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Abstract
Background: Nursing professionals qualified and aware of the importance of breastfeeding as a practice permeated by
social, cultural, historical, economic and psychological factors contribute significantly to its establishment and maintenance. The objective was to describe the breastfeeding-related performance of nursing professionals in the Family Health
Strategy from the perspective of health promotion.
Methods: An observational and cross-sectional study developed between April and July 2010, involving 45 Registered
Nurses who work in the Family Health Strategy in Uberaba, Minas Gerais, Brazil. Data were collected through a selfadministered questionnaire and through participant observation of the professionals at educational groups for pregnant and
breastfeeding clients, home visits in the postpartum period, prenatal and children consultations. We used univariate data
analysis and data obtained by observations were described.
Results: Most professionals said that they often guided about breastfeeding on the activities investigated. These assertions
about the development of breastfeeding promotion activities were not very consistent with practice. Their practical
performance was not consistent with the proposal of health promotion to go beyond the biological dimension of
breastfeeding.
Conclusions: We found a discrepancy between what the professionals stated in the questionnaires and what they used to
do in their practice in health services. These findings contradict the assumptions of the Family Health Strategy and provide
opportunity for further studies to clarify this gap.
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1 Introduction
In the last 30 years, Brazil has advanced in its strategies to promote, protect and support breastfeeding. However, despite
the innumerable advantages of breastfeeding, supported by scientific evidence, and the improvement of breastfeeding
rates in Brazil, its indicators have revealed a tendency towards stabilization, and remain far from the recommendation of
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the World Health Organization, i.e., exclusive breastfeeding until the age of six months and complemented breastfeeding
until the age of two years or more [1].
As a social practice, breastfeeding is not limited to biological factors, but comprises social, cultural and psychological
dimensions, since it combines biological determinants with breastfeeding women’s subjective conditions [2-3].
Health care in Brazil is considered a universal right. The government guarantees access to health care, including
promotion, protection, cure and rehabilitation. The Unified Health System (SUS) aims to reduce disparities in health care
by providing access to publicly funded health care [4]. In this context, the Brazilian health system is historically marked by
a curative care model centered on medical consultations and, therefore, requires deep and radical changes in its
organization [5].
The Family Health Strategy is considered the major government effort to improve primary health care in Brazil. Its intent
is to restructure care practice and refocus the care model that exists in the SUS [4-6]. In this logic, this strategy aims to
transpose the fragmented view of the patient to an integral perception that encompasses the individual, familiar and social
dimensions and retrieve general practice, in which the disease process is considered within a local reality [7].
Maternal and child health care, which includes the promotion of breastfeeding, figures on the list of primary healthcare
actions [8-10]. In routine health care, however, mothers’ biological complaints are focused on, with little or no attention to
the subjective aspects of the breastfeeding process. This entails a gap between the professional staff, whose education is
based on a fragmented and individual care logic, focused on curing diseases, and these women, with their difficulties and
limitations that come with the practice of breastfeeding and are intrinsic to their social context [11-13]. As a result, early
weaning and infant mortality rates in Brazil are high [14]. Study have shown the protective effect of breastfeeding on child
mortality. It is estimated that breastfeeding avoid 60 % of infant mortality due to respiratory infection and 80 % due to
diarrhea [15].
Primary healthcare professionals are responsible for the continuous follow-up of the breastfeeding process, from prenatal
care to childcare [16]. Nursing professionals are considered able to promote, protect and support breastfeeding and to act in
line with national and international pro-breastfeeding policies [3]. In this context, the description of professional nursing
practices in the family health teams is justified by the fact that nurses comprise the largest group of healthcare
professionals in the SUS services [17]. The strategy of describing the breastfeeding promotion practices aims to recognize
the setting created to support breastfeeding, judge the effects of a program and, thus, reflect about their practice
considering the principles of primary healthcare. This analysis allows for planning, designing and evaluating public
policies regarding breastfeeding. Changing the service paradigm is a challenge that must be faced and overcome [18].
Recent Brazilian [19-21] and international [22-23] studies identified and characterized practices and attitudes towards
breastfeeding among health professionals at different care levels. These studies are focused primarily on how frequently
professionals develop breastfeeding promotion activities and practices in their daily work and reveal that most
professionals say that they provide guidance on breastfeeding since antenatal care. They present a restricted vision of
professionals’ actions and instructions, without looking deeper into how these activities take place and ignoring essential
elements in the breastfeeding approach to promote this social practice.
