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Original Research

Nipple Shields for Preterm Infants: Effect on Milk Transfer and Duration of

Breastfeeding

Paula P. Meier, RN, DNSc, FAAN, Linda P. Brown, RN, PhD, FAAN, Nancy M. Hurst, RN, MSN, IBCLC
Diane L. Spatz, RN, PhD, Janet L. Engstrom, RN, PhD, CNM, Lynn C. Borucki, RN, MS,

and Ann M. Krouse, RN, MS

Abstract

This study reports breastfeeding outcomes for 34 preterm infants whose mothers used ultra-
thin silicone nipple shields to increase milk transfer. Mean milk transfer was compared for 2
consecutive breastfeedings without and with the nipple shield. Total duration of breastfeeding
was calculated for amaximum of 365 days. Mean milk transfer was significantly greater for
feedingswith the nipple shield (18.4 ml vs. 3.9 ml), with all 34 infants consuming more milk
withthenippleshieldin place. Mean duration of nippleshield usewas 32.5 days, and mean du-
ration of breastfeeding was 169.4 days; no association between these variableswasnoted. The
nipple shield was used for 24.3% of thetotal breastfeeding experience, with no significant as-
sociation between the percentage of time the shield was used and total duration of breastfeed-
ing. Thesefindingsarethefirst to indicate that nipple shield useincreases milk intake without
decreasing total duration of breastfeeding for preterm infants. J Hum Lact 2000;16(2):

106-114.
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Recent studies indicate that preterm infants receive
highly specific health benefits when they are fed their
own mothers’ milk ascompared to commercial formula.
These benefits include greater enteral feed tolerance™;
reduced risk and/or severity of infection,"** necrotizing
enterocolitis,>*** and atopic disease”®"*; enhanced reti-
nal maturation”” and neurocognitive outcome™?**;
and greater physiologic stability during breastfeeding
than during bottle feeding.*** However, mothers of pre-
term infants encounter well-documented barriers to
breastfeeding, making themlesslikely toinitiateand sus-
tain lactation than comparable populations of women
with healthy, term infants.** Although many of these
barriers are preventable, others—such as immature
feeding behaviors—reflect maturity-dependent physi-
ologic differences between term and preterm infants.”
Immature feeding behaviors, such as short, ineffective
sucking bursts and falling asleep immediately after

Downloaded from jhl.sagepub.com at Univ of lllinois at Chicago Library on December 12, 2011


http://jhl.sagepub.com/

J Hum Lact 16(2), 2000

being positioned at breast, predisposethe preterm infant
to underconsumption of milk with exclusive at-breast-
feeding until approximately term, corrected age.”*
Temporary strategiesare needed tofacilitatemilk intake
and sustain lactation until preterm infants reach their
expected birth datesand feed like healthy, terminfants.

Onestrategy that may be hel pful in compensating for
immature feeding behaviors is the use of small, thin,
silicone nipple shields.” Anecdotally, the nipple shield
correctsflat and/or largenipples, making it easier for the
preterm infant to maintain attachment to the breast and
extract milk. The nipple shield is less pliable than the
maternal nipple, so the preterm infant does not dlip off
the breast during pauses in sucking bursts. As a result,
shield use appearsto increase both the duration of suck-
ing bursts and the volume of milk consumed during
breastfeeding for preterm infants.®

Although little systematic research has been con-
ducted with nipple shields, lactation specialists have
discouraged their use™ for three major reasons. First,
nipple shields are thought to reduce milk transfer to the
infant and to prevent complete breast emptying. Sec-
ond, they are considered addictive in that once intro-
duced, infants may prefer the shield to the breast, mak-
ing it difficult to discontinue its use. Finaly, the
combination of incomplete breast emptying and infant
preference for the nipple shield is thought to decrease
the mother’s milk yield over time, resulting in early
unplanned weaning.

