(CPLA) population of low income, uninsured immigrant Hispanic women while 

hospitalized at Winchester Medical Center. The CPLA program is based in a 

rural, conservative small town in Virginia with a large Hispanic immigrant 

population. Of the town’s population, 15.8% is of Hispanic origin compared to 

only 8.2% for the state of Virginia (U.S. Census, 2011). 

For this program evaluation, the intervention group included the self-

selected group of mothers (n=39) who participated in the CPLA program, which 

helps uninsured women access affordable prenatal care, , and who attended the 

intervention prenatal class. The intervention, believed to have a beneficial effect 

on the health of both the mother and the infant, was offered to all women being 
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served at the CPLA office who were entering their third trimester. As a 

convenience sample, those mothers electing not to attend the childbirth education 

class were used as the usual care comparison group (n=32). 

 The class was developed and delivered using intercultural communication 

sensitivity, to create access and culturally appropriate prenatal health education 

opportunities for the immigrant mothers (Bennett & Bennett, 2004). For the 

expectant mothers, the class focused on four main topics: childbirth education, the 

value and initiation of breastfeeding, infant/baby care, and birth control. This 

educational intervention was designed to be culturally and literacy-level 

appropriate with a focus on multiple experiential activities. (The education plan 

and activities are available upon request from the first author.)  

The language used throughout this program is an essential element of the 

intercultural competence.  The bilingual health educator spoke in Spanish using 

the language of the immigrant mothers.   Based on experience working with this 

population, the health educator used their terminology, their beliefs, and their 

ways of describing their common experiences.  Also, the health educator followed 

their communication styles of storytelling, saying “they told me,” and 

acknowledged God and the unknown future.  Hearing about something as 

personal as childbirth or breastfeeding, using the very specific language and 

beliefs that the women in your life have shared, is an essential starting place for 

meaningful, transformational intercultural discussion (Pineda, 2010).   
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This retrospective program evaluation focused on assessing whether the 

educational component of the program achieved its intended goals: (1) increasing 

the proportion of women participating in CPLA who intend to exclusively 

breastfeed, and (2) increasing the proportion of successful exclusive breastfeeding 

during hospitalization as defined by no formula supplementation. Data for each 

mother, regarding the intentions to exclusively breastfeed as well as exclusive 

breastfeeding upon discharge were gathered through a chart audit using the WMC 

electronic medical records documentation for each participant’s inpatient stay. 

Results  

Both the intervention and the usual care group had similar demographics  

in terms of age, with the intervention mean age of 27.47 and the usual care  

group mean age of 27.88. Parity was also similarly matched between the groups,  

as was marital status. There was no significant difference in the number of days  

in the hospital that constituted the length of the stay (LOS) between the two groups.  

The intervention group had a mean of a 2.39-day LOS with the usual care group 

 having a 2.77-day mean LOS.  Additionally, 82% of the intervention group had  

a vaginal delivery, while 68.8% of the usual care group had a vaginal delivery. 

Intent to exclusively breastfeed did not appear to be associated with 

participation in the educational intervention. There were no statistically 

significant differences in intent to exclusively breastfeed depending on which 

groups the women were in (Pearson χ2  (1)= 1.89, p = 0.08).  A follow up analysis 
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using the entire sample (N=71), revealed a significant association between intent 

to exclusively breastfeed and being discharged as an exclusive breastfeeder 

(McNemar Test, p = 0.001). Almost forty-three percent of the women who 

intended to exclusively breastfeed left the hospital having exclusively breastfed, 

whereas only 7.9% of those who intended to do both breast and bottle or only 

bottle left having exclusively breastfed. 

It is encouraging to note that breastfeeding exclusivity at discharge was 

found to have a statistically significant difference in exclusive breastfeeding at 

discharge depending on the group (Yates’ continuity correction = 11.86, p <.001).  

Sixteen women (41.0%) in the intervention group exclusively breastfed at 

discharge, whereas only 1 woman (3.1%) in the control group had exclusively 

breastfed at discharge (Tables 1 & 2). 

Results from the analysis on visitation to the mothers from the Lactation 

Consultant (LC) yielded interesting results.  The LC was an independent agent 

through the hospital and not associated with the intervention or the CPLA 

program.  The data revealed that in the intervention group the LC visited 25.6% of 

the mothers and only 18.8% of the usual care group. This may have been related 

to the slightly higher reporting of intent to breastfeed in the intervention group, as 

charting of that intent by the RN then triggers an automatic breastfeeding referral 

to the LC.  However, as 53.8% of the intervention group and 37.5% of the usual 

care group reported intent to breastfeed, the difference in those who reported 
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breastfeeding intent and those who received breastfeeding support services from 

the LC is a concern.   