Starting from the existing scientific knowledge and our professional practice in primary health care and breastfeeding, we
question whether the daily work of Registered Nurses in the Family Health Strategy meets the demands of women
breastfeeding or planning to breastfeed, in order to understand and value their beliefs, feelings and experiences and offer
support during the breastfeeding process. In this way our objective was to describe the breastfeeding-related performance
of nursing professionals in the Family Health Strategy from the perspective of health promotion.
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2 Subjects and methods
An observational and cross-sectional study was developed between April and July 2010, involving Registered Nurses who
work in the Family Health Strategy in Uberaba, Minas Gerais, Brazil. The city of Uberaba serves as a health referral hub
for 21 cities. Approximately 300,000 inhabitants live in the city itself, 97 % of whom in urban areas.
The Family Health Strategy was implemented in Uberaba in 1996. In 2010, 50 family health teams were active, offering
care to approximately 57.8 % of the population. All teams are composed of a doctor, a Registered Nurse, a Nursing
Technician, a dentist, a dental assistant and, on average, six community health agents.
Working at a family health team in the urban area of the city was set as the inclusion criteria. Thus, the study population
comprised all Registered Nurses who were working in the 46 Family Health Strategy teams active in the urban area of
Uberaba, totalling 46 professionals.
One professional could not participate because she was in the process of hiring. Therefore, the final population included 45
Registered Nurses.
Data were collected in two phases: the first consisted of applying one questionnaire, and the second referred to observing
the care provided by Registered Nurses to pregnant women and the mother-child binomials.
For the first phase, the professionals were contacted by phone, informed about the study and then invited to participate. A
time and date were scheduled to apply the questionnaire, according to their availability. The data collection was performed
using a self-administered and semi-structured questionnaire with a three-point Likert scale. The questionnaire was tested
and validated before the study [19] and included questions about the professionals’ sociodemographic characteristics and
their own breastfeeding experience and also about the frequency with wich they counseled about breastfeeding at
educational groups for pregnant and breastfeeding women, home visits in the postpartum period, and prenatal and children
consultations. The mean time for completing the questionnaire was 35 minutes.
The instrument used has a restricted vision of the actions and guidelines performed by professionals. Therefore, it does not
allow a deepening on how the activities take place. Thus, intending to address the limitations of this tool and get a broader
view that allows detecting essential elements in the approach of breastfeeding by nursing professionals, we started the
second stage of data collection, which used the methodology of participant observation.
The observation allows the direct contact with the phenomenon observed and obtains information about the reality of the
subjects in their own contexts, which cannot be obtained through questions [24]. It is through participant observation, while
intellectual act, that we form a conception of the object of study as a direct source of data and information obtained at
spontaneous occurrence of events [25].
Before the second phase of data collection, the questionnaires responses were briefly analyzed in order to identify the
Family Health Units where the activities supposed to be observed took place. Afterwards the principal researcher observed
the professionals at all times that these activities occurred. The aim of the participant observation was to gain a broader
view and detect the essential elements in nursing professionals’ approach of breastfeeding.
The observations were performed with the purpose to follow Registered Nurses in their practice of caring for pregnant or
breastfeeding clients who attended the unit. The following aspects were considered in the observations: the dynamics of
the service; the client’s flow in the health unit; the welcoming; the unit’s physical structure; the ambiance; the privacy; and
the professionals’ conduct during the activities. Regarding the home visits, the conditions of the residence, mainly on how
the professionals approached the mother-child binomial. Observations were chosen in order to not interfere with the
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development of activities, focusing on the need for a broad vision of the space and subjects involved. Field notes were
recorded at the end of each observation.
For statistical analysis of the data from the self-administered questionnaires, we used the Statistical Package for Social
Sciences (SPSS), version 16.0. Univariated analysis was used to identify absolute and relative frequencies distributions
and, for quantitative variables, we calculated the means and standard deviations.
The observations were analyzed descriptively and served as a complement to the questionnaires. In this way, they were
triangulated with the questionnaires findings to strengthen the researcher’s interpretation of data obtained. The observations were described against a background of health-care promotion.
The research proposal of the present study was approved by the Research Ethics Committee of University of São Paulo at
Ribeirão Preto College of Nursing (Process number 1035/2009), in compliance with Resolution 196/96 of the National
Health Council. The study followed all ethical standards for nursing professionals and mothers participating in the
attendance of researchers at home, respecting human dignity, and a Free and Informed Consent Form was used.