The purpose of this study is to report breastfeeding
outcomes for 34 preterm infants and mothers who used
nipple shields to facilitate milk intake during and/or
after each infant’ s stay in aneonata intensive care unit
(NICU). In this retrospective, multicenter project, we
compared volume of milk transfer for consecutive
breastfeedings without and with the nipple shield and
measured the number of daysthat the shield wasused as
abreastfeeding aid. Finally, wecal culated total duration
of breastfeeding for theseinfantsand compared thisfig-
ure with national and internationa statistics.

This project was supported by National Institutes of Health Grant NRO3881
and aresearch grant from Medela, Inc. (McHenry, 111). Theinvestigators ac-
knowledge the assistance of Dr. Chantal Lau for her conceptualization of the
mechanics of milk transfer with the nipple shield.

Potential competing interests: This study wasfunded in part of Medela, Inc.
to address breastfeeding outcomeswith in-home measurement of milk intake
for preterm infants. This company also manufactures nipple shields.
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Literature Review

Women have used nipple shieldsto manageinverted,
infected, or ulcerated nipples since the mid-16th cen-
tury.®® Historically, these devices were made of tin,
lead, silver, or wood, and occasionally they were cov-
ered with the “pap of a new killed cow.”* In the mid-
1900s, newer-model latex shieldswere used indiscrimi-
nately by maternity nursesto correct an array of breast-
feeding problems.” Thelow rates of breastfeeding dura-
tion that characterize thistime period are often linked to
widespread inappropriate nipple shield use; however,
the effect of the shield cannot be isolated from the
absence of expert breastfeeding assistance that charac-
terized hospital environments during this time.

A few studies have suggested that nipple shields
reduce milk transfer to the infant,”* but none have
included a sample of mothers and infants with breast-
feeding problems prior to shield use. In one frequently
cited investigation,™ milk transfer during actual infant
feeding at breast was not studied due to the investiga-
tor’ s concern that one-time nipple shield use and mea-
surement of milk transfer would interrupt successful
breastfeeding. Instead, milk transfer was compared
with and without the shield for mothers who used an
electric breast pump.

In three separate well-controlled studies that
reported less milk intake when the nipple shield was
used, the samples consisted of healthy term newborns
and/or older infants who were breastfeeding effectively
without the shield.** For ethical reasons, investigators
specificaly chose populations of experienced breast-
feeding mothers and older infants whose suckling was
unlikely to be interrupted by the nipple shield interven-
tion. In these studies, alatex shield was placed over the
mother’ sbreast for asingle breastfeeding during which
milk transfer was measured and compared with afeed-
ing without the shield. Although these studies con-
firmed that infants consumed lessmilk withtheshieldin
place, it isimportant to recognize that these infants had
never demonstrated breastfeeding problems for which
the nipple shield may have been helpful. Instead, it is
likely that the nippleshield interrupted well-established
breastfeeding patterns for these infants and mothers.

Thishypothesisis supported by one of the three con-
trolled trialsin which maternal concentrations of serum
cortisol and prolactin were measured at sequential time
points over the course of breastfeedings with and with-
out the nipple shield.” The only statistically significant
differencesin mean valueswereearly inthefeedingsfor
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serum cortisol, which was significantly higher for the
nipple shield feeding. This finding led investigators to
speculate that shield use may have induced a stress
response for women who were unaccustomed to it.
Thus, the elevated serum cortisol early in the feeding
with the shield may have affected the maternal oxytocin
response, reducing the total milk available to infants.

Another limitation of these studiesisthat milk trans-
fer with thenipple shield wasmeasured for only asingle
breastfeeding. Without longitudinal data, it isimpossi-
ble to determine whether infants and mothers would
have adapted to its use, demonstrating adequate infant
intake and maternal milk production. However, clini-
cians have interpreted these findings to mean that
reduced milk transfer with the shield is cumulative,
resulting in decreased maternal milk volume and early,
unplanned weaning. It isimportant to recognize that no
empirical evidence supports this speculation.

