317

Maternal Perception of Lactogenesis Time: A Clinical Report

H. Mark Hildebrandt, MD

Abstract

A study evaluating the time between delivery and the surge in milk production (lactogenesis
time) determined whether lactogenesis time (LT) is affected by parity, factors in pregnancy
and delivery, and especially cesarean section. Forty-six primiparous mothers and 81 multi-
parous mothers reported the time of sensation of milk production after delivery. The mean
LT in the entire sample was 50 + 15 hours. The mean LT in 46 primiparous mothers was 59 +
14 hours, and in 81 multiparous mothers 45 + 12 hours (by student t test, p<0.01). Mean LT
did not decrease as parity increased in the multiparous mothers. By multivariate analysis,
mean LT was 44 hours in multiparous mothers who delivered vaginally without medication,
11 hours longer if primiparous, 6 hours longer if delivery by cesarean section, and 13 hours
longer if sedative or pain medication were given during labor. ] Hum Lact 1999; 15:317-323.
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Introduction

It has been the experience of the author that
lactogenesis time (LT) occurs later in primiparous moth-
ers than in multiparous mothers. We have also noticed
that cesarean section may delay LT. The present study
was undertaken to try to determine whether LT was in
fact different in primiparous mothers and multiparous
mothers, and whether factors related to pregnancy and
delivery affect LT. It is important to know when to ex-
pect milk production to increase when counseling moth-
ers who intend to breastfeed in order to help them
through some of the discouragement associated with
the wait for active milk production.
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Although the timing of the increase in breast milk
production (lactogenesis time) after delivery has been
reported'~® only a few>%%!%!! reports relate the
lactogenesis time (LT) to parity or mode of delivery. In
many animal species, there is increased milk production
just before or at the time of delivery.'? In humans, co-
lostrum is available for the baby after delivery and milk
production increases after the first few days. Several
studies of daily milk intake in breastfed infants in the
first several days of life show a rapid increase after 24-
72 hours."*3## Schutzman et al.’ found the mean LT
based on maternal reports to be 54-56 hours. Kulski
and associates® reported that the mean time of moth-
ers’ sensation of milk “coming in” was 59 hours in 107
women with vaginal deliveries and 63 hours in 57 women
who delivered by cesarean section.

By the second trimester of pregnancy, glandular se-
cretion of colostrum occurs. Hartman'?® suggested
“lactogenesis stage I” to refer to the changes in the
mammary gland that occur during pregnancy and result
in colostrum production, and “lactogenesis stage II” to
refer to the onset of copious milk secretion several days
after delivery. In this paper, lactogenesis time or LT re-
fers to the time in hours between delivery and Hartman’s
lactogenesis stage II. After delivery, milk production does
not depend on whether the baby is breast or bottle fed
but is induced by the increase in prolactin as a result of
the decline in placental progesterone, a prolactin inhibi-
tor.'*15 Since milk induction is hormonally determined,
women who bottle feed their babies commonly experi-
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ence milk induction, which has been suppressed in the
past with estrogen plus high-dose testosterone
(Deladumone) or bromcriptin, an antiprolactin agent.
Once milk production is initiated, it is regulated by the
frequency and the amount of milk removed by the baby
nursing at the breast or by manual or mechanical ex-
pression. '

In 1748, William Cadogan, the father of pediatrics,
noted that “the mother’s milk seldom comes in ‘till the
third day.””"” Standard breastfeeding references vary
in their descriptions of LT from 2 to 3 days'® to the sec-
ond to fourth postpartum day.'* Studies of milk produc-
tion after delivery by expression'? or by test weighing**
consistently show that a mother’s milk production or an
infant’s intake increases on the second to fourth day.
Babies are usually alert and interested in nursing imme-
diately after delivery, but within an hour enter a 2 to 6
hour quiet period during which they are sleepy and not
interested in feeding, the transition period described by
Desmond. ' Following this quiet period, stooling starts,
spitting-up decreases, and the baby commonly seems to
be more interested in nursing.? Since colostrum vol-
ume averages 30-56ml on the first day,>>¢ there is inad-
equate nutritional intake which results in a drop in the
infant’s weight of 6% to 10% in the first 2 days. Until
lactogenesis occurs, the baby may not nurse enthusias-
tically. As milk production increases, the baby commonly
nurses more eagerly and more frequently and weight
increases 30 to 60 grams per day. It is especially helpful
for the first-time mother, usually anxious about whether
nursing will be successful, to have some idea about when
her baby will begin to get ample milk.