Discussion  

Although not statistically significant, it is notable that the number and 

proportion of women in the intervention group who reported intent to exclusively 

breastfeed was 21 (53.8%), whereas only 12 (37.5%) of the usual care group 

reported such intent. Although this clinically significant difference in the percent 

of exclusive breastfeeding intent cannot be directly attributed to the intervention, 

it is an important finding and warrants further study. A larger sample size may 

have yielded a statistically significant association. The higher proportion of intent 

to breastfeed in the intervention group takes on more clinical significance when 

coupled with the results that over all of the women who were in CPLA, 82.4% of 

those who were successful in breastfeeding exclusivity at discharge had expressed 

intent to breastfeed upon admission. The Winchesters Medical Centers rate of 

intent to exclusively breastfeed was 66.7% for 2012 with exclusivity of 

breastfeeding at discharge of 58.6%.   

Forty-one percent exclusivity in breastfeeding among our intervention 

group compares closely to the WMC general population rate of 58.6% exclusivity 

at discharge.  Although the difference between groups with the intention to 

exclusively breastfeed was not significant, the fact that the actual exclusivity at 

discharge reached statistical significance is a success and a testament to the 
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beneficial effects of the prenatal class in increasing intent to exclusively 

breastfeed and beliefs in the benefits of breastfeeding. 

The success in breastfeeding of the mothers whom the lactation consultant 

visited is remarkable in two areas. One, that such a high percentage of mothers 

(43.8%) who intended to exclusively breastfeed and received lactation support 

through the lactation consultant were successful speaks to the impact and need of 

continued lactation support. This is especially significant compared to the rate of 

only 18.5% of mothers who expressed intent to exclusively breastfeed but did not 

have lactation support were able to achieve exclusivity at discharge. However, we 

should be more concerned with the amount of mothers who expressed the intent 

to breastfeed or breast and bottle-feed and who did not receive lactation 

consultant services. A total of 77.1% of all the participants (i.e., 54 out of N=70,) 

did not receive a LC visit. This 77.1% represents a huge proportion of mothers 

and infants who could have been breastfeeding exclusively with the proper 

support.   

Conclusion  

The success of 41% of the mothers who attended the educational 

intervention in achieving exclusive breastfeeding at discharge is a positive 

finding. With no hospital wide data available on the Hispanic population at 

WMC, the usual care group achieving only 3.1% exclusivity at discharge is a 

significant finding by comparison.  Although these results must be interpreted 
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with caution, it does indicate that by continuing the educational intervention there 

is the potential to greatly affect the breastfeeding rate with in this population. 

This evaluation supports the fact that this educational intervention has 

been successful in creating a class that incorporates mindful intercultural 

communication in a way that has effectively increased exclusive breastfeeding in 

this unique population of rural Hispanic immigrant women.  Once again, while 

breastfeeding is natural and has been established as the optimal means of nutrition 

for babies, it is not easy. The potential for breastfeeding to affect the overall 

health of the nation is astonishing; however, the benefits of breastfeeding are dose 

dependent. Efforts such as this initiative to increase the rates of breastfeeding 

among rural immigrant Hispanic women may go a long way in reducing the 

health disparities experienced by many socioeconomically disadvantaged 

populations.  
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Tables 

Table 1.0a 

Sample demographics 

  Intervention  Comparison   
  Prenatal Class  No prenatal class  
Variables  (n=  39)  (n=  32) P 
Age (years), Mean (SD)  27.47(6.76)  27.88(5.67) 0.40a 

      
Parity, n(%)     0.36b 

     1  20(51.3)  15(46.9)  
   >1  19(48.7)  17(53.1)  

      
Marital status, n(%)     0.49b 

     Married  11(29.7)  9(30.0)  
     Not married/ other  26(70.3)  21(70.0)  
      
Country of Origin, n(%)     0.28d 

     Mexico  27(69.2)  16(50.0)  
     Other   12(30.8)  11(34.4)  
     Missing    5(15.6)  

      
Primary Language, n(%)     0.31c 

     Spanish  34(87.2)  30(93.8)  
     English  5(12.8)  2(6.2)  

      
Delivery type, n(%)     0.15d 

     Vaginal  32(82.1)  22(68.8)  
     Cesarean-section  7(17.9)  10(31.2)  

      
Hospital Length of Stay 
(days), Mean (SD) 

 2.39(.946)  2.77(.805) 0.041a 

      
Breastfeeding Intent, n(%)      
     Exclusive breast  21(53.8)  12(37.5)  
     Breast and bottle  17(43.6)  19(59.4)  
     Bottle  1(2.6)  1(3.1)  
a Independent t-test, b Chi-square test, c Fisher’s exact test, d Yates’ correction 
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Tables 

Table 1:Description of Studies to Increase Breastfeeding with in the Hispanic Community.

