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EVALUATING BREASTFEEDING SUPPORT:
A RANDOMISED CONTROLLED TRIAL OF SUPPORT FROM
BREASTFEEDING COUNSELLORS.

ABSTRACT

Two-thirds of UK mothers begin breastfeeding, batnyn soon stop. Although breastfeeding

benefits health, infant feeding is influenced bgiaband attitudinal factors.

Study one prospectively investigated the attitudes and agpees of 514 women. Past
experience predicted which multiparae would stopsbyweeks. Manual social class and
considering bottle feeding did so for primiparad?erceived insufficient milk was the

commonest reason for stopping.

Study two, a randomised trial of support from breastfeedooginsellors, recruited 720
women. At four months, 46.1% (143/310) interventsaond 42.3% (131/310) control women
breastfed (CHFE0.942, P=0.33); 73.9% (229/310) vs 79.4% (246/33&)e bottle feeds

(Chi*=2.60, P=0.11). Survival analysis confirmed thiffiecences between intervention and
control women's partial and full breastfeeding tiorawere not significant (P=0.45 and 0.15

respectively.) Significantly fewer intervention wemfelt they had insufficient milk.

Qualitative analysis of women’s comments revedhey twvanted better information, practical
help with positioning, effective advice, encouragamand their feelings acknowledged.

Women valued counselling, but their feeding behavihanged little, which may reflect the

strength of social influences and that not all reaghcontacted the counsellors postnatally.
Practical support in the early postnatal periodinportant. Counselling may increase

women's confidence in breastfeeding and produanogigh milk.



ACKNOWLEDGEMENTS

| would like to thank the many people who have dgbated to this work and supported me
in undertaking it.

For the Nottingham study, | thank Carol Picksleiny Hayes and the midwives, health
visitors and mothers who took part. Prof Chris MeMs gave me invaluable statistical
advice.

In agreeing to participate in the randomised cdiettidrial, counsellors trusted me with
something very dear to them. | thank them for &md their commitment to the study. | am
also grateful to Rosie Dodds, Gill Gyte, Phyll Banhan, Maggie Hamand and Elizabeth
Butler for their contributions to the study design.

More than anyone else, Jane Taylor made the RQi€aess, with the tireless enthusiasm she
brought to her role as research assistant, liawittgcounsellors, practices and mothers. She
also played an important role in the analysis efsapport women wanted. Others who
assisted with the study administration includedit®pean, Jessie Ricketts, Petra Moxley
and Janet Turner. | am also grateful to Caroliee for handling the accounts for the project.
Tamara Hibbert and Moshin al Quarrum piloted questaires as a medical student project.

Tony Williams, my supervisor has been a tremendogpport. | also thank Sandra Eldridge
for advice on statistical analyses and Stephen &f@mdvice on study design. | am grateful
to my partners, colleagues and patients at Statiawe for giving me the space and support
to undertake this.

| have listed the participating practices in appefdand thank the receptionists, midwives
and doctors at each. | also thank the women wbio part in the study.

| am grateful to the following for financial suppofrent Regional Health Authority (for
study one), the Royal College of General Pract@rtenNHS North Thames Responsive
Funding programme, NHS R&D Support Funding throtighEast London and Essex
Network of Researchers, the Kings Fund and CeatrdlEast London Education
Consortium.

Finally, I would like to thank Clare and our chiggr, Simon, Hilary and lan for their support
and allowing me the time to undertake this.



TABLE OF CONTENTS

Preliminary Listings:

Foreward: Why research breastfeeding? ...t [
Introduction: Structure and outling Of the thESIS.......cu e ii
GlOSSANY:  ooiieiiiiiiieieitiittitut e mmm e e a2 e e e e e e e e e e e e e e e e e e e e e e e e et e e e et e ettt aaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaaes %
Part One: Literature Review

Chapter 1.1 How great are the benefits of breadirhg?

1.1.1
1.1.2
1.1.3
1.1.3a
1.1.4
1.1.5
1.1.6
1.1.6a
1.1.6b
1.1.6¢
1.1.7
1.1.8
1.1.8a
1.1.8b
1.1.8¢c
1.1.9
1.1.10

1.1.11

Introduction: Women's perspectives on theebits of breastfeeding........................ 2.
SCOPE OF ThiS TEVIEW. ... eeeeeeeeennees 4
Sources of evidence to assess the benebieas$tfeeding ..........cccccceeeeiiiiiiiiniiccen. 5
Evidence from randomised controlled trials...........ccccccviiiiiiiiiiee e 6
Methodological issues in epidemiological saaf infant feeding...........cccccceeeiiiee 8.
Mechanisms by which breastfeeding may bemééints' health.............................. 10.
Evidence for associations between infantifggand infection in infants..................... 11
Gastrointestinal IINESS........oiiiii s 12
RESPIrALONY MINESS..... e s 14
OIS MEAIA. ... eveeeeiiie et a e e snnnes 15
Breastfeeding and neurological development..............cccvvvvvvvivvviiiinniinnnieeneenene. 16
Other potential benefits for INfaNtS .............uuueieeiii s 19
AllergiC diSOIAeIS......coo i 9.1
Case control studies for uncommon CONLON..........c.ceevriiiiiiiiiiiiieee e 20
Infant nutrition and childhood growth..............cceieiiiiiiiiii e 21
Breastfeeding and maternal health.................oooiii 22
Disadvantages of breastfeeding and situatiowhich breastfeeding
IS TNAAVISADIE ....eeiiiiiiiii e et 23
CoNCIUSIONS QNG SUMIMAIY ...........et s eeeeeeeeeeeeeeeseneneensnsnnssnsnnssnmnnnneeseseeeeeeeseees 24

Chapter 1.2 Epidemiology of breastfeeding:

1.2.1
1.2.2
1.2.3
1.2.4
1.25
1.2.5a
1.2.5b
1.2.6
1.2.7
1.2.7a
1.2.7b
1.2.8

What factors influence infant feeding?

Introduction: The importance of epidemiol@gidata.....................cooooeeeeeeiinniiceeee. 26
Breastfeeding in the United KingdOm ... 26
Trends in breastfeeding............cco e 28
Giving formula feeds to breastfed babieS cueee....evieeeieiiie 31
Understanding trends in breastfeeding .............ccoveii i 33
Maternity services and breastfeeding.............ccccvvvvveiieeiiiiiiiieeeee 33
Media coverage of infant feeding..............cccooo oo, 36
Socio-demographic factors associated witadtfeeding ........................ 37
International comparisons of breastfeedib@sra...............euiiiiiiiiiiiiiie e 40
World Health Organisation data on breagtfag rates............ccc.evvvvvvvvvvvvevnnnnnnnn. 41
Breastfeeding in Europe and North America..........cccvuveiiiiiiiiiiies e, 42

SUMIMIAIY ot e et ettt bt e s e e e ettt bbb r e e e e et e anenamsbba e e e e e aeaesbeannns 45



Chapter 1.3 Breastfeeding support in society

131
1.3.2
1.3.3
134
135
1.3.6

1Yo [8ox 1 o] o PP PR 46
Sources of social support and influencesreadtfeeding behaviour.......................4 6..4
Men's perspectives on breastfeeding...cuuweee vvveeiiiiiiiiiiiiiee e 48
Negotiation and breastfeeding SUPPOI coeeciieii i, 49
Support from profesSioNals...........oceccem e e e 51
SUMIMIAIY ettt e ettt e e e e e e ettt s e e e e e et anemmmsbaa e e e e e eeeesneannns 52

Chapter 1.4 Theories of behaviour change

141
1.4.2
1.4.2a
1.4.2b
1.4.2c
1.4.3
14.4
1.4.4a
1.4.4b
1.45
1.4.6
1.4.7
1.4.8
1.4.9
1.4.10
1.4.11

1] 0o 18 ox 1o o PP PRSPPI 53
Theoretical approaches which underpin models............ooooviiiiiiiiiiiiiiiiiiiieeeenn. 53
Studies of SOCIAal INFIUBNCE..... ... s 53
Behavioural MOTEIS...........ouiiiiii e 54
ALTUAINGAL MOAELS......eveiiiiiieee e 55
The Health Belief MOEI .............e ettt 56
The Theory of Reasoned ACHON.........ccciveeiiiiiii e, 58
The applicability of the Theory of Reasofetion to breastfeeding................... 58
Studies applying the Theory of Planned Bebato breastfeeding.................... 59
The Stages of Change MOAEl ... 62
The Health ACtION MOGEL ...........cooii e 63
Self-initiated ChANQGE ..........vviiiii e 65
A critique of models in breastfeeding researcC...............co e 68
The limits to health promotion.........ccceeeeeeiiieii e, 70
Implications for study deSIgN..........cceeeuiiiiiiiiiiiiii e 70
SUMIMAIY oottt mmmmmmr e e et e e et e e e ettt ettt et et e ee e e e e e eseeeeseennneeeeeeeeeeeeeeeeeeeeeees 72

Chapter 1.5 Interventions to promote breastfeeding

1.5.1
1.5.2
1.5.3
1.5.4
1.5.5
1.5.6
1.5.7
1.5.7a
1.5.7b
1.5.7¢
1.5.7d
15.7.e
1.5.7f
1.5.7g
1.5.7h
1.5.8
1.5.9

1Yo o [8 ox 1 o] o PP PP 73
Observation studies and the move to feedindemand.......................o oo 73
Implications of changes in feeding behaviouresearch ...................cccovvvnnnen 74
The case for iNtervention STUAIES ......cccueeiiiiiiiiiiiiiieee e 75
Assessing intervention StUAIES .......cccceeciiiiiiieieeeeeeeeeeeee e 76
Meta-analysis of studies of the effectiversdsadditional support............ccceeeeviiien 78
Implications for study design from publishigerature ................cccciiiiiiiiiiiiiienen. 81
Y= 10 ] 0] LT 82
Randomisation bias.............oooiiiiiiiii e 82
Bias from differential folloW-UP. ...........uueueiiieii s 82
The implications of a high breastfeedintg iia the control group....................... 83
Independent assessment Of QULCAME. .......ccoeeeiiieeiiiiiii e 83
Generalising from interventions delivergdabsingle lactation consultant........ 84
Is the focus on initiation or maintainarafeoreastfeeding?............ccccvvvvvvivnnnnnns 84
Describing the iINterventian...............eueeieeei s 85
Recent studies of breastfeeding SUPPOIL oo oo 85

SUMIMIATY ot ettt e et ettt e e e e e e ettt e e e e e e eeannmnmsbba e e e e e e e eesbeannns 87



Chapter 1.6 Evidence based practice in suppoaltiegstfeeding mothers

S 00 R 111 o o [ o3 [ o 88
1.6.2 Physiology Of [aCtAtION ..............uti e 88
1.6.3 Prevalence of common breastfeeding problems...........ccccciiiiiiiiiees e, 89
1.6.4 Evidence based management of breastfeeding..............ccccooeeee i, 90
1.6.4a Antenatal Preparation ............ ... ccccceee e 91
1.6.4b Establishing and maintaining breastfeeding............cccoceeeeeiiiiiiieiiiiin i, 92
1.6.4c Pain-free effective feeding.........comeeeeevveviiiiiiiiiiiiiiii e 92
1.6.4d Perceived insufficient MilK ..........ccooee i 93
1.6.4e Other feeding ProblemS..........euicciieee e 95
1.6.5 Delivering evidence based breastfeeding SUPPOIL.............ovvvvevvvieviiiiiiiiiiiniiiiien. 95
1.6.6  SUMIMAIY  oooiiiiiiiiiiiiieteiereen e e eeeeee e e e e e e e e e eeeeeeeeeeesae s ssessenn s sen s s rnnnneeeeeeeeeeeeeeees 96

Chapter 1.7 Counselling and breastfeeding couwnsell

R 0 R [ o1 o o (3 Tod 1o ISP POPPPPPPPPRPPR 97
1.7.2 A historical perspective on breastfeedingdsuip.................uvvvveiriiiiiiiiiniiennienneneen.. 97
1.7.3 History of NCT Breastfeeding COUNSEIOrS . .....uvveiiiiiiiiiiiiiiiiiicee e 99
1.7.4 The contribution of breastfeeding counsellors...............c.ccccciiivieeeeee . 101
1.7.5 How women contact a breastfeeding counsellor...........cccoceeveeiiiienii i, 102
1.7.6  Training and conduct of breastfeeding colmsel..............ccoooeiiiii s 102
1.7.7 Who becomes a breastfeeding counsellor?...........ccoooiiiiiiiii s 104
1.7.8 An examination of the counsellor's role aadmplication for research..................... 106
e T U 1 1] 1 = T Y PR 108
Part two

Study one: a prospective study of mothers' attitude to and experiences of breastfeeding
Chapter 2.1 Rationale and objectives of study one

22500 St R [ 0T [T £ [ o 110
2.1.2  SPeCifiCc ODJECLIVES ....coviieiieeeeee e, 111

Chapter 2.2 Study one: method

Nt R o U= o3 U111 0 1= o | 112
A A O 1 1153 i o] T F= 1 =20 (1] o | o TR 112
2.2.3  StatistiCal @NalySiS.....cccceiiiie it i ——————————————— 113

Chapter 2.3 Study one: results

2.3 1 StUAY POPUIRLION ... 114
A T o =T L1 o ] = 1 115
2.3.3 Incidence and duration of breast feediNgu.......cccccevviiiiiiiieeee 116
2.3.4 Factors which might predict early cessatibbreastfeeding..............cccccceeeeeeenn. 117
2.3.5 Reasons for discontinuing breastfeeding.............ccoveeieeieiiiee 120

2.3.6  Common feeding problems.............coorrrrrrii e —————————— 120



2.3.6a Perceived insufficient Milk SUPRIY........uvuemiiiiii s 121
2.3.6b SOrE NIPPIES...ccceeeeeee e, 122
2.3.7  SUMIMAIY oottt e e e et ettt e e e e et ettt baa e e e aeeenennnebtaan e eeaaaeennnns 123

Chapter 2.4 Study one: discussion

2.4.1 Strengths and limitations of the study...................cccc 124
2.4.2 Implications for policy and practiCe ... ..cccveeeeieiiiiiiiieeee 126
2.4.2a Identifying women who need most help..........ooooviiiiiiiiiiiiieeeee, 126
2.4.2b Perceived insSufficient Milk..............oooiiiiii e 127
2.4.2c Management of SOre NIPPIES ......... e e e e ee e 129
2.4.3 Feeding technique — the MiSSING lINK ...........ooeiiiiiiiii e 130
2.4.4  Implications fOr STUAY TWO ........cooiiiiee e 130

Part three:
Study two: a randomised controlled trial of supportfrom breastfeeding counsellors

Chapter 3.1 Rationale and objectives of study two

3.1.1 Rationale and selection of intervention fadg two .................oooeeee e 133

.12 AIMIS e ————————— e e e e et —r e e e e e e e e et —a—tnaaaannnnraarraaaaeeas 134
3.1.3  Primary ODJECHVE ..........uiiiiiiiiie e ettt s e e e e e 135
3.1.4  Additional ODJECHIVES .......cooi i 135

Chapter 3.2 Study two: Methods

3.2.1  OULINE Of STUAY tWO ....eeeiiiieieii i immmemr e e e e e e e 137
3.2.2 Recruitment of women to the Study .....ccccccoiiiiiiiiiii 139
3.2.3  INCIUSION CIEEIIA ..eiie ittt ee ettt ettt e e e e e e e e e st e e e e e e e e e e ans 140
3.2.3a Premature 1[abOUr ...........ooiii e 141
3.2.4  SAMPIE SIZE oo 142
3.2.5 Recruitment of practices and COUNSEIOrS. o ..o, 143
3.2.6  THE INTEIVENTION ......uiiiiiiiiii e ceeeee et e e e e et e e e e e e e e 145
3.2.7  OULCOME MEASUIES .....eueiieeeieeeet ettt e e e e ettt e e e e et e et b b e e e e e e eeeebnnnns 147
3.2.7a Duration of breastfeeding ............ccccce i 147
3.2.7b Maternal satisfaction with breastfeeding............cccccvvvvviiiiviiiiiiiiiiiiiiieeenne.. 148
3.2.7c Feeding problemsS..... ..o 148
3.2.8  Selection Of StatiStICAl LESLS ........ oo e e eeeeeeeeeeieiiiieiiieeiieeeieeeeeeeeeerereeeeeeeeeeeeeeeeeees 148
I8 I O 10 1S3 i o] o T F= Ul £ 3o (=151 o | o PO 149
3.2.9a Coding SOCIAl ClASS ......cooeiee e 150
3.2.10 Study administration, randomisation andddfig................coocveeeeiiiiiieeeniiiieeee 151

Chapter 3.3 Results of study two: recruitment fatidw up

3.3.1  INtroducCtion @Nd OVEIVIEW .........c.iueeecmiriiiee ettt e e 156
3.3.2.  StUAY POPUIBLION ....eiiiiiiiiit ettt e e e e e e e e e 157
3.3.3 Assessment of women to determine their eéliyib.................cccoo 157

3.3.3a Reasons why questionnaires were Nnot rediurne................evvvvvvvvvevinniiinnninnn. 158