Subjects and Methods

This study consisted of a convenience sample of 123
mothers who elected to breastfeed their babies and de-
livered between August 1981 and November 1984.
There were 127 mother-baby pairs because 4 mothers
had a baby twice during the study. Except for 1 home
birth, the babies were delivered in either the community
hospital, St. Joseph Mercy Hospital, or the Women’s
Hospital of the University of Michigan Medical Center,
both in or near Ann Arbor, Michigan. The babies were
usually allowed to nurse immediately after delivery and
were breastfed on demand during the day. It was com-
mon practice in the hospitals at the time of the study for
all babies to be fed in the nursery at night.

The average age of the entire sample was 29.2 +4.8
years, 3 years older than the average age of mothers
who delivered in 1983 in Washtenaw County, Michi-

J Hum Lact 15(4), 1999

gan,”' the time and locale of the present study. Five
percent of the sample were African American and 3%
were Asian. In 1984, 6.9% of the mothers who deliv-
ered at St. Joseph Mercy Hospital, the hospital at which
most of the mothers in this study delivered, were Afri-
can American, and 0.5% were Asian.

One hundred twenty-seven breastfeeding mothers
who delivered during the period of the study were ex-
cluded because of missing data on timing of lactogenesis.
The excluded mothers were not significantly (p<0.01)
different from the study mothers with respect to parity,
mean age, or mean birth weight of their babies (Table
1).

In this report, LT is defined as the number of hours
between delivery and the time that each mother first
observed the signs of a surge in milk production. Every
mother-baby dyad was visited within the first 24 hours
after delivery. The pregnancy, labor, and delivery were
reviewed and the infant was examined at the bedside.
At that visit, the mother was asked if she intended to
breastfeed or bottle feed her baby. If the mother stated
that she intended to breastfeed, the indications or sen-
sations of milk production were described, including a
prickly feeling or tingling in the breast, dripping from the
contralateral nipple when the baby nursed, milk running
from the baby’s mouth, and gulping by the baby. The
mother was asked to note the time that she first noticed
milk production occurring. Congestion, fullness, or en-
gorgement of the breast was described as occurring
before actual onset of lactogenesis and was not consid-
ered indicative of increased milk production. The moth-
ers were visited daily in the hospital. The mothers’ report
of milk “coming in” and the babies’ daily weight were
recorded on the infants’ newborn chart. At the time of
the study, mothers were hospitalized for 3 or 4 days
after vaginal delivery and 5 or 6 days after cesarean
delivery. Lactogenesis usually occurred in the hospital
and the infant’s weight had usually started to increase
before discharge. Eight mothers were either discharged
24 to 48 hours after delivery or went home before

Table 1. Comparison of study and excluded subjects.

Study Subjects Excluded Subjects

N=127 N=127 p value*
Primiparous 36% 44%
Multiparous 64% 56% 0.02
Mean Age 29.2 + 4.8y 28.0 = 4.6y 0.02
Mean Birth Wt Infant 3514 + 468g 3427 + 460g 0.07
Male Infants 55% 55% 1

*By t-test or chi-square test.
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lactogenesis had occurred. They were contacted by
phone daily until infant weight gain was documented.
Maternal age was recorded as the age at the last birth-
day. Parity is the number of previous deliveries. Gravid-
ity is the number of previous pregnancies. Abortions is
the number of previous pregnancies not carried to term.
Medications in labor include analgesics and sedatives.
Anesthesia includes epidural, spinal, or general anes-
thesia, but excludes local anesthetic. Mode of delivery
includes unassisted, low forceps, midforceps, and ce-
sarean section deliveries. Infant birth weight, gestational
age, and Apgar ratings at 1 and 5 minutes were re-
corded as such. Infant weight loss is the difference be-
tween the birth weight and the lowest weight observed.
Infant peak bilirubin and the day of the peak was re-
corded for those infants that were clinically jaundiced.