A fina consideration that limits generalizability of
these studies™ is that they were conducted with older-
model latex nipple shields. These devices were thicker
and less pliable than the ultrathin silicone shields that
are available currently, and these differences may affect
both the infant’s extraction of milk and the degree of

breast stimulation for the mother.

In the more recent clinical literature, authors have
reported specific indications and case studies for which
nipple shields improved breastfeeding outcomes.™*
One such study, a retrospective chart review, examined
nipple shield use for 15 preterm infants during the in-
hospital transition from gavage to ora feedings.” The
findingsrevealed that 9 of the 15 infants consumed 50%
or more of prescribed intake during afirst breastfeeding
with anippleshieldinplace. Theseinvestigatorsdid not
examinemilk transfer without the shield or therel ation-
ship between duration of shield use and total duration of
breastfeeding.

Thus, the small, ultrathin, silicone nipple shield may
facilitate milk transfer for the preterm infant during
transition from gavage to breastfeeding. Unlike the
term, exclusively breastfed infants studied in previous
reports, preterm infants seldom consume adequate vol-
umes of milk at breast as they make this transition.**
Thus, shield use may actually increase milk transfer and
prolong duration of breastfeeding for this vulnerable
population.

J Hum Lact 16(2), 2000

Method

This study is a retrospective analysis of data for 34
preterm infants who were hospitalized in one of two
large teaching hospitals during a 12-month period in
1997-1998. Infants and their mothers were participants
in separate, externally funded controlled clinical trias
at the two ingtitutions; both trials focused on providing
research-based breastfeeding interventions for preterm
infants.”* Both studies involved randomization of an
intervention. |n oneinstitution, thisintervention wasthe
use of advanced practice nurses to provide research-
based breastfeeding services; in the other, the interven-
tion was mothers’ in-home measurement of milk intake
during breastfeeding. To eliminate extraneous vari-
ables, only infants and mothers who were randomized
to the intervention group for each study were included
in the analysis of these data.

Although neither clinical trial focused specifically on
the use of nipple shields, these deviceswere introduced
by advanced practice nurses who provided breastfeed-
ing services using the same research-based study proto-
cols. Specificindications(e.g., breast anatomy, slipping
off the nipple) for shield use were documented in study
records, but for al infants, the shields were introduced
because advanced practice nurses felt they would
increase the volume of milk consumed by preterm
infants during breastfeeding.

Data were collected from standardized data collec-
tion forms used in the larger clinical trials. For each
infant, volume of intake was compared for two consecu-
tive breastfeedings: the first feeding for which the nip-
pleshield wasused and thefeeding immediately prior to
this first feeding. Only one pair of breastfeedings was
compared for each infant because once the shield was
introduced and determined to be effectiveinincreasing
milk transfer, it was not discontinued for study pur-
poses. The comparison of milk intake for two consecu-
tive breastfeedingsisidentical to the proceduresusedin
previous studies of the nipple shield. However, in our
study, volume of intake during serial breastfeedings
with the shield and the techniques used by mothers to
discontinue its use in the postdischarge period were
recorded and will be reported in a separate article.

Volume of intake had been measured for all breast-
feedings by infant test-weights with the BabyWeigh
scale (Medela, Inc., McHenry, IL). This technique,
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Table 1. Characteristics of the Sample (N=34)
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Table 2. Milk Transfer Withand Without Nipple Shield Use (N=34)

Characteristic Mean + SD Range Characteristic Mean + SD Range
Birth weight, g 1702 + 521 770-2820 Milk transfer without shield, ml 39+70 0-30
Weight at first breastfeeding, g 1782 + 403 1080-2820 Milk transfer with shield, ml 184+13.2 2-62
Gestational age at birth, wk 31.9+30 25-37 Increase in milk transfer with shield, mi 14.4* +9.1 2-41
n % *t=9.25, P=.0001, paired t test

Multiple gestation 14 1.2
Small for gestational age 6 17.6
Male 16 41.7 I . .
Ethnicity Indications for Nipple Shield Use

