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CLINICAL QUESTION
Do breastfeeding support interventions effectively extend 
the duration and exclusivity of breastfeeding in mothers and 
healthy infants delivered at full term?

EVIDENCE-BASED ANSWER
There is moderate evidence that women who receive breastfeed-
ing support interventions are more likely to continue breast-
feeding up to 6 months postpartum; these interventions also 
appear to increase exclusive breastfeeding (i.e., breast milk is 
the only form of nutrition). The type of support (i.e., virtual, 
in-person, or by a health professional vs. a peer) does not sig-
nificantly affect outcomes.1 (Strength of Recommendation: A, 
consistent, good-quality patient-oriented evidence.)

PRACTICE POINTERS
Although the World Health Organization, American Academy 
of Pediatrics, and American Academy of Family Physicians 
recommend exclusive breastfeeding until infants are 6 months 
of age, only 25% of mothers in the United States follow these 
recommendations, and less than 36% breastfeed after 1 year.2 
The U.S. Preventive Services Task Force suggests providing 
breastfeeding support, which can include reassurance, infor-
mation, and counseling, to increase breastfeeding rates.3 The 
authors of this Cochrane review sought to investigate the effec-
tiveness of breastfeeding support on breastfeeding duration and 
exclusivity.

This Cochrane review included 116 trials of 98,816 healthy 
mother-infant pairs.1 Compared with standard care, interven-
tions included breastfeeding support services—not otherwise 
well-defined—and breastfeeding support in combination with 
maternal and child health interventions. Maternal and child 
health interventions combined with breastfeeding support were 
collectively labeled by the authors as “breastfeeding plus” and 
included health care services such as vaccinations, baby clin-
ics, intrapartum care, and contraceptive services. Outcomes 
examined the rates that women stopped any breastfeeding or 
stopped exclusive breastfeeding at predefined times after birth 
(4 to 6 weeks and 2, 4, 6, 9, and 12 months).

Breastfeeding support reduced the risk of stopping breast-
feeding at 4 to 6 weeks (risk ratio [RR] = 0.88; 95% CI, 
0.79 to 0.97; moderate-certainty evidence) and 6 months 
(RR = 0.93; 95% CI, 0.89 to 0.97; moderate-certainty 

evidence). Breastfeeding support also improved the possibility 
of exclusive breastfeeding at 4 to 6 weeks (RR = 0.83; 95% CI, 
0.76 to 0.90; moderate-certainty evidence) and 6 months (RR 
= 0.90; 95% CI, 0.88 to 0.93; moderate-certainty evidence).

Breastfeeding plus appeared to increase exclusive breastfeed-
ing at 4 to 6 weeks (RR = 0.73; 95% CI, 0.57 to 0.95; very low-
certainty evidence) and 6 months (RR = 0.79; 95% CI, 0.70 to 
0.90; low-certainty evidence). Breastfeeding plus was associated 
with an increase in any breastfeeding at 6 months (RR = 0.94; 
95% CI, 0.91 to 0.97; moderate-certainty evidence). Whether 
a physician or other clinician provided the support or it was 
delivered in person had no impact on outcomes; however, the 
authors noted that interventions appeared to be more effective 
when performed at four or more visits.1

Significant heterogeneity of the study populations and the 
types of breastfeeding support offered make it challenging to 
broadly apply these conclusions. Meta-regression performed to 
mitigate heterogeneity suggested that these interventions may 
have a greater effect in low- to middle-income countries (45% 
of the study population). A review by the National Institute for 
Health and Care Excellence in the United Kingdom reported a 
similar conclusion and demonstrated that breastfeeding inter-
ventions improve exclusive breastfeeding at 6 and 12 weeks 
postpartum.4

Breastfeeding is a focus of the Healthy People 2030 cam-
paign, which suggests that at least 42.4% of mothers should be 
exclusively breastfeeding at 6 months and that at least 54.1% 
should be breastfeeding at 1 year.2 Based on this Cochrane 
review, clinicians should consider offering support resources 
with at least four contacts. Different communities require sep-
arate types of support.1 Future studies should help differentiate 
which intervention components are beneficial, which should 
be expanded on a larger scale, and how best to link support to 
patients to improve health care outcomes and decrease costs.

The practice recommendations in this activity are available at 
https://www.cochrane.org/CD001141.

This article reflects the opinions of the authors and does 
not reflect the opinion of the Department of the Army, the 
Department of the Air Force, the Department of the Navy, the 
Defense Health Agency, the Department of Defense, or the U.S. 
government.
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CLINICAL QUESTION
Does cognitive rehabilitation improve everyday function and 
well-being in patients with mild to moderate dementia?