3.34
3.35
3.3.6
3.3.7
3.3.8
3.3.9
3.3.10
3.3.11

ReCruitment DY PractiCe..........oivivieeeeeeeiiiiiiiiiiiiiii e rernrrrennnes 159

REAS0ONS fOr @XCIUSION ...ttt e e 161
Characteristics Of PartiCIPaANTS....... .o eeeeeeeeeeieiiieiiiieeeieeieeeeeeeeeeeeeenneeeeeeeeeeeeeees 162
Effectiveness of Randomisation .............oo..uiueiiiiiiii s 167

WITNATAWALS ...ttt e e e e e e e e s s bbb e e e e e e e e e aas 171
Postnatal fOllOW U ...coeeeiiiieie i eeeeee e e e eeeeeeeeeeeees 171
Analysis and exclusion of premature Dirths............cccoooi s 174

SUMMAIY  cooiiiiiiiiii et e e e e e e e aeta s e e e e eeeaabt e e e eaeeaaeeeessnsnnaeaaaeenes 176

Chapter 3.4 Results of study two: uptake of coulimgeand women's perspectives on

3.4.1
3.4.2
3.4.2a
3.4.2b
3.4.2¢c
3.4.3
3.44

3.4.5
3.4.6
3.4.7

support they received

10T (1 Tox 1 o] o PP 177
Uptake of counselling in the interventionuguo.............c..oevveeeveeiiieeviieniieeseeeenenns 178
Antenatal CONACL...........ooiiiiiiieii et 178
Postnatal CONtACT ...........uuuiiiiiiciieeiie e 179
Combining antenatal and postnatal contita...................ccovvevvveevnennne. 180
Uptake of counselling and feeding behaviour................ovvvvvvieviiiiiiiiiiiiiiiieeeeeeen. 181
Comparison of the uptake of breastfeedingselling in the intervention,
control and 0bSEervation groUPS...........occeeeeeiiee e 183
Women's explanations of why counsellor wagfhkeor unhelpful ..............ccccvveeiee. 185
Mothers' opinions on the quality of adviceytineceived from different sources........ 188
Summary of Key findiNgS.......ooviiiiiee e 192

Chapter 3.5 Results of study two: effect of thenvention

351
3.5.2
3.5.3
3.54
3.55
3.5.6
3.5.7
3.5.8

3.5.9

3.5.10
3.5.11
3.5.12

1Yo o [8ox 1 o] o PP PUTPR PP 194
Incidence and duration of breastfeeding fomen in RCT...............cciiiiiieeneen. 194
Outcome of RCT: Incidence of breastfeeding .............oovveevieeeiiiiiiiiiiiiiiiiieeeeens. 195
Outcome of RCT: Prevalence of breastfeeding...............ccccoiineeeee. 196
Outcome of RCT: Prevalence of bottle feeding............coooovvveeiiiiiiiiiiiiiiiiiiieenen.. 196
Outcome of RCT: Duration of breastfeeding...............uuiiiiiiiiiiiiiiee s 198
Outcome of RCT: Time to introduction of bettteding ..............ccvvvivviiiiiiiiiiiiin, 199
Sensitivity analyses to assess impact aftbealance in number of undecided

1110 ] 141 o TP 201
Outcome of RCT: Maternal Satisfaction withdstfeeding..............c.cccovvvvvveeeee. 204
Common feeding problems............. e 207
Incidence and prevalence of breastfeedidpg@rvation group...........ccccoeeeeeeeeee. 208
SUMIMAIY oot rrmmmee e e e e e e e et e et e e e e et e et e e et et e et et e e et e e eeeeeeeaeaaaaeaeaeaaeereees 209

Chapter 3.6 Results of study two: counsellorssjpectives on the study

3.6.1
3.6.2
3.6.3
3.6.4

1Yo o 18 ox 1 o] o PP PUTPR PP 211
The content of additional SUPPOIT ... .o eeeeeeeeeieiiiieiiiieiieeeiieeieeeeeeeeeeeneeeeeeeeeeee 211
The role and experiences of the couNSEllOrS...........uuuvieiiiiiiiiiiiiiieee i, 212

YU 10107 R SUSPPPPR 215



Chapter 3.7 Discussion of study two

3.7.1 Evaluating a complex iNtervention ... 216
3.7.2 Strengths and limitations of the study ... 217
3.7.2a Design and conduct of the trial...............covvvviiiiiiiiiiiiieeeeee e, 218
3.7.2b AssSesSmMeENt Of OULCAIMIE...........uuiii i e e e e e e e eeens 222
3.7.2c I LS L1 (=T V7= 0 1( e o PSRN 223
3.7.2d Summary of factors which may have infladrtbe result......................... 227
3.7.3  The reSUItS iN CONEXL......uuuuiiiirtemmmmm e ee e ee e 228
3.7.4 Randomised controlled trials to assess bebealiinterventions........................... 229

Part four:

Further analysis of study two: Qualitative analysisof what information and support women
want with breastfeeding

Chapter 4.1 Rationale and objectives for qualigaéinalysis of women’s comments

IO A 1011 (o Yo [ [ 1o o T 232
O O | o = ox 1Y 233

Chapter 4.2 Qualitative analysis of women’s comisigmarticipants and methods

4.2.1 Recruitment of partiCipants..........cccceceeiiiicecc s 234
4.2.2 Content of postnatal QUESIONNAIIE ....cccceeeevieviiieiiieeeeeeeeeeeeeeeee e 236
4.2.3 Administration of postnatal QUESIONNAIN . ....coiieiiiiiiiieeeee e 237
A.2.4  ANAIYSIS oo —————— e ———————— 237

Chapter 4.3 Results of qualitative analysis

4.3.1 Women's experiences of advice and suppdntlwéastfeeding............cccccvvvevennnnnes 124
4.3.2 Concepts that encompass the informationcadynd support women want

With Breastfeeding.........uuuviiiiiiiii e e 243
4.3.2a Information about breastfeeding and whaXpect..............cccccvvvvvvvinininnn. 243
4.3.2b Practical help with positioning the babybieastfeed...................coeee oo 244
4.3.2c Effective advice and SUQQESHIONS. .......coveeiiieiiiei e 245
4.3.2d Acknowledgement of mothers’ experiencedemlithgs...........ccooeeeeeieeieennnn. 246
4.3.2e Reassurance and ENCOUragement. ........ccooooiaieaaaraaaeieeeeee e 247
4.3.3 A model of the information, advice and suppiaat women want with breastfeeding248
4.3.4 Comments on support from breastfeeding cdlonse................ccccevvvvvvvvvvevinnnnne. 248
4.3.5 Checking the findings with partiCipants .............ccoeiiiiiiiiiiiiiiiiiiieeeeee e 249

Chapter 4.4 Discussion of qualitative findings

o R 1 11 {0 T U] 1T o PP PPPPPP 251
4.4.2 Strengths and limitationNs ..........oo oo 251
4.43  The findiNgS iN CONTEXE........uiiiiis e et seer e e e e e 253
4.4.3a Ante-natal iNformMation.............cooviiiii e 253

4.4.3b Help with poSitioning..........ccooooieei i 254



4.4.3c EffECHIVE AUVICE. ... i 255
4.4.3d Encouragement and empathy............ccccoovieiiiiiiiieee 256
4.4.4  Summary and CONCIUSIONS .......uuuii e eaeaee s 257
Part five: Conclusions and recommendations

Chapter 5 Conclusions and recommendations

5.1 Policy implications of main fiNdiNGS .....cccceuiviiiiiiiiiiii s 261
5.2 How can we improve breastfeeding SUPPOIt?.........cooooiiiiiiiiiiiieeeeeeeeeeee, 263
5.2.1 A new strategy for postnatal Care..........cceuevvvevvvvivvieiiiiiiiiiiieeeeeee e, 263
5.2.2 The role of the VOIUNEEET.............uviiiiiiiiii e 264
523 Training and professional PractiCe...........coooioiiiiiiiiiieeieeeeeee e 266
5.24 Marketing breastfeeding.........ccooeeieeiii i 267
5.3 Implications for future research.........ccoooooeieiiiii e, 269
5.3.1 Lessons from previous reSearChl...........oovvvvveevvieeiiiiiiiiiiiiieeeeee e 269
53.2 Maternal Assessment of Breastfeeding SUPPOL...........cvvveeviiiiiiiiiiieeneenn. 269
5.3.3 Educational research for professional aay breastfeeding supporters...270
5.34 Perceptions of VOIUNLEEIS...........covvvviiiieiieeeeeeeeeeeeeeeeee e 271
5.35 1 o T Y RPN 271
5.3.6 Research to inform a review of postnatabcar..........cccooeveeiieiiiieiiien e, 271
5.3.7 Breastfeeding and the media.........ccccooooeeiiiii e, 272
5.3.8 The benefits of breastfeeding..........coooviiiiiiiiiii e 272
RETEIENCE lIST .. e e e e e e e s rnnnne e e e e e e e aanes 273

Appendices

Appendix A Study one questionnaires

Appendix B Pilot study to assess validity and ity of six-week postnatal questionnaire
Appendix C  Study two questionnaires, consent fanchiaformation for participants

Appendix D
Appendix E
Appendix F
Appendix G
Appendix H
Appendix |

Appendix J
Appendix K
Appendix L

Note on generating outcome variablesdfoation of breastfeeding
Additional data tables

Participating practices

WHO/UNICEF Ten Steps to Successful Bfeading

Summary tables for intervention studies

NCT Breastfeeding Counsellors' Code oh@uct

Publications and Presentations of thugkw

Examples of womens’ comments

Literature Search Strategy



Part One:

LIST OF TABLES !

Literature Review

Table 1.1.1
Table 1.1.6
Table 1.2.2

Table 1.2.3

Table 1.2.4
Table 1.2.5a
Table 1.2.6
Table 1.2.7a

Table 1.2.7b
Table 1.3.5
Table 1.5.7
Table 1.6.3

Part two

Mother's reasons for choice of infaatling method..............occciiiiieeneenn. 3
Components of human milk which acaigit to protect against infection .....11
Whether mothers would have likedaeehbreastfed longer by duration of

breastfeeding.......cooo oo 28
Incidence and prevalence of breaditigen England and Wales from 1975

10 100D .. ittt e e e e e e 30
Proportion of breastfed babies gieemula feeds ...........cccoooiiiiiiiiiiiiini s 32
Changes in reported hospital prabeteeen 1975 and 1995...........ccccvvvvveeeee 34
Characteristics associated with mettwo initially breastfed ....................... 39
Exclusive breastfeeding and mediaatidn of breastfeeding:

a global overview, 1996...........cooo i 41
Surveys of breastfeeding in EurogeNorth America.........ccccvvvvvvennnnnnnnn. 3.4

Comments received in a study of méjecare; Analysis by stage of care.....51
Methodological issues raised by meviresearch on breastfeeding support...81
Feeding problems experienced by Hesaihg mothers................................. 90

Study one: a prospective study of mothers' attitudeto and experiences of breastfeeding

Table 2.3.1

Table 2.3.2
Table 2.3.4b
Table 2.3.5
Table 2.3.6a
Table 2.3.6b

Part three:

Age, parity and marital status oflgtpopulation, compared with 1983 birth

notifications for Nottingham.............cooi e 115
Reasons given by women for theirahof feeding method........................ 116
Effectiveness of predictors of stogreastfeeding by six weeks ............... 119
Reasons given by women for stoppiegdifeeding..................coeeeeeee. 201
Health professionals consulted by erowmith perceived insufficient milk...121
Health professionals consulted by aromith sore nipples.................oo.o. 122

Study two: a randomised controlled trial of supportfrom breastfeeding counsellors

Table 3.3.2

Table 3.3.5

Table 3.3.6a
Table 3.3.6b
Table 3.3.6¢
Table 3.3.6d
Table 3.3.6e
Table 3.3.6f
Table 3.3.7a
Table 3.3.7b
Table 3.3.7c
Table 3.3.7d
Table 3.3.7e

Reasons women were no longer regeimeiternity care...........ccccvvvvvvvvnnnnnns 157
Recruitment and eXCIUSIONS ... coaaaaeiiiiiiiiiiiiiiiiiiiii e 161
Parity of women assessed for eliyibDi............ccoceeeeeiiiieiiiiiiiiiiiiiiceeee. 163
Age of women assessed for eligibility...............ccccvvviiiiiiiiiiiiiiiiieeeeene. 164
Mean age of primiparae assessedigapilty ............ccccooeeeiiiiiiiiiiiinninieen. 165
Terminal educational age of womeersss for eligibility ........................... 165
Social class of WOMEN reCIUIE . vvvvviiiiiiieeee e 166
Ethnicity of WOMEN reCIUIted ... oooeeeeeeeeiee e 167
Parity of intervention and CONtroIWgI® ..........oovviiiiiiiiiiiiiiiiiiiiiieeee e 168
Age group of intervention and CONJTIUPS .........coeeeeveeeeeeeeeeeeeieeeeeeee oo 168
Ethnicity of intervention and conobups ...........oeeeeieiiiieiieee e 168
Social class of intervention and @@IOUPS ...........cooevveiiiiiiieeeieeeees e 169
Terminal educational age of intenanénd control groups ...........ccccevvvvenne. 169

! Throughout the thesis, tables are numbered agmptdithe section of the thesis that they relateTious table
3.3.7a is found in section 3.3.7.



Table 3.3.7f  Intended breastfeeding duration trirention and control groups................ 169
Table 3.3.7g Intention to return to work of intemtien and control groups ....................... 170
Table 3.3.7h  Feeding plan of intervention and @IMIOUPS .........ccevveeerriiiiinrieeeeees o 170
Table 3.3.9a  Postnatal follow-up for control amervention groups.............ccccvveeeee.- 172
Table 3.3.9b  Postnatal follow-up by feeding bétarat six weeks............cccvvvvvvvinnnna 172
Table 3.3.9c  Postnatal follow-up by feeding bétavat four months...............cccccooone 731
Table 3.3.10a Contacts with intervention groupheod by gestation at delivery ................ 174
Table 3.3.10b Contacts with intervention groupheot who reported on six-week

guestionnaire that baby was premature.......................ccccc, 751
Table 3.3.10c  Postnatal follow-up for control amervention groups (excluding prem

DIMTNS) e 176
Table 3.4.2a  Venue for antenatal CONTACTS.........coeeeiiiiiiiiiiiieiiie e 178
Table 3.4.2c(i) Type of antenatal and postnatataa for intervention group women.......... 180
Table 3.4.2c(ii) Antenatal and postnatal contastsritervention group women who were

followed Up tO SIX WEEKS ..........cooi i st 181
Table 3.4.3a  Type of postnatal contact and Parity.............cooeecrrrrriiiieeerniiiieeeeen s 182
Table 3.4.3b  Type of postnatal contact and termedalkational age..............ccccceeeernns 821
Table 3.4.3c  Postnatal contact and breastfeedigix &teeks ..............ccccovvviviiiiiiieneae. 183
Table 3.4.4a How women in control and observatiamups heard of counsellor .............. 185
Table 3.4.4b  Women's reports of difficulty contagta counsellor ...............cccccevvvvenne. 185
Table 3.4.5a Responses'i2id you find the counsellor helpful?'..............ccciviviinnnn, 186
Table 3.4.5b  Multiple response analysis of fre¢ texnments intervention group

women made when asked to explain why counsetarhelpful or not........ 187
Table 3.4.5c  Multiple response analysis of fre¢ texnments control and observation

women made when asked to explain why counsetarhelpful or not........ 188
Table 3.4.6a  Source of advice perceived as leastrst helpful by women in

1 (=T a¥7=T 1[0 g1 | o 11 ] o RS 190
Table 3.4.6b  Source of advice perceived as lewshast helpful by women in control

[0 (01U | o USSP 190
Table 3.4.6c  Source of advice perceived as leash@st helpful by women in observation

[0 (010 ] o U TPUPPPPPIR 191
Table 3.5.8a  Sensitivity analysis of prevalencemvhindecided women excluded............. 201
Table 3.5.8b  Binary logistic regression to assessissociation between treatment

allocation and prevalence of breastfeedinglaite feeding, when association

with having made decision to breastfeed has baeen into account............ 203
Table 3.5.9a  Satisfaction with breastfeeding atn@®eks .................ccccvvvivvviiiiiiiiviaeee. 205
Table 3.5.9b  Mann-Whitney Test for mean rank ¢B&Ection SCOres.............ccccvvvvveeneenn. 206
Table 3.5.10a Common feeding problems at SiX WeeKS.......ccooeevieeiiiiiiii e, 207
Table 3.5.10b Mann-Whitney Test for mean rankavhimon problem scores.................... 208
Table 3.5.11  Comparison of feeding rates betwdese@ation Group and Women in main

L1 = | 209
Table 3.7.2d  Factors which may have inluenceddhalts................cccccvvvvvvvvvviiiiiiinn. 227
Table 3.7.3 Comparison of proportions stoppirgabtfeeding with other studies............ 228
Part four:

Further analysis of study two: Qualitative analysisof what information and support women
want with breastfeeding

Table 4.2.1

Characteristics Of partiCipantS..........eevveieiiiiiiiiiiiiiiieeiee e 235



Tables in appendix E

Table 3.3.4 Recruitment by practice

Table 3.3.6 Language spoken by non-English spsaker

Table 3.4.8a Raw data for table 3.4.8a: Sensitauitglysis of prevalence when undecided
women excluded



Frontispiece

Part One:

LIST OF FIGURES?

