
R E S E A R C H Open Access

© The Author(s) 2025. Open Access  This article is licensed under a Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 
International License, which permits any non-commercial use, sharing, distribution and reproduction in any medium or format, as long as you 
give appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if you modified the 
licensed material. You do not have permission under this licence to share adapted material derived from this article or parts of it. The images or 
other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or 
exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this licence, visit  h t t p  : / /  c r e a  t i  
v e c  o m m  o n s .  o r  g / l  i c e  n s e s  / b  y - n c - n d / 4 . 0 /.

Aldana-Parra et al. International Breastfeeding Journal           (2025) 20:14 
https://doi.org/10.1186/s13006-025-00703-x

International Breastfeeding 
Journal

*Correspondence:
Fanny Aldana-Parra
aldanafanny@javeriana.edu.co

Full list of author information is available at the end of the article

Abstract
Background Maternal overweight is a risk factor for child obesity. Breastfeeding may decrease this risk, but 
breastfeeding prevalence is low in overweight or obese mothers.

Methods We conducted a randomized trial in 90 overweight/obese pregnant women in Bogotá-Colombia during 
2019, to evaluate the effects of a new exclusive breastfeeding (EBF) counselling intervention for overweight/obese 
mothers, based on Carl Rogers’ client-centered theory. The Intervention included individualized breastfeeding 
counseling, empowerment sessions, and a set of problem-solving strategies based on Carl Rogers’ client-centered 
theory, conducted during late pregnancy, first week postpartum, 1 and 3 months postpartum. Primary outcomes 
were EBF during the last 24 h prevalence at 4 months postpartum, infant growth, and maternal weight loss at 4 
months postpartum; secondary outcomes were serum and breast milk prolactin concentration, breast milk energy 
and macronutrient content, estimated breast milk volume at 1 and 4 months and EBF prevalence at interim time-
points. Mothers were randomised in late pregnancy to intervention (new breastfeeding counselling; IG) or control 
group (standard breastfeeding support; CG).

Results The IG had significantly higher EBF prevalence at 4 months (82.8%) compared to the CG (30.6%) (Prevalence 
ratio or PR = 2.7; 95% CI = 1.6, 4.5). There were no intervention effects on infant growth velocity, maternal weight loss 
or secondary outcomes.

Discussion The intervention, which could be implemented in primary care settings, was highly effective for 
increasing the prevalence of EBF in overweight/obese mothers at 4 months postpartum. The results should, however, 
be interpreted in the context of the small sample size, short follow-up period and loss to follow-up. Further evaluation 
of the intervention is required in a larger sample including longer-term infant follow-up.

Trial registration (UTN) U1111–1228–9913 20 February 2019; ISRCTN15922904, retrospectively registered.
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Background
In 2022, the World Health Organization (WHO) reported 
an increased prevalence of obesity in children and ado-
lescents aged 5–19 years from 2 to 8% globally from 1990 
to 2022, while the prevalence in adults increased from 7 
to 16% [1], perpetuating the intergenerational transmis-
sion of obesity. In Colombia, the reported prevalence of 
overweight and obesity is 56.5% in the adult population 
and 59.6% in woman; with a 6.3% prevalence of obesity in 
children under 5 years in 2015 [2].

Increasing evidence supports the role of breastfeeding 
in obesity prevention. A systematic review and metaanal-
ysis including 25 studies (n = 226,508; 10 cross sectional 
studies and 15 cohort studies) reported a 22% lower risk 
of childhood obesity in breastfed children when com-
pared with those who were never breastfed [3]. A more 
recent metaanalysis showed that breastfeeding protected 
against overweight or obesity even when controlling 
for socioeconomic status, birth condition and paren-
tal anthropometry [4]. However, coordinated efforts are 
needed to achieve WHO Exclusive Breastfeeding (EBF) 
recommendations during the first 6 months of life [5], 
including counselling, legislation and social and political 
mobilization [6].

Breastfeeding initiation and duration are lower in over-
weight women. Those with pre-pregnancy Body Mass 
Index (BMI) ≥ 30  kg/m2 are less likely to intend to EBF 
compared with normal weight and overweight women 
[7]; whilst overweight women have significantly lower ini-
tiation and duration of breastfeeding than normal weight 
women [8], with a higher risk of poor latching during 
breastfeeding [9]. Low EBF and breastfeeding rates in 
overweight women [10] may be related to mechanical 
problems, delayed lactogenesis II [11], hypoplasia of the 
mammary gland and reduced stromal tissue [12]. Also, in 
animal models, obesity is associated with changes in pro-
lactin levels that could affect BF performance [13].

In healthy women, breastfeeding support based on 
counselling by telephone or digital methods, professional 
or peer person-to-person, peer counselling and health 
care institution support strategies have been shown to 
be effective for improving breastfeeding initiation, dura-
tion and exclusivity [14]. To date, only three experimen-
tal studies have been conducted using interventions that 
specifically aimed to prolong the duration of EBF until 6 
months in obese mothers [15–17]; all were conducted in 
high income countries, and no interventions have been 
developed for low or middle income countries.

Considering the intergenerational transmission of obe-
sity, the window of opportunity during the first thousand 
days, the positive effect of EBF counselling in normal 

weight women and the lack of evidence supporting an 
effective intervention to improve breastfeeding and EBF 
in overweight women, we designed a new EBF counsel-
ling intervention for overweight and obese women, based 
on Carl Rogers´ Centred-Client Theory [18]. We tested 
the effects of the intervention on the prevalence of EBF, 
infant growth velocity and maternal postpartum weight 
loss in a randomised controlled trial.

Methods
Briefly, the study was designed as follow. Full methods 
were published previously [19]:

Study design and participants
A randomized controlled trial with two parallel groups 
and 1:1 allocation was conducted to investigate the 
effect of a new EBF counselling intervention specifically 
designed to support overweight or obese women, on the 
prevalence of breastfeeding and EBF, infant growth veloc-
ity and maternal postpartum weight loss at 4 months. 
Overweight or obese pregnant women were identified 
from medical records or referred by the health profes-
sional (nurse or physician); the researcher attempted to 
contact them and discussed the study before providing 
further study information. Recruitment was carried out 
after 32 weeks of gestation in a baby friendly primary 
care centre (Centro de Atención Primaria en Salud, 
Suba) in Bogotá, Colombia with a population coverage 
of 1,620,000 and a total of 591 pregnant women in the 
program of Servicios amigables en salud sexual y repro-
ductiva (December 2016), with a high proportion in the 
lowest socioeconomic population.

Mothers were eligible if they had (i) a pregnancy BMI 
at 32 weeks ≥ 28.1 kg/m2 using Atalah´s criteria [20]; (ii) 
a singleton pregnancy; (iii) were older than 18 years; (iv) 
did not have pre-eclampsia/eclampsia or gestational dia-
betes; (v) had permanent residence in Bogotá and (vi) 
intended to breastfeed.

Randomization and blinding
After receiving information about the study and provid-
ing written informed consent, the mothers were allocated 
after 32 weeks of gestation to one of two groups: (i) EBF 
counselling intervention group (IG) or (ii) standard breast-
feeding counselling control group (CG) at a baby friendly 
institution where breastfeeding is supported. Randomiza-
tion assignments were prepared by a member of the team 
who had no contact with the subjects, using computer 
blocks; assignments were held in sealed opaque envelopes. 
The researcher enrolled and randomised participants. It 
was not possible to blind the researcher performing the 
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intervention, collecting anthropometric and food intake 
data, and performing the measurement of macronutri-
ents in human milk, but laboratory measurements of 
serum prolactin were carried out by an independent lab-
oratory blinded to the intervention. Mothers were aware 
that the study involved assignment to one of two types of 
breastfeeding support, but they did not know the details 
of the support. To avoid contamination between groups, 
appointments were scheduled individually by telephone. 
After delivery, a second screening was performed; preterm 
infants (< 37 weeks) and infants born small for gestational 
age < 2500  g or with any condition that might interfere 
with breastfeeding were excluded from the study. The 
study was approved by Ethics Committee of the Health 
Secretary of Bogota, Colombia (Code Approval SNCI-
021-CEI Acta 08, 28 April 2018) and Ethics Committee 
of the Science Faculty of Pontificia Universidad Javeriana 
and registered at isrctn.com as ISRCTN15922904 27 Feb-
ruary 2019. The WHO Universal Trial Number is (UTN) 
U1111-1228-9913, 20 February 2019. The trial was ret-
rospectively registered due to administrative delays in the 
submission of the information; recruitment was initiated 
in August 2018 and ended in July 2019.

