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securing haemostasis in animal models, and adrenaline and
polidocanol have been shown to cause significant tissue
damage in these models." However, the relevance of these
acute models to man is unclear, and data from all the
controlled studies of injection sclerotherapy in human

beings refute these findings. There have been reports of
perforation associated with the injection of large volumes of
sclerosant12,13 and of a substantial increase in ulcer size in
some patients treated with adrenaline and polidocanol .4
Therefore, it seems prudent to inject no more than 2 ml of
sclerosants such as polidocanol or ethanolamine at any one
site. This study indicates that injection treatment of

bleeding peptic ulcers is best done by those experienced in
the technique.
The results of two large meta-analyses9,lO show that laser

treatment, thermal methods, and injection treatment are
equally effective in the treatment of bleeding peptic ulcers.
These data and the results of this trial indicate that injection
treatment is an appropriate method for most district general
hospitals. Therapeutic endoscopy should be available for all
patients with upper gastrointestinal bleeding.10
We thank Sister Sue Hawkes, Sister Senga Middleton, and the nurses and
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Clinical study of the lactational amenorrhoea
method for family planning

The effect of breastfeeding on fertility is well

known; however, its use as a method of family
planning was, until recently, untested. In 1988,
the Bellagio Consensus Conference proposed
guidelines that became the basis for a method of
family planning called the lactational amenorrhoea
method (LAM). The principle of LAM is that a
woman who continues to fully or nearly fully
breastfeed her infant and who remains amenorrhoeic

during the first 6 months postpartum is protected
from pregnancy during that time. We have assessed
this method in the context of a breastfeeding support
intervention study of 422 middle-class women in
urban Santiago, Chile. The cumulative 6-month
life-table pregnancy rate was 0&middot;45% among women
who relied on LAM as their only family planning
method (1 woman pregnant in month 6). The
findings indicate that LAM, with its high acceptance
and efficacy, is a viable method of family planning
and can safely serve as an introductory method for
breastfeeding women.

Introduction

The influence of breastfeeding on the reestablishment of
ovulation and fertility after childbirth 1-5 and on the birth

interval&-9 are well known. At the Bellagio Consensus
Conference, Italy, in August, 1988, it was agreed that a
mother who is fully or nearly fully breastfeeding her infant
and who remains amenorrhoeic has a less than 2% chance of

pregnancy during the first 6 months after childbirth.lO The
agreement and the subsequent assessments of its validity
were based on clinical data and hormonal profiles obtained
prospectively.11,12 The guidance was then developed into the
lactational amenorrhoea method (LAM)y,14 Whereas
several groups have applied the guidance to pre-existing
data to estimate efficacy or have followed cohorts to assess
physiological changes,5,11,12 to our knowledge, there has been
no clinical efficacy study of LAM, per se, presented as a
family planning method option. We here report the findings
of a clinical study in which LAM was offered as a family
planning method in the context of a breastfeeding support
programme.
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Subjects and methods

Subjects
Between Aug 1, 1988, and Sept 30, 1989, 422 mother/child pairs

were entered into the study. The selection criteria for admission of
the mother into the study were: age between 18 and 39 years, parity
under 5, normal nutritional status, good health without previous
history of infertility, normal breast examination, stable union, work
situation compatible with 6 months of exclusive breastfeeding, term
vaginal delivery, singleton birth with birthweight over 2500 g, and
written consent of the couple. Pregnancy, delivery, and postpartum
care were provided at the Hospital of the Pontificia Universidad
Catolica de Chile. The women were generally middle class and lived
in Santiago, Chile. All women were invited to take part as volunteers
in a hospital-based programme for the promotion of breastfeeding
for its child health and child spacing effects. Preliminary findings
and details of the breastfeeding promotion programme designed for
this study have been published elsewhere.15.16 The programme
included training of the health team, breastfeeding education, and
promotion in the prenatal outpatient clinic, early breastfeeding of
newborn babies, support and supervision of breastfeeding
techniques, rooming-in, and a free lactation clinic to address any
difficulties related to breastfeeding.

Methods

Each woman was first interviewed between 7 and 10 days
postpartum. During this visit, socioeconomic and health data were
recorded, as well as data about pregnancy and delivery.
Breastfeeding practices associated with the best outcomes for
mother and child health were reinforced and the mother was told
about contraceptive methods available locally (contraceptive pill,
intrauterine device [IUD], barrier [condom, cap], natural family
planning [NFP], and others [sterilisation, injectable contraceptives,
coitus interruptus]). The women were also told about LAM as a
temporary family planning option. LAM was defined as follows: if a
woman continued to fully breastfeed and remained amenorrhoeic
during the first 6 months postpartum, she would be protected
against pregnancy for that time, without need for another

contraceptive method (figure). 10.14 The woman was also informed

Ask the mother:

Use of LAM for child spacing during first 6 months postpartum.