Breastfeeding counsellor and ClieNt........... .. Vi

Literature Review

Fig 1.1.3a
Fig1l.1.4a
Fig 1.1.4b
Fig 1.1.10
Fig1.3.1
Fig 1.4.3
Fig 1.4.4
Fig 1.4.4b

Fig 1.4.5
Fig 1.4.6
Fig 1.4.7a
Fig 1.7.6
Fig 1.7.7

Part two
Study one

Fig 2.3.3
Fig 2.3.4a

Part three:

Promotion of Breastfeeding Intervenfioml - Main results...................cooe. 7
Methodological standards proposed hycBer et al ............ccoooviiiiiiiineneens 8...
Schema for breastfeeding definition..............ccceeeiieiiiiiiiieiiee e, 9
Situations in which breastfeeding maybntra-indicated .................cccvvvvnee. 23
Societal influences on breastfeedingabigur....................... 46
The Health Belief Model ...........ocaamiieiiii e 57
The Theory of Reasoned ACHION......cccceeeiiiiiiiiiiii e 58
Theory of Planned Behaviour - modeltfmse working more than 20 hours
B WK Lo e e ennne 61
The Stages of Change MOEL......coeeeiieiiiiiie e 62
The Health Action Model ... 64
Pre-requisites for self-initiated ch@ang...........ccccoooeei e 66
NCT Breastfeeding Counsellors' Code@fidCt .............covvvvvrvvivevvvinniiinnnnn, 103
Abilities breastfeeding counsellors dtddave..................ccooeeeeeeeeeeeee 105

: a prospective study of mothers' attitudeto and experiences of breastfeeding

Duration of breastfeeding (Study one).............ccccevvivvviiiiieeeieeeiiieeeeen, 117
Antenatal responses which were sigmifly associated with stopping
breastfeeding before Six Weeks. ... 118

Study two: a randomised controlled trial of supportfrom breastfeeding counsellors

Fig 3.2.1a
Fig 3.2.1b
Fig 3.3.10
Fig 3.3.1
Fig 3.3.3
Fig 3.3.4
Fig 3.5.2
Fig 3.5.6
Fig 3.5.7
Fig 3.6.2a
Fig 3.6.2b

Flow chart describing progress of padints through trial ................c.ooeee 138
Summary of MEtNOUS ... 139
Study administration flOWChart.. . .. ..vveiviiiiii s 152
Overview of recruitment and folloW UP...............ooooiii, 156
Assessment of eligibility........ .o 158
Recruitment by practiCe..........oceeeeeiviiiiiiii e 160
Duration of breastfeeding in RCT ... 195
Percentage of women giving any breadfe..............ccccoiiiiinne, 199
Percentage of women fully breastfeeding...............ccccoiiiiineneeen. 200
Counsellors' perspectives on anteBAEION ..........ccceeeeieeeiieeeieeeeeeeee s 211
Counsellors' perspectives on postisaf@dbort ... 212

2 Throughout the thesis, figures are numbered agupid the section that they relate to. Thus fgBir6.2a is
found in section 3.6.2.



Part four:

Further analysis of study two: Qualitative analysisof what information and support women
want with breastfeeding

Fig 4.2.2 Questions from postnatal questionnahizlwvasked mothers to assess

the advice and support they reCeiVed. .. oo vvieeeieeiiiiiieeece e 236
Fig4.2.4 Questions on the validation responsetshe............ccccccceeeiiiiiiiiiieeieees 240
Fig 4.3.1a Themes identified from the text: - Wvamen found most helpful............. 242
Fig 4.3.1b Themes identified from the text: - Wivamen found least helpful.............. 243
Fig 4.3.3 Information, advice and support womemtwith breastfeeding.................. 248
Part five:

Conclusions and recommendations

Fig 5.2 Ways to improve breastfeeding SUPPOLt o....oovvveviiiiiiiiiiiiiiieeeiies 263



FOREWORD: WHY RESEARCH BREASTFEEDING?

The decision to research a particular topic is kmghersonal choice and one made on the
interest and importance of the subject. For me,prsonal trigger was a consultation that
went wrong. Early in my postgraduate training fgeneral practice, | watched an
experienced doctor try to persuade a woman who'siactessfully” breastfed her previous
child that she should do so again. Although heambh well, she had not enjoyed
breastfeeding; she had felt exhausted and founahimgalifficult.  In the end, she left in
tears. | learnt that women base their decisiona cange of personal and emotional factors;
medical advice is only one of the influences theysider. Unravelling the complex
psychosocial and practical factors in the decisiwnomen make was to prove a rich vein to

research.

More objectively, breastfeeding merits researchabse, despite widespread acceptance that
breast milk is the most appropriate first food tbhe human infant, many women have
difficulties in both initiating and sustaining betgeeding. Throughout the work reported in
this thesis, my main aim has been to find waysrtprove support for women who want to

breastfeed.

A final reason to research breastfeeding has beenatmost universally encouraging
response | have had from those | have asked tovinétpthese studies. The enthusiasm of
the counsellors, health professionals and mothersived has helped me sustain my own

interest.



INTRODUCTION: STRUCTURE AND OUTLINE OF THE THESIS

This thesis is concerned with breastfeeding suppod includes three studies, which
approach the topic from different perspectivesy ain in this introduction is to identify the

main strands of the thesis and briefly discuss ti@y connect together.

Part One: Literature review

The main justification for health services beingoerned with infant feeding is the evidence
that breastfeeding is beneficial for human heaMithough many health promotion studies

take this for granted, | have felt it is importdatunderstand and draw on this evidence in
initiatives to promote breastfeeding. The first piea reviews the literature on breastfeeding
and human health, focusing on infection rates asdalogical development. Chapters two
and three consider the epidemiology of breastfepdimd studies that have asked women
about their experiences of support. Together, thescribe the context in which women

make their decisions on infant feeding.

Chapter four takes a step back from the specificsupporting breastfeeding and considers
the theoretical basis of health promotion and behamvchange, based largely on models
developed from research in social psychology. Nwd#er a way to consider the impact of
different factors on health behaviour, and thisrapph is used to consider how interventions

to promote breastfeeding may work.

Chapter five reviews a group of randomised corgrbtlials, which were included in a recent

meta-analysis and considers the methodologicaéssswolved in evaluating interventions to



promote breastfeeding. The lessons learnt fromitad important implications for the design
of the randomised controlled trial of additionappart from breastfeeding counsellors which

is reported in part three.

Chapter six considers the practical aspects ofilgelmothers with breastfeeding. It draws
on both the physisiogy of lactation and the evidehase for the management of particular

breastfeeding problems such as sore nipples ardiped insufficient milk.

Chapter seven focuses on the intervention beirtgdds the main trial. It begins with an
account of the origins of breastfeeding counseliing the National Childbirth Trust and then

considers the role of the counsellor and someefdsues involved in evaluating counselling.

Part Two: Observation study

In the second part of the thesis | report the stwtich first engaged me in breastfeeding
research. | conducted this between 1983 and 198Ktwvorking as a GP Registrar in
Nottingham, and eventually published the findingsl92. The study involved recruiting
women antenatally and then observing their expeegiof breastfeeding and the support they
received until their babies were six months oldwalks able to describe the support women
received for common problems and identify factongttpredicted early cessation of
breastfeeding. Despite the time since this wasighdd, | believe that this work has retained
its relevance, because it was conducted within ¢batext of normal primary care.
Inevitably the literature on breastfeeding haseimoved on and many of the papers cited in

the literature review were published after this wadertaken.



Part Three: Intervention study

The main focus of this thesis is the randomisedrotied trial of additional support from
breastfeeding counsellors. This was designed inligfne of experience in the Nottingham
study and set out to find out whether women whoewsfered additional support breastfed
for longer, had fewer problems and were more satiskith their experience. Women were
recruited through general practice antenatal dimicd those allocated to receive additional
support were visited antenatally by a breastfeedounsellor and offered postnatal support,

by telephone or at further home visits if they resped this.

Part Four: Mothers' perspectives

Part four reports a qualitative analysis of womerésspectives on breastfeeding support,
which is based on responses to open questionsvikey asked as part of the randomised
controlled trial. Participants were asked whatieelthey found most and least helpful and
were also invited to give fuller accounts of thexperiences on the back page of the six-week
postnatal questionnaire. These were analysed tiwaiha to identify five key concepts
which described the information, advice and supp@at women wanted with breastfeeding.

These have important implications for the way thr@astfeeding support is delivered.

Conclusions and summary
The final section draws together the findings andstders their implications. It suggests

ways that breastfeeding support may be improvedaaices suggestions for further research.



GLOSSARY
This glossary lists the main definitions of feedprgctice used in this thesis. The literature

on defining infant feeding practices is discussesddction 1.1.4.

Feeding practices:

* Exclusive breastfeeding: The infant has received only breast milk (includengressed
breast milk), but no other liquids or solids withet exception of drops or syrups
consisting of vitamins, mineral supplements or roieess.

» Predominant breastfeeding: The infant’'s predominant source of nourishment leen
breast milk. However the infant may have receivedtewy or water-based drinks,
including fruit juices, but not infant formula, sid or other foods.

* Full breastfeeding: This encompasses both exclusive and predominaastieeding,
but excludes infant formula, solids or other foods.

» Partial breastfeeding: This refers to infants receiving both breast mihd anfant

formula, or solids or other foods.

Measures of feeding rates:

Incidence of breastfeeding: The proportion of infants who are initially breastf This

includes all babies put to the breast at all, eenly on one occasion.

* Prevalence of breastfeeding: The proportion of infants still breastfeedingsgiecific
ages, even if also receiving infant formula ordéddiod.

» Duration of breastfeeding: The length of time that infants who were inlgdbreastfed
continue to receive breast milk, even if also reéog other foods.

* Prevalence of bottle feeding: The proportion of babies given any formula feeds,

regardless of whether they were also breastfed.
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PART ONE

LITERATURE REVIEW




Chapter 1.1

HOW GREAT ARE THE BENEFITS OF BREASTFEEDING?

1.1.1 Introduction: Women's perspectives on the bezfits of breastfeeding
The majority of mothers in Britain opt to breastfeand in many ways, their
perspectives on the advantages and disadvantagbsea$tfeeding are the most
important. It is individual mothers who make thaydo-day decisions on infant
feeding and although they may be influenced by aotactors and scientific
knowledge, they make their own decisions. Althoubis chapter is primarily
concerned with the evidence that breastfeedingergeficial for human health, it is
appropriate to see that evidence in the contexh@ffactors mothers consider when

they decide how to feed their babies.

In 1995, 66% of mothers in the United Kingdom betgaeastfeeding, with higher
proportions in England and Wales, (68%) than intl&od (55%) or Northern Ireland
(45%). As part of the five-yearly national surietney were asked their reasons for

choosing the feeding method adopted and thesepoeted in table 1.1.1.

The most common reason for breastfeeding, giveB38% of mothers, was that it was
best for their baby. Other reasons were that Hemaing was more convenient,
cheaper or created a closer bond between mothdoabyd The commonest reasons
women gave for opting to bottle feed were that offeople could help with feeding,

or that they did not like the idea of breastfeediipthers who had previous children
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often based their decisions on whether breastfgeatitottle feeding had suited them

before.

Table 1.1.1
Mother's reasons for choice of infant feeding metho d
United Kingdom, 1995*
Mothers planning to breastfeed Mothers planning to bottle feed

n = 3,301 n=1,557
Mother's reasons % ° Mother's reasons % °
Breastfeeding is best for baby 83 Other people can feed baby 36
Breastfeeding is more convenient 37 Did not like the idea of breastfeeding 27
Breastfeeding is cheaper 21 Mother's own previous experience 30
Closer bond with baby 20 Would be embarrassed to breastfeed 7
Mother's own experience 17 Can see how much baby has taken 6
Breastfeeding is natural 12 Expecting to return to work soon 6
Breastfeeding is good for mother 12 Bottle feeding is less tiring 4
Influenced by medical personnel 3 Medical reasons for not breastfeeding 4
Influenced by friends or relatives 2 Persuaded by other people 3
Other reasons 2 No particular reason 1

Other reasons 6

! Reproduced from: Foster, Lader and Cheesbrough, 1997 (p45) !
2 Percentages do not add to 100 because some mothers gave more than one reason.

While the overwhelming majority of mothers accéyatt"Breast is Best", it is unclear
how many are aware of the evidence on which thersnt is based. But if they are
not, they may be unable to sustain their motivaifothey encounter difficulties.

Professionals also make judgements about how mmughasis to place on particular
health promotion activities and the priority thayegto supporting breastfeeding will

be influenced by their understanding of the heladthefits of breastfeeding.
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1.1.2 Scope of this review
Recent reviews of the evidence for associationsdmt infant feeding and human
health have been conducted by the Standing ConaritteNutrition of the British
Paediatric Association in 1994the American Academy of Paediatrics in 198#d
Heinig and Dewey from the Department of NutritianUniversity of California in
1996". Golding and colleagues from Bristol have alseiewed the evidence for

associations with a range of conditiorfs. ® ° 10+ 2

Research on potential benefits for infants hasuohedl studies on infections, allergic
disorders, neurological development, growth pastermiabetes mellitus and
inflammatory bowel disease. Aspects of maternallthethat have been studied
include lactational amenorrhoea, osteoporosis ameh@nopausal breast cancer. It
would be beyond the scope of this thesis to appréie evidence on all these
conditions. Instead, | have chosen to considentéhodological issues raised, and to
focus on the two areas of infection and neuroldgitsvelopment. Other potential

benefits are reported.

Although there is strong evidence for the bendlitsbreastfeeding in developing
countries, confirmed in a recent WHO review of itn@act of breastfeeding on infant
mortality;** | have elected to focus on the situation in dgwetbcountries such as the
United Kingdom. Similarly, |1 have not set out tosess in-vitro evidence for the

importance of components of breast milk.
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1.1.3 Sources of evidence to assess the benefitbrefstfeeding
Evidence for the benefits of breastfeeding is a&tifrom several types of study and

observation.

Mammalian evolution provides evidence of the beseadf breastfeeding, as over the
years, each species' milk has evolved to meet ¢eesnof their young. While this
may seem too obvious to merit attention, it undespany consideration of the
benefits of breastfeeding. Indeed it is acceptedlicitly by the manufacturers of
infant formulae who attempt to adapt their produegsh time the value of some
component of breast milk is demonstrated. Breakt i1 the benchmark by which

infant formula is judged.

In-vitro studies have investigated the compositbhuman milk and the functions of
its components. These studies both point to paielmé¢nefits, but also help explain
how those benefits may be mediated, an essengjalistdemonstrating connections

between feeding behaviour and health.

Observational cohort and case-control studies paveided evidence of associations
between feeding behaviour and health and are udefulproblems which are
relatively uncommon. They are however subject &ihodological problems which
can be only partly resolved by improvements in gtdesign, as discussed in section

1.1.4.
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1.1.3a Evidence from randomised controlled trials
Although randomised controlled trials are the ideay to assess associations
between interventions and their consequences,igahand ethical factors dictate that
they cannot usually be used to assess the beatbteastfeeding. Because of what is
already known about the benefits of breastfeedibhgyould not be ethical, or
acceptable to mothers, to randomise those intentdingreastfeed to a group who
would give formula feeds. An RCT would thereforeed to recruit from those
intending to use infant formula, but then persuamdghers in the group allocated to

breastfeeding to do so.

Despite the constraints, some have successfully izselomised designs. Luceaisal
141516 1718 yacruited 926 babies who were born prematurefythdir mothers chose
not to breastfeed, or did not provide enough mikntselves, the babies were
randomised to receive either additional donor mdk,additional formula. While
these studies have provided invaluable data orcedsEms between breastfeeding and
necrotising enterocolitis, allergic disorders amdinological development, Lucas has

emphasised that these findings may not necessapply to healthy babies born at

term?®

Several studies comparing different infant formuteere employed randomisation.
For example, Buret af® compared cow's milk formula with soya-based foanfolr
infants with a family history of allergic diseasad Lucast af* supplemented infant

formula with long-chain polyunsaturated fatty acias investigate their effect on
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neurological development. Whilst this approachsdoet provide evidence relating
directly to the benefits of breastfeeding, it dadlew researchers to investigate the

impact of factors identified from in-vitro studies.

In January 2001, Kramer et al reported the resiléslarge cluster-randomised trfal.
The Promotion of Breastfeeding Intervention Tri@ROBIT) was conducted in the
Republic of Belarus and recruited 17,046 motheasibfpairs under the care of 31
hospitals and polyclinics. The 16 interventiorsiteceived an intervention based on
the WHO/UNICEF Baby Friendly Hospital Initiati¢e while control sites continued
normal care. 96.7% of babies completed follow-wp@A2 months. The results of this
study are important, as it was large enough to destnate an effect not only on
duration of breastfeeding, but infant health. Thain results are shown in figure
1.1.3a. While the results do have lessons forthesdrvices around the world, it is
worth noting that the researchers chose to contiecstudy in Belarus partly because

the country's health services were less develdpadin the West.