Statistical analyses were performed using the SAS?
program in collaboration with statisticians in the De-
partment of Biostatistics, University of Michigan School
of Public Health. Means, standard deviations, and fre-
quencies were compiled for each variable. Student’s t
test was used to assess whether means from 2 subsets
could occur by chance alone to compare study mothers
and those excluded. Analysis of variance (ANOVA)
was used to test whether the mean LTs among several
subsets were equal. In addition, chi square tests were
computed to compare categorical variables such as type
of delivery and parity. A p value of <0.05 was used to
declare statistical significance. Least squares multiple
regression was used to determine whether there was a
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linear relationship between LT and maternal age, infant
birth weight, gestational age, or infant weight loss. Mul-
tivariable analysis was accomplished using various sets
of variables to identify the set most likely to affect LT.
The following variables were analyzed as trial models
in various combinations: maternal age, parity (1 vs 2 or
more), gravidity (1 vs 2 or more), prior abortions (yes or
none), problems in pregnancy (yes or none), medication
in labor (yes or none), anesthesia (yes or none), deliv-
ery type (vaginal or cesarean section), Apgar rating at
1 minute, infant birth weight, gestational age, and infant
weight loss. The final model contains the following in-
dependent variables that were found to be significant in
the trial models: parity, mode of delivery, and medica-
tions in labor. This model will be identified as the final
multivariable model in subsequent discussion.

Results

The sample of 46 primiparous mothers and 81 multi-
parous mothers is characterized and compared with the
127 excluded mothers who breast fed during the period
of the study in Table 1. The study sample is character-
ized and the primiparous mothers and their infants are
compared with the multiparous mothers and their in-
fants in Table 2. The primiparous mothers were younger
than the multiparous mothers (mean + SD) 26.6 + 4.4
years vs 30.4 + 4.4 years (p<.0l), as would be expected.
Eight primiparous (21%) mothers and 5 multiparous
mothers (7%) received pitocin in labor (p=0.05). The
mean + SD 1-minute Apgar score was lower in the

Table 2. Study subject characteristics: primiparous and multiparous subjects compared.

Overall Maternal Factors

Age, y, X + SD, range
LT, h, X + SD, range

Maternal Factors by Parity

Age,y, X + SD

History of abortion

Complications of pregnancy

Medication in labor (sedatives and analgesics)
Pitocin in labor

Local or no anaesthetic

Cesarean Section

Infant Factors by Maternal Parity

Birth weight, g, X £ SD (n)
Gestational age, wk, X = SD (n)
I-min Apgar, X = SD (n)
S-min Apgar, X + SD (n)
Weight loss, g, X = SD (n)

18-43
24-96

295
50 = 15

Primiparous Multiparous p value
N=46 N=81
26.6 = 4.4 303 = 4.4 <0.01
14 (30%) 28(33%) NS
7(15%) 17(21%) NS
10(21%) 1 (1%) <0.01
10 (21%) 6 (7%) <0.05
28 (62%) 65 (80%) NS
11 (24%) 15 (19%) NS
3465 + 415 (45) 3521 = 437 (81) NS
39 £ 1 (42) 37 £ 1(77) NS
7+1@39 8+ 1(78) 0.01
9+1(39 9+1(78) NS
176 = 102 (44) 200 = 97 (70) NS
13% (6) 20% (16) NS

Bilirubin >205 pmol/L (n)
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infants of primiparous mothers than in the infants of
multiparous mothers (7.3 + 1.1 vs 8.0 £ 1.0, p=0.01).
The shortest LT was 24 hours and the longest 96 hours.
The mean + SD LT for the entire sample was 50 + 14
hours, or a little more than 2 full days. The LTs for some
of the variables are listed in Table 3.

Parity

In the sample of primiparous mothers, LT ranged from
31 to 96 hours, whereas in the sample of multiparous
mothers it was between 24 and 80 hours. The mean +
SD LT time was 59 + 14 hours for the 46 primiparous
mothers and 45 + 12 hours for the 81 multiparous moth-
ers, a significant difference by t test (p<0.01). The mean
+SD LT time in the 55 mothers with 2 previous deliver-
ies was 45 + 11 hours, in the 23 mothers with 3 previous
deliveries it was 48 + 16 hours, and in the 3 mothers
with 4 previous deliveries it was 42 + 18 hours. There
was no significant difference between these 3 groups
by ANOVA. In the multivariable analysis, multiparity
decreased LT by 11 hours compared with primiparity.

Maternal Age

There was no correlation between LT and maternal
age for the entire sample by least squares regression
analysis (r=0.08). However, as the age of primiparous
mothers increased, least squares regression indicated
that the LT time increased about 1 hour per year (+=0.33
and p=0.02). There was no relationship between ma-
ternal age of the multiparous mothers and the LT by
least squares regression analysis (r=0.012).