*Spottlng that occurs during the first 56 days not regarded as menses
t"Full" breastfeeding Includes exclusive or almost exclusive

breastfeeding (allows occasional tastes of foods or water), day and night.
"Nearly full" breastfeeding means that non-breast feeds are given This
study included only full breastfeeders.

TABLE I-CHARACTERISTICS OF WOMEN STUDIED
I ., I "’

that the risk of a new pregnancy was similar to that offered by other
contraceptive methods. Each woman who decided to use LAM was
also regularly reminded that when breastfeeding was supplemented
with food or when menses restarted she would need a

complementary family planning method to avoid pregnancy.
Exclusive breastfeeding was encouraged as defined by international
consensus. 17 However, almost exclusive breastfeeders (allowing up
to one supplemental feeding of not more than 60 ml per week) were
regarded as full breastfeeders and within the LAM definition.
Mothers were encouraged to maintain night feedings.

Follow-up visits were on days 30, 60, 90, 120, 150, and 180
postpartum in the outpatient clinic specially set up for this

programme. Mother and child were seen together and the following
indices were recorded: mother’s weight, occurrence of vaginal
bleeding or spotting, frequency of intercourse, use of other family
planning methods, pregnancy, characteristics of breastfeeding (full,
partial, discontinued), and number of breastfeeds over the past 24
hours; a breast or gynaecological examination was done if indicated.
Data obtained for the infant included its weight, length, cranial
circumference, and complete physical examination. Any
vaccinations and medicines received since the previous visit were
recorded, as was type of feeding, with special emphasis on any food
supplements given. During each visit the mother was again
counselled about whether other contraceptive methods should be
used or whether she should continue to use LAM if she were still

fully breastfeeding and amenorrhoeic. When a mother missed an
appointment at the clinic, a nurse-midwife visited her at home,
asked her why she had not attended, and tried to convince her to
continue in the study. Of the 422 mother/child pairs, 409 (97%)
completed the sixth month of the study. In addition, all women who
were still amenorrhoeic at 180 days postpartum were given a
pregnancy test.

Data were recorded on pre-coded forms to facilitate computer
entry and analysis. Data entry and statistical analyses were
completed by computer with SAS software.

Resu Its

Table I shows the characteristics of the women. Mean age
(SEM, range) was 27-1 years (5-0, 18-39). Mean parity
(SEM, range) was 2-0 (1-0, 1-5). 23-6% of the women had
primary education, and only 5 -4 % had completed university
studies.

TABLE II-LIFE-TABLE ANALYSIS OF LAM EFFICACY

I I I

WM=no of women using LAM, WMAC=cumulative women-months of use,
R x 100 = monthly risk of conception, P x 100 = cumulative risk of conception
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TABLE III-FAMILY PLANNING METHOD DURING EACH OF THE 6 FIRST POSTPARTUM MONTHS

*No of women using the method during that month.

Table 11 shows the life-table cumulative protection rate in
the women who used LAM as their only method of family
planning. During LAM use, only 1 pregnancy occurred and
the pregnancy rate per 100 women was 0-0045 (045%).

Four pregnancies were registered among both LAM
users and those who had stopped using LAM or had
changed to another method. The conditions under which
these pregnancies occurred were as follows:

Family
Month Vaginal Full planning

Woman postpartum bleeding breastfeeding method

Table ill shows the different family planning methods
used during the first 6 months postpartum: at the end of the
6th month, 221 (54-2%) women were using LAM, 65
(15-9%) IUDs, 53 (13%) contraceptive pills, 23 (5-6%)
barrier methods, and 10 (24%) NFP.

Table IV is the life-table for return of menses among full
breastfeeders. 280 women (668%) completed 180 days
postpartum in exclusive breastfeeding, without having
introduced liquid or solid food supplements to the infant’s
diet. 237 women (562%) were fully breastfeeding and were
amenorrhoeic with no other family planning use besides
LAM at 180 days.