Fig 1.1.3a
Promotion of Breastfeeding Intervention Trial (PROB IT)?? - Main results

Infants from intervention sites were more likely to:

No differences were found in rates of respiratory infections;

receive any breast milk at 12 months (19.7% vs 11.4%; adj OR 0.47; 95% Cl, 0.32-0.69)
be exclusively breastfed at 3 months (43% vs 6.4%; p < 0.001)
be exclusively breastfed at 6 months (7.9% vs 0.6%; p = 0.01)

have lower risk of 1 or more gastrointestinal infections

have lower risk of atopic eczema (3.3% vs 6.3%; adj OR, 0.54; 95% CI 0.31 - 0.95).

(9.1% vs 13.2%; adj OR, 0.60; 95% CI, 0.40 - 0.91)

(Intervention group, 39.2%; control group, 39.4%;
adj OR, 0.87; 95% CI, 0.59 - 1.28.)
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1.1.4 Methodological issues in epidemiological sties of infant feeding
Writing in 1986, Bauchneet af* identified methodological flaws, which reduced the
validity of studies investigating links betweenifasial feeding and infection. As a

result, he proposed four standards, which are tepan figure 1.1.4a

Fig 1.1.4a

Methodological standards proposed by Baucher et al**

Avoidance of detection bias
In retrospective case-control studies, those who breastfeed or bottle feed may
perceive illness differently and therefore report problems more or less frequently.

Adjustment for potential confounding variables
Because factors such as social class and behaviours such as maternal smoking
are associated with the mode of feeding, it is not always clear whether
associations between infant feeding and health are real or due to the
confounding variable.

Definition of outcomes
Bauchner et al concluded that in a number of the studies they reviewed, the
definition of health outcomes was unclear.

Definition of breastfeeding
Bauchner et al found that inadequate definitions of breastfeeding were common,
with some studies failing to report on supplementary feeding or the duration of
breastfeeding. If partial breastfeeders are included with exclusive breastfeeders
in a "breastfed"” group, there may little difference between the feeding experience
of the "breastfed" group and those who receive infant formula, reducing the
power of the study.

Similar concerns were also raised in 1988 by Kramavho advocated a more
stringent approach to evaluating studies of atajisorders and othefs Although

é’ 2 2% and the

subsequent studies, such as Howie and Forsyth's imoDunde
PROBIT study reported abotehave attempted to control for the problems that

Bauchneret al identified, they remain important factors to comsidAs a result of
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these concerns, the Interagency Group for ActionBoeastfeediny proposed a

common approach to defining breastfeeding (fig4h)l.

Figure 1.1.4b
Schema for breastfeeding definition

BREASTFEEDING

TOKEN
FULL PARTIAL Breastfeeding
episodes have
insignificant caloric
contribution
EXCLUSIVE ALMOST EXCLUSIVE HIGH MEDIUM LOW
No other liquid or Vitamins, water, juice and More than 80% 79% - 20% Less than 20%
solid is given ritual bikost given not of feeds of feeds of feeds
to infant more than once or twice
per day; not more than
1-2 swallows.

Reference: Schema for breastfeeding definition. (Modified from Labbok M, Krasovec K:
Towards consistency in breastfeeding definitions, Stud Fam Plan 21: 226, 1990.

Although this schema has focussed attention omé#eel for clarity, it has not been
universally adopted, perhaps in part because ofdtle of a simple data collection
tool which researchers can incorporate into theirvesys. The original paper

suggests gathering more detail on feeding than Imeangalistic in most survey-based

studies. It also fails to reflect feeding behaviatnen infants are weaned.

A meeting organised by the WHO Division of Diarrbb@nd Acute Respiratory

Disease Control in 1991 considered further the definition of breastfeedingrhe
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meeting agreed definitions derived from those psepoby the Interagency Grolip
but allowed medicines as drops or syrups witkixclusive breastfeedingand added
definitions of “timely complimentary feeding’and “continued breastfeeding”to
assess feeding practices beyond the first fouixtonenths of life. The WHO report
renamed‘almost exclusive breastfeedingds “predominant breastfeeding”. “Full

breastfeeding’includes botttexclusive” and“predominant breastfeeding”.

Auerbachet af® have highlighted inconsistencies in the breasifeedefinitions used
in the literature, which often relate to imprecisse of the term“exclusive

breastfeeding”. In this thesis, | have usédxclusive” when quoting other authors’
findings, but have preferred the teffull breastfeeding” when reporting my own,
unless referring specifically ttexclusive breastfeedirigas defined by the WHO

report. In the discussion, | have used the mastoguiate term for the context.

1.1.5 Mechanisms by which breastfeeding may benefitfants' health
Although infant feeding research often focuses e lienefits of breast milk, some
associations, such as the impact on maternal-infaahding, neurological
development and suggested reductions in Suddemtlfifaath Syndrome may be
partly due to the act of breastfeeding, its freqyemand associated child-care
practices, rather than the composition of humark.milOther benefits relate to the

circumstances and level of hygiene under which tdanfeeds are prepared.

Some potential benefits, such as reduced infecttes are likely to involve a dose-

response relationship, because the more a motbastfeeds, the higher the dose of
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1.1.6

components such as secretory IgA, macrophages thed protective substances the
baby will receive. Conversely, the less formula thaby receives, the fewer
contaminating bacteria he or she will encountemveler other potential benefits may
be unrelated to the amount of formula a mothergyivé protection from allergy is

mediated by early sensitisation of the infant teeifign proteins, it may require very
little contact with infant formula for this to hagp and as a result, only exclusive
breastfeeding may be effective in preventing theeesk effect. This makes it harder

to demonstrate associations with problems whichiregbstinence from other feeds.

Evidence for associations between infant feeding dnnfection in infants

Evidence that breastfeeding protects against ilwiectomes from both laboratory and
epidemiological studies. Breast milk may be seesnaacarrier of biochemical
messages from mother to baby, an approach whicht Bexd Walker adopted in a
recent review of the function of different compotseof breast milk? For example, it
contains a range of anti-infective components @& thought to protect infants

against infection and mothers against ma$ttable 1.1.6).

Table 1.1.6
Components of human milk which are thought to prote ct against infection
(Adapted from Heinig and Dewey, 1996 )

Carbohydrates that inhibit pathogenic bacteria binding to epithelial cells
Nitrogen-containing sugars that promote growth of beneficial lactobacilli
Antibodies such as secretory IgA and serum IgG

Anti-inflammatory agents

Anti-oxidants

White blood cells such as neutrophils and macrophages

Lactoferrin which binds iron, making it unavailable to certain bacteria
Lysozyme, an enzyme that attacks microbial pathogens

Anti-viral lipids

Anti-protozoan factors
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The American Academy of Paediatrics Workgroup oreaBtfeedint describes
evidence that breastfeeding reduces the incidendéomaseverity of a number of
infections as strong, echoing Heinig and Deweythera fuller review! These
conditions include diarrhoea, lower respiratoryegtion, otitis media, haemophilus
influenzae bacteraemia and meningitis, botulismnpauy tract infection and for

premature babies, necrotising enterocolitis.

1.1.6a Gastrointestinal illness:
One of the most important studies of the impaadhtznt feeding on human health is
based on observations on 674 babies born in Dubdieeen September 1983 and
May 1986%’ 2229 The study was designed to address the concesesifay Bauchner
et af* and controlled for confounding variables identfiey logistic regression. By
controlling for social class, maternal age and p@lesmoking, the authors were able
to be more confident that associations betweenirfgetbehaviour and health

outcomes were real.

In their report on the first year of life, Howé af’ found that babies breastfed for 13
weeks or more had significantly less gastrointasiimess at all ages up to 52 weeks,
with reductions of between 6.6% and 16.8% (95% idente intervals) in the first
three months. The benefit was maintained beyondpémmd of breastfeeding itself

and fewer infants required hospital admission.

Others have also compared the relative risk of rgasteritis in breastfed and

formula-fed infants. Duff{? found a significant reduction in gastroenteritisomgst
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US infants who were exclusively breast fed for fownths. Dewe3/, monitored 87
Californian infants weekly for two years and foutitht diarrhoeal illness was
approximately twice as common amongst formula-fédnts, but no association with
respiratory disease. However, a prospective stfdg00 babies born to largely
middle class parents in Copenhafjdound no significant relationship between infant
feeding and gastroenteritis, respiratory illnes®titis media during the first year of
life. This finding may be related to the low powdrthe study, because few of the
infants received formula in the first months. Eighercent were exclusively breastfed

at one month and almost 60% at four months.

In 1999, Raislert af® reported on the health of 7,092 infants in the Ntgional
Maternal and Infant Health Survey. Fully breastfedbies had lower odds ratios for
diarrhoea, vomiting and cough or wheeze. Predortiynaneastfed babies had lower
odds ratios for diarrhoea and cough or wheeze,ewthibse fed equal amounts of
breast and formula feeds had lower odds ratioxdoigh or wheeze. These results
suggest that reductions in infection rates are aatsal with the amount of
breastfeeding a baby receives. The recent PRQBAF? referred to in section

1.1.3a also found a significant reduction in tis& 0f gastrointestinal infections.

Necrotising enterocolitis is the commonest serigastrointestinal illness seen in
neonatal intensive care units. In 1990, Lucas @ald™* reported on a study of 926
premature babies, which has been described irogetti.3a. There were 31 cases of
confirmed necrotising enterocolitis, eight of whodied. Babies who were

exclusively fed formula were 6 - 10 times more lyki» have confirmed disease than
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those fed breast milk alone and 3 times more likelythan those who received

formula plus breast milk.

1.1.6b Respiratory iliness:

In 1998, the Dundee study group reported on thé&teda infants up to the age of
severt® They found that the probability of children eveving respiratory illness
was significantly less for those who were exclulsiv@eastfed for at least 15 weeks,
17%, (95% confidence interval 15.9% - 18.1%), tf@anthose who were partially
breastfed, 31.0%, (26.8% - 35.2%), or those whoeviattle fed, 32.2%, (30.7% to
33.7%). Other findings at age seven included thseosation that children who were
exclusively bottle fed had higher systolic blooggsures than those given any breast
milk. Introducing solids before fifteen weeks vwassociated with more wheezing and

an increased percentage of body fat.

In a study of more than 1,200 Arizona infants dewblwith a health maintenance
organisation, Wright found that at the age of six, 11% of recurrent @zeein non-

atopic children could be attributed to not havirgeb breast-fed. Other studies,
which investigated possible associations with raspry illness, have been referred to
in section 1.1.6a abové>>%. The PROBIT tridf referred to in section 1.1.3a found
no association with rates of respiratory infectiovhich the authors attributed to
relatively high breastfeeding rates in both conténadl intervention groups and women

in Belarus relying little on child-care facilities.
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Although not necessarily applicable to developegntges, the results of a Brazilian
case-control study merit attention, because ofitfeur with which it was conducted
and the focus on mortality, rather than morbidftylictoraet alidentified 127 infants

who died due to respiratory infection and compatezin with 254 neighbourhood
controls. While the main risk factor associatethwnortality was low socioeconomic

status, breastfeeding was also shown to have disayn protective effect.

1.1.6c Otitis media
A number of studies have investigated whether ther@n association between

breastfeeding and otitis media, with mixed results.

Those reporting an association include Dunegaf® from the Arizona study referred
to abové&’. Infants who were exclusively breastfed for fousnths had half as many
episodes of acute otitis media as those who wererdaeastfed and 40% less than
those who were partly breastfed. Similarly, a camity-based study from Goteburg
in Sweder!’’ demonstrated a significantly lower incidence dfi®media in the first
year of life. A prospective study of more tharD56fants from Texd$ also found
that exclusive breastfeeding was associated wih dgitis media during the first six
months. Dewey? in the study referred to above, found the incigeat otitis media

was 19% less in those who were breastfed throughetitrst year of life.

Others have however not shown associations betiméant feeding and otitis media.
Howie et af’ found no association in the Dundee cohort, althaitigs worth noting

that otitis media was less common than respiratoigastrointestinal infections.
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1.1.7

Rubin et al's study of 500 Danish infartsappeared to show a protective effect
against otitis media, but this was no longer sigaiit when the investigators
controlled for age of the baby. It was also iesting to note that the US Maternal
and Infant Health Survey referred to abd¥enfants without siblings who were
predominantly breast-fed had lower odds ratioseforinfections, whereas those who
had siblings did not. This may reflect the impoga of siblings as a vector for

infection, which may outweigh any protective effetbreastfeeding.

Taken together, these studies suggest that bredstée does protect against otitis
media, but that as children get older, this mapwershadowed by other factors such
as nasopharangeal colonisation by pathogenic li@étéf There is however a case

for a meta-analysis based on the studies which bansidered this.

Breastfeeding and neurological development

Over the years, a number of studie$ *° “have found that breastfed children score
higher on tests of cognitive function than thosflamula. However research in this
area is complicated by the fact that breast-feants tend to come from more
advantaged family environments and their motherse hdigher educational
attainment. One example of such a study was Redfyeding that breastfed babies
in a 1946 UK cohort study of 5,362 children had &Jpoint advantage on non-verbal
IQ score, after adjusting for identifiable confoinml factors*® Reporting data from
771 low birthweight infants included in the tri@spreterm infant feeding referred to

in section 1.1.4 above, Morlegt al noted that approximately half the advantage

1.1 Literature Review: How great are the benefitsreastfeeding? 16



detected in infants’ Bayley mental developmentdexcould be accounted for by

having a mother who opted to breastfeed.

In 1999, Andersoret al'’ published a meta-analysis of differences in cagmit

development between breast-fed and formula-fedi@nl and attempted to clarify the
role of potential confounding factors. Before atijng for key covariates, breastfed
infants had an 1Q advantage of 5.32 points (95%:A®] - 6.14). After adjusting for

covariates, breastfed infants still had a 3.16 fpadvantage (95% CI 2.35 - 3.98).
The IQ advantage was detectable from age 6 momttislib years, the last age for
which reliable data were available, and appearetbteelate with the length of time
for which infants had been breastfed. Low-birthghie babies benefited most, with a
cognitive development advantage of 5.18 points,pamed with 2.66 points for those

with normal birth weights.

The mechanism for this effect has been questionddraay involve a combination of
both biological factors and the mother-infant iat#ion involved in breastfeeding. In
their trials of preterm diet, Lucast al found that tube-fed premature infants given
breast milk had more favourable cognitive outcortteen those who were given
formula. It has been suggested that long chainypsigturated fatty acids in breast
milk may play a part in enhancing neurological depment, but three trials in term

babies have reported conflicting resutts’ *°.

Discussing a later follow-up study, based on IQstes$ age 7 to 8 years, which found

that boys born prematurely were more likely to Werfeom nutrient-enhanced as
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opposed to standard formula, Luagsal® hypothesised that suboptimal nutrition at
key stages in early brain development may have l@ngn effects on cognitive
function. They suggested that early nutrition miggrogram" longer-term outcomes.
However, it may not be appropriate to extrapolatenf this work to healthy term
babies, because many preterm babies develop ilinesddition to their prematurity

and they are born at an earlier stage of neuradgievelopment.

Evidence for the role of early social environmest ether a mechanism for, or
confounding factor in the association between kfeeding and intelligence comes
from the range of factors identified as covariateéndersonet al's meta-analysié’
The importance of this is also illustrated by adgtwf men and women born in
Hertfordshire between 1920 and 1930 which usedivawiate analysis to compare
health visitor records with intelligence tests cocteéd years later as aduifs.
Predictors of a higher 1Q were having fewer oldétirsgs, older maternal age and
non-manual social class, but use of a dummy (magifperhaps a measure of less
stimulation as a baby, was associated with lowedtadtelligence. In this study,
although those who had been exclusively breastéetigtightly higher 1Q scores, no

association between feeding and 1Q was detectdteimultivariate analysis.

In summary, meta-analysis has confirmed that biessding is associated with a small
benefit in 1Q which is likely to be partly mediatéy the mother-infant interaction
involved in breastfeeding, and partly by differendeetween the composition of
human milk and infant formula. This benefit is @pex for premature, or low-birth

weight babies, but does also apply to term babies.
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1.1.8 Other potential benefits for infants
A number of other benefits for infants have beeporged, although it would be

beyond the scope of this thesis to consider thaeende for all of these critically.

1.1.8a Allergic disorders

Over the last 30 years, researchers have expermhsiderable energy investigating
whether breastfeeding protects against allergieadis’ but despite this effort, until

the publication of the recent PROBIT tffalit has been hard to draw clear
conclusions. One problem has been that if avoielahdéood antigens protects against
atopy, few breastfeeding mothers achieve the amcelaneeded to demonstrate an
effect, either because they supplement with fornaulearly solids, or because of the
presence of food antigens in their own nmiflk® As a result, many studies have had

inadequate power to detect differences in the peeca of atopic conditions.