EVIDENCE-BASED ANSWER
Cognitive rehabilitation improves participant self-ratings of 
goal attainment, informant ratings of goal attainment, and 
self-ratings of satisfaction with goal attainment at the end of 
treatment and at 3 to 12 months of follow-up.1 (Strength of 
Recommendation [SOR]: A, consistent, good-quality patient-
oriented evidence.) Cognitive rehabilitation likely has a small 
positive effect on caregivers’ social and psychological quality 
of life at 3 to 12 months of follow-up.1 (SOR: A, consistent, 
good-quality patient-oriented evidence.)

PRACTICE POINTERS
Dementia is a group of neurodegenerative conditions that pre-
dominantly occur later in life.2 More than 55 million people are 
living with dementia worldwide, and this number is expected 
to increase to 139 million by 2050.3 Practices that support 
independence and social participation in people with dementia 
could improve patient and caregiver quality of life.4

Cognitive rehabilitation is person-centered care focused on 
targeted areas and goals that are determined to be important 
by the rehabilitation recipient and their caregiver.5 Patients 
have one-on-one sessions with a clinician, usually in their own 
homes. With the help of their clinician, patients identify daily 
activities or tasks that they would like to manage better or per-
form more independently. Through goal attainment, such as 
being able to more successfully or independently complete the 
chosen task or activity, cognitive rehabilitation helps people with 
dementia overcome social barriers and increase independence.

The authors of this Cochrane review sought to determine 
the effectiveness of cognitive rehabilitation on goal attainment 
related to specific patient-centered activities and other func-
tional outcomes.1 These activities or goals were determined after 

discussion with participants and their caregivers to formulate 
individualized plans that would help promote independence. 
Standardized, validated self-rating and informant-rating scales 
were obtained after cognitive rehabilitation sessions to assess 
participant improvement for their chosen task or activity. This 
Cochrane review included six studies (published between 2010 
and 2022) involving 1,702 participants with mean ages of 76 
to 80 years. Studies were conducted in the United Kingdom, 
France, and Canada. Three of the studies were multicenter 
randomized controlled trials, two were single-site randomized 
controlled trials, and one was a crossover trial. Sessions were 
provided once per week (in one of the included studies, ses-
sions were twice per week), and the total hours of treatment 
ranged from 4 to 45 hours of contact with the clinician during 
the study. The studies compared cognitive rehabilitation with 
usual treatment in patients with mild to moderate dementia. 
Participants could have any dementia diagnosis, but those with 
dementia of the Alzheimer type made up most of the study 
population.

The primary outcome assessed was functional ability in tar-
geted activities. Secondary outcomes included general func-
tional ability, self-efficacy, mood, caregiver stress/burden, 
and quality of life. Follow-up intervals included the end of 
therapy (0 to 3 months posttreatment) and medium-term 
(3 to 12 months posttreatment). The targeted activities var-
ied between study groups. Primary and secondary outcomes 
were assessed with standardized, validated self-rating scales 
that varied based on the country where the study was con-
ducted. Examples of standardized scales include the Canadian 
Occupational Performance Measure and the Direct Measure 
of Training.

One session of cognitive rehabilitation per week led to a 
significant positive effect on participant self-ratings of goal 
attainment (standardized mean difference [SMD] = 1.46; 
95% CI, 1.26 to 1.66), informant ratings of goal attainment 
(SMD = 1.61; 95% CI, 1.01 to 2.21), and self-ratings of satis-
faction with goal attainment (SMD = 1.31; 95% CI, 1.09 to 
1.54) compared with usual care at the end of treatment.1 Stan-
dardized scales were used for rating the attainment of therapeu-
tic goals and performance during therapy. This positive effect 
was sustained at medium-term follow-up for all three mea-
sures: participant self-ratings of goal attainment (SMD = 1.46; 
95% CI, 1.25 to 1.68), informant ratings of goal attainment 
(SMD = 1.25; 95% CI, 0.78 to 1.72), and self-ratings of satisfac-
tion with goal attainment (SMD = 1.19; 95% CI, 0.73 to 1.66).

Cognitive rehabilitation had negligible effects on participant 
anxiety, quality of life, sustained attention, memory, delayed 
recall, and general functional ability at the end of treatment.  
It also had negligible effects on participant self-efficacy, depres-
sion, quality of life, immediate recall, and verbal fluency at 
medium-term follow-up.1

Cognitive rehabilitation yielded a small positive effect on 
social and psychological aspects of quality of life for patient 
caregivers at medium-term follow-up based on self-ratings 
(mean difference = 0.43; 95% CI, 0.11 to 0.76).
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The generalized functional ability of patients who partici-
pated in cognitive rehabilitation slightly decreased at medium-
term follow-up (SMD = –0.23; 95% CI, –0.43 to –0.03) as 
detected using informant ratings on the Disability Assessment 
for Dementia or Functional Activities Questionnaire.