Primary hypothesis and outcomes
We hypothesised that, compared to standard breastfeed-
ing counselling, the implementation of a new EBF coun-
selling intervention for overweight woman would result 
in (i) an increase in the prevalence of EBF at four months 
of age, (ii) slower infant weight for length growth from 
birth up to four months of age, (iii) an increase in weight 
loss in the overweight woman after delivery up to the 
fourth month postpartum. The primary outcomes were: 
(i) prevalence of EBF at 4 months, ascertained by asking 
the mother about infant feeding practices at 4 months 
postpartum, (ii) growth velocity as change in weight for 
length (WLZ) in kg/cm; and length for age (LAZ) in cm/
day; from birth up to 4 months, and (iii) maternal weight 
loss in kg up to 4 month after delivery using maternal 
weight in the first week postpartum as baseline.

Determination of EBF and anthropometric measurements

  • Infant 24 h dietary recall: EBF was defined as no 
consumption of other milks, infant formula, other 
beverages or solids during the previous 24 h in the 
first week postpartum, 1 month, 3 months and 4 
months; this information, given by the mother, was 
confirmed with validation questions using two infant 
24-hour recalls (a record of all the foods given to the 
infant), including consumption of specific beverages 
such as water, water with sugar, “agua de panela”, fruit 
juice and broth, which are reported as frequently 
given to infants before 6 months [2].

  • Newborn and infant anthropometry: Anthropometric 
variables - weight, length, MUAC and head 
circumference - were measured (in triplicate) by 
a trained nutritionist & dietitian following the 
WHO protocol [21] in both groups (IG and CG) 
at birth, 1, 3 and 4 months postpartum. Infant 
weight was measured using an electronic baby scale 
TANITA 1583 with precision of 10 g, capacity of 
20 kg; the length was measured using a Roll-O-
Meter infantometer, with folding mechanism and 
foot stop, measuring range up to 150 cm; head 
circumference and MUAC were measured using a 
Pediatric tape measure (SECA 201) for measuring 
body circumferences, measuring range from 0 
to 205 cm and precision of 1 mm; Infant growth 
velocity, defined as the change in the Z-score of 
weight for length (WLZ), length for age (LAZ), head 
circumference for age (HCAZ) and mid upper arm 
circumference for age (MUACZ) from 0 to 4 months 
according to WHO growth standards [22].

  • Maternal anthropometric data: Anthropometric 
measures (weight, height and MUAC) were 
measured at enrolment, during the first week 
postpartum, 1, 3 and 4 months. Weight was 
measured in duplicate with the mother wearing 
light clothing using an electronic scale (SECA 
813, capacity 200 kg, precision 100 g). Height was 
measured using a portable stadiometer (SECA 213, 
lateral scale up to 205 cm), MUAC was measured 
in triplicate to the nearest cm using a SECA 203 
measuring tape, with a measurement range of 0 to 
205 cm and division of 1 mm.

Secondary hypotheses and outcomes
We hypothesised that the implementation of the new EBF 
counselling intervention would result in: (i) an increase in 
the estimated volume of breast milk in mL/day as a result 
of an increase in serum prolactin levels in ng/mL at 1 and 
4 months, and (ii) higher milk prolactin concentration 
and adequate macronutrient content of protein, lactose, 
fat and energy, which would in turn be associated with 
more optimal infant growth (based on WHO growth 
standards). The secondary outcomes were the estimated 
breast milk volume, maternal serum levels of prolactin, 
prolactin concentration and macronutrients in the breast 
milk, measured at 1 and 4 months after delivery and EBF 
prevalence at interim follow-up time points.

Measurement of secondary outcomes

  • Breast milk volume: defined as the amount (mL/
day) of milk consumed over a 24-hour period was 
estimated at 1 month and 4 months based on the 
Olaya´s algorithm, described as follows:
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  • Olaya´s algorithm (unpublished data): This used 
information recorded in the two 24 h recalls on 
(i) the number of breastfeeds during the day, (ii) 
Breastfeeding duration (time spent) of each feed, 
(iii) the number of breastfeeds per night and (iv) the 
infant’s appetite based on the mother’s perception 
(normal: defined as current food consumption of 
all foods without any problem feeding the baby; 
low: decreased amount of food eaten compared to 
normal and high: mother’s perception that baby 
needed more food than usual and he or she was 
not satisfied). Data are presented in the algorithm 
as frequency of breastfeeding (from 1 to 10 breast 
feeds/day), duration of each feed (from 5 to 60 min 
per breastfed), volume of each feed (ounces or ml/
breast feed), stratified by appetite. To estimate breast 
milk intake (mL/day): (i) the volume per feed was 
calculated from the algorithm based on the infant’s 
appetite (low, normal or high), the mean duration 
per feed over the whole day and assuming a gastric 
capacity for infants less than 1mo of 0.5 ounces/kg 
and infants older than 2 months of 1 ounce/kg; ii) 
breast milk intake during the day was calculated by 
multiplying the number of feeds per day (6 a.m. to 
6 p.m.) by the number of ounces/mL per feed (ii) 
breast milk intake during the night was determined 
by multiplying the number of feeds/night by the 
number of ounces/mL per feed) divided by 2 
(assuming lower milk intake at night); iv) total breast 
milk intake (ounces/mL per day) = step ii) + step iii).
We also estimated the intake volume based on WHO 
estimated intake at 1 month (562 g/day in EBF 
infants and 568 g/day in partially breastfed infants) 
and 4 months (768 g/day in EBF infants and 634 g/
day in partially breastfed infants) [23].

  • Breast milk macronutrients: Carbohydrate, protein, 
fat, and energy in human milk were determined 
using the Miris Human Milk Analyzer, which uses 
infrared transmission spectroscopy and requires a 
human milk sample of 5 mL. Expression of breast 
milk (foremilk) was performed at the 1st and 4th 
months postpartum at the researcher`s office with a 
Philips Single Electric Breast Pump under researcher 
supervision, during the morning. The breast milk 
samples were stored at -20 °C in the laboratory at the 
Pontificia Universidad Javeriana until the analyses. 
Analysis was done in duplicate from the same sample 
and the mean was used for further analyses.

  • Breast milk prolactin: Determination of breast milk 
prolactin concentration was performed using an 
ABCAM ab226901 Human Prolactin SimpleStem 
Elisa Kit. The procedure required 2 mL of breast milk 
and the analysis was carried out in duplicate; the 
mean was used in the analyses. Breast milk samples 

were taken on the same day and at the same time 
as the blood sample to determine serum prolactin 
concentration.

  • Serum prolactin: Blood samples were taken by an 
independent laboratory, within 2 h of waking in the 
morning and before any food was consumed. The 
procedure required 5 mL of maternal blood, analysed 
with Enzyme-Linked ImmunoSorbent Assay 
(ELISA). The analysis was performed once.

  • EBF prevalence at interim time-points of follow-up: 
EBF prevalence during the first week postpartum, 
at 1 month and 3 months was ascertained by asking 
the mother about infant feeding practices at the 
follow-up visits.

Procedures and questionnaires
Data in the two allocation groups were recorded at 5 
study time-points (last month of pregnancy, first week 
postpartum, 1st, 3rd and 4th month) either by asking the 
mother or from her medical records: (i) sociodemographic 
and maternal health status (after enrolment); (ii) mater-
nal food consumption pattern, using 24  h dietary recall 
by the multiple-pass dietary recall method [24, 25]; (iii) 
maternal intention to breastfeed [26]; (iv) maternal risk of 
postpartum depression [27]; (v) Maternal physical activity 
[28]; (vi) delivery information from medical records: data 
about the type of delivery, new-born APGAR score, time 
of breastfeeding initiation, maternal-infant complications 
including those which delay the initiation of breastfeeding 
and drugs administered during labour; and (vii) counsel-
ling process (problems, solutions and agreements). Coun-
selling was verified with a questionnaire administered by 
an independent investigator blinded to the group alloca-
tion at the end of the study period (4th month).

Intervention
Mothers assigned to the CG received standard breastfeed-
ing counselling based on the institutional and national 
policy for breastfeeding and baby friendly hospitals ini-
tiative (Colombian Ministry of Health Resolution 412 of 
the year 2000) during: (i) pregnancy (group talk about the 
importance of breastfeeding), (ii) labour (early contact 
and early initiation of breastfeeding); and (iii) hospital dis-
charge (nutritional recommendations with an emphasis 
on EBF during the first 6 months). Mothers assigned to 
the IG received both the standard breastfeeding counsel-
ling and the new EBF counselling based on Carl Rogers’ 
centered-client theory [18]. The intervention was con-
ducted by a certified breastfeeding counsellor with listen-
ing skills, and an understanding of the individual problems 
faced by overweight women during breastfeeding, who 
analysed the environment and maternal breastfeeding 
problems to reach consensus solutions with the woman. 
To better focus the counselling intervention, mothers were 
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asked about self-perception of breast and nipples, and the 
counsellor performed a breast-latching observation [29]. 
For this study EBF counselling for overweight women 
was defined as a well-structured and permissive relation-
ship built on trust between the counsellor and the preg-
nant and breastfeeding woman, using her feelings, beliefs, 
and sociocultural environment to gain an understanding 
of herself and her situation to empower the woman and 
achieve EBF for six months. During each session, counsel-
ling was supported by written educational materials given 
to the mother at each counselling visit, with key messages 
about successful EBF to reinforce counselling. Counsel-
ling was evaluated at each time-point using a structured 
questionnaire about maternal satisfaction and usefulness. 
Adherence to EBF was assessed by asking the mother if 
she had EBF during the last 24 h at each time-point. All 
questionnaires were administered by the researcher [19].