3 Results
3.1 Participants’ characteristics
Practitioners’ average age was 31.7 years (SD = 7.8; range 22-55). Participants were mostly female (93.3%, n = 42) and
33.3% (n = 15) had children. In this group, totally female, 93.3% (n = 14) breastfed their children.

3.2 Report of the professionals versus observations – What they say and
what they do
In this section, we compare the findings from the report of the participants in the questionnaires with those obtained by
observations. We describe the observations made during the breastfeeding promotion activities, with a view to a more
profound analysis of Registered Nurses’ role in breastfeeding promotion.
3.2.1 Groups for pregnant and breastfeeding mothers
1)

What they say…

Twenty-seven (60.0%) Registered Nurses said that they used to participate in the health education groups and 24 (88.9%)
of them indicated that they provided breastfeeding orientations during almost all meetings.
2)

What they do…

Meetings of health education groups for pregnant and breastfeeding women took the form of lectures and prescriptive
lessons about pregnancy, childbirth and newborn care, including the approach of breastfeeding. No reflective orientations
were explored, with little information exchange and participation among women. Although 60.0 % of the Registered
Nurses affirmed that they participated in the groups for pregnant and breastfeeding women, this was not observed in
practice, as professionals from only four family health units actually participated in these activities.
3.2.2 Postpartum home visit
1)

What they say…

Forty (88.9%) Registered Nurses said that they used to make home visits to women in the postpartum period. It is
noteworthy that 38 of them (95.0%) reported breastfeeding guidance during almost these visits.
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What they do…

During the four months of data collection, the Registered Nurses made only two home visits to women in the postpartum
period. Based on the observation of this two home visits, at the second month after birth, we identified a nursing practice
based on a biological model and prescriptive conducts. Women were not considered against their family, social, cultural
and economic background. Professionals observed a feeding session and their orientations focused on the breastfeeding
technique, complications, contraception, exclusive breastfeeding, complementary feeding, physical examination and
growth and development monitoring.
3.2.3 Prenatal consultations
1)

What they say…

Thirty-six (80.0%) Registered Nurses said that they were active in prenatal consultations and 33 (91.7%) indicated that
breastfeeding guidance was provided to pregnant women during almost all consultations.
2)

What they do…

Although most Registered Nurses claimed that they offered prenatal nursing consultations and provided breastfeeding
orientations during these meetings, it was observed that they could not put this care in practice, as only five professionals
actually held prenatal consultations at the family health units. When observing these moments, we found that the
consultations were individual, without the presence of companions, based on complaints and conducts, short obstetric
examination, interpretation or request of exams, checking the vaccination and medication delivery. The care was based on
a biomedical model, in which women are not heard, and their family, health and work background are not considered. The
breastfeeding approach was prescriptive, with closed questions and few orientations, which were limited to care of the
breasts, such as sun exposure and use of loose bra straps, moisturizers and oils. Another orientation was about the
contraindication of breastfeeding in the event of another pregnancy. As regards the examination of the breasts, only one
professional performed this during the prenatal consultations. Moreover, one of the five Registered Nurses did a
pre-consultation and subsequently forwarded the women for medical evaluation.
3.2.4 Children consultations
1)

What they say…

Forty-two (93.3%) Registered Nurses said that they used to perform children consultations at their family health units. Of
these, 41 (97.6%) mentioned counseling about the benefits and importance of breastfeeding and inquiries about the
progress of breastfeeding during almost all the consultations.
2)

What they do…

The observations revealed that, among the total number of Registered Nurses who reported doing children consultations,
only three actually did this in practice and focused on complaints, growth and development assessment and vaccination
checking. The orientations were prescriptive and based on childcare. The approach of breastfeeding was restricted to
guidance on the importance of exclusive breastfeeding until the age of six months. Only one professional observed a
feeding session and none examined the breasts or advised the mother about the prevention and/or treatment of breast
problems. Moreover, one of the three Registered Nurses did a pre-consultation and subsequently forwarded the child and
mother to see the doctor.
A comparison of the findings from the report of the participants with those obtained by observations is displayed in Table
1.
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Table 1. Comparison of the Findings from the Report of the Participants (questionnaires) with those Obtained by
observations. Uberaba, MG, 2010.
Activities

Educational group for pregnant (n=27)
Postpartum home visits (n=40)
Prenatal consultations (n=36)
Children consultations (n=42)#

Questionnaires(Orientation frequencies*)
During almost all meetings

During some meetings

n
24
38
33
41

n
3
2
3
-

%
88.9
95.0
91.7
97.6

%
11.1
5.0
8.3
-

Observations
n
4
2
5
3

%
16.7
5.0
13.9
7.3

*The category “rarely” on orientation frequency have not been signed
#One (2.4%) participant did not give information on the frequency

4 Discussion
Little consistency was found between most Registered Nurses’ assertions about breastfeeding promotion activities and
practice, as only few of them actually worked in this regard. Moreover, actions were not in accordance with the health
promotion proposal to go beyond the biological dimension of breastfeeding, but instead focused on the individual, curative
and prescriptive approach.
The Family Health Strategy enhanced people's access to basic health services and approximated professionals and users.
However, it has not generated a change in the way professionals act though, as care remains fragmented and focused on
disease and medical consultations [12].
Current breastfeeding promotion strategies are part of a hygienist health care model, partially maintaining the biological
reductionism that was typical of the 1980s. The vertical orientation of health professionals’ actions assumes that
breastfeeding is an instinctive act, reducing it to a natural and biological attribute. These actions aim to inform mothers
about the advantages of breastfeeding and blame them for its failure or success, early weaning and negative consequences
for their children’s health [13].