Author Sample size Study Type Study Focus Results

Anderson, A. K., Damio,

G., Young, S., Chapman,

D., & Perez-‐Escamilla, R.

(2005)

A Randomized Trial

Assessing Efficacy of Peer

Counseling on Exclusive

Breastfeeding in a

Predominantly Latina

Low-‐Income Community

N=162 RCT Efficacy of Peer counseling on

exclusive breastfeeding rates in

predominantly Latina low

income community

Intervention-‐ 3 prenatal home

visits, 9 postpartum home

visits, daily in-‐hospital visits by

Peer Counselor

Hospital and Community based

peer counselors are effective in

improving exclusive

breastfeeding rates among low-‐

income Latina women.
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Author Sample size Study Type Study Focus Results

Anderson, A. K., Damio,

G., Young, S., Chapman,

D., & Perez-‐Escamilla, R.

(2007)

Differential response to

an Exclusive

Breastfeeding Peer

Counseling Intervention:

The Role of Ethnicity

N=133 Qualitative Analyze data of previous study

( Anderson et al 2005) to

determine response to

intervention by different ethnic

groups.

Non Puerto Rican Hispanics and

blacks responded better than

Puerto Ricans to the peer

counseling intervention.
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Author Sample size Study Type Study Focus Results

Bunik et. al. (2010)

Are 2 weeks of Daily

Breastfeeding Support

Insufficient to Overcome

the Influences of

Formula?

N-‐341 RCT Impact of usual care compared

to 2 weeks of phone based

breastfeeding intervention by

culturally trained nurses.

Telephone support did not

increase breastfeeding duration

but did decrease sick baby visits

in the first month postpartum.
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Author

Chapman, D. Damio, G.

Young., S. Perez-‐

Escamilla, R. (2004)

Effectiveness of

Breastfeeding Peer

Counseling in a Low

Income, Predominantly

Latina Population

Sample Size

N=219

Study Type

RCT

Study Focus

Evaluate an existing

breastfeeding peer counseling

program with in the United

states

Intervention= breastfeeding

peer counseling consisting of 1

prenatal home visit, daily

perinatal visits and 3 postnatal

visits and telephone contact as

needed.

Results

The intervention group had a

higher rate of breastfeeding

initiation and higher rates of

duration at both 1 month and 3

months postpartum.
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Author

Chapman, D. Damio, S.

Perez-‐Escamilla, R. (2004)

Differential Response to

Breastfeeding Peer

Counseling within a Low

income predominantly

Latina Population

Sample Size

N=219

Study Type

RCT of

previous data

Study Focus

Differential response to

breastfeeding peer counseling,

aims to identify those most

responsive to peer counselor

interventions

Results

Three subgroups found to be

most responsive with in the

Latina community. Multiparous

mothers those uncertain about

breastfeeding and were 6 and 7

times more likely to breastfeed

with peer counseling.

Of those who were partially

breastfeeding on day one, they

were 12 times more likely to

continue through three

months.
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Author

Gill, S. Reifsnider, E. &

Lucke, J. (2007)

Effects of Support on the

Initiation and Duration of

Breastfeeding

Sample Size

N=182

Study Type

Quasi-‐

experimental

Non-‐

randomized

WIC

population

Study Focus

Effects of education and

support on breastfeeding

initiation and duration.

Intervention= prenatal

education, home based post

natal support

Results

Intervention group had twice

the breastfeeding initiation

rates, twice the rate of duration

to 6 months of age and only

half the tendency to quit at any

time.
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Author Sample size Study Type Study Focus Results

Hopkins, J. & Gallagher,

M. (2009).

Assignment to a Hospital-‐

Based breastfeeding Clinic

and Exclusive

Breastfeeding Among

Immigrant Hispanic

Mothers: A Randomized

Controlled Trial

N= 522

WIC

participants

Hispanic

RCT Determine if breast/bottle

feeding mothers will exclusively

breastfeed after attending a

breastfeeding clinic within one

week of delivery.

Post natal

Intervention group more likely

to be exclusively breastfeeding

at 4 wks. 16.4 % vs. 10%.
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Author Sample size Study Type Study Focus Results

Hurley, K., Black, M.,

Papas, M., & Quigg, A.,

(2008)

Variation in breastfeeding

behaviors, perceptions,

and experiences by

race/ethnicity among a

N-‐767

WIC

mothers

Qualitative To examine how breastfeeding

behaviors, perceptions and

experiences vary by

race/ethnicity among a low

income sample in the USA.