Evidence for an association with wheezing, (buteeztema) was provided by Buet

al®® in a study of 453 children with a family history atopic disease. Similarly,

55
| | 52

Saariner! Moore et al *®> and Chandraet al > all reported lower rates of atopic
disease amongst who were breast-fed. The PROBiftréferred to in section 1.1.3a
found that infants of women delivering at interventsites were breastfed for longer
and had a lower risk of atopic eczema (3.3% vs 6 a&3usted odds ratio 0.54; 95%
Cl1 0.31 - 0.95). In their trial with preterm bahiésicaset afl*® found that amongst the
subgroup of 160 infants who had a family historyatipic disease, those randomised

to receive infant formula experienced more atojsomlers at 18 months.
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However there was no association in Howeiel's Dundee stud$’ or a recent study
of 3,856 Japanese children at age tfreeGoldinget aP’ found that those who
breastfed reported more eczema, but suggestethihahight be because those with a

family history of atopy may be more committed tedmstfeeding.

Until the publication of the PROBIT triaf, the question of whether breastfeeding
prevents atopic disease had been controversialtandy take a little while for the
scientific community to interpret the results. Hwee it seems likely that many
mothers with a strong family history of atopy wlleastfeed in the hope of protecting

their babies against conditions of which they ha&esonal experience.

1.1.8b Case control studies for uncommon conditions
There is evidence that breastfeeding is associatitll lower rates of insulin-

dependent diabetes in childhddef °° ¢,

Case-control studies conducted by a team in Nap#® shown lower rates of
breastfeeding amongst those with urinary infectfomppendiciti€? intussusceptidt,

pyloric stenosi¥, inguinal herni& and tonsillectomy/. However case-control studies
are prone to bias in recall of feeding method deldelection of controls and these
findings need independent confirmation. Althougime have shown lower rates of

ulcerative colitis and Crohn's dise¥s@thers have not confirmed th&se
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There has been considerable debate about whetkastt@eding protects against
Sudden Infant Death Syndrome after a case-contudysfrom New Zealand found
that significantly fewer cases than controls hadrbbreast-fed® * However it is
noteworthy that even in that study, sleeping proetative risk 5.74, 95% CI 3.26 -
10.1) and maternal smoking (relative risk 2.45, 98%1.32 - 4.55) were more
important risk factors than not breastfeeding (rnetarisk 1.83, 95% CI 1.02 - 3.29).
This was not however confirmed in a UK study andea&pert group established by
the UK chief medical officer concluded that pub&dhstudies had not demonstrated a

link between bottle feeding and Sudden Infant D&thdrome!?

Another topic, on which the evidence is equivoh suggested link between infant
feeding and childhood cancer. While some stud#esesuggested a benefit, others
have not and there is also concern that carcinogabstances in the environment

may be transmitted to infants by breast milk.

1.1.8c Infant nutrition and childhood growth
Breast-fed and formula-fed infants have differemivgh pattern§ and there has been
interest in whether this may herald a lifelong @iéince in body composition and the
prevalence of disease in adult life. A German sttidy 9,357 children who were
examined at school entry found that 4.5% of thobe were never breastfed were
obese (body mass index >"™teentile), compared with 2.8% of those who were
breastfed. Similar findings were reported by \tfilet af® from the Dundee cohort
of children at seven years. These findings suggestusal link, but an alternative

explanation would be that mothers who breastfeed glve their children a more
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1.1.9

healthy diet during the early years. There are wewanteresting parallels between
these findings and the hypothesis that early matritprogrammes" the body for later
life, which was also suggested by research on tmgioal development referred to

previously.

Breastfeeding and maternal health

Although this chapter has focussed on benefitsniiants, there are also benefits for
mothers. Lactational amenorrhoea reduces menditoatl loss and plays a role in
helping women space their children. Research lsascanfirmed the popular belief
that breastfeeding helps women regain their prgramt weight and that they
experience improved bone remineralisation postupalft and fewer hip fractures in
later life!” Breastfeeding has also been associated with arlow&ence of pre-
menopausal breast can@ef’, confirmed in two recent review8 ® and a reduced

risk of some ovarian cancets.

"Bonding" may be seen as an advantage for both emettnd babies and is cited by
around 20% of mothers as a reason to breastfdechas both physical and
psychological components some of which are mediated by the release of @kyto
during breastfeedin®f. # Although the concept encompasses the experienices
many mothers and babies, it may be conditionalreadifeeding being a success and
for some, as Schmied and Barclay's qualitative waekcribe$® breastfeeding is

painful and dysfunctional.
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1.1.10 Disadvantages of breastfeeding and situations in wdh breastfeeding is
inadvisable
As has been shown, there is evidence that bredstteeonfers a range of health
benefits to mothers and babies. There are howssrae circumstances in which this
may not be the case. These are listed in figutel@. Lawrenc¥ discusses the
issues involved in this more fully and also progidietailed information on drugs in

breast milk.

Fig 1.1.10
Situations in which breastfeeding may be contra-ind icated.

Mothers with HIV
The UK Chief Medical Officer has recommended that in the UK, mothers who are
HIV positive should not breastfeed®" because of evidence that the HIV virus can
pass from mother to baby.*!® 3'®37 Untested mothers at high risk of HIV need to
be aware of this advice.

Galactosaemia
A rare condition in which Infants are unable to metabolise galactose and need a
special formula. The condition presents with jaundice, vomiting and electrolyte
disturbance.®®

Medication
Some drugs pass from mother to baby in breast milk, and although most cause
no harm, prescribers need to check the safety of medications. In the few cases
where medications may cause harm, women should be fully involved in decisions
about the most appropriate approach.>'®

lllegal drugs
A number of illegal drugs pass from mother to baby in breast milk and the
American Academy of Pediatrics has recommended that mothers using
amphetamine, cocaine, heroin and marijuana should not breastfeed.**°

In addition to specific situations where breastiegdmay be inadvisable, it is also
worth referring to some other potential disadvaesagf breastfeeding. There is
evidence that breastfed babies are more likelyutters bleeding due to vitamin K

deficiency - haemorrhagic disease of the newbdfarmula feeds are supplemented
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with vitamin K and although all infants are given aitial dose of vitamin K,

breastfed babies receive two further oral do¥es.

Another issue that has caused concern has beemprésence of environmental
contaminants, such as polychlorinated biphenylsB&Gn human milk. This has
been widely reported with headlines suctiBigast Milk Poison Alert(The Express,
12" July 1998°% and may have alarmed many mothers. There is evidthat these
chemicals may be concentrated in breast milk aatlidtfeastfed babies are exposed to
higher levels than those receiving formtia! °? It has been suggested that higher
intakes of PCBs are associated with neurotoxicceffen the developing brain and
higher levels of thyroid stimulating hormone, s@gé concerns need to be taken
seriously. However a recent revidwconcluded that'only extreme levels of
contaminants in breast milk represent more of aahdzhan failure to breast feed".
This conclusion was supported by two other revigW®, but does reinforce the

importance of reducing levels of PCBs and othetammmants in the environment.

1.1.11 Conclusions and summary
The relationship between breastfeeding and humaithhdias been subject to
extensive study, as shown by the wide range aflibee reviewed. Because of this,
many authors elect to refer to the benefits inipgs$ut in doing so, there is a danger
of merely reinforcing the mantra that "breast isthewithout understanding why,
how, or to what extent this is the case. Indedd,|#st point - that researchers need to
quantify the benefits of breastfeeding and explliem in ways that people can

understand is a theme which runs through manyeofdpics reviewed in this chapter.
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Although Anderson's review of breastfeeding andnitog developmerif is an
important exception, few of the other associationth human health have been
investigated by meta-analysis. Doing so would mevclearer information for
mothers on the extent to which they can expectsiexading to benefit their health
and that of their babies. It might be helpful tegent the results as Numbers Needed
to Treat, which could be expressed as for examifer every x mothers who
breastfeed, one mother could expect her baby ta@avparticular adverse effect.®

97 Adopting this approach would do much to make rimfation about the benefits of
breastfeeding more accessible to mothers. Theaksasa case for further research to
find out whether quantifying the benefits increaseghers’ motivation and ability to

breastfeed.

As has been shown, mothers consider a wide rangeedical, psychological and
social factors in deciding whether or not to briessst. When feeding, they continue
to weigh these factors. In subsequent chapteomsider the ways in which they do
so, how this influences their feeding behaviour @ags in which those concerned to

promote breastfeeding have attempted to influeinaeltehaviour.
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1.2.1

1.2.2

Chapter 1.2
EPIDEMIOLOGY OF BREASTFEEDING:
WHAT FACTORS INFLUENCE INFANT FEEDING?
Introduction: The importance of epidemiological dag
Understanding the epidemiology of infant feedinchdeour is important for a

number of reasons:

Data on the prevalence of breastfeeding undermaearch on the benefits of

breastfeeding.

* By examining the behaviour of groups, it is possibb learn more about the
factors that influence behaviour.

» It allows interventions to be directed towards thedo most need help.

» Comparing trends in feeding behaviour provides asuee of the impact of public

policy and social changes.

It is not a substitute for broader sociological evation, in-depth qualitative studies
or experimental studies to assess specific intémen But knowing the
characteristics and experiences of women who besmktprovides an essential

context for other work.

Breastfeeding in the United Kingdom

Since 1975, infant feeding patterns have been thgest of quinquennial national

surveys, conducted by the Office of Population @eas and Surveys, (OPCS),
recently renamed the Office of National Statist{@NS)?8 9101011 These surveys

were established after a DHSS Committee on Mediksgects of Food Policy
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(COMA) report in 197#2 recommended monitoring of infant feeding trendsabse
of concern about the decline in breastfeeding amdeace demonstrating the health
benefits of breastfeeding. Although the initiah&y in 1975 looked only at England

and Wales, Scotland was included in 1980, and Manthreland in 1990.

In the 1995 survey66% of women in the United Kingdom began breasifeg but
by six weeks only 42% were still giving any breastfs. By four months, this had
fallen to 27% of women. These figures howeverdlude both full and partial
breastfeeding and although the surveys did ask tath@uintroduction of formula
feeds, questions on this related to when the curestire was completed, rather than
the baby's age. When mothers completed the firsstopnnaire, between six and ten
weeks postnatally, 21% were fully breastfeeding/o18ere partially breastfeeding
and 62% exclusively bottle feeding. When comparéd the Department of Health's
recommendation that all infants should be exclugileastfed for a minimum of

102

four months™, it is clear that four out of five UK babies dotnmeceive optimum

feeding.

Whilst government recommendations provide one taagainst which feeding rates
can be measured, women themselves have views oromgwthey would have liked
to breastfed. Table 1.2.2, reproduced from the&sI@port suggests that the majority
of women who discontinue breastfeeding would hakedl to have breastfed for
longer, a finding supported by the observation ttnet majority of women who

stopped before four months did so because of dlffes with breastfeeding.
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Table 1.2.2

Whether mothers would have liked to have breastfed longer by duration of
breastfeeding

(% of those breastfeeding mothers who stopped during the study period)

Baby's age when breastfeeding % of mothers who would have liked Number stopping in period

ceased to breastfeed longer

Breastfed for:
Less than 1 week 90 477
1-2 weeks 91 163
2 - 6 weeks 89 528
6 weeks - 3 months 74 348
3 - 4 months 59 247
4 - 6 months 48 208
6 - 8 months 36 267
8 months or more 32 117

Reproduced from: Foster, Lader and Cheesbrough, 1997 (table 7.11, page 79)".

Whether assessed against government recommendatonsothers' aspirations,
breastfeeding rates in the UK are too low and gk a significant challenge to

those concerned with health promotion.

1.2.3 Trends in breastfeeding
The five-yearly retrospective surveys provide corapge data on feeding over the
last 25 years, but it is helpful to look back ftho understand the development of a

bottle-feeding culture in Britain and other Westeountries.

A fuller discussion of the history of infant feedirs beyond the scope of this thesis,
but excellent accounts are provided by Lawré&haad, from a more overtly political
perspective, Palm¥&’. They detail how social, commercial and profesaigmessures

have interfered with relationships between motlaerd their babies, resulting in a
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collective loss of confidence in breastfeeding. Timplications of these trends for

breastfeeding support are also discussed in settioh.

Until the end of the 19 century, wet-nursing was the only alternative roothers
who were unable, or unwilling to breastfeed. Itsvean option only available to the
better off and led Trollope to writéHow is it that poor men's wives, who have no
cold fowl or port wine on which to be coshered oprse their children without
difficulty, whereas the wives of rich men, who &ad drink everything that is good,

cannot do so?"Anthony Trollope 1847

Soon however, the development of infant formulagvigied an alternative that was
seized upon by commercial interests and often stggbdoy the medical profession.
Science, which offered so much in other areasfef éillowed formula manufacturers
to refine their products and encouraged the vieat bneastfeeding mothers should
know how much milk their babies were getting. Reste feeding regimes and

bottle feeding offered a way for mothers to ordmwesirt lives, and contribute to a more
industrialised society. In 1940, the British gaveent began subsidising National
Dried Milk, partly to enable women to contributeth@ war effort, a policy which has
been continued with the Welfare Foods Scheme. dédewdata from three studies in
the late 1940s suggest that most women continuddetastfeed with 57%, 42% and
48% breastfeeding at three months in Ldtgna national study® and Newcastle

upon Tyne'®® In 1953, Westropp reported breastfeeding rates5é6 &t one month

and 70% at three months from an Oxford child hesiltivey.**’
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Over the next ten years the picture appears to ldnamged dramatically and
breastfeeding became less popular, with only 29%Noftingham women still
breastfeeding at three months in Newson and Newsb®59-60 survelf® 1%

Grosvenor!*®in an MSc thesis quoted by Joretsal '

reported breastfeeding rates
of 54% at one month and 29% at three months. l&rfakccount of the results of local
infant feeding surveys is available in a reportl@hed by the MRC Environmental
Epidemiology Unit in Southampton which considerdte timpact of childhood

nutrition on the risk of cardiovascular diseastatar life.*?

As more mothers turned to bottle feeding, the diaathges of the higher solute
concentrations of the early formula feeds becampamgmt and prompted the
Committee on Medical Aspects of Food Polic}? and World Health
Organisatioh*to advocate breast feeding in 1974. In the firstidwal survey in

1975, only 51% of women ever breastfed and only 2é%inued to six weeks.

Table 1.2.3
Incidence and prevalence of breastfeeding in Englan  d and Wales from 1975 to 1995
(Percentage feeding at time shown) % %0 190 10+1

1975 1980 1985 1990 1995
Initial feed: 51 67 65 64 68
1 week: 42 58 56 54 58
6 weeks: 24 42 40 39 44
4 months: 13 27 26 25 28

Over the next five years, breastfeeding rates asmeé significantly, but since 1980,
they have remained remarkably static. Indeed, thapgstion of mothers both

initiating breastfeeding and continuing to do sib $éghtly between 1980 and 1990.
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Although the data presented suggest that the daliiend was reversed in 1995, there
has been concern that this may merely reflect aclmmg the way the survey was
conducted. New data protection legislation restricted thevey team's ability to

follow-up non-responders and there was a loweramesp rate from younger mothers
in manual social class groups. Overall, the respoate to the initial request to take
part in the study fell from 89% in 1990 to 75% i@95. Although the researchers
weighted the sample to correct for the imbalancsoicial class groups, if those who
were not committed to breastfeeding respondedfiegsiently, there may have been
additional bias that was not corrected for. Bseanf this, it will be interesting to see

whether the survey conducted in 2000 shows a furibe in breastfeeding rates.

Taking a closer look at data on the duration oabtieeding, it is apparent that 47%
of the 51% who initially breastfed in 1975 werdlgiving any breastfeeds at six
weeks, but that five years later 63% of the 67% Ww&gan breastfeeding continued to
six weeks. Over that five-year period, more worbegan breastfeeding and more
continued to feed, but there has been little changee proportions giving at least
some breastfeeds in the following twenty yearsis worth noting that the first study
reported in this thesis was conducted in 1983, wihensecond five-yearly survey
appeared to herald ongoing increases in breastigaedies. Instead, rates changed
little and the results of study one may be moreesgntative of present-day feeding

behaviour than one might have anticipated.

1.2.4 Giving formula feeds to breastfed babies

Although there is evidence that many of the besefit breastfeeding relate to
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exclusive, rather than partial breastfeeding, maoynen combine breast and bottle
feeding. This ranges from giving occasional bettleehen breastfeeding is
inconvenient to regular supplementation and sonegimeliance on bottle feeding

with only token breastfeeding.

Table 1.2.4 shows that fewer babies are being gfeemula in hospital, which
represents progress towards meeting the sixtheofhIO/UNICEF Ten Steps:"To
give newborn infants no food or drink other tharedstmilk, unless medically
indicated.” The importance of this is underlined by the obswahat in 1995, 34%
of mothers whose babies had been given a botthespital gave up breastfeeding in
the first two weeks, compared with 11% of those Whd not. It is however unclear
how much of the change observed is due to the WINBZEF initiative as the UK

Breastfeeding Initiative was only established 849

Table 1.2.4
Proportion of breastfed babies given formula feeds

(Percentage of mothers who were breastfeeding at each stage, Great Britain) **° *°* *

1985 1990 1995
Given formula in hospital 50 45 36
Given formula at 6 - 10 weeks 34 39 46
Given formula at 4 - 5 months 24 27 43

Note:

The denominator for this table is the number of women breastfeeding at each stage of the study. Because of
this, useful comparisons can only be made across, rather than down the table. Many of those who gave bottle
feeds in hospital were not breastfeeding at six to ten weeks, and similarly, many of those giving bottles at 6 -
10 weeks were not breastfeeding at 4 - 5 months.