Medication in Labor

Eleven mothers who received medication in labor had
amean = SD LT of 63 + 14 hours. Of the sedative and
analgesic medications given in labor, only promethazine
(Phenergan) was associated with a significant differ-
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ence in LT. The 6 mothers who received promethazine
(including 3 who also received meperidineHCI
(DemerolHCl) and 2 who also received
secobarbital(Seconal) and meperidineHC1) had a mean
= SD LT of 68 + 16 hours, in contrast to the mean + SD
LT of 56 + 7 hours of the 5 mothers who received
secobarbital or meperidine but did not receive
promethazine. In the multivariable model, medication in
labor increased LT by 13 hours.

Mode of Delivery

For the entire sample, the mean + SD LT for all 101
vaginally delivered mothers was 49 + 15 hours, while
the mean + SD LT for the 91 mothers with uncompli-
cated vaginal deliveries (excluding 10 who had low- or
mid-forceps deliveries) was 47 + 13 hours. The 26 moth-
ers who delivered by cesarean section had a mean +
SD LT of 56 + 13 hours, a significant difference (p=0.03).
However, in the subset of primiparous mothers, there
was no significant difference in the mean + SD LT be-
tween the 12 cesarean section delivered mothers (57 +
12 hours) and the 30 uncomplicated vaginally delivered
mothers (57 + 12 hours). However, in the multivariable
analysis, cesarean section increased the LT by 6 hours.
For the 15 multiparous mothers who delivered by ce-
sarean section, the mean + SD LT was 54 + 12 hours,
significantly longer (p<0.01) than the 42 + 11 hours of
the 49 multiparous mothers with uncomplicated vaginal
deliveries.

Infant Factors

Least squares regression indicated no significant re-
lationship between LT and infant birth weight, gesta-
tional age, or infant weight loss. Regression did show
that as LT increased there was an increase in infant
weight loss. However, the relationship had a p=0.105 or
a 10% chance of occurring by chance alone. There was

Table 3. Lactogenesis times (mean h) for certain variables.

No Yes
x = SD (n) X = SD (n) p value

Parity >1 59 + 14 (46) 45 + 12 (81) p<0.01
Gravidity >1 60 + 14 (34) 47 + 13 (93) p=0.02
Vaginal delivery 56 + 13 (26) 49 + 15 (101) p=0.03
Problems in pregnancy (Smoking,

hypertension, diabetes of pregnancy

antibiotics) 51 £ 14 (101) 50 + 16 (26) NS
Pitocin in labor 50 £ 15 (110) 53 = 13 (16) NS
Medication in labor (promethazine,

meperidine, secobarbital) 49 + 14(116) 63 = 14 (11) p<0.01
Anaesthesia 47 = 14 (16) 51 + 14 (102) NS
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no significant difference in LT in mothers of infants with
and without hyperbilirubinemia (bilirubin >205mmol/
L(12mg/dL)). In the entire sample, mean LT was longer
when the 1-minute Apgar rating was less than 7. How-
ever, when the sample was subdivided into primiparous
and multiparous mothers, the relationship was no longer
significant as there was a higher incidence of low Apgar
ratings within the primiparous group.

Multivariate Analysis

[n the least squares multiple regression analysis, the
most significant variables affecting LT were parity, mode
of delivery and medications in labor (Table 4). In the
final multivariable model, the basic intercept for LT was
61 hours. Parity>1 (multiparity) decreased this by 11
hours, vaginal delivery decreased it by 7 hours, and

Table 4. Initial, trial and final multivariate models.

INITIAL MODEL LT (Coeff) = SE* p value
Intercept 19 = 50.0 0.70

Age 0+03 0.54

Problems in pregnancy -1 + 3.1 0.62

Parity >1 -11 255 0.04

Gravidity >1 0+6.2 0.95

Prior abortion -2+ 3.7 0.59

Medications in labor 10 + 4.2 0.02

Anaesthesia 2+44 0.60

Vaginal delivery -6+ 33 0.07

Apgar | min 2=+ 1.1 0.17

Infant birth weight 0+0.0 0.35

Gestation 1+13 0.32

Infant weight loss 0x00 0.05

Sample size limited to the 87 with complete data

R?=0.42, overall p=0.0001.