Although Hispanic mothers

were found to initiate

breastfeeding more than black

or while mothers (91%, 65%,

and 61%) they also were more

likely to express concerns of

infant breast rejection.



91

 

low-‐income statewide

sample of Special

Supplemental Nutrition

Program for Women,

Infants, and Children

(WIC) participants in the

United States

The most common reason for

breastfeeding cessation among

all races was reporting of not

having enough milk.

Concluded that culturally

sensitive breastfeeding

interventions are necessary to

obtain HP 2010 goals for

breastfeeding initiation and

duration.
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Author

McCann, M., Baydar, N.

& Willimas, R.

(2007)

Breastfeeding Attitudes

and Reported Problems in

a National Sample of WIC

Participants

Sample Size

N=874

Sub-‐sample

Study Type

Qualitative

WIC

population

Subsample of

the WIC Infant

Feeding

Practices

Study

Study Focus

Assessing attitudes associated

with initiation and continuation

of breastfeeding among WIC

participants stratified by race.

Results

Breastfeeding rates are

dramatically lower among all

races participating in the WIC

program than in the general

population by 20% both now

and ten years ago when the

WIC study was initially

performed. Concerns about

insufficient milk, nursing in

public and pain were barriers

expressed. Those who

perceived benefits of

breastfeeding were more likely

to initiate.
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Author

Memmott, M., & Bonuck,

K.(2006)

Mother’s reactions to

skills-‐based breastfeeding

promotion intervention

Sample Size

N=21

Study Type

Qualitative

Study Focus

Evaluate whether and how

participation in a breastfeeding

intervention, part of a larger RCT,

affected their infant feeding

practices.

Results

Participants described the

Lactation Consultant as key to

their decision to breastfeed.

Further more they cited the LC

skill and positive reinforcement

directly influenced their

confidence and perseverance to

breastfeed.
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Study

Petrova, A. & Ayers, C. et.

al. (2009).

Effectiveness of Exclusive

Breastfeeding Promotion

in Low-‐ Income mothers:

A randomized controlled

study.

Sample Size

N=104

Study Type

RCT

Study Focus

Evaluate effectiveness of

breastfeeding promotion

program in the WIC program

participants.

Intervention= one to one pre

and post natal breastfeeding

education and support from a

Lactation Consultant

Results

Intervention group exclusively

breastfeed for 7 days at 45.6 %,

control group at 28.9%.

At 3 months the intervention

group was exclusively

breastfeeding at 13.9% and the

control group at 10.5%.

Rates of breast/bottle feeding

at 3 months were 77.8 and

63.2%
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Author

Sandy, J. Anisfeld, E. &

Ramirez, E. (2009)

Effects of Prenatal

Intervention on

Breastfeeding Initiation

Rates In a Latina

Immigrant Sample

Sample Size

N=238

From a best

beginnings

participant

population

Study Type

RCT

Study Focus

Prenatal health education

aimed at increasing rates of

breastfeeding in an urban low-‐

income predominantly

Dominican population.

Results

Prenatal education intervention

with postnatal inpatient visits

as well as post-‐natal home visits

affected the mothers reporting

of exclusive breastfeeding

during the first week post-‐

partum, 32% intervention

versus 20% control.

 

 

 

 



Evaluation Breastfeeding Initiative

 

Table 2 

Sample demographics 

  Intervention  Comparison   
  Prenatal 

Class 
 No prenatal 

class 
 

Variables  (n=  39)  (n=  32) P 
Age (years), Mean (SD)  27.47(6.76)  27.88(5.67) 0.40a 

      
Parity, n(%)     0.36b 

     1  20(51.3)  15(46.9)  
   >1  19(48.7)  17(53.1)  

      
Marital status, n(%)     0.49b 

     Married  11(29.7)  9(30.0)  
     Not married/ other  26(70.3)  21(70.0)  
      
Country of Origin, n(%)     0.28d 

     Mexico  27(69.2)  16(50.0)  
     Other   12(30.8)  11(34.4)  
     Missing    5(15.6)  

      
Primary Language, n(%)     0.31c 

     Spanish  34(87.2)  30(93.8)  
     English  5(12.8)  2(6.2)  

      
Delivery type, n(%)     0.15d 

     Vaginal  32(82.1)  22(68.8)  
     Cesarean-section  7(17.9)  10(31.2)  