As well as pointing to a reduction in the use afifala in hospital, table 1.2.4 also

demonstrates another trend. It shows that at hwtlo $en weeks and at four to five
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months, increasing numbers of breastfed babiebang given formula feeds. There
appears to have been a move away from exclusivartsipartial breastfeeding over

the last ten years

Understanding trends in breastfeeding

Baer!*® (quoted in Lawrencé’) identifies two types of interventions to promote
breastfeeding: "supply" and "demand”. Supply wve#ations are those that increase
the availability of breast milk, while decreasinget availability of substitutes.
Making hospital routines more conducive to breastieg by enabling early contact
and restricting the availability of substitutes aupply interventions, as are extending
maternity leave or providing time at work for bréaeding. Demand interventions on
the other hand address mothers' motivation to Hesss emphasising health benefits

with messages such as "breast is best"; motivatgurch as "breastfeeding is a great

mothering opportunity” or risk messages, such astusubstitutes is a health risk."

This framework is also helpful in considering tleasons for changes in breastfeeding
rates in the last 25 years. Because supply iattions tend to focus on the postnatal
period, they are more likely to influence the diamatof breastfeeding than its
initiation, whereas demand interventions have tlmemtial to influence both

incidence and duration.

1.2.5a Maternity services and breastfeeding

Maternity services have provided an important fofars"supply interventions" and

there has been considerable debate about the wayhtispital practices have
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influenced infant feeding. Whereas health professis were previously criticised for
supporting rigid approaches to feeding, practice thaw changed, as evidenced by

reports of women's experiences in the quinquersnialeys (table 1.2.5a).

Table 1.2.5a
Changes in reported hospital practice between 1975 and 1995
(Percentage of British mothers who began breastfeeding) ) 98 99100 101 1

1975° 1980 1985 1990 1995
Baby put to breast immediately after birth 3 16 27 26 25
Baby put to breast within an hour of birth 8 30 32 37 43
Feeding on demand 36 68 81 90 2
Mother and baby together continuously in 4° 17 47 63 74
hospital

No bottles given in hospital 23° 49 48 54 61
Notes:

a Rigid schedules and feeding on demand did not merit a mention in the 1995 report.
b The 1975 data exclude Scotland.
¢ The 1975 data relate to the first day in hospital. Over the 25-year period, length of hospital stay fell.

These surveys provide a measure of practice inrmigteunits, but it is harder to

compare changes in the way that midwives and otiers supported women. During
the 25-year period, a succession of reports andetines from the Department of
Health®?*'* the World Health Organisation and UNICEFand professional bodies
such as the Royal College of Midwiv&shave set out to influence practice in
maternity services, and it is helpful to comparanges in reported hospital practice
with the "Ten Steps to Successful Breastfeedipgbposed by WHO/UNICEF

(appendix G).  Writing in 1992, Beeken and Wettar-' compared the accounts
that health professionals gave about their adherdncthe Ten Steps with the
accounts given by a sample of mothers in Newcasgilen Tyne and identified a

significant gap between what professionals claineedo and the care that mothers
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received. The development of evidence-based peaati supporting breastfeeding

mothers is discussed further in chapter 1.6.

Over the period, there have been other importaahgés in maternity care, such as
the closure of small maternity units, the move tasaearly discharge and the
development of team midwifery but it is unclear wirapact these have had on
support for breastfeeding. Staffing levels arelsadiscussed in academic studies, but
a recent Audit Commission reptrt identified them as an increasingly important
factor affecting the delivery of postnatal ca@imilarly, the English National Board
for Nursing, Midwifery and Health Visiting has exssed concerns that midwifery
staffing levels may account for a fall in the numlzé deliveries attended by
midwives rather than obstetriciali8.Midwives are concerned that they do not have
enough time to spend with mothers, which may hekplaégn why apparent
improvements in maternity unit practice do not agde be leading to improvements

in the length of time for which women breastfeed.

The fact that duration of breastfeeding has rentarnaghly constant over the last 20
years, despite changes in ward practice does rmallquestion the effectiveness of
"supply interventions" which form a major componeot the approach that
WHO/UNICEF have adopted in the Baby Friendly Haapinitiative. Dropping
outdated feeding practices may have removed somienfsato breastfeeding between
1975 and 1980, but it does not offer an adequates ta change the prevalence of

breastfeeding in the ZTentury.

' Further details of the Audit Commission survey are given in section 1.3.5 below.
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1.2.5b Media coverage of infant feeding
There is a debate about whether the media leadcpoyinion, or merely reflect the
values and priorities of the time. But newspapensl anagazines do offer a
contemporaneous record of issues and concernsdhtitbute to the cultural context
in which people make decisions about health. A dbey provide a perspective on

the "demand interventions" referred to by BHer.

For example, a quote frofarentsmagazine'*® in 1938, (reported in Lawrence's
text’) reflects the attitude of women's magazines attithe, paying lip-service to
breastfeeding, but undermining even the staunabfebreastfeedersiYou hope to
nurse him, but there is an alarming number of yoorghers today who are unable

to breastfeed their babies and you may be oneeohth"

A recentBMJ report?® documented that significant media bias againsadifeeding

persists in both broadsheet and tabloid newspapeds across the spectrum of
television programming. For example in March 198 television programmes
monitored showed bottle feeding in 170 scenespbedstfeeding in only one. When
breastfeeding was referred to, it was normallyamething problematical, or worthy

of comment.

Initiatives to promote breastfeeding are also widhke to media attack. For example,
The Guardiancelebrated National Breastfeeding Awareness weekOBB8 with an

article by columnist Julie Burchill which attackdéae "Nipple Police" who seek to
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promote breastfeeding® It appears that efforts to promote breastfeedirg fair

game for those who seek to score easy points efiusned feminists.

Hoddinott has considered the contextual backgrdontie changes in breastfeeding
documented in the five-yearly national survéi’sShe examined newspaper coverage
by comparing references to infant feeding in Theds Index over the period from
1970 to 1995. When she classified entries as aipygeto adopt a "pro”, "anti" or
"neutral” stance towards breastfeeding, she fourat pro-breastfeeding articles
predominated between 1970 and 1980, but that subséqoverage was more neutral

or focussed on negative aspects of breastfeeding.

Looking in detail, she identified a period aroun@7& when a number of articles
reported concerns about hypernatremia and thdeldettding might contribute to cot
death These echoed an increase in publications on besaktig in the medical press
and a letter sent by the Chief Medical Officer &eTDepartment of Health to all
doctors in 1976 which warned of the dangers of hyseemia>®> She suggests that
the message conveyed in consultations up and dogcduntry may have changed
from “breast is best” to “formula milk is dangerdusThe five-year period from 1975
to 1980 was marked by the only significant risethe incidence and duration of

breastfeeding this century.

Socio-demographic factors associated with breastféimg
Successive infant feeding surv&)s have demonstrated strong associations between

mothers' socio-demographic characteristics and tinéant feeding behaviour. Of
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those who had previous children, mothers who hadipusly breast-fed were more
likely to both initiate breastfeeding and contirfae longer than were those who had
not, or who had stopped in the first six weeks. ofgst mothers of first babies,
higher levels of education achievement and non-masacial class were associated
with both the initiation and maintenance of bresstiing. Infant feeding behaviour
also varied significantly between different parfstloe UK, with 76% of mothers

initially breastfeeding in London and the South tEdmit only 55% of Scottish

mothers doing so in 1995.

Because of the complex inter-relationships betweasany of the characteristics
investigated, the 1995 sun‘eincluded logistic regression analyses of assaiati
between characteristics of mothers and the inceleidoreastfeeding both initially
and two weeks after the birth. As an example a$,ttable 1.2.6 reports the

characteristics associated with initially breastfag in England and Wales.

Although national data from previous years was apalysed in this way, the
associations shown in table 1.2.6 can be compaitbdtose found in Nottingham in
the first study reported in this thesis (SectioB.4). Although the national data can
detect weaker associations more accurately, bectiese are based on a larger
sample, the prospective approach adopted in thdingbam study was able to
include questions that the midwives asked mothBath sets of results show the
importance of past feeding as a predictor of futaebaviour, a finding which was
used to focus the intervention study (Study Two)tlhwse women who were more

likely to discontinue early.
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Table 1.2.6

Characteristics associated with mothers who initial

2,076 primiparae and 2,522 multiparae in England and Wales'

ly breastfed

First births Later births
Odds ratios
Percentage who breastfed initially 74% 62%
Mother's age Under 20 1.00 NS
20-24 1.56**
25-29 2.00%**
30 and over 2.20%**
Age mother completed full-time 16 or under 1.00 1.00
education 17 or 18 1.73%+* 1.34*
Over 18 2.32%* 2.04%**
Social class of partner lorll 2.06%** NS
Il non-manual 1.17
Il manual 1.35
IV orV 1.03
No partner / not classified 1.00
How mother was fed Bottle fed or method not known 1.00 1.00
Breastfed 3.24%* 1.75%**
How friends fed their babies Most bottle fed 1.00 1.00
Half breastfed, half bottle fed 1.43* 1.08
Most breastfed 3.3 2.21%*
Don't know 1.52* 1.61**
Went to classes with talks or Did not go to classes 1.00 1.00
discussion of feeding Classes with no talks on feeding 2.43%** 15
Classes with talks on feeding 2.27%** 2.08***
Whether mother smoked during Smoked 1.00 1.00
pregnanacy Did not smoke 1.44% 1.53%+*
When mother first held the baby Immediately 2.19* 1.67
Within one hour 1.75 2.38
Between one and 12 hours 2.19* 1.15
Over 12 hours 1.00 1.00

Significance of odds ratios:

* P <0.05
»  P<0.01
¥ P <0.001

Reproduced from: Foster, Lader and Cheesbrough, 1997 (pages 54 and 55)l

A number of other studies have also shown the itapoe of socio-demographic

factors in infant feeding behaviotf *2° 12° 1 However one gap in our knowledge

on breastfeeding in the UK relates the role of ieibyn Although individual studies

127128129 130 haye addressed this and the government commiss@rseirvey of the
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feeding practices of mothers of Indian, Pakistand aBangladeshi origin in
1994/95'! the quinquennial national surveys do not includferimation on ethnic

origin.

International comparisons of breastfeeding rates

Although this chapter has focussed on breastfequitigrns in the United Kingdom,

it is also helpful to consider patterns of infaaeding behaviour in other countries.
Doing so allows us to learn from each other's @gpees and see our own culture and
approach to infant feeding from a different persipec It is also enables us to

understand the cultural context of research cordutt other countries - which we

might otherwise take for granted. It is easy teuase that the findings of research
done in one country are applicable in others, hig may not be the case. As an
example of this, Mclnnes and Stdffechallenged the applicability of a Mexican

study that showed significant increases in breaedifg rates amongst Mexican

women who received peer suppbifton the basis that while this might apply in a
culture where women valued breastfeeding, it ditl inoGlasgow's disadvantaged

urban estates, where few women wanted to breastfeed

Health and social policy is influenced by interoaal initiatives such as the
WHO/UNICEF Ten Step$* and recent controversy over whether the WHO should
recommend extending its advised duration of exetubreastfeeding from four to six
months® reflects the way experiences and priorities arferdint in different

countries. A further reason why internationahgarisons may be useful is that in a
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multicultural society, patterns of feeding in theuntries from which people come

may influence their behaviour in the countries thegrate to.*?® 1#91%

1.2.7a World Health Organisation data on breastfeadg rates
The World Health Organisation has developed a ¢ldata bank on breastfeeding,
which collects data on breastfeeding rates in iffe countries” **®* Summary data
by region is reported in table 1.2.7a, reprodugednfthe WHO's 1998 review of

complementary feeding practic&s.

Table 1.2.7a
Exclusive breastfeeding and median duration of brea  stfeeding: a global overview,
1996."

WHO Region Countries of Infants in the Exclusive Median
the region region breast- duration of
included included feeding to 4 breast-
months feeding
Number of Number of
infants countries % % (months)
(millions)
Africa 23.3 25/46 71 19 21
The Americas 16.0 14/35 38 34 10
SE Asia 42.2 5/10 93 49 25
Europe 11.5 4/50 19 16 11
Eastern Mediterranean 15.5 11/22 84 36 19
Western Pacific 28.7 2127 7 33 14
World total 137.2 61/190 58 35 18

'Source: WHO Global Data Bank on Breast-feeding.*®’ **

Table 1.2.7a reveals that overall, about 35% ofwied's children are exclusively
breastfed at four months, and that the median iduratf breastfeeding is eighteen

months. In Africa, the exclusive breastfeeding riatlow because women often give
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supplementary water: in Europe, those who supplér@enmore likely to use infant
formula. African women continue well into the babysecond year, but most
European women discontinue sooner. It is als&isgithat the WHO was unable to
find comparable data from more than four Europeamntries. Although this may
partly reflect the importance of breastfeeding @veloping countries, it suggests that
breastfeeding is not seen as meriting a high pyioni public health surveys across

Europe.

In a 1989 review of breastfeeding rates internatignWilliamsort“*® identified four

factors that helped describe variations in infaseiding behaviour. These were;

In most countries, women living in rural areas btisged longer than those in

urban areas.

* In developed countries, more educated women aree riikely to breastfeed,
whereas in developing countries, the reverse endfte case.

* In some countries, there were marked differencésdmn the breastfeeding rates
of different ethnic groups.

* There are regional differences in the age at winomen wean, as illustrated in

table 1.2.7a above.

1.2.7b Breastfeeding in Europe and North America
Grouping data on a regional basis illustrates dlbbeastfeeding patterns, but it does
conceal variations between countries and masksfieets of national initiatives.

Although data has not been collected in a systemagy, there are striking
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differences between the experiences in differeninttées in Europe and North

America, as shown in table 1.2.7b.

Table 1.2.7b

Surveys of breastfeeding in Europe and North Americ a

Country and survey:

Findings:

USA
- Ross Laboratories survey (1995)

141
UK - England and Wales (1995)"

UK - Scotland (1995)"

UK - Northern Ireland (1995)*

Republic of Ireland %

- National survey(1982)
- Births at Rotunda Hosp, Dublin (1994)

France
- National hospital data (1995)

142
Netherlands (1992) '**

Denmark (1992) ***

Sweden (1990) **

Norway (1985) *°

Iceland

- Study in one health district (1990)'%°

59.7% initiated breastfeeding. 21.6% continued to six months.
(This was a significant increase since 1989, when the figures
were 52.2% and 18.1% respectively.)

68% initiated. 44% at six weeks. 22% at six months.

55% initiated. 36% at six weeks. 19% at six months.

45% initiated. 25% at six weeks. 8% at six months.

29% initiated breastfeeding.
40% initiated breastfeeding.

52% breastfed at hospital discharge, (42% exclusively.) 76% of
foreign nationals breastfed, whereas only 49% of French
nationals did so.

44% breastfeeding at 12 weeks.

70% breastfeeding at 12 weeks.

80% at 8 weeks. 70% at 16 weeks.

80% breastfeeding at 12 weeks. A survey of maternity wards

suggested breastfeeding was almost universal at hospital
discharge.

83% breastfeeding at 12 weeks in 1990 (70% exclusive).
Increased from 67% and 57% respectively in 1985.

A number of trends emerge from the studies predentarstly, breastfeeding rates

across the UK and in Ireland reveal lower rates rayab Celtic (Scots and Irish)

populations. Ineichen, Pierce and Lawrenson hapéoeed the attitudes behind this

in a recent literature revieW#® It is also interesting to note that France tedatively

1.2 Literature Review: Epidemiology of breastfegdin 43



low breastfeeding ratéé? Breastfeeding rates appear to be rising in theedrtates,

whereas in the UK they are relatively stable.

It is the Scandinavian experience which is perlmapst interesting. In 1968, only 25
- 30% of Norwegian mothers breastfed at 12 weeksiJss figures to those in the
UK. However, since then the rates have divergeth anly small rises in the UK,
but progressive increases in Norway so that now) 88f Norwegian mothers

breastfeed at 12 week®.

Hulme Hunter reviewed the reasons for this in 1¥96and identified three

interleaving factors that had worked synergistictdl produce the changes.

 The Norwegian Breastfeeding Associatiohmmehjelphenwhich both offers
mother-to-mother support and campaigns for measiresipport breastfeeding
from a feminist perspective.

» The Norwegian government has been generous inpgost for maternity leave.

» Thirdly maternity services in Norway have enthuscasly adopted the Ten Steps
and currently half of the country's 60 maternityiteinrhave achieved 'Baby

Friendly' status

The importance of adequate paid maternity leavebbaa emphasised by a number of
authors-*® *9 In Norway, mothers may receive 100% pay for 42ksger 80% pay
for 52 weeks, whereas in the United States, thal legtittement is only 12 weeks
unpaid leave. As a result many American women medesiderable personal

sacrifices to continue breastfeeding, they swittpart-time work, they introduce
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formula feeds or adopt the "Pump and Go" stratdgelying on expressed mifk°
151 But despite the efforts of individual American fets, it seems likely that
maternity leave has played a major role in enabimge Scandinavian mothers to

continue breastfeeding.