4.1 Groups for pregnant and breastfeeding mothers
Professionals theoretically acknowledge the need and importance of breastfeeding promotion groups. This does not extend
to practice though, as professional from only four units developed this activity, consistent with the reductionist model.
This may be due to users’ low adherence levels, lack of adequate infrastructure and ambiance, as well as to professionals’
lack of involvement or knowledge.
Health education, characterized by information, training, inspection and enforcement, is still present in health care,
focusing on changing behaviours and bodily practices, in order to adapt them to hygienic precepts [26]. The reason for low
adherence to group education activities stems from a lack of activity planning, which do not meet users' needs but
professional interests. In this sense, the results of these groups may be worse than expected [27].
For proper planning of educational activities in group, the context of the population needs to be in line with the team’s
goals and set in a physical structure that permits collective wellbeing, with adequate lighting, sufficient air circulation and
privacy. The absence of these factors can cause a lack of motivation in professionals and users[28].
Most of the units investigated in this study did not have enough physical space for the development of group activities.
Such limitations should not impede the execution of group activities though. It is possible to use outdoor environments of
health facilities, within its coverage area, as an alternative to facilitate the community’s access and adherence to and
connection with group activities [28].
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Health education considers the other as a subject with knowledge instead of a mere information receiver, since the process
of mutual interaction and openness to one another’s knowledge enhances the shared construction of knowledge and
different care forms [29]. The role of health professionals in the group is to welcome the participants and listen to their
experiences and questions, so as to enable them to explain their self-care difficulties, identify the resources they have to
face them and link knowledge, information and experiences, strengthening the bond with the health teams [30].

4.2 Postpartum home visit
Despite the observations of the two home visits do not allow us to draw appropriate conclusions about the practice of
Registered Nurses of the Family Health Strategy, they revealed that biological and prescriptive practice still impregnates
those moments, considering the absence of concern with contextualizing the women in their family environment, where
breastfeeding practice becomes a complex experience, determined by factors that go beyond the biological determinism of
lactation. We emphasize that these two visits were made in the second month after birth.
From these findings we suggest a gap in nursing care for women in the postpartum period at the primary health care. The
current national policy directed to maternal/child population recommends a home visit in the first week postpartum, since
the main situations of maternal and neonatal morbidity/mortality, largely happen in this period [31].
The expansion and strengthening of home care value the health-disease process and the influence of the life context and
family dynamics on child and maternal health, and also facilitate the entry of health professionals into the home. The
objective of this insertion is to observe and work with the development of both mother and child within their
environmental, cultural and family context [32- 33].
Home visits in the postpartum period, performed by nurse practitioners in primary care, include assistance to both mother
and son child, guidance on baby care and self-care, family planning, breastfeeding support and referral to specialized
services if necessary. This strategy is particularly important in view of the reduced stay at the maternity ward, limiting the
support and education received during hospitalization [34].
The most vulnerable period of breastfeeding covers the first two weeks postpartum. An initial enjoyable and efficient
process is the ideal way to establish breastfeeding, while the opposite leads to failure, even in women who were originally
willing to breastfeed [35]. Support for breastfeeding mothers in the first days postpartum is essential for the maintenance of
lactation and helps to prevent the most common problems in this period [36].
Evidence indicates that successful postpartum visits lead to increasing exclusive breastfeeding rates [37]. This strategy,
however, is most effective when visits happen frequently and in conjunction with other interventions [38]. The experience
of a nurse home visiting programme has brought positive results to various aspects of the life of mother and child,
specifically the duration of breastfeeding [39].