      
Hospital Length of Stay 
(days), Mean (SD) 

 2.39(.946)  2.77(.805) 0.041a 

a Independent t-test 
b Chi-square test 
c Fisher’s exact test 
d Yates’ correction 
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Table 3 

Primary Outcome: Intent to Exclusively Breastfeed 

 

 Yes  
n(% in group) 

No 
n(% in group) 

Intervention (n = 39) 21(53.8) 18(46.2) 
Comparison (n = 32) 12(37.5) 20(62.5) 
χ2(1) = 1.88, p = 0.08 
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Table 4 

 

Primary outcome: Exclusive breastfeeding at discharge 

 

 Yes  
n(% in group) 

No 
n(% in group) 

Intervention (n = 39) 16(41.0) 23(59.0) 
Comparison (n = 32) 1(3.1) 31(96.9) 
Yates’ correction(1) = 11.86, p <.001 
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Table 5 

 

Breastfeeding intent matches reported breastfeeding status at discharge by group 

 

 Yes  
n(% in group) 

No 
n(% in group) 

Intervention (n = 39) 31(79.5) 8(20.5) 
Comparison (n = 32) 21(65.6) 11(34.4) 
Yates’ correction(1) = 1.09, p = 0.15 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



100

 

Table 6 

 

Lactation consultant visit by group 

 

 Yes  
n(% in group) 

No 
n(% in group) 

Intervention (n = 38) 10(26.3) 28(73.7) 
Comparison (n = 32) 6(18.8) 26(81.2) 
Yates’ correction(1) = 0.216, p = 0.32 
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Table 7 

 

Entire sample (N = 70): Exclusive breastfeeding at discharge by LC visit 

 

 

 
                          

 
Total (N=70) 

Yes Exclusive 
n(% in LC visit) 

Not Exclusive 
n(% in LC visit) 

Yes LC visit                        16 (22.9)  7(43.8) 9(56.2) 
No LC visit         54 (77.1) 10(18.5) 44(81.5) 
 McNemar Test, p = 1.0 
  

*Total Sample N=71, one case missing from the LC data. 
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Table 8 

 

Entire sample (N = 70): Intent to exclusively breastfeed by LC visit 

 

  Yes Exclusive Intent 
n(% in LC visit) 

No Exclusive 
Intent 
n(% in LC visit) 

Yes LC visit  11(68.8) 5(31.2) 
No LC visit  22(40.7) 32(59.3) 
McNemar Test, p = 0.002                               
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Figures 

Figure 1.0  

Self-Efficacy Framework 

 

Dennis, C.L. (1999).  
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Figure 2.0  

Blended Theory 

 

Adapted from Bandura (1979) Dembo (1994) and Dennis (1999) 
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Appendices 

Appendix A: Biological Nurturing Recipe 
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 JHL MANUSCRIPT SUBMISSION GUIDELINES  

Article Categories  

 Reviews  

 Original Research  

 Original Research (Brief Reports)  

 Student Research  

 Case Reports  

 Insights in Practice  

 Insights in Policy  

 Commentaries  

 Special Reports  

 Inside Track  

 Letters to the Editor  

 

IMPORTANT: Authors must follow both the “General Requirements for 

Manuscripts Submitted” and the “Requirements for Article Categories" sections 

below. Manuscripts that do not adhere to the following instructions will be returned 

to the corresponding author for technical revision before undergoing peer review.  

GENERAL REQUIREMENTS FOR MANUSCRIPTS SUBMITTED  
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Preparation of Manuscript  

Manuscripts should be prepared according to the guidelines set forth in the American 

Medical Association Manual of Style, 10th Edition. All text should be double-spaced. 

Font size should be no smaller than 12 pt. Margins should be set at 1 inch. Page and 

line numbering is not necessary, as these will automatically be added when the 

manuscript is submitted and converter to a PDF file. All files should be Word 

documents. If Word documents are not possible for figures, Excel, .jpg or .gif 

documents are acceptable. When uploading documents, please do not include any 

identifying information in the file names to ensure a blinded peer review process.  

Acceptable English usage and syntax are expected. Do not use slang, medical jargon, 

or obscure abbreviations or phrasing. Metric measurement is preferred; equivalent 

measurements may be included in parentheses. Always provide the complete form of 

an acronym/abbreviation the first time it is presented in the abstract and text. Write 

breast milk as two words, breastfeeding as one. Use generic names for drugs or 

devices; put trade names in parentheses.  