X‘?h,”e' ”AO”'H'_Spa”'C 2‘7" Zg-g For 21 infants (61.8%), nipple shields were intro-

rican American . . o » .
Hispanic 1 29 duced to assist with “poor latch” of the infant to the
Other 2 5.9 maternal nipple. This category included the specific

which has excellent concurrent validity,”* was per-
formedfor al in-hospital andin-homebreastfeedingsas
apart of both study protocols. Other measuresthat were
recorded for al infantsincluded descriptive indications
for nipple shield use, number of daysthat the shield was
used asabreastfeeding aid, and total duration of breast-
feeding as measured from birth until the mother ceased
feeding at breast and/or expressing milk, up to a maxi-
mum of 365 days.

Data were analyzed using descriptive statistics to
report indicationsfor nipple shield use, duration of nip-
ple shield use, and duration of total breastfeeding.
Paired t-test analysis was used to compare mean milk
transfer with and without the nipple shield. Means for
the duration of nipple shield use and total breastfeeding
duration were compared by Student’ st test between two
groups of infants: those who demonstrated some milk
transfer without the nipple shield and thosewho did not.
Pearson correlation coefficients were used to determine
the association between duration of nipple shield use
and duration of total breastfeeding.

Results

Sample

The sample consisted of 14 infants from one clinical
trial and 20 infants from the other trial. These infants
represent 30% and 27%, respectively, of the total
number of infantsenrolled inthetwo clinica trialsat the
time of thisretrospectiveanalysis. Characteristicsof the
sample of 34 infants for which nipple shield use was
introduced are summarized in Table 1. The median
number of breastfeeding attempts prior to the introduc-
tion of the nipple shield was4, with minimum and maxi-
mum numbers of 1 and 10, respectively.

indicators of the infant “dlipping off the nipple” during
pauses in sucking and anatomical problems such as a
large or flat maternal nipplethat madeit difficult for the
infant to achieve and/or sustain an effective breastfeed-
ing position.

For 10 infants (29.4%), nipple shields were used to
correct infants' “falling asleep” within minutes of being
positioned at the breast. For thisindication, infants had
been awake prior to the feeding, grasped the maternal
nipple, and fell asleep almost immediately, without fur-
ther sucking. In theseinstances, the nipple shield facili-
tated longer sucking burstsand periodsof wakefulness.

The remaining 3 (8.8%) instances of nipple shield
usewererecorded as*“ other” and wererelated to mater-
nal nipple discomfort. Two of the 3 cases were twins of
one mother, who complained of extreme nipple sensi-
tivity that could not be attributed to any underlying
pathology or improper positioning.

Milk Transfer With and Without the Shield

A pairedt test revealed that mean milk intakewassig-
nificantly greater for thefeeding with the shield than for
the previous breastfeeding without the shield (18.4 ml
vs. 3.9ml; t=9.25, P=.0001). Furthermore, all 34infants
consumed more milk when the shield was used, with a
mean increase of 14.4 ml over the previous feeding
without theshield. Thesedataare summarizedin Table2.

To determine whether the ability to transfer milk
without the shield influenced the quantity of milk con-
sumed with the shield, we divided the 34 infants into
two groups: those who had demonstrated some milk
transfer (MT) (n=18) for the feeding without the shield
and thosewho had not (NOMT) (n=16). No statistically
significant differences between the groups were noted
for weight and maturity, either at birth or at the time of
the first breastfeeding. Similarly, no statistical associa-
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tion between MT and NO MT groups and the initial
indication for shield use was noted (X°’=1.87, P=.393).

Mean volume of milk transferred with the shield was
significantly greater for the M T group compared to the
NO MT group (23.3 ml vs. 12.8 ml; t=2.48, P=.02).
However, the increase in milk transfer with the shield
was similar for the two groups (15.8 ml vs. 12.8 ml;
t=0.97, P=.34), suggesting that shield use may be
equally effective in increasing milk transfer for both
groups of infants.