4.3 Prenatal consultations
Registered Nurses were unable to put in practice prenatal care as, of all professionals who indicated doing prenatal
consultations in their daily work, only five actually did. Observation of these moments revealed that consultations were
based on the biomedical model.
Qualified and humanized prenatal care is essential for maternal and child health. A new understanding of the healthdisease process is needed, which includes the person as a whole and considers his/her social, economic, cultural and
physical context [40- 42]. Knowing the aspects related to breastfeeding practice is essential to allow mother and child to live
this experience effectively and smoothly, getting necessary and appropriate health professional’s orientations during
pregnancy [40].
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Prenatal care is considered an important opportunity to encourage breastfeeding, when professionals are responsible for
stimulating a woman's ability to breastfeed [43]. The promotion of this practice during prenatal care increases exclusive
breastfeeding rates during the first months, with a great effect in developing countries [44].
We question why, in the context of the Family Health Strategy, Registered Nurses behave as adjuvants, as they should
contribute to quality care, promoting health and providing support and confidence to pregnant women [45]. The quality of
care is related to these aspects minimally valued by the population and by nurses, who associate professional qualification
with autonomy to prescribe drugs and request tests, restricting the consultations to interventionism, in detriment of
preventive and health education aspects, which mark nursing practice [46].

4.4 Children consultations
In the group of Registered Nurses who claimed offering children consultations, only three did this in practice, based on
complaints and conducts.
Despite the importance of child growth and development assessment, children consultations should go beyond purely
assistentialist and biologic actions, prioritizing health promotion, health education and valuing the socioeconomic and
cultural context of each child [47]. Listening, bonding and the optimization of various knowledge sources should guide
professional conduct, through dialogue, awareness and sensitivity to the needs of each child and family [48].
The children consultation is one way to promote breastfeeding and permits emphasize the importance of this practice for
both mother and child, preventing the early introduction of other liquids and foods in the infants’ diet, offering orientations
and answering mothers’ questions, thus consolidating their knowledge on the subject and eliminating factors that might
hinder its consolidation. Periodic evaluation of the child allows breastfeeding promotion to happen fully, provided that
adequate knowledge about infant feeding is inherent to this practice [49].
Children consultation is being developed in a non-integrated form, with fragmented orientations that are based on
complaints, which compromises the valuation of the child as a developing human being. It is essential, therefore, to rethink
child health practices, particularly emphasizing breastfeeding promotion, human resource training, family participation in
care and guidance to mothers, with a view to holistic health care. In this sense, despite the countless difficulties met in
everyday Family Health Strategy care, such as nursing staff’s lack of awareness about the importance of their
transformative role, change is necessary, not only through technical or scientific development, but also through respect for
people, relationships and their subjectivities, rupturing with the biomedical model established in the reality of health
services [50].
Integrated work among all health professionals, especially nursing staff, since the start of prenatal care and throughout the
child’s monitoring in children consultations, is a decisive factor to establish and maintain extended breastfeeding [49]. In
addition, nursing consultations combined with home visits are a strategy to provide education and care with a view to
enhancing children’s nutritional health, provided that they do not take narrow, interventionist and vertical forms.
Professionals need sensitivity, however, to go beyond what one sees and hears, from the perspective of respect of social
and cultural determinants [48].
This difficulty of the Family Health Strategy to confront the traditional biomedical model and implement a new health care
logic in Brazil is due to the fact that professionals have not yet assimilated the perspective of a new care model as an
innovative strategy to restructure health actions, repelling the broader view of the health-disease process [51].
Impairments resulting from this traditional “health production” form are challenging and a critical point to overcome this
situation is human resource training for the SUS, considering that these professionals’ education profile is still based on a
fragmented, individual and cure-focused care logic [52].
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In this sense, curriculum changes in professional health education are required to go beyond the services’ current
reality [51]. Besides highlighting the importance of vocational training to change the health care model, it is essential to find
ways to confront the current situation of professionals working in the system, with a view to mitigating the damage of
inadequate and insufficient previous education and guaranteeing practices that are consistent with a holistic care model [52]
. Breastfeeding support will only be a priority when managers invest in care organization, resource allocation and
continuing education of human resources [53].

4.5 Limitations of the study
Despite concerns about the methodological rigor of observations, the possibility of bias during this stage is always present
because it is based on subjective informations and data. Moreover, although it offers the possibility of a closer study and
the exploration of reality, in this method of data collection the observer is visible to subjects being observed, which can
cause changes in how they conduct their normal activities.
The study did not aim to question pregnant and breastfeeding women about the guidance and support received. Such
information could be compared to those of health professionals, which would enrich the results.
We hope the results of this study will fill gaps in the scientific literature and create new pathways towards enhancing and
encouraging the performance of nursing professionals of the Family Health Strategy in the promotion of breastfeeding.