Statistical analysis
The sample size was calculated to detect a difference in 
the prevalence of EBF at 4 months between the IG and 
CG of 23% [15], assuming a baseline EBF of 22.8% in the 
CG [2]; with a power of 95%, an alpha error of 5% and a 
two-tailed calculation determined using the Epiinfo Stat-
calc program [30]. The planned sample size, assuming 
losses to follow-up of 25%, was 290 mother-child dyads, 
145 per group; however, due to difficulties in contact-
ing eligible mothers during pregnancy the sample size 
achieved during the time available for the study was 90. 
Analyses were performed on an intention-to-treat basis. 
Comparisons between IG and CG were carried out using 
t test, Mann-Whitney test, or Chi-square test as appro-
priate. Baseline characteristics between IG and CG were 
compared with the odds ratio (OR). The difference in 
prevalence of EBF between groups was analysed as the 
prevalence ratio (PR) at 4 months between IG and CG.

Results

Study population
Ninety overweight or obese mothers were recruited dur-
ing late pregnancy from Centro de Atención Primaria en 
Salud (CAPS) in Bogotá, Colombia. Forty-three mothers 
were allocated to the IG and forty-seven to the CG. The 
planned sample size could not be achieved during the 
available timeframe, mainly due to difficulties contacting 
mothers who were identified as potentially eligible to pro-
vide them with information about the study (Fig. 1); from 
the original recruited mothers, 65 finished the study.

Maternal baseline characteristics in late gestation 
(Table  1), for those who remained in the study during 
the first week postpartum (Supplementary Table 1a) and 
at 4 months postpartum (Supplementary Table 1b) were 
similar between groups. Due to difficulties in contacting 

mothers within the first 24  h postpartum, maternal 
weight during the first week postpartum was considered 
as the maternal baseline weight. During late gestation, 10 
mothers did not remember their prepregnancy weight, 
thus, maternal weight loss could not be estimated. Nine 
mothers were excluded from the study after delivery 
because the baby required admission to the neonatal 
intensive care unit (NICU, n = 5) or had a low birth weight 
(n = 4); no significant differences were found in delivery 
characteristics and newborn information between groups 
(Supplementary Table 1c). Losses were 27.7% (n = 25/90) 
during the 4 months of follow up without difference 
between CG and IG; mothers who remained in the study 
at 4 months were more likely to be sedentary than those 
who did not remain in the study at 4 months (OR = 3.6; 
95% CI = 1.2, 11.3) but there were no other significant dif-
ferences in baseline characteristics (Table 2).

Primary outcomes
The IG were significantly more likely to EBF at 4 months 
(PR = 2.7, 95% CI 1.6, 4.5) (Table 3). Infants in the IG were 
also more likely to EBF during the first week postpartum 
(PR = 1.4, 95% CI 1.01, 1.9), at 1 month (PR = 2.2; 95% 
CI = 1.4, 3.5) and 3 months (PR = 3.5; 95% CI = 1.9, 6.3) 
(Supplementary Table  1c). A sensitivity analysis assum-
ing that all mothers lost to follow-up did not EBF also 
showed significantly higher EBF in the IG at 3 (PR = 3.03; 
95% CI = 1.6, 5.7) and 4 months (PR = 2.4; 95% CI = 1.3, 
4.2) but not during the first week postpartum (PR = 1.04, 
95% CI = 0.7, 1.6) or 1 month (PR = 1.2; 95% CI = 0.9, 1.6) 
(data not shown).

Overall, the change in infant WLZ and LAZ from 
the first week postpartum to 4 months was 0.69±0.7 in 
IG and 0.25±0.9 in CG with no significant difference 
between groups (Table 3). Maternal weight loss measured 
as kg of weight loss or as percentage weight loss from the 
first week postpartum weight did not show significant 
differences (Table  3). IG women had higher weight but 
not BMI at 4 months (Mean dif.=6.8  kg; 95% CI = 0.7, 
12.9) (Supplementary Table 1c).

Secondary outcomes
Breast milk expression data were available for 66/71 
mothers at 1 month and 52/59 at 4 months (Fig. 1); data 
were missing either because the mother had difficulties 
expressing milk or because the mother could not attend 
an appointment in the morning. There were no signifi-
cant differences between groups in milk true protein, fat, 
carbohydrate, and energy composition at 1 or 4 months 
(Table  4). Maternal serum prolactin measured at 1 and 
4 months in a convenience subsample (n = 19 for both 
groups) showed an overall mean of 70.6 ng/mL ±380.1 at 
1 month and of 37.5 ng/mL ±75.5 at 4 months with no 
significant difference between IG and CG; human milk 
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Fig. 1 CONSORT flow diagram. Losses to follow up were due to difficulties in contact the mother, such as change of cellular phone number or change 
of address
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Overall (n = 90) IG (n = 43) CG (n = 47) OR/difference 95% CI p value
Maternal characteristics
Maternal age (y)(mean, SD) 26.8 (± 6.1) 26.1 (± 4.5) 27.4 (± 7.1) -1.22 -3.7, 1.3 0.93
Nationality (n, %)
 Colombian 71 (78.9) 33 (76.7) 38 (80.9) 0.78 0.3, 2.1 0.63
 Venezuelan 19 (21.1) 10 (23.3) 9 (19.1)
National Health System (n, %)
 Transitory health insurance 20 (22.2) 10 (23.3) 10 (21.3) 1.12 0.4, 3.0 0.51
 Subsidized coverage 64 (71.1) 31 (72.1) 33 (70.2) 1.09 0.4, 2.7 0.52
 Contributive health plan 6 (6.7) 2 (4.7) 4 (8.5) 0.52 0.1, 3.0 0.68
Years living in Bogotá (mean, SD) 13 (± 11.8) 12.8 (± 11.7) 13.2 (± 12.0) -0.36 -5.3, 4,6 0.99
Parity (n, %)
 Primiparous 38 (42.2) 18 (41.9) 20 (42.6) 1.01 0.4, 2.4 0.56
 Multiparous 52 (57.8) 25 (58.1) 27 (57.4)
Years of education (mean, SD) 11.7 (± 3.2) 11.7 (± 3.3) 11.7 (± 3.2) 0.02 -1.3, 1.4 0.98
Mother lives with the partner (n, %)
 Yes 63 (70) 29 (67.4) 34 (72.3) 1.26 0.5, 3.1 0.65
 No 27 (30) 14 (32.6) 13 (27.7)
Maternal occupation (n, %)
 Employed/Independent/Student 23 (25.6) 12 (27.9) 11 (23.4) 1.27 0.5, 3.3 0.64
 Unemployed 67 (74.4) 31 (72.1) 36 (76.6)
Pregestational nutritional status (n, %)
 Normal (BMI 20.0–25.0 kg/m2) 19 (21.1) 11 (29.7) 8 (18.6) 1
 Overweight (BMI 25.1–30.0 kg/m2) 40 (44.4) 15 (40.5) 25 (58.1) 2.29 0.7, 6.9 0.23
 Obesity (BMI > 30.1 kg/m2) 21 (23.3) 10 (23.3) 11 (29.7) 1.51 0.4, 5.3 0.74
Maternal weight gain during pregnancy (kg)(mean, SD) 12.4 (± 5.8) 12.4 (± 5.2) 12.4 (± 6.3) 0.04 -2.5, 2.6 0.97
Gestational BMI (kg/m2)(mean, SD) 33.4 (± 3.4) 33.6 (± 3.7) 33.2 (± 3.1) 0.40 -1.0, 1.8 0.71
Physical activity during gestation
Sedentary (< 1.49 MET/h/d) 43 (47.8) 23 (53.5) 20 (42.6) 0.41 0.1, 1.2 0.16
Light (1.5–2.9 MET/h/d) 25 (27.8) 13 (30.2) 12 (25.5) 0.43 0.1, 1.4 0.3
Moderate/Vigorous (> 3.0 MET/h/d) 16 (17.8) 7 (16.3) 15 (21.9) 1
Screen time (h) (TV and cellular phone) 6.8 (± 3.9) 6.9 (± 3.9) 6.6 (± 3.8) 0.31 -1.3, 1.9 0.62
Breastfeeding support and expertise
Family and/or friends support (n, %)
 Yes 85 (94.4) 41 (48.2) 44 (51.8) 0.71 0.4, 1.8 0.54
 No 5 (5.6) 2 (51.8) 3 (48.2)
Breast-fed a previous infant (n, %)
 Yes 48 (53.3) 21 (48.8) 27 (57.4) 1.4 0.6, 3.2 0.54
 No 42 (46.7) 22 (51.2) 20 (42.6)
Breast and nipple problems (self-reported)
Normal form of the breast (n, %)
 Yes 87 (96.7) 42 (97.7) 45 (95.7) nd nd nd
 No 3 (3.3) 1 (2.3) 2 (4.3)
Large breast (n, %)
 Yes 35 (38.9) 19 (44.2) 16 (34) 0.65 0.3, 1.5 0.32
 No 55 (61.1) 24 (55.8) 31 (66)
Normal nipple (n, %)
 Yes 77 (85.6) 37 (86) 40 (85.1) 0.92 0.3, 3.0 0.88
 No 13 (14.4) 6 (14) 7 (14.9)
Maternal feeding practices
Food intolerance during gestation (n, %)
 Yes 52 (57.8) 25 (58.1) 27 (57.4) 0.97 0.4, 2.2 0.55
 No 38 (42.2) 18 (41.9) 20 (42.6)
Alcohol consumption (n, %)