Discussion

Several other studies have assessed fertility and fecundity
in breastfeeding women and have confirmed the

physiological association of intensive breastfeeding and
amenorrhoea with reduced fertility. Our prospective study
shows that LAM is a successful family planning method
with high acceptance and an efficacy of 99-5%.
A previous study in a similar population4 had shown that

women who elected to use exclusive breastfeeding and
amenorrhoea to postpone pregnancy were well protected;
however, in that group, 30% of the exclusively
breastfeeding women had return of menses by the end of 3
months postpartum and 53% by 180 days. In our study,
only 9% of exclusive breastfeeders restarted menses by 3
months and 19% by 180 days. We believe that the increased
intensity of breastfeeding support (prenatal in hospital and

TABLE IV-LIFE-TABLE OF REESTABLISHMENT OF MENSES

AMONG EXCLUSIVELY BREASTFEEDING WOMEN USING LAM

I 

R x 100= monthly bleeding risk, P x 100  cumulative risk of bleeding.

postnatal) as well as the women’s motivation to use LAM
for family planning have contributed to this increased

suppression of fertility.
The women in this study are representative of a

middle-class environment similar to that seen in urban

settings world wide. This clinical study has confirmed that
LAM is an effective introductory method of family planning
for breastfeeding women.

Support for this work was provided by the Institute of Reproductive
Health, Georgetown University, under Cooperative Agreement with the
Agency for International Development (AID) DPE-306-1-00-1029-00. We
also thank the department of statistics of the faculty of mathematics, Pontificia
Universidad Catolica de Chile for analyses and the Graduate Program in
Public Health at the University of Pittsburgh for their help with planning and
early analysis of this study.

REFERENCES

1. P&eacute;rez A, Vela P, Potter R, et al. Timing and sequence of resuming
ovulation and menstruation after childbirth. Pop Studies 1971; 25:
491-503.

2. Rivera R, Ortiz E, Barrera M, et al. Preliminary observations on the
return of ovarian function among breastfeeding and nonbreastfeeding
women in rural areas of Mexico. In: Potts M, Thapa S, Herbertson M,
eds. Breastfeeding and fertility. J Biosoc Sci 1985 (suppl 9): 112-36.

3. Howie P, McNeilly A. Effect of breastfeeding patterns on human birth
intervals. J Rep Fert 1982; 65: 545-57.

4. Diaz S, Rodriguez G, Marshall G, et al. Breastfeeding patterns and the
duration of lactational amenorrhea in urban Chilean women.

Contraception 1988; 38: 37-51.
5. Diaz S, Rodriguez G, Peralta O, et al. Lactational amenorrhea and the

recovery of ovulation and fertility in fully nursing Chilean women.
Contraception 1988; 38: 53-67.

6. Van Ginneken J. The chance of conception during lactation. In: Parkes
AS, Thomson AM, Potts M, Herbertson JA, eds. Fertility regulation
during human lactation J Biosoc Sci 1977 (suppl 4): 41-56.

7. Berman M, Hanson K, Hellman I, et al. Effect of breastfeeding on
postpartum menstruation, ovulation and pregnancy in Alaskan
eskimos. AJOG 1972; 114: 524-34.

8. Jain A, Bongaarts J. Breastfeeding patterns, correlates and fertility effects.
Stud Fam Plan 1981; 12: 79-99.

9. Saadeh R, Benbouzid D. Breastfeeding and child spacing: the importance
of information collection for public health policy. Bull WHO 1990; 68:
625-31.

10. Kennedy K, Rivera R, McNeilly A, et al. Consensus statement on the use
of breastfeeding as a family planning method. Contraception 1989; 39:
477-96.

11. Gray R, Campbell O, Apelo R, et al. The risk of ovulation during
lactation. Lancet 1990; 335: 25-29.

12. Short RV, Lewis PR, Renfree MB, Shaw G. Contraceptive effects of
extended lactational amenorrhoea: beyond the Bellagio Consensus.
Lancet 1991; 337: 715-17.

13. Labbok M. Breastfeeding and contraception. N Engl J Med 1983; 308:
51.

14. Labbok M, Koniz-Booher P, Shelton J, et al. Guidelines for

breastfeeding in family planning and child survival programs. Institute
for Reproductive Health, Georgetown University, 1990.

15. Vald&eacute;s V, Labbok M, P&eacute;rez A, et al. The impact of an hospital and
clinic-based breastfeeding promotion program in a middle class urban
environment. J Trop Paediatr (in press).

16. P&eacute;rez A, Vald&egrave;s V. Santiago Breastfeeding Promotion Program:
preliminary results of an intervention study. Am J Obstet Gynecol 1991;
165 (suppl 2): 2039-44.

17. Labbok M, Krasovec K. Towards consistency in breastfeeding
definitions. Stud Fam Plan 1990; 21: 226-30.