Summary

Over the last twenty years, there has been littienge in UK breastfeeding rates.
About two-thirds of mothers begin breastfeeding, tmany stop in the early weeks.
There have however been changes in hospital peaatid the use of infant formula.
Fewer babies now receive formula in hospital, whilere do so at home in the first

few months.

While professional practice appears to have chanfjedsocial pressures on mothers
appear unchanged. Feeding behaviour remains syraeffited to socio-economic

factors and breastfeeding attracts little posithexlia coverage.

International comparisons suggest ways in whicladifeeding may be successfully
promoted. In particular, Scandinavian experiencggests that the combination of
improved maternity leave provision, changes in ggefonal practice and enthusiastic
voluntary sector support for breastfeeding can vayrkergistically to create a culture

in which breastfeeding becomes the norm.
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Chapter 1.3

BREASTFEEDING SUPPORT IN SOCIETY

1.3.1 Introduction

As has been shown, the rates of breastfeedingtiomi and duration vary between
different social groups and between different doese These differences reflect a
range of societal influences, which although compieay help us understand ways
to modify breastfeeding behaviour. Dykes and @hniff have identified a number of
these influences in a recent revi&%,which is summarised in figure 1.3.1. They
comment that,"attitudes and behaviour in relation to infant fasgl do not occur

within a social vacuum, but are highly influencedtbe woman's social and cultural

environment."

Fig 1.3.1

Societal influences on breastfeedin behaviour
(Adapted from: Dykes and Griffiths, 1998 **%

- Perceptions of the female breast

- Socialisation and the observation of breastfeeding

- Influence of significant others, especially male partners
- Influence of health professionals

- Expectations of contented babies

- Return to employment

1.3.2 Sources of social support and influences ondastfeeding behaviour
Mothers receive support from a range of sourcesjr tfamilies, friends, and
professionals, but whether this promotes, or undesbreastfeeding depends on the

attitudes and experiences of the people giving euppNhereas in the past,
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grandmothers and other female relatives playedyardde in this, Oakley> in her
study of social support and motherhood arguedttieatiecline in breastfeeding in the
1960's led to a loss of collective knowledge alimetstfeeding. This was echoed by
Hoddinott!** who identified the importance of embodied knowkeddearnt by
observing others feeding, in the decisions finsteti mothers make about infant

feeding.

Much of the published research on support for bfeading mothers is based on
American work, often from a single institution, whimay limit its applicability to

women in the UK. Many of the studies are basedaross-sectional surveys, using
guestionnaires to examine associations betweenosufgrtors and either feeding
intentions or behaviour, but this approach has heiticised>> because the authors
do not adequately distinguish between associatmmhcausation. Examples of this
would be two studies that identified strong asdams between women's views of
their partners' attitudes to breastfeeding and thein decision to breastfeétf. >’

Whereas partners' attitudes might influence womedéisions, alternative
explanations would be that they influenced thentrgas, or that people with similar

attitudes might be more likely to set up a famdgéther.

Male partners have a significant influence on inf@eding, as shown by Kessler et
al™®®, who found that 71% of a stratified sample of Badtre mothers identified their
partner as the persdwhose opinion mattered mosti her infant feeding decision.

However this may not apply in all ethnic groupseaglenced by a qualitative study

conducted with black women in Sheffield. In thigginbottom*? found that while
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older African and Caribbean women perceived thein anothers as their key role
models, younger women were more ambivalent abosit perhaps because more of
them had been brought up in the UK where obsemiomen breastfeeding was not

an everyday occurrence.

In a longitudinal study of 32 predominately breastiing mothers in Utah, Isabella
and Isabelld™ noted that during the first month, most women édrto their partners
for emotional support, or help around the housé tdyprofessionals for information.
Similarly, Buckner and Matsubara, working in Alatai° found that during the first
fortnight, husbands played a key role in encoumgmothers through difficulties.
Although the Utilisation of Support Network Questnaire they developed for the
study appears to be a useful measure of how woresa support, the low response
rate, (48% of 126 participants,) does mean thelteesiould be interpreted with

caution.

Men's perspectives on breastfeeding

Although women turn to their partners for supptrere is evidence that many men
feel uncertain about this rol& Freedet af*®® found that although partners of women
who planned to breastfeed had positive attitudesutds breastfeeding, 71% regarded
breastfeeding in public as not acceptable and 24freed that "breastfeeding
interferes with sex". Similarly Vosst af®® found that some men felleft out and
envious of the 'special bonding' between mother mfdnt.” Guigliani et af*®*
assessed fathers' knowledge about breastfeedimy,faamd that those who had

previous children, or had attended antenatal ctaseee better informed. Worryingly,
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the majority of fathers did not want to learn maimut breastfeeding, which raises

guestions about whether fathers really want th@asuder's role.

Molinari and Speltini® have shown that people's attitudes to breastfgedary
according to their views of gender roles, materofds and sexuality from their life
perspective at the time. Thus fathers often comnadige the "instinct” to breastfeed as
a combination of biology and sacrifice - and leaivéo the mother. Jordan and
Wall*®® however identify that interactions between paremis their infants are more
complex than this. They write'The breastfeeding mother has the control over
parenting and must realise that she has the powentite the father in or exclude
him... Just as the father is viewed as the primampstu to the mother-infant
relationship, the mother is the primary supporttte father-infant relationship
Lewis, in a recent conference presentatfdrargued that health professionals have an

important role to play in these dynamics.

Negotiation and breastfeeding support

Support is not constant, but changes over timé&asd by Morse and Harrisdi® in

a well-conducted longitudinal qualitative study &a®n telephone interviews with 30
breastfeeding mothers. They reported that bresitig women faced increasing
pressures to wean after the first six months, \iridnds, then parents, and finally
partners changing their stance from being supp®tbvmaking neutral or questioning

comments.
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The concept of support as a measurable entity,hwtan be counted, or assessed for
its quality, may limit our understanding of thedrdctions that take place between
mothers and those around them. Implicit in thecept is the idea that support is
something given by one person to another, but metlaee not merely passive
recipients of support; they exercise choices ablmw to access it. Morse and
Harrison*° noted that when friends withdrew their support ioeastfeeding, many
mothers withdrew from those who made negative comisnand sought friendship
from mothers who were "still nursing.” Further@smce that women access support
in different ways comes from a Canadian study toatpared women who breastfed
for short or long durations. Hewat and Efifsfound that those who breastfeed for
longer tended to feed more often, take a more eelapproach, interpret their infants'

behaviours more positively and to have more ematisapport from their partners.

In a paper published online, Bowes and DombKdsvestigated the experiences of
Pakistani and white women in Glasgow. They comsdihow women charted a
course through the conflicting social pressurey thecountered and characterised
breastfeeding as "a socially-negotiated project"They wrote that,"Successful
breastfeeding projects are most likely for whiteddie-class women who have
effective stocks of knowledge, and can negotiatecasted action with health
professionals. Womedbpelonging to socially excluded groups have grediérculty

in the negotiation process, and their breastfeedongjects are less likely to be
successful. Whilst influenced by patterns of caigt breastfeeding projects also

show marked individuality." It may be that approaches built on concepts of
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empowerment will be effective in helping women n&gje their way to successful

breastfeeding.

Support from professionals

Whereas professionals appear to have little dirdltience on the decisions women
make on whether or not to breastfé&t.’® many do turn to professionals for advice
and suppoff®. In 1995, 58% of UK mothers reported discussirepbtfeeding with a
professional antenatally.Although in that survey, most women who reported
breastfeeding problems did receive support witmthehere is evidence that mothers
often receive conflicting advice or feel unsuppdrire the early postnatal perid&.*"

A recent Audit Commission repotf also expressed concern about the fragmentation
of postnatal care, about which the women reportedenmegative comments than

other aspects of maternity services.

Table 1.3.5

Comments received in a study of maternity care; Ana  lysis by stage of care

1

Antenatal Labour Postnatal Neonatal® All phases

Positive 115 95 86 8 192

Negative 301 269 443 12 38

"' 983 of the 2375 respondents in this study commissioned by the Audit Commission made additional comments
on their care. Some commented on more than one aspect of maternity care, but the breakdown shown does
suggest that mothers are particularly concerned about the quality of postnatal care.

2 Although not defined in the report, the "neonatal” stage appears to relate to care on neonatal units.

Source: The Audit Commission, 1997 (p81)
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It is perhaps surprising that, despite the evidéhae many women continue to have

difficulties with breastfeeding and the range efdsts of societal influences on infant
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feeding behaviour, few have asked women their viewghe best way to support

breastfeeding mothers.

1.3.6 Summary
Women are subject to a range of social and cultafdlences that influence their
infant feeding behaviour. Some of these providepst, but there is evidence from a
range of sources that many women feel unsupportettia early postnatal period.
Their male partners are often uncertain of thele snd may lack the confidence to
support them. These findings underline the impmeaof understanding women's

needs and finding effective ways to support breaslihg mothers.
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1.4.2

Chapter 1.4

THEORIES OF BEHAVIOURAL CHANGE

Introduction:

Understanding human behaviour is important for aeyplanning a health promotion
programme and it may be that an inadequate undeiatphof why women choose to
breast or bottle feed is one of the reasons priofesis have had limited success
influencing their choices. Well-constructed mode&n provide a framework that
allows the factors influencing behaviour to be camgg. By using models, health
workers may be able to identify which factors amestimportant and most amenable
to change. Similarly, models may help focus effamsthose people who are most
open to change. This chapter considers some omtbaels used to study human

behaviour and examines their relevance to breabtfggromotion.

Theoretical approaches which underpin models

Most models are derived from research in socialkclpsgy and draw on three
different theoretical approaches; the social inflkee model, behaviourism and
attitudinal models. These approaches have howewsn bcriticised from a
sociological perspective as being too focussed esyading individuals to change,
rather than understanding the socio-cultural factanich influence behaviour within

social groups.

1.4.2a Studies of social influence

The concept of conformity is based on the obsesaathat, when faced with a
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discrepancy between their own actions and thosthefgroup around them, most
people tend to change in the direction of the groopm. However, whilst this

concept may help to explain the behaviour of irglials within groups, it is less
useful in explaining the behaviour of whole group3his can be illustrated by
reference to the association between infant feedetgviour and social class, which
has been reported above in section 1.2.6. Sodlaknce theory can explain that an
individual mother in social class IV or V is morkdly to bottle feed, to avoid

discrepancy between her own behaviour and thaeofriends, but not why mothers

in social class IV or V as a whole are more likiglyo so.

As has been discussed in chapter 1.3, how motketstheir babies has been shown
to be associated with the attitudsfstheir family and friend$’* **® Indeed, as Morse
found in a qualitative study of weaning, the lengthitime that mothers continue to
breastfed could be related to the age at which gwial contacts felt they should

wean®>®

1.4.2b Behavioural models
Behavioural models are based on the premise thetvimur develops in response to
rewards and punishment and have been used in pnogga to change a range of
behaviours, from desensitising people to phobiastépping smoking. Whilst the
pain of sore nipples and the encouragement or diagement of peers may act as
behaviour modifiers, they may also receive encceemant from professionals or

peers.
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Although behavioural approaches have not often bedopted in promoting
breastfeeding, one exception was a small randomrssdconducted in Arizona by
Sciaccaet al'” They offered intervention group mothers and theitners a range of
incentives for both attending antenatal breastfegdclasses and subsequently
breastfeeding. Significantly more of the intervent group mothers breastfed
throughout the three-month follow-up, but the sthdg methodological flaws which
limit its value. Only 68 women were recruited arighé of the thirty-four in the
intervention group were excluded from analysis beeathey did not attend the
antenatal classes. Additionally, although thoseo wileported they were still
breastfeeding were eligible for valuable prizes, ithvestigators appear to have made

no attempt to check the veracity of their responses

1.4.2c Attitudinal models
Although they vary in their complexity and the extéhey consider other factors, all
the models of behaviour change which are of helpinderstanding breastfeeding
acknowledge the importance of attitudes. To amrdxthis states the obvious, that
people make choices based on what they think agldafut the subject in question.
But research into attitudes is bedevilled by diffig defining and measuring them
reliably. This is partly because attitudes are glem hypothetical constructs that
include elements of behaviour, knowledge and fegslin Although hard to define,
they represent a predisposition to act in a certain’’® As constructs, they cannot be
measured directly, but they should ideally correspto the verbal statements used to
measure attitudes in questionnaires or interviavdies. Whereas epidemiological

studies tell us how many breastfeed, attitudinadists, (which may range from large
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1.4.3

surveys such as Jones's work in Cardifffo small qualitative studies such as
Hoddinott's work with women in East Londd), can help us understand why they

do so.

While attitudinal studies are useful in understagdihe decisions people make, it
does not necessarily follow that changing someaatétsides will alter the way they

behave.

The Health Belief Model

The health belief mod& }”® was one of the first attempts to understand howpiee
make decisions about their health. It suggests fframpted by some trigger to
consider an issue, individuals weigh up the pra$ @mns of a particular course of
action. The model suggests their decision willedwpon their own perception of
both their susceptibility to health problems ane likely severity of those problems,
balanced against the 'costs' to them of takingcthese of action. Thus the health
belief model suggests that women balance theirgpéioms of the likelihood and
severity of the problems their babies might facéndy bottle feed against the 'cost' to

themselves of breastfeeding.

One problem with this is that whereas it may agplyeople considering how their
behaviour may affect their own health, it may npplg when mothers and babies
have conflicting interests. Women with sore nigpleave the “cost” side of the
equation, whereas most of the benefits of themimoinly breastfeeding accrue to

their babies. Similarly, there is evidence that mmasmen who choose to bottle feed
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accept that breast feeding would be “better” fagirttbabies, * 8 81 17° byt decide

not to because they don't feel comfortable withitlea of doing so.

Fig 1.4.3
The Health Belief Model 17¢"7

Participation in preventative health behaviour can be predicted on the basis of
an individual's perceptions of:

< his or her own susceptibility to a given disorder
» the seriousness or severity of that disorder

« the benefits of taking action

« the barriers to taking action

e the cues to taking action

In a study of 41 low-income American women who wexeecting their first babies
and intended to breastfeed, Libbus ef?aldentified infant health benefits and
improved bonding as the main perceived advantafjpseastfeeding. Disadvantages
included interference with maternal schedule, itgbof others to feed infant and
physical discomfort. While health beliefs may difbbetween different populations,
these findings echo those of other studies sucthesjuinquennial infant feeding
surveys in the United Kingdor,%® *%° 111 and merit attention because it seems
likely that approaches that address women's actraierns will be most effective in

facilitating breastfeeding.

While health beliefs are undoubtedly a factor imvem's decisions, the model ignores

many of the social and cultural factors that infloe infant feeding.
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1.4.4 The Theory of Reasoned Action
The Theory of Reasoned Action, developed by Ajzed Bishbein®® '® regards
attitudinal and normative factors as predictorshbot whether people intend to
undertake a particular behaviour and whether tlotya#ly do so. Subjective norms
reflect the role of social influences on decisioaking and include the individual's
own willingness to comply with those pressures. e Httitudes referred to are the
individual's positive or negative evaluation of foeming the action; their attitude
towards the behaviour. It is one of the few modietd has been rigorously tested to

determine its ability to predict infant feeding t#ans.

Fig 1.4.4

The Theory of Reasoned Action 81182

Attitudes towards the behaviour

N

Intention 9 Behaviour

.

Subjective norms
(a measure of social pressure)

In later work, Ajzen added a third construct, pesed behavioural control, which
concerns people's perceptions of the ease or wiffiof carrying out the behaviour
and is determined by both past experience and &tp@ts regarding the future. This

is known as the Theory of Planned Behavidt.

1.4.4a The applicability of the Theory of Reasonedction to breastfeeding

Mansteacet al*®® conducted a well-designed study with 215 motheméasure how
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closely their attitudes and subjective norms catesl with their feeding intentions
and subsequent behaviour. They found that alm@¥t 6f the variation in mothers'
intentions could be accounted for by the attitudarad normative variables studied.
For mothers having their first babies, attitudes aunbjective norms were almost
equally strongly correlated with feeding intentipmsereas amongst those who had
previous children, attitudes were more stronglyeated with feeding intentions than
subjective norms. This was perhaps not surpriaggygqomen who had previously fed
a baby had a real experience on which to basedltéirdes. The results suggest that
experiences with a first child influence motherabsequent feeding intentions,
mediated by changes in their attitudes, but thatsibcial pressures they experience

are largely unchanged.

Interestingly, they also found that mothers' atiitsi exerted an influence on their
feeding behaviour, over and above the influence iated by intentions; their

attitudes influenced their ability to carry out ithiatentions.

Overall, the finding that intentions and subjectivems are associated with infant
feeding behaviour support the use of the theoryeafsoned action in predicting

women's infant feeding decisions.

1.4.4b Studies applying the Theory of Planned Behawr to breastfeeding
As has been noted in section 1.4.4, the Theorylairfeéd Behaviour (TPB) adapted
the Theory of Reasoned Action to include the castof perceived behavioural

control. A number of studies have tested the appllity of the theory to
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breastfeeding. For example, in a study of women wahenned to breastfeed,
published in 1994, Jank& was able to predict 73% of those who weaned beSore

weeks using a "Breastfeeding Attrition Predictiaol based on the TPB.