Table 1 Maternal baseline characteristics in late gestation
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prolactin showed an overall mean of 2.15 ng/mL ± 1.49 at 
1 month and 1.29 ng/mL ± 0.73 at 4 months with no dif-
ference between groups (Table  4). The estimated breast 
milk intake was higher in the IG at 1 and 4 months with 
statistical significance at 1 month when analyzed with 
Olaya´s algorithm (Table 4).

Discussion
This study showed that the new EBF counselling 
approach in overweight or obese mothers significantly 
increased the prevalence of EBF at 4 months (82.8%), 
compared with the EBF prevalence of 36.1% at 6 months 
reported in 2015 for Colombian population [2]. Our 
intervention was successful despite the physiological dif-
ficulties that the overweight or obese women face when 
breastfeeding and the evidence that shows low rates of 
EBF in this population [12]. Our prevalence of EBF at 4 
months is higher than reported in studies using inten-
sive telephone based interventions (9 contacts) in obese 
mothers (EBF at 4 months of 65% compared with 48% 
in control group), which was lower than the Danish EBF 
rate reported at the time of the study (85%) [15]. Our 
CG had an EBF prevalence at 4 months of 30.6%, lower 
than reported for the Colombian population. The lack of 
success in achieving higher EBF rates in a baby friendly 
institution shows the importance of not only aiming to 
support breastfeeding and EBF but also implementing 
evidence-based strategies and rigorously monitoring and 
evaluating the effectiveness of such strategies [31].

Contrary to our hypothesis, and despite an increased 
prevalence of EBF, the intervention did not result in 

differences in growth between intervention and con-
trol group infants, which could partly be explained by 
the short duration of follow up. Other studies reported 
slightly greater differences in weight and length change 
(+ 29  g/month and + 1.1  mm respectively) in infants 
EBF for 3 months compared with EBF for ≥6 months in 
larger cohorts (n = 2,862) [32] but not in the pooled analy-
sis examining the effect of the duration of EBF on infant 
growth in developing [33] or in a randomized clinical trial 
carried out in developed countries [34]. In overweight and 
obese mothers, there is a lack of evidence of the effect of 
EBF on infant growth; however, significant associations 
have been found between EBF in the first 4 months and 
lower weight for length percentile (16.81%) at 12 months, 
when compared with infant formula fed infants [35]. Our 
study population excluded women with gestational diabe-
tes, so there were no macrosomic infants [36] who might 
be at greater risk of rapid infant growth and later obesity 
[37]. In fact, weight and length at birth, which are deter-
minants of infant growth [38], were lower in our cohort 
(birthweight mean of 3.1  kg and length birth mean of 
49  cm) than reported in other cohorts of normal weight 
women from developed countries (3.4 kg and 52 cm) [39], 
although similar to studies in the Colombian population 
which report birthweight and birth length of 3.1  kg and 
49.8  cm respectively in low socioeconomic groups [40] 
and 3.1 kg and 50.2 cm in middle and high socioeconomic 
strata [41]. Also, the prevalence of predominant breast-
feeding in our cohort was 41.2% (data not shown) in the 
CG which could explain the lack of differences in infant 
growth between groups. Thus, despite having overweight 

Overall (n = 90) IG (n = 43) CG (n = 47) OR/difference 95% CI p value
 Yes 5 (5.6) 3 (7) 2 (4.3) nd nd nd
 No 85 (94.4) 40 (93) 45 (95.7)
Smoking (n, %)
 Yes 0 0 0 nd nd nd
 No 90 (100) 43 (100) 47 (100)
Second hand smoking (n, %)
 Yes 24 (26.7) 13 (30.2) 11 (23.4) 0.71 0.3, 1.8 0.46
 No 66 (73.3) 30 (69.8) 36 (76.6)
Monthly food expenditure (US$)(mean, SD) 27.88 (± 14.88) 29.61 (± 15.39) 26.37 (± 14.4) 3.3 -3.1, 9.6 0.26
Supplementation (Calcium, Iron, Folate) (n, %)
 Yes 71 (78.8) 34 (79.1) 37 (78.7) 0.97 0.3, 2.7 0.97
 No 19 (21.2) 9 (20.9) 10 (21.3)
Other medications (n, %)a

 Yes 33 (36.7) 15 (34.9) 18 (38.3) 1.15 0.7, 1.6 0.74
 No 57 (63.3) 28 (65.1) 29 (61.7)
Maternal intake (kcal)(mean, SD) 2053.7 (± 501.3) 2132 (± 521.4) 1981 (± 476.3) 151.4 -57.5, 360.4 0.22
Abbreviations: IG, intervention group; CG, control group; y, years; wk, weeks; BMI, body mass index; nd, no data; h, hour; d, day; SD, standard deviation; nd, no data; 
MET, metabolic equivalent; OR, Odds Ratio; CI, confidence interval

Group comparisons were performed with Chi2-test for categorical variables and for continuous variables with U-Mann Whitney test and t test (gestational weight 
gain)
a acetaminophen, simethyl, topic antibiotics, thyroid hormones and misoprostol

Table 1 (continued) 



Page 9 of 15Aldana-Parra et al. International Breastfeeding Journal           (2025) 20:14 

Variables Overall (n = 90) Finished follow-up OR/difference 95% CI p value
Yes (n = 65) No (n = 25)

Maternal characteristics
Maternal age (y)(mean, SD) 26.8 (± 6.1) 27.2 (± 6.1) 25.6 (± 5.9) 1.6 -1.2, 4.4 0.19
Nationality (n, %)
 Colombian 71 (78.9) 52 (80) 19 (76) 1.1 0.8, 1.5 0.77
 Venezuelan 19 (21.1) 13 (20) 6 (24)
Health care insurance (n, %)
 Transitory health insurance 20 (22.2) 13 (20) 7(28) 0.87 0.6, 1.2 0.41
 Subsudized coverage 64 (71.1) 47 (72.3) 17 (68) 1.06 0.8, 1.4 0.79
 Contributive health plan 6 (6.7) 5 (7.7) 1 (4) 1.2 0.8, 1.7 0.99
Years living in Bogotá (mean, SD) 13 (± 11.8) 13.8 (± 12.1) 10.7 (± 10.7) 3.2 -2.3, 8.7 0.42
Parity (n, %)
 Primiparous 38 (42.2) 30 (46.2) 8 (32) 0.85 0.7, 3.2 0.24
 Multiparous 52 (57.8) 35 (53.8) 17 (68)
Years of education (mean, SD) 11.7 (± 3.2) 11.8 (± 3.0) 11.2 (± 3.6) 0.6 -1.0, 2.2 0.49
Mother lives with the partner (n, %)
 Yes 63 (70) 45 (69.2) 18 (72) 1.03 0.8, 1.4 0.99
 No 27 (30) 20 (30.8) 7 (28)
Maternal occupation (n, %)
 Employed/Independent/Student 23 (25.6) 19 (29.2) 4 (16) 0.55 0.2, 1.4 0.28
 Unemployed 67 (74.4) 46 (70.8) 21 (84)
Pregestational nutritional status (n, %)
 Normal (BMI 20.0–25.0 kg/m2) 19 (21.1) 15 (25.9) 4 (18.2) nd nd nd
 Overweight (BMI 25.1–30.0 kg/m2) 40 (44.4) 29 (50) 11 (50)
 Obesity (BMI > 30.1 kg/m2) 21 (23.3) 14 (24.1) 7 (31.8)
Maternal weight gain during pregnancy (kg)(mean, SD) 12.4 (± 5.8) 12.2 (± 5.5) 12.8 (± 6.5) 0.61 -3.5, 2.2 0.67
Gestational BMI (kg/m2)(mean, SD) 33.4 (± 3.4) 33.4 (± 3.5) 33.4 (± 3.0) 0.001 -1.6, 1.6 0.77
Physical activity during gestation
 Sedentary (< 1.49 MET/h/d) 43 (47.8) 35 (53.8) 8 (32) 3.6 1.2, 11.3 0.04*
 Light (1.5–2.9 MET/h/d) 25 (27.8) 18 (27.7) 7 (28) 2.1 0.6, 7.1 0.21
 Moderate/Vigorous (> 3.0 MET/h/d) 16 (17.8) 12 (18.5 10 (40) 1
Screen time (h) (TV and cellular phone) 6.8 (± 3.9)
Breastfeeding support and expertise
Family and/or friends support (n, %)
 Yes 85 (94.4) 61 (93.8) 24 (96) nd nd nd
 No 5 (5.6) 4 (6.2) 1 (4)
Breast-fed a previous infant (n, %)
 Yes 48 (53.3) 34 (52.3) 14 (56) 1.04 0.8, 1.3 0.81
 No 42 (46.7) 31 (47.7) 11 (44)
Breast and nipple problems (self-reported)
Normal form of the breast (n, %)
 Yes 87 (96.7) 63 (96.9) 24 (96) nd nd nd
 No 3 (3.3) 2 (3.2) 1 (4)
Large breast (n, %)
 Yes 35 (38.9) 22 (33.8) 13 (52) 1.2 0.9, 1.6 0.15
 No 55 (61.1) 43 (66.2) 12 (48)
Normal nipple (n, %)
 Yes 77 (85.6) 54 (83.1) 23 (92) nd nd nd
 No 13 (14.4) 11 (16.9) 2 (8)
Maternal feeding practices
Food intolerances during gestation (n, %)
 Yes 52 (57.8) 36 (55.4) 16 (64) 1.1 0.8, 1.4 0.48