Title Page  

ALL submissions in ALL article categories require a Title Page. This is the only file 

which should include the authors’ names. The Title Page must be uploaded as a 

separate file to ensure blind peer-review. The Title Page must include: (a) Complete 

manuscript title; (b) Authors' full names, academic degrees, and affiliations; (c) Name 

and address for correspondence, including fax and telephone numbers, and email 

address; (d) Address for reprints if different from that of corresponding author; (e) 
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Word counts for the abstract, and for text independent of abstract; (f) keywords which 

will be used for PubMed reference; and (g) Acknowledgments, if the authors wish to 

include them. Authors may acknowledge persons who have contributed to the 

research or 2
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manuscript development. Participation of research subjects may be acknowledged, 

but subjects must not be specifically named. Limit acknowledgments to 50 words.  

Ethical Approval / Protection of Human Subjects and Animals in Research  

When reporting research activities involving human or animal subjects, please 

include a statement in the Methods section of the article indicating that all procedures 

followed were in accord with the ethical standards of the responsible institutional 

council, committee, or review board. Please specify which institution(s) granted 

approval. For example: “This study was approved by the Boston University Medical 

Center Institutional Review Board.” If the research was exempt from ethical 

approval, please include a statement indicating that and an explanation. For example: 

“This study was exempt from ethical approval because it was a secondary analysis of 

a publicly available dataset.” Research articles without a clear statement of such 

approval will be returned without review. For research involving animals, authors 

should indicate whether the procedures followed were in accordance with the 

standards set forth in the Guide for the Care and Use of Laboratory Animals 

(published by the National Academy of Science, National Academy Press, 

Washington, DC).  

Photos  

When including participant photographs, please include a statement indicating that 

written consent for using the photographs was received. Please try to avoid making 

photos recognizable (for example, do not show a face).  

Audio/Video Files  
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JHL is now accepting audio/video files. The following files types can be handled by 

our manuscript submission Web site, Sage Track. Audio/Video: asf, avi, flv, mov, 

mp3, mp4, mpeg, mpg, wav, wma, wmv. For optimal viewing, videos should be 

480x360 pixels. If it is a different size/aspect ratio, it will be resized upon upload. 

There is no limit to the length of the video, although the maximum file size allowed is 

1GB. Videos hosted elsewhere (such as YouTube), can be included as links. Once 

uploaded, the videos can only be viewed in the HTML version of an article.  

Tables, Figures and Images  

Each table/figure/image must be uploaded as a separate file, not as part of the main 

text document. If there are multiple tables/figures/images, please upload each one as a 

separate file. Word files are preferable, but if not possible, Excel, .jpg, or .gif are also 

acceptable. Number tables/figures/images consecutively as referred to in the text. If 

there is only one table, figure, or image, refer to it as “Table,” “Figure,” or “Image”; 

do not number it. Provide each table/figure/image with a brief title above the 

table/figure/image. Place explanatory matter or data incorporated from another source 

in footnotes. Indicate footnotes with lowercase letters (a, b, c, etc.); do not use 

symbols. Presentation of the results from logistic regression, Poisson regression, or 

Cox regression should be the exponentiated parameter estimates (i.e., the odds ratio, 

incidence rate ratio, or hazard ratio) and corresponding 95% confidence interval 

rather than the parameter estimate. The inclusion of p-values is unnecessary when 

95% confidence intervals are presented. As appropriate, identify and specify units, do 

not use excess precision in expressing results. 3
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Tables: Please double-space tables and provide column headings. Tables 

should be self-explanatory and should supplement, rather than duplicate, the 

material in the text.  

Figures and Images: Submit all figures, images, and charts in the best 

reproductive quality. Include a brief and specific title at the top of all figures 

and images followed by a description (if applicable) at the bottom. Scale 

markers and legends as needed. Figures and Images can be printed in color 

for a fee (online color reproduction is free). Contact JHL editorial staff for fee 

schedule.  

Funding Source  

At the end of the main text, authors must include disclosure of funding received for 

the work from organizations such as National Institutes of Health (NIH), private 

foundations, industry, etc.  

References  

Reference all quotations, previous study findings, and facts the reader may question. 

Personal communications and all other materials not yet accepted for publication may 

be mentioned only in the body of the manuscript. Number references consecutively as 

they appear in the text, using superscripted arabic numerals. Follow the American 

Medical Association, 10th Edition style for references. Use journal abbreviations as 

listed in Index Medicus; if the periodical does not appear in Index Medicus, use a 

complete title. Include issue numbers for journal references. Citation examples 

follow:  
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Journal  

Kamholz KL, Parker MG, Philipp BL. Implementing change: steps to initiate 

a human donor milk program in a US level III NICU. J Hum Lact. 

2012;28(2):128-131.  