Duration of Breastfeeding and Nipple Shield Use

M ean duration of breastfeeding for the 34 infantswas
169 days (range = 14-365), and mean duration of nipple
shield use was 33 days (range = 2-171). A Pearson cor-
relation coefficient revealed no statistically significant
association between these variables (r=.1206, P=.50),
indicating that longer nipple shield use was not associ-
ated with a shortened duration of breastfeeding.

However, a trend toward an association between
duration of nipple shield use and duration of total
breastfeeding was noted when these variables were
comparedfor MT and NO MT infants. Although not sta-
tigtically significant, mean duration of shield use was
longer for the NO MT than for the MT group (44 days
vs. 22 days; t=1.46, P=.15). However, longer nipple
shield use did not shorten total breastfeeding duration
for the NO MT group. NO MT infants were breastfed
for alonger time than the MT group (205 daysvs. 138
days, t=1.67, P=.11); however, this difference was not
statistically significant.

Additional analyses revealed that mothers in our
study used the nipple shield for a mean of 24.3%
(0.6%-100%) of thetotal breastfeeding experience. No
statistical association was noted between percentage of
time the shield was used and total duration of breast-
feeding (r=—2890, P=.10).

Discussion

The findings from this study are the first to suggest
that use of the nipple shield increases milk transfer and
does not shorten total breastfeeding duration. Although
our resultsdiffer from those of previouscontrolledtrials
in which milk transfer was less for breastfeedings with
the nipple shield, they are consistent with more recent
casereportsintheclinical literature. Therearetwo plau-
sible explanations for these differences. the types of
infants who served as participants in the studies and
design distinctions between the older latex shields and

J Hum Lact 16(2), 2000

the newer silicone models used in our research and the
case reports.

The preterm infants in our study and the term and
preterm infants in recent case reports™® did not con-
sume adequate volumes of milk during breastfeeding
prior to the use of nipple shields. In contrast, the infants
who served as participantsin the previous controlled tri-
als™™ were selected because they had established ade-
guate milk transfer with breastfeeding before the
one-time latex nipple shield intervention. These find-
ings suggest that while nipple shields are not indicated
for infants who breastfeed effectively, they facilitate
milk intake and prolong breastfeeding for infants who
demonstrate specific breastfeeding problems. In our
research and the published case studies,™™ nipple
shields were used temporarily to sustain breastfeeding
while specific underlying lactation problemswereiden-
tified and corrected.

Indications for Nipple Shield Use

In our study, more than 90% of nipple shields were
initiated for two indications: infants not achieving
and/or maintaining effective attachment to the maternal
nipple and infants' falling asleep within minutes of
being placed at the breast. Although not unique to pre-
term infants, these breastfeeding behaviors probably
result fromweak intraoral suction (negative) pressures.

Ultrasonographic studies have demonstrated that
during breastfeeding, the maternal nipple extends
approximately twice its resting length due to infant
intraoral suction pressures.® This nipple position is
essential for adequate milk intake because the lactifer-
0us sinuses are compressed—squeezing milk into the
infant’s oral cavity—as the mandible closes during the
expression phase (positive pressure) of the suck. How-
ever, other work has demonstrated that intraoral suction
is maturationally dependent and appears to develop
more sowly than comparable expression pressures for
preterm infants.”

Wesak intraoral suction pressures compromise the
preterm infant’ sability to elongate and maintain attach-
ment to the maternal nipple. Then, during the subse-
guent expression phase of the suck, theinfant closesthe
mandible over nipple tissue rather than the lactiferous
sinuses. If thematernal nippleisespecially largeor flat,
the preterm infant dlips off of the breast completely as
the mandible closes. These ineffective breastfeeding
mechanics compromise the sustained sucking needed
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for optimal stimulation of milk synthesis and gjection,
restricting milk flow to the infant.