Table 2 Comparison of maternal baseline characteristics in late gestation between mothers who finished the follow up to 4 months 
vs. mothers who did not finish the follow up
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or obese mothers, the infants in our study may not have 
been at high risk of rapid infant weight gain, which may 
have limited our ability to detect effects of the interven-
tion on this outcome.

Our study also found no effect of the counselling on 
maternal weight loss, as we did not include weight loss 
counselling as part of the intervention. Studies in this 
field are inconclusive; at 12 months the maternal weight 
loss could be small but significantly higher in EBF vs. 
non-breastfeeding or non-EBF groups (1.4 kg) [42]; while 
other studies have shown an effect of breastfeeding on 

maternal weight loss when the duration of breastfeeding 
is longer than 6 months [43]. Although our intervention 
improved the prevalence of EBF, the intervention was not 
designed to give nutritional advice for the mother about 
healthy diet or physical activity and both did not differ 
between groups. The results could also be explained by 
the small sample size, short duration of follow up and the 
fact that the CG also included EBF mothers.

The institution where study participants delivered 
appeared to implement the 10-steps of the baby friendly 
hospital initiative effectively, as the prevalence of early 

Table 3 Primary outcomes comparisons between IC and CG
Variables Overall IG CG PR/difference 95% CI p value
EBF prevalence at 4 months (n = 65; IG = 29; CG = 36)
 Yes 35 (53.8) 24 (82.8) 11 (30.6) 2.7 1.6, 4.5 < 0.001**
 No 30 (46.2) 5 (17.2) 25 (69.4)

Overall (n = 65) IG (n = 29) CG (n = 36) PR/difference 95% CI p value
Infant change in WLZ (mean, SD)
 Change in WLZ from 0 to 4mo 0.69 (± 0.7) 0.75 (± 1.3) 0.65 (± 1.7) 0.1 -0.6, 0.8 0.76
 Change in LAZ from 0 to 4mo 0.25 (± 0.9) 0.4 (± 0.9) 0.1 (± 1.0) 0.22 -0.3, 0.7 0.36
Maternal weight loss
 1st wk pp to 4 months in kg (mean, SD) 3.1 (± 5.0) 1.9 (± 4.7) 4.2 (± 5.1) -2.2 -0.2, 4.8 0.07
 1st wk pp to 4 months in % (mean, SD) 4.03 (± 6.6) 2.5 (± 6.4) 5.4 (± 6.5) -2.9 -0.38, 6.2 0.08
Abbreviations: IG, intervention group; CG, control group; EBF, exclusive breastfeeding; WLZ, weight for length Z-Score; LAZ, length for age Z-Score; PR, prevalence 
ratio.

* Statistical significance at the level of < 0.05.

Group comparisons were performed with Chi2-test for categorical variables and for continuous variables with t test as all continuous variables were normally 
distributed.

Variables Overall (n = 90) Finished follow-up OR/difference 95% CI p value
Yes (n = 65) No (n = 25)

 No 38 (42.2) 29 (44.6) 9 (36)
Alcohol consumption (n, %)
 Yes 5 (5.6) 4 (6.2) 1 (4) nd nd nd
 No 85 (94.4) 61 (93.8) 24 (96)
Smoking (n, %)
 Yes 0 0 0 nd nd nd
 No 90 (100) 65 (100) 25 (100)
Second hand smoking (n, %)
 Yes 24 (26.7) 18 (27.7) 6 (24) 0.9 0.7, 1.2 0.79
 No 66 (73.3) 47 (72.3) 19 (76)
Monthly food expenditure (US$)(mean, SD) 27.88 (± 14.88) 26.3 (± 12.7) 31.9 (± 19.3) -5.5 -12.6, 1.5 0.38
Supplementation (n, %)
 Yes 71 (78.8) 49 (75.4) 22 (88) nd nd nd
 No 19 (21.2) 16 (24.6) 3 (12)
Other medications (n, %)a

 Yes 33 (36.7) 23 (35.4) 10 (40) 1.05 0.8, 1.4 0.80
 No 57 (63.3) 42 (64.6) 15 (60)
Maternal intake (kcal)(mean, SD) 2053.7 (± 501.3) 2052 (± 528) 2056 (± 432) -4.5 -240, 231 0.83
Abbreviations: IG, intervention group; CG, control group; y, years; wk, weeks; BMI, body mass index; nd, no data; h, hour; d, day; SD, standard deviation; nd, no data; 
MET, metabolic equivalent; OR, Odds Ratio; CI, confidence interval

Group comparisons were performed with Chi2-test for categorical variables and for continuous variables with U-Mann Whitney test and t test (gestational weight 
gain)
a acetaminophen, simethyl, topic antibiotics, thyroid hormones and misoprostol

Table 2 (continued) 
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initiation of breastfeeding (1  h after delivery), skin-to-
skin contact and joint accommodation was 84%, 95.1% 
and 92.6% respectively, higher than national data for early 
initiation of breastfeeding (72.6%) [2]. However, the use 
of infant formula during the first week postpartum was 
high in both groups (44.4%) and could negatively affect 
later breastfeeding outcomes [44].

There is a lack of data on milk composition in over-
weight or obese mothers. In our study, the overall mean 

protein concentration at 1 month and 4 months was sim-
ilar to values previously reported for the general popula-
tion [45]; however, carbohydrates, fat and energy were 
higher than previously reported. Some authors found no 
association between maternal diet and breast milk mac-
ronutrient composition [46], whereas others reported 
that maternal intake could explain macronutrient vari-
ability in human milk [47]. In our sample, maternal 
intake was not different between IG and CG, but future 

Table 4 Secondary outcomes comparisons between IC and CG
Overall IG CG Difference 95% CI p 

value
1 months
Human milk energy and macronutrient composition (mean, SD)(n = 66; IG = 36; CG = 30)
 Energy (kcal/100mL) 73.2 (± 14.6) 70.9 (± 11.9) 74.8 (± 16.7) 3.9 -3.3, 11.2 0.28
 Protein (g/100mL) 1.07 (± 0.19) 1.09 (± 0.20) 1.06 (± 0.19) 0.64
 Fat (g/100mL) 3.69 (± 1.55) 3.4 (± 1.2) 3.9 (± 1.8) 0.49 -0.27, 1.26 0.2
 Carbohydrate (g/100mL) 8.27 (± 0.67) 8.36 (± 0.74) 8.21 (± 0.62) 0.45
Maternal intake at 1 month (mean, SD)(n = 68; IG = 31; CG = 37)
 Energy (kcal/d) 1,956 

(± 507.8)
2,008 
(± 510.1)