If a reference has not been published in print, but is available online, please 

include the electronic reference, rather than citing it as “in press.”  

Book  

Jelliffe DB, Jelliffe EFP. Human Milk in the Modern World: Psychosocial, 

Nutritional and Economic Significance. Oxford, UK: Oxford University 

Press; 1978.  

Chapter in book  

Kennedy KI. Fertility, sexuality and contraception during lactation. In: 

Riordan J, Auerbach KG, eds. Breastfeeding and Human Lactation. Boston, 

Mass: Jones and Bartlett; 1993:429-457.  

Thesis or dissertation  

Heinig MJ. Relationship of energy and protein intake and complementary 

feeding to growth patterns of breastfed and formula-fed infants. Davis, Calif: 

University of California; 1992. Dissertation.  

Web site  

International Society for Infectious Diseases. ProMED-mail Web site. 

http://www.promedmail.org. Accessed April 29, 2004. 4
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REQUIREMENTS FOR ARTICLE CATEGORIES  

Reviews  

4000-word limit. JHL welcomes reviews on lactation-related topics. The review 

should reflect a clearly formulated question or objective to identify, select, and 

appraise relevant research, and to collect and summarize data or information from the 

studies that are included in the review. Statistical methods may or may not be used to 

analyze and summarize the results of the included studies. A limitations section is 

expected. An unstructured abstract limited to 250 words, summarizing review 

content, is required. Contact the JHL editorial office with questions pertaining to 

appropriate review topics.  

Original Research  

Original research welcome on the broad field of lactation. Methods may involve but 

are not limited to: quantitative or qualitative approaches; basic science; modeling; 

economic evaluations; controlled trials; imaging studies; observational studies, and 

economic evaluations. The formatted manuscript should include the following 

sections:  

Well Established/Newly Expressed: Two brief summary paragraphs stating what is 

already known on this topic (Well Established; 40 words max) and what this study 

adds (Newly Expressed; 40 words max). Please label each section separately and 

write clearly in layman's terms.  

Abstract: A structured abstract (250-word limit) with the following headings: 

(1)Background, (2)Objective(s), (3)Methods, (4)Results, (5)Conclusion(s).  
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Text: 3500-word limit. Must include the following sections: (1) Background with 

clearly stated objective(s); (2) Methods; (3) Results; (4) Discussion; (5) Conclusion 

and (6) Funding and Conflict of Interest.  

1. Background: should succinctly summarize the literature with regards to the 

objective(s).  

2. Methods: must state the study design, and should include setting and dates of 

study, subject selection criteria, data collection methods, and statistical methods 

used. Statistical analysis should include the following items, as appropriate: pre-

study calculation of sample size; statements adequately describing or referencing 

all statistical procedures used; confidence intervals given for the main results. 

IMPORTANT: please include a statement regarding which institution(s) granted 

ethical approval (see Ethical Approval section above).  

3. Results: should clearly state the final sample size(s), participation and exclusions, 

and primary analyses that are parallel to the Objectives.  

4. Discussion: should address the importance of the findings reported in the results 

section and how they compare to other published reports of a similar nature. A 

limitations section is expected.  

5. Conclusion: should briefly summarize conclusions based on the content of the 

paper.  
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6. Funding and Conflict of Interest: Should comprise a brief summary of all funding 

sources and any conflict of interest that exists (for example funds or honoraria 

paid from any source that stands to gain financially from the outcomes described 

in the study.) This is included in the manuscript to ensure the information is 

visible to reviewers. When not applicable, the authors should state that no conflict 

of interest exists.  

Original Research: Brief Reports  

1500-word limit excluding Abstract, tables, figures, and references; limit to 1 table 

and 1 figure. Brief reports on new, interesting findings will meet the same criteria as 

Original Research but will be reported in shorter format reflecting a less complex 

study design or original findings not requiring an extended manuscript. A title page, 

Well Established/Newly Expressed section, and structured abstract (250 words) are 

required. Manuscripts should be formatted using the same headings as Original 

Research articles (see above). IMPORTANT: please include a statement regarding 

which institution(s) granted ethical approval (see Ethical Approval section above).  

Student Research  

Original Research and Original Research: Brief Reports by students currently 

enrolled in a degree-seeking program. Please follow requirements above. JHL seeks 

to foster an interest in the field, and in early career development, by dedicating space 

to student-led research. Student Research manuscripts will undergo the same blinded, 

external peer-review process as other manuscripts. It is expected that the student is 

first-author on the manuscript, and has had a significant contribution to at least two of 
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the following areas: study design and concept, implementation, data collection, 

statistical analysis and interpretation, drafting of the manuscript. NOTE: On the title 

page, please include 1-2 sentences describing the student's current situation i.e., the 

course/program where the student is currently matriculated.  