TRIAL MODEL LT (Coeff) + SE p value
Intercept 57 £ 48.4 0.24

Age 0+03 0.63

Parity >1 -14 £ 3.1 <0.01
Medications in labor 9 +43 0.05

Vaginal delivery -6 + 3.2 0.08

Apgar | -1+ 1.0 0.27

Infant birth weight 0+0.0 0.37

Gestation 0x12 0.78

Infant weight loss 000 0.05

Sample size limited to the 94 with complete data

R*=0.38, overall p=0.0001

FINAL MODEL LT (Coeff) + SE p value
Intercept 61 £2.9 <0.01
Parity >1 -11 £ 2.5 <0.01
Vaginal delivery -6 2.8 0.02

Medications in labor 13 + 4.0 <0.01

Sample size limited to the 126 with complete data
R?=0.30, overall p=0.0001

*LT (Coeff) = SE = Lactogenesis time in hours (Coefficient) + Standard
Error
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medications in labor increased it by 13 hours. Other fac-
tors did not reach the level of significance. Hence, at
the time of delivery, one could predict that in a primipa-
rous mother with a vaginal delivery and no medication
in labor, LT would be 55 hours. For a similar multipa-
rous mother (vaginal delivery, no medication in labor)
predicted LT would be 44 hours. In this study, the ac-
tual mean times were 56 and 43 hours, respectively.

Discussion

The end point used in this study was the time that the
mother noticed an increase in milk production as mani-
fested by increased swallowing by the baby, milk run-
ning out of the baby’s mouth as he or she was nursing,
milk dripping from the other breast when the baby was
nursing, or the tingling sensation associated with active
ductular contraction. Newton and Newton described
these clinical signs in 1962% but did not document the
accuracy of their association with milk production by
measurements of milk produced.

Three different aspects of lactogenesis have been
reported: changes in milk composition, changes in the
volume of milk produced, and the sensations of “‘coming
in” associated with lactogenesis.

Changes in composition are associated with the tran-
sition from colostrum milk to mature milk and are re-
lated to the time of delivery. Studies of early milk
composition during this transition report an increase in
the concentration of lactose, glucose and lipid, and a
decrease in protein.®”#?* The increase in volume of milk
produced corresponds closely with the changes in com-
position.”*? The sensations of “coming in” are thought
to be due to constriction of the mammary myoepithelium
in response to oxytocin and occur during the period when
milk production is increasing.%” Lau and Henning® com-
pared the number of swallows in a pair of breastfeeding
babies (ages 12 and 22 months) with test weights and
found close correlation with milk intake. Schutzman et
al.’ and Kulski et al.,°® using mothers’ reports of milk
“coming in” as the end point, reported LTs of 52-63
hours, consistent with our results. In practice, the clini-
cian or lactation consultant who counsels the
breastfeeding mother makes a clinical analysis of LT
from the mother’s report, the weight of the infant be-
fore and after feeding (test weighing), or infant weight
gain. A mother’s report, though less exact as a research
tool, is very useful in practice and, by respecting her
description of the process, increases the mother’s con-
fidence in her practitioner.

Studies of milk production in the first few days after
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delivery by expression'' or test weighing the infant3#7:26
have shown that there is a rapid increase in milk sup-
plied that parellels the mother’s sensation of “coming
in.” Other methods of documenting milk production, such
as moiré topography?’ or computerized breast volume
determination,” have been used to measure milk pro-
duction in research settings on small numbers of sub-
jects with established lactation but could be upsetting to
a postpartum mother trying to initiate lactation for the
first time.

Previous pregnancy carried to term prepares the
breast for earlier milk production as demonstrated by
the shorter LT in multiparous than primiparous mothers.
Zuppa et al.'” reported lower basal serum prolactin lev-
els in multiparous mothers and increased milk intake in
their infants in the first several days postpartum com-
pared with primiparous mothers and their infants. They
hypothesized that this finding was related to an increased
number of occupied prolactin-receptors in the mammary
glands of multiparous mothers.

There is breastfeeding folklore that the time between
delivery and increased milk production decreases as the
number of pregnancies increases. In this sample of
multiparous mothers, the LT times was not significantly
different as parity increased above 2.