1,800 (± 499) -168 -413, 77 0.18

 Protein (g/d) 74.5 (± 24.4) 75.3 (± 28.1) 67.6 (± 20.4) -8.8 -20, 2.9 0.14
 Fat (g/d) 63.1 (± 25.2) 61.3 (± 27.6) 63.8 (± 23.3) -0.73 -13, 11 0.9
 Carbohydrate (g/d) 270.4(± 84.9) 283.5(± 88.5) 254.9(± 81.6) -22.17 -63, 19 0.29
Maternal serum prolactin (median, IQR)(n = 32; IG = 20; CG = 12) 70.6(380.1) 65.4 (380.0) 74 (223.4) 0.72
Human milk prolactin (mean, SD)(n = 19; IG = 11; CG = 8) 2.15 (± 1.49) 1.72 (± 1.4) 2.75 (± 1.48) 1.03 -0.38, 2.43 0.14
Breast milk volume estimation (g/d)(n = 53; IG = 24; CG = 29) by 
WHO recommendation

563.1(± 238) 562 (± 169) 563 (± 276) -1.0 -0.3, 2.3 0.12

Breast milk volume estimation (g/d)(n = 53; IG = 24; CG = 29) by 
Olaya´s algorithm

471.3 (± 71.0) 492.7 (± 29.7) 452.9 (± 88.7) 39.8 5.4, 74.2 0.04*

4 months
Human milk energy and macronutrient composition (mean, SD)(n = 52; IG = 26; CG = 26)
 Energy (kcal/100mL) 69.9(± 18.2) 69.86 

(± 19.81)
70.09(± 16.8) 0.23 -9.99, 

10.45
0.96

 Protein (g/100mL) 0.87 (± 0.13) 0.86 (± 0.15) 0.88 (± 0.11) 0.02 -0.58, 0.09 0.62
 Fat (g/100mL) 3.42 (± 1.95) 3.48 (± 2.18) 3.37 (± 1.73) -0.11 -1.20, 0.98 0.85
 Carbohydrate (g/100mL) 8.4 (± 0.72) 8.27 (± 0.76) 8.52 (± 0.67) 0.25 -0.15, 0.64 0.22
Maternal intake at 4 months (mean, SD)(n = 49; IG = 22; CG = 27)
 Energy (kcal/d) 1876 

(± 486.7)
2,039 (± 423) 1,923 (± 534) -116 -398, 166 0.41

 Protein (g/d) 74.4 (± 20.2) 78.3 (± 19.3) 71.6 (± 20.9) -6.69 -18.39, 
4.99

0.25

 Fat (g/d) 62.9 (± 21.6) 67.0 (± 19.3) 68.3 (± 23.7) 1.28 -11, 13 0.84
 Carbohydrate (g/d) 256.7 (± 80.2) 289.7 (± 81.0) 253.1 (± 77.2) -36.62 -82.2, 8.95 0.11
Maternal serum prolactin (median, IQR)(n = 19; IG = 10; CG = 9) 37.5 (75.77) 24 (73.27) 39.6 (55) 0.18
Human milk prolactin (mean, SD)(n = 19; IG = 11; CG = 8) 1.29 (± 0.73) 1.27 (± 0.70) 1.33 (± 0.83) 0.06 -0.679, 

0.81
0.855

Breast milk volume estimation (g/d)(mean, SD)(n = 64; IG = 25; 
CG = 39) WHO recommendation

707 (± 312.1) 713.9 
(± 281.5)

701.5 (± 340.2) 12.4 -183.4, 
208.2

0.9

Breast milk volume estimation (g/d)(n = 64; IG = 25; CG = 39) 
Olaya´s Algorithm

631.8 
(± 194.1)

692.2 
(± 118.8)

587.6(± 226.7) 104.6 -10.5, 210 0.07

Abbreviations: IG, intervention group; CG, control group; SD, standard deviation; d, day

Group comparisons were performed with t test, U-Mann Whitney test (energy and fat at 1 month, breast milk volumen at 1 and 4 months) or independent samples 
median test (maternal serum prolactin at 1 and 4 months)

*Statistical significance at the level of p < 0.005

**Statistical significance at the level of p < 0.001
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analyses are planned to investigate associations between 
breast milk macronutrient content and maternal diet in 
this cohort.

Estimated breast milk volume tended to be higher in 
the IG, the group with the higher prevalence of EBF, at 
1 and 4 months, reaching significance at 1 month when 
analyzed by Olaya´s algorithm. This is in accordance 
with other studies that have shown a higher consump-
tion of breast milk in infants exclusively breastfed for 6 
months compared to those who receive complementary 
foods from 4 months in developed [48] and developing 
countries [49]. Studies in humans and in animal models 
suggest a lower prolactin response to suckling in over-
weight and obese mothers when compared with normal 
weight mothers during the first week postpartum [11, 
50, 51]; our findings suggest that the intervention may 
have improved the low prolactin response to suckling in 
these mothers. However, this finding must be interpreted 
with caution. It would be preferable to determine milk 
intake using stable isotopes [52], but this was not consid-
ered feasible in our study due to concerns that it would 
adversely affect compliance in this already-challenging 
group of mothers.

To our knowledge, our results are the first to explore 
the concentration of prolactin in serum and breast milk 
of overweight and obese mothers. Although there were 
no differences between groups, overall serum prolactin 
was similar to that reported in normal weight lactat-
ing mothers [53]. We hypothesized that the increment 
in suckling, as consequence of the EBF counselling 
intervention, would result in a higher concentration of 
maternal serum and breast milk prolactin in the IG. Our 
findings, which are from a small sub-group of the par-
ticipants, did not confirm this hypothesis. Given that the 
counseling intervention increased the prevalence of EBF 
in our study, it could be inferred that there is a normal 
prolactin response to suckling in overweight and obese 
women, contrary to findings in animal models [13], but a 
weaker transport of prolactin to the breast milk.

To our knowledge, this is the first randomized con-
trol trial performed in Colombia or Latin America that 
evaluates the effect of an intervention in overweight or 
obese mothers to promote EBF. Our intervention is a 
theory-based counselling, carried out with 4 visits in a 
low-income setting. Also, we offered a well-structured 
counselling approach that could be used routinely in a 
primary care setting which could increase the adherence 
of the mothers rather than being offered on demand [54].

Strengths and limitations
The main strength of our study is the use of an experi-
mental approach to evaluate our theory-based counsel-
ling intervention to support EBF in the overweight or 
obese mother. This contrasts with most studies on this 

topic which are observational, partly due to ethical con-
cerns related to the random allocation of mothers to an 
intervention or control group (in our study, the control 
group received standard support for breastfeeding and 
EBF) [55]. The counselling intervention was oriented spe-
cifically to support overweight and obese mothers in a 
low socioeconomic setting based on a theoretical frame-
work and using a face-to-face approach, in contrast with 
other studies in overweight and obese mothers that failed 
to improve the duration of EBF using a telephone based 
approach [17].

Although well defined by WHO, EBF is difficult to 
measure and is prone to information bias. We assessed 
EBF from information given by the mother in two 24  h 
recalls of infant intake but this was checked using other 
methods, including questions about the consumption of 
other beverages or infant formula, the counsellor observ-
ing latching and milk expression that allowed her to con-
firm the information about EBF, as well as the verification 
of information about duration of EBF and counselling 
by a verification questionnaire delivered by an indepen-
dent researcher. Finally, to our knowledge, this is the 
first study to describe macronutrients and prolactin in 
human milk and maternal serum prolactin in overweight 
or obese mothers and the first attempt to evaluate the 
impact of these parameters on infant growth.

We also faced limitations, and our findings should be 
interpreted accordingly. Our main constraints were not 
reaching the planned sample size and the losses to fol-
low-up. The participants were from a low income and 
transient population, sometimes with limited access 
to cellular phones and health care services. This situa-
tion made contact with mothers and follow up difficult, 
so we were unable to reach the planned sample size, a 
common problem in low income settings [56] and also 
in studies that attempt to prolong EBF in overweight or 
obese mothers [17]. Sedentary mothers were more likely 
to remain in the study, probably because the more physi-
cally active women were involved in other activities such 
as working and studying which did not allow them to 
participate in the study. Despite greater than 20% losses 
to follow-up, the homogeneity of the sample was main-
tained across the study during the first week postpartum 
and at 4 months, and the sensitivity analysis still showed 
a higher effectiveness of the counselling intervention 
when compared with the CG. We also faced time limita-
tions that limited the follow up our cohort to 4 months. 
Future studies should ideally include longer follow-up to 
better understand the effect of the EBF counselling on 
the risk of overweight and obesity later in life. Finally, 
due to limited economic resources, we were only able to 
determine concentrations of serum and milk prolactin 
in a sub-group and we were not able to measure other 
potentially relevant hormones such as leptin.
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Conclusion
This randomized control trial showed a high efficacy of 
a counselling intervention based on the client-centered 
theory of Carl Rogers when compared with the primary 
standard care in a group of Colombian mothers with 
low socioeconomic status. The intervention increased 
the prevalence of EBF at 4 months but did not influence 
infant growth velocity or maternal weight loss. The con-
centration of prolactin in human milk or maternal blood 
did not differ between groups but the estimated breast 
milk volume was higher in the intervention group at 1 
months. This study was designed to help overweight and 
obese mothers to achieve their EBF goals in a low-income 
setting. As such, it was designed as an easy to implement 
and low-cost strategy. Given the finding that effective 
EBF support is achievable in this population, the next 
step is to refine the intervention, considering staffing and 
financial resources in the primary care setting to support 
the overweight or obese mother in prolonging the dura-
tion of EBF, in Colombia and other developing countries. 
The results should be interpreted in the context of the 
small sample size and loss to follow-up. Given the dif-
ficulties in recruitment to the study, we need to identify 
effective ways to engage and facilitate the adherence to 
the counselling. Further evidence is needed to investigate 
the hormonal, physiological and social factors that con-
tribute to sub-optimal BF initiation and duration in this 
group of women.