Severd characteristics of the nipple shield appear to
compensate for weak intraoral suction pressures, and
these hypotheses are currently under investigation by
our research team. First, the shield creates a nipple
shape in the infant's mouth, allowing the infant to
extract milk by use of expression with minimal suction,
improving milk gjection and transfer. Thisstable nipple
shape is maintained even during pauses in sucking
bursts so the infant remains attached to the nipple rather
than dipping off. Second, once the shield is placed
properly over the nipple and the infant begins to suck,
negative pressure appears to be generated in the small
chamber between thetip of the maternal nipple and the
interior of the shield. These pressures may compensate
for weak infant suction and facilitate accumulation of
milk in the shield during pauses in sucking, making it
available to the infant immediately when sucking
resumes. We speculate that the continuous availability
of milk in the shield chamber explainsits effectiveness
for infantswho cease sucking almost immediately upon
being placed at breast. A large body of previous
research has demonstrated that infants modify the suck-
ing pattern based on theavailability and flow of nutrient.”

Effect of the Nipple Shield on Milk Transfer

Our findingsindicate that the nipple shield increased
milk transfer for all of the 34 infants studied, indepen-
dent of whether the infant had consumed measurable
volumes of milk during breastfeedings without the
shield. This increase in mean milk transfer when the
shield was used (18.4 ml vs. 3.9 ml without the shield)
was statistically and clinically significant. Greater milk
intake at the breast with the shield minimizes the need
for complemental feedings away from the breast when
the mother is present.

However, the clinician should consider several fac-
tors in applying these findings to the practice setting.
First, the shield will not correct milk transfer problems
if the mother has an inadequate milk volume. Second,
although the presence of milk inthe shield and sustained
infant sucking bursts are suggestive of milk intake, the
only accurate clinical evaluation of milk transfer is
infant test weighing procedures,”* as were used in our
study. These serial measures provide important infor-
mation for mothers and practitioners, especially as the
shield isintroduced and when mothers begin to discon-
tinue its use in the postdischarge period.

Nipple Shields 111

Effect of the Nipple Shield on Duration
of Breastfeeding

Although no longitudinal controlled trials have been
reported, it is widely assumed that use of the nipple
shield decreases breast stimulation, which adversely
affects prolactin and oxytocin responses. Over time,
suboptimal concentrations of these lactation hormones
would lead to reduced milk yield and early, unplanned
weaning. However, thefindingsfrom our study and pre-
viously published case reports do not support this the-
ory. For motherswhose infants suck only briefly before
dlipping off the breast or falling asleep, use of the shield
increases rather than reduces breast stimulation. All 34
mothers reported that they felt “stronger sucking” and
more rapid milk gection for feedings with the nipple
shield. These maternal impressions are consistent with
our explanation for the mechanics of milk transfer with
the nipple shield. Also, it is probable that mothers felt
more relaxed and confident as they witnessed greater
infant milk intake with the shield, aresponse that theo-
retically mediates the prolactin-inhibiting factor, opti-
mizing prolactin release and milk synthesis. However,
this hypothesis was not tested in our research.

Our data indicate that mothers of preterm infants
used the nipple shield for amean of 32.5 days, afigure
that coincides with these infants' achieving term, cor-
rected age. This finding is consistent with previously
published international studies suggesting that infant
maturity isamajor determinant of adequate milk trans-
fer during breastfeeding for this population.**“*"

The mean duration of breastfeeding for this vulner-
able population was 169.4 days, which exceeds pub-
lished statistics for low-risk infants and mothersin the
United States.”* In contrast to widely accepted
assumptions, our data revealed no inverse relationship
between the duration of nipple shield use and the total
duration of breastfeeding. Thisfinding wasunderscored
whenthesevariableswereexamined for theMT and NO
MT infants. Although NO MT infants used the nipple
shield nearly twice aslong astheremaining M T infants
did (43.5 days vs. 22.2 days), mean duration of breast-
feeding was 66.4 days longer for the NO MT infants.