Most of the evidence discussed in this review was derived 
from the largest of the six studies, although all studies yielded 
similar results. Further studies are needed to determine if cogni-
tive rehabilitation is effective after 1 year because these data only 
span 12 months posttreatment. Guidelines, such as the demen-
tia recommendations from the National Institute for Health 
and Care Excellence, suggest that clinicians consider cognitive 
rehabilitation or occupational therapy to support functional 
ability in people living with mild to moderate dementia.6

The practice recommendations in this activity are available at 
https://www.cochrane.org/CD013388.

The views expressed are those of the authors and do not reflect 
the official policy or position of the Uniformed Services Univer-
sity of the Health Sciences, the U.S. Department of Defense, 
the U.S. Navy, or the U.S. government. 

REFERENCES
	 1.	 Kudlicka A, Martyr A, Bahar-Fuchs A, et al. Cognitive rehabilitation 

for people with mild to moderate dementia. Cochrane Database Syst 
Rev. 2023;(6):CD013388. 

	 2.	 Alzheimer’s Disease International. World Alzheimer report 2019. 
Attitudes to dementia analyses findings of the world’s largest survey 
on attitudes to dementia, as well as expert essays and case studies 
from across the world. September 20, 2019. Accessed October 31, 
2023. https://www.alzint.org/resource/world-alzheimer-report-2019 

	 3. 	Alzheimer’s Disease International. From plan to impact VI. Making 
every step count. May 24, 2023. Accessed October 31, 2023. https://
www.alzint.org/resource/from-plan-to-impact-vi/

	 4. 	World Health Organization. Risk reduction of cognitive decline and 
dementia: WHO guidelines. January 1, 2019. Accessed October 31, 
2023. https://www.who.int/publications/i/item/9789241550543

	 5.	 Clare L. Working with memory problems: cognitive rehabilitation in 
early dementia. In: Manthorpe J, Chahill S, eds. Early Psychosocial 
Interventions in Dementia: Evidence-Based Practice. Jessica Kingsley 
Publishing; 2008:73-80.

	 6.	 National Institute for Health and Care Excellence. Dementia: 
assessment, management and support for people living with 
dementia and their carers. NICE guideline [NG97]. June 20, 2018. 
Accessed October 31, 2023. https://www.nice.org.uk/guidance/
NG97/chapter/recommendations ■

GLOSSARY OF EVIDENCE-BASED MEDICINE AND STATISTICAL TERMS

Term Definition

Sensitivity Percentage of patients with disease who have a positive test for the disease in question

Specificity Percentage of patients without disease who have a negative test for the disease in question

Predictive value 
(positive [PV+] and 
negative [PV–])

Percentage of patients with a positive or negative test for a disease who do or do not have the disease in question

Pretest probability Probability of disease before a test is performed

Post-test probability Probability of disease after a test is performed

Likelihood ratio (LR) LR > 1 indicates an increased likelihood of disease, LR < 1 indicates a decreased likelihood of disease. The most helpful 
tests generally have a ratio of less than 0.2 or greater than 5. 

Relative risk  
reduction (RRR)

The percentage difference in risk or outcomes between treatment and control groups. Example: if mortality is 30% in 
controls and 20% with treatment, RRR is (30 – 20)/30 = 33%.

Absolute risk  
reduction (ARR)

The arithmetic difference in risk or outcomes between treatment and control groups. Example: if mortality is 30% in 
controls and 20% with treatment, ARR is 30 – 20 = 10%.

Number needed  
to treat (NNT)

The number of patients who need to receive an intervention instead of the alternative in order for one additional 
patient to benefit. The NNT is calculated as: 1/ARR. Example: if the ARR is 4%, the NNT = 1/4% = 1/0.04 = 25.

Number needed  
to harm (NNH)

The number of patients who need to receive an intervention instead of the alternative in order for one additional 
patient to experience an adverse event.

95% CI An estimate of certainty. It is 95% certain that the true value lies within the given range. A narrow CI is good. A CI that 
spans 1.0 calls into question the validity of the result.

Systematic review A type of review article that uses explicit methods to comprehensively analyze and qualitatively synthesize informa-
tion from multiple studies

Meta-analysis A type of systematic review that uses rigorous statistical methods to quantitatively synthesize the results of multiple 
similar studies
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