5 Conclusions
Most Registered nurses’ assertions about the development of breastfeeding promotion activities were not very consistent
with practice, but nevertheless indicated awareness and intention. Their practical performance, however, was not
consistent with the proposal of health promotion to go beyond the biological dimension of breastfeeding.
This discrepancy between what the professionals stated in the questionnaires and what they used to do in their practice in
health services contradict the assumptions of the Family Health Strategy and provide opportunity for further studies to
clarify this gap. Due to the burden of functions performed; managers’ charge to perform a certain volume of procedures;
staff turnover at the services; the lack of an education program and protocol for breastfeeding action; lack of partnerships
with community groups for breastfeeding support and continuing health education and little knowledge on the subject
figure among the motives why the existing potential in primary care services is not fully explored.
An implication for practice is the importance of further research to investigate the reasons why breastfeeding promotion
activities are not accomplished. This will unveil this gap and permit the proposal of interventions to remedy nursing
professionals’ non-compliance / lack of interest in relation to this practice.

Acknowledgement
The authors thank all participants for their important contribution to the project.

References
[1] Venancio SI, Escuder MM, Saldiva SR, Giugliani ER. Breastfeeding practice in the Brazilian capital cities and the Federal District: current
status and advances. J Pediatr. 2010; 86(4): 317-324. http://dx.doi.org/10.2223/JPED.2016
[2] Monteiro JCS, Nakano AMS, Gomes, FA. Breastfeeding as a constructed practice: reflections about breastfeeding and weaning historical
evolution in Brazil: [review]. Invest Educ Enferm. 2011; 29(2): 315-321.
[3] Spaulding DM. The influence of culture and health on the breastfeeding relationship. J Obstet Gynecol Neonatal Nurs. 2009; 38(2):
218-218. PMid:19323718 http://dx.doi.org/10.1111/j.1552-6909.2009.01012.x
[4] Paim J, Travassos C, Almeida C, Bahia L, Macinko J. The Brazilian health system: history, advances and challenges. Lancet. 2011; 377:
1778-1797. http://dx.doi.org/10.1016/S0140-6736(11)60054-8