Thesefindings haveimportant implicationsfor clini-
cianswho advise these mothers about nipple shield use
during the early post-NICU period. Because of
unfounded concerns about nipple shields, mothers are
frequently instructed to discontinue use of the shield
much sooner than did the women in our study. Prema-
ture discontinuation of the shield predisposestheinfant
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to inadequate milk intake and compromises the
mother’s milk yield. The findings from our study and
published case reports clearly demonstrate that women
can use the nipple shield for significantly longer time
periodsthan previously thought appropriate. Additional
longitudinal data from our study, focusing on milk
transfer during the postdischarge period, and specific
clinical implicationsfor monitoring of long-term shield
use will be reported separately.

Summary and Conclusions

Although our findings indicate that the nipple shield
increases milk transfer and duration of breastfeeding for
preterm infants, lactation proponents often object to its
use because of philosophical—rather than scien-
tific—concerns. Among these concerns: the shield is
“likeabottle,” it placesan artificial barrier between the
infant and the breast, and its use supports an industry
that capitalizes on making breastfeeding “unnatural ”
These philosophical objections have led to recommen-
dations that preterm infants receive their mothers
expressed milk by alternative methods, such as cup and
finger feedings, until compl ete breastfeeding is achiev-
able.”" However, it is important to recognize that the
safety and efficacy of these methods have not been stud-
ied systematically in controlled trials. Similarly, breast-
feeding outcomes and maternal acceptance have not
been compared for nipple shields and alternative
devices. These issues warrant scientific examination
because aternativefeeding methods necessitatethat the
mother express milk with a breast pump and feed her
baby away from the breast. In contrast, the nipple shield
allows a mother to feed at the breast while minimizing
the total time required for infant feeding.

Subsequent research shoul d focus on reconceptualiz-
ing the nipple shield asatemporary milk transfer device
for preterm infants. Because the nipple shield was
designed to minimize maternal discomfort, no previous
studies have examined the relative pressures between
the shield chamber and the infant’ s ord cavity to deter-
mine the exact mechanism by which milk transfer is
facilitated. It is probable that currently available nipple
shields can be improved when the primary function for
these devicesisto increase milk intake rather than treat
nipple discomfort.

J Hum Lact 16(2), 2000
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Resumen

Estudios internacional es sugieren que los nifios prema
turosson vulnerablesaconsumir pocacantidad deleche
cuando son amamantados a pecho hasta alcanzar €l
término, edad corregida. Teniendo altas hospitalarias
tempranas, es necesario tener estrategias paramantener
lalactanciadurante el tiempo de transicion en que estos
nifios pasan a ser amamantados exclusivamente al
pecho. El propdsito de este estudio es un reporte de re-
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sultados de 34 nifios prematuros con unamediade peso
a nacer y edad gestaciona de 1702.3 g (770-2820) y
31.9 semanas (25-37), respectivamente, cuyas madres
utilizaron pezoneras de silicona utra delgada para au-
mentar latransferenciadeleche. Lasmediasdetransfer-
enciadeleche se compararon en dos amamantadas con-
secutivas con y sin pezonera. La duracion total de la
lactancia se calcul 6 con base alos datos de | as historias
clinicas del proyecto, con un méaximo de 365 dias. La
media de transferencia de leche fué significativamente
mayor en los episodios con pezonera (3.9 m vs. 18.4
ml), demostrando que los 34 nifiosingirieron mésleche
con lapezonera. Laduracion media de uso de pezonera
fué de 32.5 dias (2-171), y la media de duracién de la
lactanciafué de 169.4 dias (14-365); no se observé aso-
ciacion entre estas dos variables. Se utilizé lapezonera
en 24.3% del total de las amamantadas (0.6-100%), ho
se observé unaasociacién significativa entre el porcen-
taje del tiempo del uso delapezoneray laduracion total
delalactancia. Estoshallazgossonlosprimerosenindi-
car que € uso de la pezonera aumenta el consumo de
leche sin disminuir la duracion total de lalactancia en
nifios prematuros.
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