Abbreviations
aOR  Adjusted Odds Ratio
BF  Breastfeeding
BMI  Body Mass Index
CAPS  Centro de Atención Primaria en Salud (Primary Care Health 

Attention Center)
CG  Control Group
CI  Confidence Interval
cm  Centimeters
EBF  Exclusive Breastfeeding
g  Grams
HCAZ  Head Circumference for Age Z-score
IG  Intervention Group
kg  Kilograms
LAZ  Length for Age Z-score
mL  Mililiters
mm  Milimeters
MUAC  Middle Upper Arm Circumference
MUACZ  Middle Upper Arm Circumference Z-score
ng  Nanograms
NICU  Neonate Intensive Care Unit
OR  Odds Ratio
PR  Prevalence Ratio
WHO  World Health Organization
WLZ  Weight for Length Z-score

Supplementary Information
The online version contains supplementary material available at  h t t p s :   /  / d o  i .  o r  
g  /  1 0  . 1 1   8 6  / s 1 3  0 0 6 -  0 2 5 - 0  0 7 0 3 - x.

Supplementary Material 1: Supplementary table 1a: EBF counselling 
submission paper – Sup Table 1a.docx.

Supplementary Material 2: Supplementary table 1b: EBF counselling 
submission paper – Sup Table 1b.docx

Supplementary Material 3: Supplementary table 1c: EBF counselling 
submission paper – Sup Table 1c.docx

Supplementary Material 4: EBF counselling database.xlsx

Acknowledgements
We thank nurses Gladys Becerra, Jeimmy Valvuena and auxiliary nurses 
Maryluz Mayorga, Brenda Aquino and Luz Fanny Garcia for facilitating 
the study at Centro de Atención Prioritaria en Salud-Suba, Subred Norte, 
Secretaria Distrital de Salud; Gynecologists Paola Lopez and Ayeza Ortegon 
for their support in contacting the overweight and obese mothers; and all the 
pregnant and lactating women and their babies for participating.

Author contributions
FAP contributed with study conception, design, drafting the protocol, data 
collection, data analysis, paper writing and revising the manuscript; GOV 
contributed with study conception, supervision of data collection, critical 
review of manuscript and MF contributed with input to study protocol and 
data analysis, critical review, and revision of manuscript.

Funding information
This study was funded by Colciencias, Convocatoria 727 of 2015, Pontificia 
Universidad Javeriana and the Childhood Nutrition Research group, UCL GOS 
Institute of Child Health London.

Data availability
Data is provided within the manuscript or supplementary information files.

Declarations

Ethics approval and consent to participate
Ethics approval was obtained from the Subred Norte Ethics Committee, 
Secretaría de Salud de Bogotá, Colombia (ID: SNCI-021-CEI) and Ethics 
Committee, Science Faculty, Pontificia Universidad Javeriana. During 
recruitment, the researcher explained the study procedures and answered 
participants’ questions about the study. Every woman who agreed to 
participate gave written informed consent and the researcher explained 
that data would be confidential; paper records would be kept in a locked 
filing cabinet at Pontificia Universidad Javeriana and electronic data stored 
in password-protected files. (UTN) U1111-1228-9913 20 February 2019; 
ISRCTN1592290440 27 February 2019, retrospectively registered.

Competing interests
The authors declare no competing interests.

Author details
1Department of Nutrition and Biochemistry, Pontificia Universidad 
Javeriana, Bogotá, Colombia
2Childhood Nutrition Research group, Population, Policy and Practice 
Research and Teaching Department, UCL Great Ormond Street Institute 
of Child Health, London, UK

Received: 9 October 2024 / Accepted: 3 February 2025

References
1. World Health Organization. Overweight and Obesity. (2022). Accessed May 

15th 2024.
2. Instituto Colombiano de Bienestar Familiar. Ministerio Salud Protección 

Social. Encuesta Nacional De La Situación Nutricional en Colombia ENSIN 
2015. ICBF Bogotá; 2019.

3. Yan J, Liu L, Zhu Y, Huang G, Wang PP. The association between breastfeeding 
and childhood obesity: a meta-analysis. BMC Public Health. 2014;14:1267.

4. Horta BL, Rollins N, Dias MS, Garcez V, Pérez-Escamilla R. Systematic review 
and meta‐analysis of breastfeeding and later overweight or obesity 

https://doi.org/10.1186/s13006-025-00703-x
https://doi.org/10.1186/s13006-025-00703-x


Page 14 of 15Aldana-Parra et al. International Breastfeeding Journal           (2025) 20:14 

expands on previous study for World Health Organization. Acta Paediatr. 
2023;112(1):34–41.

5. World Health Organization. Breastfeeding. (2021). Accessed December 4th 
2024.

6. Pérez-Escamilla R, Tomori C, Hernández-Cordero S, Baker P, Barros AJ, Bégin 
F, et al. Breastfeeding: crucially important, but increasingly challenged in a 
market-driven world. Lancet. 2023;401(10375):472–85.

7. Marshall NE, Lau B, Purnell JQ, Thornburg KL. Impact of maternal obesity and 
breastfeeding intention on lactation intensity and duration. Matern Child 
Nutr. 2019;15(2):e12732.

8. Guelinckx I, Devlieger R, Bogaerts A, Pauwels S, Vansant G. The effect of pre-
pregnancy BMI on intention, initiation and duration of breast-feeding. Public 
Health Nutr. 2012;15(5):840–8.

9. Perez M, Castro L, Chang Y, Sañudo A, Marcacine K, Amir L, et al. Breastfeeding 
practices and problems among obese women compared with nonobese 
women in a Brazilian hospital. Women’s Health Rep. 2021;2(1):219–26.

10. Gubler T, Krähenmann F, Roos M, Zimmermann R, Ochsenbein-Kölble 
N. Determinants of successful breastfeeding initiation in healthy term 
singletons: a Swiss university hospital observational study. J Perinat Med. 
2013;41(3):331–9.

11. Rasmussen KM, Kjolhede CL. Prepregnant overweight and obesity diminish 
the prolactin response to suckling in the first week postpartum. Pediatrics. 
2004;113(5):e465–71.

12. Bever Babendure J, Reifsnider E, Mendias E, Moramarco MW, Davila YR. 
Reduced breastfeeding rates among obese mothers: a review of contribut-
ing factors, clinical considerations and future directions. Int Breastfeed J. 
2015;10:21.

13. Buonfiglio DC, Ramos-Lobo AM, Freitas VM, Zampieri TT, Nagaishi VS, Mag-
alhães M, et al. Obesity impairs lactation performance in mice by inducing 
prolactin resistance. Sci Rep. 2016;6(1):22421.

14. Gavine A, Shinwell SC, Buchanan P, Farre A, Wade A, Lynn F et al. Support for 
healthy breastfeeding mothers with healthy term babies. Cochrane Database 
Syst Reviews. 2022(10):CD001141.

15. Carlsen EM, Kyhnaeb A, Renault KM, Cortes D, Michaelsen KF, Pryds O. 
Telephone-based support prolongs breastfeeding duration in obese women: 
a randomized trial. Am J Clin Nutr. 2013;98(5):1226–32.

16. Chapman DJ, Morel K, Bermúdez-Millán A, Young S, Damio G, Pérez-Escamilla 
R. Breastfeeding education and support trial for overweight and obese 
women: a randomized trial. Pediatrics. 2013;131(1):e162–70.

17. Rasmussen KM, Dieterich CM, Zelek ST, Altabet JD, Kjolhede CL. Interven-
tions to increase the duration of breastfeeding in obese mothers: the Bassett 
improving breastfeeding study. Breastfeed Med. 2011;6(2):69–75.

18. Rogers CR, Wood JK. Client-centered theory: Carl R. Rogers. Operational 
theories of personality. Brunner / Mazel Publishers, Inc.; 1974.

19. Aldana-Parra F, Olaya G, Fewtrell M. Effectiveness of a new approach for 
exclusive breastfeeding counselling on breastfeeding prevalence, infant 
growth velocity and postpartum weight loss in overweight or obese women: 
protocol for a randomized controlled trial. Int Breastfeed J. 2020;15:2.