Medication in labor was determined to be a signifi-
cant factor in predicting onset of LT in the multivariable
model. Promethazine(Phenergan) was associated with
an increase in mean LT in 6 mothers compared with the
mothers who received other medication in labor and did
not receive promethazine. Dopamine agonists, such as
the phenothiazines, stimulate prolactin secretion by oc-
cupying hypothalamic dopaminergic receptors, thereby
blocking dopamine’s action as an inhibitor of prolactin
secretion.” Chlorpromazine, a phenothiazine, has been
used to induce lactation and has produced galactorrhea
in patients who have been treated with it. Promethazine,
also a phenothiazine, would be expected to increase milk
production and therefore to shorten the time between
delivery and lactogenesis. Therefore, prolongation of the
LT in this study is an unexpected finding. The one in-
fant who failed to gain in Saint’s study® of colostrum
and milk yield in the first month was the baby of a mother
who had promethazine in labor. Our finding may be linked
to the report by Meites and Schelesnyak? of complete
inhibition of lactogenesis in rats treated with exogenous
prolactin.

Cesarean section prolonged LT in multiparous moth-
ers. According to the multivariable model, cesarean sec-
tion increase LT by 6 hours. In the bivariable analysis
(mean LT in vaginal vs cesarean delivery in primipa-
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rous mothers) the difference between LT was not sig-
nificant. It is likely that the difference was masked by
the presence of medication in labor in some of the vagi-
nally delivered mothers, increasing the mean. Clearly,
surgery has an effect on the milk induction process.

Although there was not a significant relationship be-
tween LT and infant birth weight, analysis of variance
did show increased weight loss as LT increased. It is
intuitive to assume that the longer the baby’s nutrition is
limited to colostrum, which averages about 30ml per
day the first day,'® the greater will be the weight loss.

This study did not evaluate the possible effect of nurs-
ery practices or maternal postpartum problems and
management on LT, factors that need to be addressed.
A large recall study by Pérez-Escamilla et al.’' sug-
gests that milk or water feedings before lactogenesis
may delay lactogenesis. Other reports indicate that feed-
ing before lactogenesis occurs had no effect on milk
production over the first 5 days® or breastfeeding rate
at 1 month.’

Clinical practice commonly involves anticipating or
predicting outcomes. The results of this study can be
used by the clinical practitioner counseling the new
mother at the bedside to predict when her milk produc-
tion is likely to increase. By knowing approximately
when milk production is going to increase, the physi-
cian, lactation consultant, or nurse can reassure the anx-
ious mother during the latent period between delivery
and lactogenesis that the delay is perfectly normal. With
shorter postpartum hospitalizations, mothers are com-
monly discharged before milk production increases. The
shorter hospitalization increases the pressure on the
nursing staff and lactation consultants in the hospital to
provide lactation education and to determine that the
mother-baby dyad is nursing well enough to be dis-
charged. Knowing when to expect milk production to
increase can help the hospital staff reassure mothers
who are worried about their nursing.

Summary

In this study, mean + SD lactogenesis time (LT) in
127 mothers was 50 + 15 hours. By multivariable analy-
sis, LT was affected by parity, mode of delivery and
medications in labor. The multivariable analysis model
based on the data in this study predicts that LT for a
multiparous mother with uncomplicated vaginal deliv-
ery and no medication in labor would be 44 hours, an
additional 11 hours in primiparous mothers, 6 hours more
if delivery was by cesarean section, and a further 13
hours if pain and sedative medications were given in
labor. Each of these factors is additive.
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Percepcién materna del momento de la lactogenesis, Reporte
Clinico (Maternal Perception of Lactogenesis Time: A Clini-
cal Report)

Resumen

Un estudio del intervalo de tiempo (LT) entre el parto y la
sensacion de produccion de leche (lactogenesis) determiné
si la lactogenesis esta afectada por la paridad, factores durante
el embarazo y parto, y especialmente cesarea. Cuarenta y seis
primiparas y 81 multiparas reportaron el momento de tener
una sensacién de produccién de leche después del parto. La
mediana de Desviacion Estandard (DE) del intervalo de tiempo
de lactogenesis (LT) en toda la muestra fué de 50+ 15 horas.
La mediana del intervalo de tiempo de lactogenesis en 46
primiparas fue de 59 + 14 horas, y en 81 multiparas entre 45 +
12 horas (Student t test, p<0.01). La mediana LT no disminuyé
amedida que aumentd la paridad en las multiparas. Luego de
un andlisis multivariado, la mediana LT fué de 44 horas en
multiparas con partos vaginales sin medicacion, 11 horas
mads para las primiparas, 6 horas mds en las mujeres con parto
por cesdrea y 13 horas mds si se utilizaron sedantes o
medicacién analgésica durante el trabajo de parto.