Case Reports  

1500-word limit, excluding tables, figures, and references. Include an unstructured 

abstract (250 words); a brief introduction, including a review of the literature relating 

to the problem; the case presentation, including history of the problem and other 

pertinent information, clinical approach, and outcome; and 

discussion/recommendations regarding future investigations and/or assistance of 

future clients. Client confidentiality must be protected in the presentation, and if 

photos are used, a statement regarding obtaining written consent must be included 

(see Photos section above). Tables should be kept to a minimum.  

Insights in Practice  

1500-word limit, excluding tables, figures, and references. Innovative teaching 

aids and procedures, charting, and referral forms specific to a lactation workup 

are appropriate for this column. We also invite general discussions about 

running a lactation consultant practice, hospital-based management and service 

issues, and contemporary insights related to clinical experience. The manuscript 

should include an unstructured abstract (limit 250 words), an introduction stating 

the issue/problem, a presentation of the recommendations, and a summary of the 

information presented. Include subheadings as necessary.  
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Insights in Policy  

2000-word limit, excluding tables, figures, and references. This column is 

designed to feature new steps in policy making, for example, innovative policies 

on lactation-related, hospital 6
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clinical practice, or steps forward in national or international policy-making, such 

as development of national guidelines for implementation of the Baby-Friendly 

Hospital Initiative. We also invite general discussion and contemporary insights 

on policy-making and ways in which policies can be changed or implemented. 

The manuscript should include an unstructured abstract (limit 250 words), an 

introduction stating the issue/problem, a presentation of the recommendations, 

and a summary of the information presented. Include subheadings as necessary.  

Commentaries and Special Reports  

1500-word limit, excluding tables, figures, and references. Perspectives related to 

timely issues in the field of human lactation are appropriate for this column. 

Commentaries and Special Reports do not have abstracts. It should be reflected in 

the title that the manuscript is a Commentary or Special Report.  

Inside Track  

This is the only section of JHL written for breastfeeding mothers rather than 

professionals. Request detailed guidelines from jhleditorialoffice@gmail.com. 

No abstract; 1200 word-limit; must be written as a 2-page parent handout in low-

literacy style (around 10 yrs old) but still based on evidence and research. Any 

topic that is practically applicable to a breastfeeding family is welcome. 

Examples include but are not limited to: milk supply, expressing and pumping 

for a premie, toddler nursing, returning to work, etc. Include information about 

the role of the IBCLC in relation to the topic. At least 1 author must be IBCLC, 

and the lead author must be an ILCA member. Inside Track seeks to promote the 
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IBCLC and their role. Statements or claims that are not common knowledge 

need to be referenced.  

 

Letters to the Editor  

JHL readers are encouraged to exchange information or provide input related to 

a recently published journal article or contributions to a controversy or debate by 

submitting a letter to the editor. A letter should not exceed 500 words; no 

abstract is required. Letters commenting on recently published articles should 

reference the particular article. References should be kept to a minimum. In 

addition to including a title page (see Title Page section above), please include 

the following information on the Letter’s main document: authors’ names, 

academic degrees and affiliation (if you wish to print this), address and e-mail 

for correspondence.  

 

Quick 

Check: 

Manuscript 

Requirement

s Article Type  

Word 

Count  

Abstract  Well Established 

/ Newly 

Expressed  

Funding 

Source  

Ethical Approval 

Statement 

(include name of 

Institution)  

Title 

Page  

Reviews  4000 words  250, 

unstructur

ed  

No  Yes  No  Yes  

Original Research  3500 words  250, Yes  Yes  Yes  Yes  
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structured  

Original Research, 

Brief Report  

1500 words  250, 

structured  

Yes  Yes  Yes  Yes  

Student Research  3500 or 

1500  

250, 

structured  

Yes  Yes  Yes  Yes  

Case Reports  1500 words  250, 

unstructur

ed  

No  Yes  No, but consent if 

photos  

Yes  

Insights in Practice  1500 words  250, 

unstructur

ed  

No  Usually N/A  No (assuming no 

study)  

Yes  

Insights in Policy  2000 words  250, 

unstructur

ed  

No  Usually N/A  No (assuming no 

study)  

Yes  

Commentaries/Spec

ial Reports  

1500 words  None  No  Usually N/A  No  Yes  

Inside Track  1200 words  None  No  Usually N/A  No  Yes  

Letters to the Editor  500 words  None  No  Usually N/A  No  Yes  

 