Published by Sciedu Press

149

www.sciedu.ca/jnep

Journal of Nursing Education and Practice, 2013, Vol. 3, No. 11

[5] Silva JM, Caldeira AP. Modelo assistencial e indicadores de qualidade da assistência: percepção dos profissionais da atenção primária à
saúde. Cad Saude Publica. 2010; 26(6): 1187-1193. PMid:20657983 http://dx.doi.org/10.1590/S0102-311X2010000600012
[6] Hennigan T. Economic success threatens aspirations of Brazil’s public health system. BMJ. 2010; 341: c5453. PMid:21115588
http://dx.doi.org/10.1136/bmj.c5453
[7] Seclen J, Fernandes AS. Experiências e desafios da atenção básica e saúde familiar: caso Brasil. Brasília: Organização Pan-Americana de
Saúde, 2004.
[8] Starfield B. Primary care: balancing health needs, services and technology. New York: Oxford University Press, 1998.
[9] Oliveira MIC, Camacho LAB, Tedstone AE. A Method for the Evaluation of Primary Health Care Unit’s Practice in the Promotion,
Protection, and Support of Breastfeeding: Results from the State of Rio de Janeiro, Brazil. J Hum Lact. 2003: 19(4): 365-373.
PMid:14620450 http://dx.doi.org/10.1177/0890334403258138
[10] Parada CMGL, Carvalhaes MABL, Winckler CC, Winckler LA, Winckler VC. Breastfeeding in a population attended by the family health
program - FHP. Rev Latino-am Enfermagem. 2005; 13(3): 407-414. http://dx.doi.org/10.1590/S0104-11692005000300016
[11] Nakano AMS. Breastfeeding experiences in a group of women: the limits of “the body for the child” and “the body for oneself”. Cad Saude
Publica. 2003; 19(Suppl 2): S355-363. PMid:15029355
[12] Macinko J, Almeida C, Oliveira ES, Sa’ PK. Organization and delivery of primary health care services in Petrópolis, Brazil. Int J Health
Plann Manag. 2004; 19(4): 303-317. PMid:15688875 http://dx.doi.org/10.1002/hpm.766
[13] Almeida JAG, Novak FR. Breastfeeding: a nature-culture hybrid. J Pediatr. 2004; 80(Suppl 5): S119-S125.
http://dx.doi.org/10.1590/S0021-75572004000700002
[14] Ministério da Saúde. Manual de Vigilância do Óbito Infantil e Fetal e do Comitê de Prevenção do Óbito Infantil e Fetal. Brasília:
Ministério da Saúde; 2009.
[15] Escuder MML, Venancio SI, Pereira JCR. Impact estimates of breastfeeding over infant mortality. Rev Saude Publica. 2003; 37(3):
319-325. PMid:12792682 http://dx.doi.org/10.1590/S0034-89102003000300009
[16] Oliveira MIC, Camacho LAB, Souza IEO. Promoção, proteção e apoio à amamentação na atenção primária à saúde no Estado do Rio de
Janeiro, Brasil: uma política de saúde pública baseada em evidência. Cad Saúde Pública. 2005; 21(6): 1901-10. PMid:16410877
http://dx.doi.org/10.1590/S0102-311X2005000600040
[17] Queiroz PHB. Enfermeiras na Atenção Básica de Saúde e a amamentação. Dissertation. Faculdade de Ciências Médicas, Universidade
Estadual de Campinas, 2008.
[18] Bueno LGS, Teruya KM. Aconselhamento em amamentação e sua prática. J Pediatr. 2004; 80(5): S126-130.
[19] Becker D. In the breast of the family: breast-feeding and promotion of the health in the program health of the family. Dissertation.
Fundação Oswaldo Cruz, Escola Nacional de Saúde Pública, 2001.
[20] Silvestre PK, Carvalhaes MABL, Venancio SI, Tonete VLP, Parada CMGL. Breastfeeding knowledge and practice of health professionals
in public health care services. Rev Latino-am Enfermagem. 2009; 17(6).
[21] Caldeira AP, Aguiar GN, Magalhães WAC, Fagundes GM. Knowledge and practices in breastfeeding promotion by Family Health teams
in Montes Claros, Brazil. Cad Saude Publica. 2007; 23(8): 1965-1970. PMid:17653414
http://dx.doi.org/10.1590/S0102-311X2007000800023
[22] Al-Nassaj HH, Al-Ward NJA, Al-Awqati NA. Knowledge, attitudes and sources of information on breastfeeding among medical
professionals in Baghdad. Eastern Mediterranean Health Journal. 2004; 10(6): 871-878. PMid:16335775
[23] Brodribb W, Fallon A, Jackson C, Hegney D. Breastfeeding and Australian GP Registrars! Their Knowledge and Attitudes. J Hum Lact.
2008; 24(4): 422-430. PMid:18974291 http://dx.doi.org/10.1177/0890334408323547
[24] Minayo MCS. Pesquisa social: teoria, método e criatividade. [23th Ed]. Petrópolis: Vozes, 2004.
[25] Queiroz D, Vall J, Souza AMA, Vieira NFC. Observação participante na pesquisa qualitativa: conceitos e aplicações na área da saúde. Rev
Enferm Uerj. 2007; 15(2): 276-283.
[26] Teixeira CC. Interrupting routes, hygienizing people: sanitary techniques and human beings in the actions of sanitary guards and
educators. Ciênc Saúde Coletiva. 2008; 13(3): 965-974. PMid:18813589 http://dx.doi.org/10.1590/S1413-81232008000300018
[27] Ronzani TM, Silva CM. Brazil's Family Health Program according to healthcare practitioners, managers and users. Ciênc Saúde Coletiva.
2008; 13(1): 23-34. PMid:18813517 http://dx.doi.org/10.1590/S1413-81232008000100007
[28] Rocha LP, Cezar-Vaz MR, Cardoso LS, Almeida MCV. Group processes in the family health strategy: a study based on nurses’
perceptions. Rev Enferm UERJ. 2010; 18(2): 210-215.
[29] Acioli SA. Educational practice expressing the care in Public Health. Rev Bras Enferm. 2008; 61(1): 117-121. PMid:18578320
[30] Silveira LMC, Ribeiro VMB. Compliance with treatment groups: a teaching and learning arena for healthcare professionals and patients.
Interface: Comunicação, Saúde, Educação. 2004; 9(16): 91-104. http://dx.doi.org/10.1590/S1414-32832005000100008
[31] Ministério da Saúde. Atenção pré-natal de baixo risco. Brasília: Ministério da Saúde; 2012.
[32] Bernardi MC, Carraro TE, Sebold LF. Puerperal home visit as a strategy for nursing care in primary health care: integrative review. Rev
Rene. 2011; 12: 1074-1080.
[33] Sossai LCF, Pinto IC. A visita domiciliária do enfermeiro: fragilidades x potencialidades. Cienc Cuidado Saúde. 2010; 9(3): 569-576.