20. Atalah Samur E, Castillo LC, Castro Santoro R, Aldea PA. Propuesta de un 
nuevo estándar de evaluación nutricional en embarazadas. Rev Med Chil. 
1997:1429–36.

21. World Health Organization. The use and interpretation of anthropometry: 
report of a WHO expert committee. World Health Organization; 1995. pp. 
312–409.

22. De Onis M, Garza C, Onyango A, Rolland-Cachera M. WHO growth standards 
for infants and young children. Archives de Pediatrie: Organe Officiel de la 
Societe Francaise de Pediatr. 2008;16(1):47–53.

23. Butte NF, Lopez-Alarcon MG, Garza C. Nutrient adequacy of exclusive breast-
feeding for the term infant during the first six months of life. World Health 
Organization; 2002.

24. Moshfegh AJ, Rhodes DG, Baer DJ, Murayi T, Clemens JC, Rumpler WV, et al. 
The US Department of Agriculture Automated Multiple-Pass Method reduces 
bias in the collection of energy intakes. Am J Clin Nutr. 2008;88(2):324–32.

25. Rhodes DG, Murayi T, Clemens JC, Baer DJ, Sebastian RS, Moshfegh AJ. The 
USDA Automated multiple-pass method accurately assesses population 
sodium intakes. Am J Clin Nutr. 2013;97(5):958–64.

26. Nommsen-Rivers LA, Dewey KG. Development and validation of the infant 
feeding intentions scale. Matern Child Health J. 2009;13:334–42.

27. Cox JL, Holden JM, Sagovsky R. Detection of postnatal depression: develop-
ment of the 10-item Edinburgh postnatal depression scale. Br J Psychiatry. 
1987;150(6):782–6.

28. Lee PH, Macfarlane DJ, Lam TH, Stewart SM. Validity of the international 
physical activity questionnaire short form (IPAQ-SF): a systematic review. Int J 
Behav Nutr Phys Activity. 2011;8:115.

29. Jensen D, Wallace S, Kelsay P. LATCH: a breastfeeding charting sys-
tem and documentation tool. J Obstetric Gynecologic Neonatal Nurs. 
1994;23(1):27–32.

30. Dean AG. Epi Info, version 6: a word-processing, database, and statistics pro-
gram for public health on IBM-compatible microcomputers. In: Organization 
WH, editor.1995.

31. Frieden TR. Six components necessary for effective public health program 
implementation. Am J Public Health. 2014;104(1):17–22.

32. Kramer MS, Guo T, Platt RW, Sevkovskaya Z, Dzikovich I, Collet J-P, et al. Infant 
growth and health outcomes associated with 3 compared with 6 mo of 
exclusive breastfeeding. Am J Clin Nutr. 2003;78(2):291–5.

33. Kramer MS, Kakuma R. Optimal duration of exclusive breastfeeding. Cochrane 
Database Syst Reviews. 2012(8):CD003517.

34. Jonsdottir OH, Kleinman RE, Wells JC, Fewtrell MS, Hibberd PL, Gunnlaugsson 
G, Thorsdottir I. Exclusive breastfeeding for 4 versus 6 months and growth in 
early childhood. Acta Paediatr. 2014;103(1):105–11.

35. Yeung H, Leff M, Rhee KE. Effect of exclusive breastfeeding among over-
weight and obese mothers on infant weight-for-length percentile at 1 year. 
Breastfeed Med. 2017;12(1):39–47.

36. McFarland MB, Trylovich CG, Langer O. Anthropometric differences in mac-
rosomic infants of diabetic and nondiabetic mothers. J Maternal-Fetal med. 
1998;7(6):292–5.

37. Zhou L, He G, Zhang J, Xie R, Walker M, Wen SW. Risk factors of obesity in pre-
school children in an urban area in China. Eur J Pediatrics. 2011;170:1401–6.

38. Arifeen S, Black R, Caulfield L, Antelman G, Baqui A. Determinants of infant 
growth in the slums of Dhaka: size and maturity at birth, breastfeeding and 
morbidity. Eur J Clin Nutr. 2001;55(3):167–78.

39. Kramer MS, Chalmers B, Hodnett ED, Sevkovskaya Z, Dzikovich I, Shapiro S, et 
al. Promotion of breastfeeding intervention trial (PROBIT): a randomized trial 
in the Republic of Belarus. JAMA. 2001;285(4):413–20.

40. Piperata BA, Dufour DL, Reina JC, Spurr G. Anthropometric characteristics of 
pregnant women in Cali, Colombia and relationship to birth weight. Am J 
Hum Biology. 2002;14(1):29–38.

41. Durán P, Merker A, Briceño G, Colón E, Line D, Abad V, et al. Colombian refer-
ence growth curves for height, weight, body mass index and head circumfer-
ence. Acta Paediatr. 2016;105(3):e116–25.

42. Jarlenski MP, Bennett WL, Bleich SN, Barry CL, Stuart EA. Effects of breast-
feeding on postpartum weight loss among US women. Prev Med. 
2014;69:146–50.

43. Tahir MJ, Haapala JL, Foster LP, Duncan KM, Teague AM, Kharbanda EO et al. 
Association of full breastfeeding duration with postpartum weight retention 
in a cohort of predominantly breastfeeding women. Nutrients. 2019;11(4).

44. Whipps MD, Yoshikawa H, Demirci JR, Hill J. Estimating the impact of in-hos-
pital infant formula supplementation on breastfeeding success. Breastfeed 
Med. 2021;16(7):530–8.

45. Ballard O, Morrow AL. Human milk composition: nutrients and bioactive fac-
tors. Pediatr Clin. 2013;60(1):49–74.

46. Quinn EA, Largado F, Power M, Kuzawa CW. Predictors of breast milk 
macronutrient composition in Filipino mothers. Am J Hum Biology. 
2012;24(4):533–40.

47. Innis SM. Impact of maternal diet on human milk composition and neuro-
logical development of infants. Am J Clin Nutr. 2014;99(3):S734–41.

48. Wells JC, Jonsdottir OH, Hibberd PL, Fewtrell MS, Thorsdottir I, Eaton S, et al. 
Randomized controlled trial of 4 compared with 6 mo of exclusive breast-
feeding in Iceland: differences in breast-milk intake by stable-isotope probe. 
Am J Clin Nutr. 2012;96(1):73–9.

49. Cohen RJ, Brown KH, Dewey K, Canahuati J, Rivera LL. Effects of age of intro-
duction of complementary foods on infant breast milk intake, total energy 
intake, and growth: a randomised intervention study in Honduras. Lancet. 
1994;344(8918):288–93.

50. Flint DJ, Travers MT, Barber MC, Binart N, Kelly PA. Diet-induced obesity 
impairs mammary development and lactogenesis in murine mammary 
gland. Am J Physiology-Endocrinology Metabolism. 2005;288(6):E1179–87.

51. Rolls B, Gurr M, Van Duijvenvoorde P, Rolls BJ, Rowe E. Lactation in lean and 
obese rats: effect of cafeteria feeding and of dietary obesity on milk composi-
tion. Physiol Behav. 1986;38(2):185–90.

52. Coward W, Cole T, Sawyer M, Prentice A. Breast-milk intake measurement in 
mixed-fed infants by administration of deuterium oxide to their mothers. 
Hum Nutr Clin Nutr. 1982;36(2):141–8.



Page 15 of 15Aldana-Parra et al. International Breastfeeding Journal           (2025) 20:14 

53. Hennart P, Delogne-Desnoeck J, Vis H, Robyn C. Serum levels of prolactin and 
milk production in women during a lactation period of thirty months. Clin 
Endocrinol. 1981;14(4):349–53.

54. Graffy J, Taylor J, Williams A, Eldridge S. Randomised controlled trial of sup-
port from volunteer counsellors for mothers considering breast feeding. BMJ. 
2004;328(7430):26.

55. Binns C, Lee MK, Kagawa M. Ethical challenges in infant feeding research. 
Nutrients. 2017;9(1):59.

56. Howe LD, Tilling K, Galobardes B, Lawlor DA. Loss to follow-up in cohort 
studies: bias in estimates of socioeconomic inequalities. Epidemiology. 
2013;24(1):1–9.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


	Effectiveness of a new breastfeeding counselling intervention on breastfeeding prevalence, infant growth velocity and postpartum weight loss in overweight women: a randomized controlled trial
	Abstract
	Background
	Methods
	Study design and participants
	Randomization and blinding
	Primary hypothesis and outcomes
	Determination of EBF and anthropometric measurements
	Secondary hypotheses and outcomes
	Measurement of secondary outcomes
	Procedures and questionnaires
	Intervention
	Statistical analysis

	Results
	Study population
	Primary outcomes
	Secondary outcomes

	Discussion
	Strengths and limitations

	Conclusion
	References