150

ISSN 1925-4040 E-ISSN 1925-4059

www.sciedu.ca/jnep

Journal of Nursing Education and Practice, 2013, Vol. 3, No. 11

[34] Sword WA, Krueger PD, Watt MS. Predictors of Acceptance of a Postpartum Public Health Nurse Home Visit: findings from an Ontario
Survey. Can J Public Health. 2006; 97(3): 191-196. PMid:16827404
[35] Murahovschi J. Amamentação – repensando as dificuldades. J Pediatr. 2003; 79(6): 561-566.
[36] Mannan I, Rahman SM, Sania A, et al. Can Early Postpartum Home Visits by Trained Community Health Workers Improve Breastfeeding
of Newborns? J Perinatol. 2008; 28(9): 632-640. PMid:18596714 http://dx.doi.org/10.1038/jp.2008.64
[37] Bashour HN, Kharouf MH, AbdulSalam AA, Asmar KE, Tabbaa MA, Cheikha SA. Effect of Postnatal Home Visits on Maternal/Infant
Outcomes in Syria: A Randomized Controlled Trial. Public Health Nurs. 2008; 25(2): 115-125. PMid:18294180
http://dx.doi.org/10.1111/j.1525-1446.2008.00688.x
[38] Sheehan D, Watt S, Krueger P, Sword W. The Impact of a New Universal Postpartum Program on Breastfeeding Outcomes. J Hum Lact.
2006; 22(4): 398-408. PMid:17062785 http://dx.doi.org/10.1177/0890334406293434
[39] Kemp L, Harris E, McMahon C, et al. Child and family outcomes of a long-term nurse home visitation programme: a randomised
controlled trial. Arch Dis Child. 2011; 96:533-540. PMid:21429975 http://dx.doi.org/10.1136/adc.2010.196279
[40] Ministério da Saúde. Pré-natal e puerpério: atenção qualificada e humanizada. Brasília: Ministério da Saúde; 2006.
[41] Smith AHK, Dixon AL, Page LA. Health-care professionals’ views about safety and maternity services: a qualitative study. Midwifery.
2009; 25(1): 21-31. PMid:19095334 http://dx.doi.org/10.1016/j.midw.2008.11.004
[42] Duarte SJH, Andrade SMO, Mamede MV. Maternal decision on obtaining prenatal care: a study in Brazil. Midwifery. 2011; 27(2):
160-164. PMid:19589630 http://dx.doi.org/10.1016/j.midw.2009.04.008
[43] Rempel LA, Moore KCJ. Peer-led prenatal breast-feeding education: A viable alternative to nurse- led education. Midwifery. 2011;
http://dx.doi.org/10.1016/j.midw.2010.11.005.
[44] Imdad A, Yakoob MY, Bhutta ZA. Effect of breastfeeding promotion interventions on breastfeeding rates, with special focus on
developing countries. BMC Public Health. 2011; 11(Suppl 3): 24. PMid:21501442 http://dx.doi.org/10.1186/1471-2458-11-S3-S24
[45] Narchi NZ. Prenatal care by nurses in the East Zone of the city of São Paulo – Brazil. Rev Esc Enferm USP. 2010; 44(2): 266-273.
PMid:20642034 http://dx.doi.org/10.1590/S0080-62342010000200004
[46] Calderon MP, Cecatti JG, Vega CEP. Beneficial interventions for maternal mortality prevention in the prenatal period. Rev Bras Ginecol
Obstet. 2006; 28(5): 310-315.
[47] Del Ciampo LA, Ricco RG, Daneluzzi JC, Del Ciampo IRL, Ferraz IS, Almeida CAN. Family Health Care Program and child health care.
Ciênc Saúde Coletiva. 2006; 11(3): 739-743. http://dx.doi.org/10.1590/S1413-81232006000300021
[48] Silva MM, Rocha L, Silva SO. Nursing in puericulture: uniting assistance methodologies to promote infant nutritional health. Rev Gauch
Enferm. 2009; 30(1): 141-144. PMid:19653569
[49] Ciampo LAD, Junqueira MJG, Ricco RG, Daneluzzi JC, Ferraz IS, Martinelli JCE. Secular trend of breastfeeding at a mother and child
primary healthcare clinic in Ribeirão Preto, São Paulo. Rev Bras Saúde Mater Infant. 2006; 6(4): 391-396.
[50] Figueiredo GLA, Mello DF. Nursing practice in children healthcare at a basic health unit. Rev Latino-am Enferm. 2003; 11(4): 544-55.
http://dx.doi.org/10.1590/S0104-11692003000400019
[51] Costa GD, Cotta RMM, Ferreira MLSM, Reis JR, Franceschini SCC. Saúde da família: desafios no processo de reorientação do modelo
assistencial. Rev Bras Enferm. 2009; 62(1): 113-118. PMid:19219363 http://dx.doi.org/10.1590/S0034-71672009000100017
[52] Gil CRR. Formação de recursos humanos em saúde da família: paradoxos e perspectivas. Cad Saude Publica. 2005; 21(2): 490-498.
PMid:15905911 http://dx.doi.org/10.1590/S0102-311X2005000200015
[53] Venancio SI. Amamentação: repensando as dificuldades. J Pediatr. 2003; 79(6): 564-565.

Published by Sciedu Press

151