Duckett et af®® further refined the model, adding specific fact&rsown to be
associated with infant feeding behaviour and rdldtee model generated to whether
women planned to return to work postnatally. Theulteis complex and although it
does provide a better understanding of the relativeortance of different factors
associated with infant feeding behaviour, it is tomplex for use in clinical practice.
It is also important to remember that the correlai between different factors
reported were derived from a population of firstidi mothers delivering at a private
hospital in the American Midwest and are likely wary for other populations.
Despite this caveat, this work brings together gudntifies a number of strands of
breastfeeding work in a coherent framework and selkely to have a significant

influence on future breastfeeding research.

The correlations found for women who returned takvor more than 20 hours a

week before their babies were six months old acsvahin figure 1.4.4b. A number

of observations can be drawn from this.

* As might be expected, duration was more stronglso@ated with feeding
intention than any other variable.

 Knowledge about breastfeeding influenced duratiorectly, without being

mediated by attitudes or intentions.
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* Maternal education both altered women's attitudes, their ability to carry out
their intentions (duration).

« As Mansteadet af'® found, attitudes both influenced intentions, andmen's
ability to carry them out.

* Perceived insufficient milk was an independentdaatfluencing duration, which

did not correlate closely with any of the otheriahles.

Figure 1.4.4b
Theory of Planned Behaviour - model for those worki ng more than 20 hours a week

Breastfeeding 13 -

knowledge .13 Insufficient

milk
Maternal / Attitude: =13
education ’ bottle feeding
10 -16 -12
Beliefs about
outcomes of .30 v
formula 20 33
Attitude: .| Breastfeeding ) »| Breastfeeding
20 breast feeding "l intention " duration
Beliefs about b v
outcomes of
breastfeeding 11
37 19 -20
Subjective norm 12 / .28
-1
A

.26

Perceived control

v

Referent beliefs

Control beliefs 44

Reference: Duckett et al. A theory of planned behaviour-based structural model for breast-feeding.
Nursing Research 47(6): 325-336. 1998

The findings of this study both confirm the apptiddy of the Theory of Planned
Behaviour, and also the value of including wom@erceived behavioural control in
the model. This aspect, of how able women feahtuify their behaviour is also

considered in a number of the models that follow.
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1.4.5 The Stages of Change Model

Prochaska and Di Clemefitédeveloped the Stages of Change model to explain th

stages individuals may go through when changingdtictive behaviour. It is most

useful in individual health promotion work, as lfosavs health workers to match their

interventions to individuals' needs and identifggl who are most receptive to help.

The stages identified are precontemplation, conlaop, preparation, action,

maintenance and relapse. Interestingly, Prochas#édi Clemente see relapse not as

failure, but as part of the learning process; hgwearnt from one attempt to change

behaviour such as smoking, people are better egdifipsucceed next time.

Figure 1.4.5
The stages of change model

RELAPSE PRECONTEMPLATION

Individual not interested in change

CONTEMPLATION
Individual is thinking about change

MAINTAINING A CHANGE

READY TO CHANGE

MAINTAINING THE MAKING A CHANGE

HEALTHIER LIFESTYLE

Reference: Prochaska JO, DiClemente CC. Stages and processes of self-change in smoking:
towards an integrative model of change. J of Consulting and Clin Psych. 1983: 51:390-5
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1.4.6

The model is of some relevance in understanding evsnreadiness to consider
breastfeeding and how best to support them. Honvévdoes not fully address the
reasons why people undertake a behaviour sucheastbgeding, or why some think
more than others about this decision. Also, th#gonoof relapsing is rather different
in infant feeding. Whereas smokers who relapsetigastopping again at any stage,
women who stop breastfeeding will need to wait lumtfuture child is born before

they can put into practice what they have leammifthe previous attempt.

The Health Action Model

The Health Action Modéf® offers a framework to explain both the reasons why
people make certain choices about their healthtla@dactors that influence whether
they carry out those choices. It incorporates elasiof the Health Belief Model, the
Theory of Reasoned Action and Prochaska and Di @was work. But it also
recognises the importance of individuals' self-@steand the environment in which
they try to implement decisions. As a result, iiedel is complex and harder to test;

a reflection perhaps of the complexity of humanawabur.
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Figure 1.4.6
The Health Action Model

Health Action —— Routine

Facilitating Factors } T .
e Reappraisal

Knowledge Skills d ible rel
Supportive Environment and possible relapse
Decision l

Behavioural intention

_— \

Self Concept Self Esteem

- I AN

Normative System

T U r

Health Promotion Input

Belief System Motivation System

Reference: Tones BK. Devising strategies for preventing drug misuse: the role of the health action model.
Health Education Research. 1995; 17-19.

Although the model has been used to illustrate mards experience of breastfeeding
191 its applicability to this has not been fully evaled. The separation of factors
influencing intentions from those influencing themplementation is helpful, but in

reality the same factors may influence both stagssfound by Manstead when
testing the Theory of Reasoned Actio¥ That study, discussed more fully in section
1.4.4a suggests that attitudes influence both fimles and their implementation.

Similarly, there is likely to be an overlap betwetlye extent to which a woman's

environment is supportive to breastfeeding and r@mative system, which also

reflects her perception of how supportive are trayseind her.
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1.4.7

Despite its complexity, the Health Action Model darake it easier to understand the
way in which interventions may work. Mass medimpaigns, or attempts to portray
breastfeeding in a positive light through televisiare most likely to affect women's
attitudes and norms, influencing their intentionbereas interventions that focus on
individuals, such as support from breastfeedingnsellors, aim to help women
implement their decisions. The relevance of thealtHhe Action Model for the

intervention study reported in this thesis is désad further in section 1.4.10.

Self-initiated change

Addressing behaviour change from a sociologicabpestive, Backetet al at the
Edinburgh Research Unit in Health and Behaviourhbrige have challenged the
biomedical and psychological approaches which hdeeninated much health
promotion work. In “Changing the Public Heaft¥f’ they argue that public health
should be primarily concerned with those factorsthe social structure which
impinge on health status, rather than focussingomdy on trying to persuade
individuals to change their behaviour. Although nonstructed as a formal model,
the prerequisites for behaviour change that thewtiy offer a framework for health

promotion programmes.
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Fig 1.4.7a

Pre-requisites for self-initiated change

1). The behaviour needs to become salient, allowing the individual to think about it.
2). The way the behaviour becomes salient should not trigger a reaction or denial.
3). The individual needs time to think about the behaviour.

4). Change is more likely when individuals' abilities to cope are not already under
strain.

5). The climate of opinion should be supportive to change.

6). It should be possible to make the change, implying that the individual has the skills
to do so.

7). Change will be harder if the behaviour the individual might change plays a role in
his or her coping strategies.

190

Source: Backett et al, 1989

Backettet al see established behaviour as habitual, so thaiuathpeople may think
consciously about their actions when they starhgl@omething such as smoking,
they tend not to subsequently. They are only ablehtange the behaviour if for some

reason they reconsider it.

A number of these prerequisites appear to applydmen's decisions on whether to
breast or bottle feed. The relevance of the fitsit women need to consider the
guestion at all, is borne out by findings preseritddr in section 2.3.4, that when
asked in pregnancy, many women did not considealtamnative to their intended

feeding method’* The second also seems relevant, because if trsorremost
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women choose to bottle feed is because they damtlyfbreastfeeding, there is a risk
that some approaches to promoting breastfeeding tngger a reaction and make

them more likely to bottle feed.

While the idea of attempting to change behavioua &itme when individuals are not
under strain is attractive, (as suggested in Baakeal'sfourth point), it is hard to
imagine a more momentous event than childbirth tecede the onset of
breastfeeding. Many women are exhausted, aroutdHa¥e had caesarean sections
17 and a number have had so traumatic an experiende éater develop post-
traumatic stress disord&f This does however reinforce the importance offiftle
point, that there should be a supportive envirortrfimmothers in the early postnatal
period. Further evidence of the importance of thenate of opinion for the
decisions women make on feeding is provided by Metss findings on the

importance of subjective norms, reported in sectign4a '

The seventh point emphasises that it is hard forother to implement a behaviour
that may adversely affect her coping strategidshé is exhausted, her partner may
help her cope by giving a bottle feed at night,retr®ugh in the longer term this may
undermine her breastfeeding. However Hoddinothér M Phil thesi$? identified
that switching to bottle feeding may appear to maathers as the only available

strategy (box 1.4.7b).
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Box 1.4.7b
A coping strategy

"For most women who initiated breastfeeding, the post-natal period was one of
unexpected difficulties. For women wanting to breastfeed these were often exacerbated
by the lack of an apprenticeship model for learning how to breastfeed. Women often felt
isolated, had feelings of failure and lost confidence. These women in particular reported
conflicting advice from health professionals and relatives. Everyone seemed to be
experts in breastfeeding apart from themselves. Their expectations that it would be easy
and that professionals hold the recipe for success were shattered. They experienced a
secrecy about the difficulties learning to breastfeed, which was reinforced by the lack of a
visible breastfeeding culture.

For some women a crisis point was reached, where they felt they could no longer cope
and wanted to regain control of their situation. In particular they wanted the settled,
contented baby that every new parent hopes for. Women found it difficult to ask for more
support or a different quality of support to meet their needs. The only factor which was
easily amenable to change was the feeding method - from breast to formula."

Hoddinott, 1998 #

Perhaps the most important conclusion to draw ftiois is that attempts to promote
breastfeeding need to address factors in womeargs knd social environment that

may affect their infant feeding behaviour.

1.4.8 A critique of models in breastfeeding research
Models may make behaviour easier to understandhbutvay they have been used in
breastfeeding research has also been questionedLelsia® challenges the
assumption that human behaviour can be describgdctolely, manipulated,
controlled and studied in the same way as othengrhena. Although it may be
attractive to try to isolate specific factors, (sws the timing of the first feed), which
can be modified, she questions whether they cdly igavide the key to successful

breastfeeding.  For her, the social context inctviwomen make decisions is so
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important that a reductionist approach is inevitdtdwed. Instead she advocates a
gualitative approach, to understand women's behawno their own terms and in the

context of their daily live$®

Whereas MacLean's argument leads her to rathdistithconclusions, understanding
the socio-cultural context in which people makeisleas about breastfeeding need
not imply that change is impossible - just thatsitmost likely to be achieved by
addressing the socio-cultural factors which contebto the pattern of behaviour.
Bunton, Murphy and Bennett have reviewed the thame basis of health
promotiort®® and identify a shift from reliance on psychologicaodels to an
increasing emphasis on socio-cultural influencesehaviour change. Because so
much behaviour is collective, they argue that pesse campaigns focussed on the
individual have only limited effect. They draw odeas about communication in
society such as Rogers' work on the diffusion afoirationd®” to consider the
importance of "opinion leaders" who have good comigation channels with others
and are sufficiently established in a communityatmid alienating others by their
adoption of innovation. For them, understanding heubcultures interact in
transmitting information or persuasion is key tavhieehaviour change spreads - or
does not spread through society. Because so@apgrdraw on their own resources,
they may not welcome behaviours arriving from otgssups they do not identify
with. This has implications for promoting breastdeng because infant feeding

behaviour varies so widely between different sociass groups.
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1.4.9

Buntonet al argue that the most productive approaches tothpadtmotion will be to
understand the socio-cultural context in which pedipe and plan approaches which

maximise indirect effects by exploiting socio-cuétlprocesses.

The limits to health promotion

It is possible to build ever more complex modeddlecting more and more factors
which may, or may not be amenable to change, bstalso important to understand
the wider implications of the balance between tmesgnal and societal factors
influencing health behaviour.  Stogt al *°® put this in context in a thoughtful
editorial, pointing out the realities that thoseondre committed to health promotion

have to accept.

"People need individual care when they are frigletdor ill; they will often support
sensible legislation for environmental improvemedntit their willingness to change
cultural and social habits comes in small stepsesponse to external opportunities

for change and an inner readiness to chang®&."

1.4.10 Implications for study design

Five main themes emerge from the consideration adets of behaviour change and
these have proved invaluable in the design andprdtation of the studies reported in
this thesis. These are:

* women's attitudes

e cultural norms and women's readiness to comply thigm

« their readiness to change
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+ self-esteem

* the social context in which women find themselves.

The first study in this thesis, investigated thdatree importance of women's
attitudes, cultural norms and readiness to chaimgeredicting how they would feed
their babies. Because of the exploratory naturthisf study, it seemed important to
allow women to express themselves in their own wongsing "open" questions.
However, this contrasts with Manstead's apprictwhich was based on using
validated questionnaires to measure the strengthssbciations between women's

attitudes and norms and their feeding intentiorsl@@haviour.

In one sense, study two adopted a logical positapproach, to assess whether giving
individual women information, advice and supporalgied them to carry out their
intention to breastfeed. However, the breastfepdiounsellors who delivered the
intervention may have also addressed women's siém and ability to cope,

included by Tones in the Health Action Mod&l.

The second study was also designed to look beymndrtpact of the intervention and
understand the role of breastfeeding support fomam  To investigate this, the
follow-up questionnaires included a number of omgrestions that asked women
about their experiences and support that they vedei These were then analysed

separately using a qualitative approach and am@texgbin chapter four.
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1.4.11 Summary
Models of behaviour change provide a framework daster the different factors
influencing women's infant feeding behaviour. Vineake it easier to weigh up the
relative importance of those factors and understardways in which interventions
may work. There is evidence that women's attitualesd the social pressures they
experience influence their decisions and thatualtit also affect the ability to

implement decisions to breastfeed.

Women differ in the extent to which they are openchange which suggests that
health workers should match their interventionghe individual. The context in
which people make decisions is important and thede® want to promote
breastfeeding need to address factors in society ihfluence infant feeding
behaviour. However, it is also necessary to laéstec about what health promotion
can achieve, given the way that social pressurégarsonal beliefs reinforce current

infant feeding practices.
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Chapter 1.5

INTERVENTIONS TO PROMOTE BREASTFEEDING

1.5.1 Introduction:
This chapter considers the role of interventionligtsi in assessing the effectiveness of
different approaches to breastfeeding support. rédse epidemiology has
documented changes in infant feeding behavioursaatb-economic factors that are
associated with successful breastfeeding, it caramgwer the questions these

observations invite - whether intervening in sone/wan change that behaviour.

Although a number of studies have set out to evalulaterventions to promote
breastfeeding, many have serious methodologicaisflaSome of the more robust
controlled trials have been included in a recerthEane review® and the findings of

this are discussed. The implications for studygleare considered.

1.5.2 Observation studies and the move to feeding on dema
Epidemiological studies have identified factors oagsted with infant feeding
behaviour and can provide pointers to practicexciwvimay be beneficial or harmful.
For example, there is strong evidence of an adsaciaetween mothers feeding on
demand and continuing to breastfeed and althouighdtbes not prove that demand-
feeding leads to prolonged breastfeeding, it suggbs may be the case. In the 1980
national survey, 28% of mothers who said they loatkéd at set times had stopped
within two weeks of birth, whereas only 19% of teagho fed on demand had done

50290
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This reinforced research published in 1952 bydilinrth and Storf8 comparing the
experiences of mothers and babies on postnatal swdrat encouraged demand
feeding with those on wards following a four-hourBgimen Demand-fed babies
were more likely to have regained their birth weigi the time they left hospital and
were more likely to be fully breastfed a month aftelivery. It took some time for
these findings tdilter into clinical practice, but the five-yearlyational surveys do
illustrate the way hospital practices have chany¢dile 64% of mothers in England
and Wales initially followed a rigid schedule in 7B9® in 1980, 32% of British
mothers did s6° By 1983, this had fallen to 19% and by 198Hto 10%. Rigid

schedules did not deserve a mention in the 199&tr&fSee also section 1.2.5a)

Implications of changes in feeding behaviodor research

This account of the demise of rigid regimens dertrates that non-random studies
can uncover important results, but also shows xtenéto which the setting in which
today's clinical trials are conducted has changafthereas mothers in lllingworth and
Stone's study stayed in hospital for nine daysy tre now discharged much earlier.
Many unhelpful hospital practices, such as delayimgfirst feed, supplementing in
the nursery at night and offering formula milk sd@sphave gone. Increasingly,
midwives have received training on how to help wonestablish breastfeeding,
although they do not always have the time they daukh to devote to this. More

women are breastfeeding.

1.5 Literature Review: Interventions to promotedstéeeding

74



154

These changes have implications for infant feedesgarch. Whereas in the 1970s
and 1980s, it was enough to change hospital pea@itd remove barriers which
prevented women establishing breastfeeding, mucthaiftask has been done and
current research needs to address the problemsmwiaoe today. A second issue is a
statistical one; as more women breastfeed, the Isasipe required to demonstrate

that an intervention is effective rises steeply.

The case for intervention studies:

While observational studies can identify factorattare associated with a behaviour
such as breastfeeding, they are less useful infyitey whether modifying those
factors will lead to a change in the behaviour. Mgehstructed intervention studies
offer a better guide to how to proceed, but theyessarily reflect the effectiveness of

interventions in the context in which they haverbtasted.

The importance of intervention studies is illustthby research on the timing of the
first feed. Observational studies have consistatgimonstrated that women who put
their babies to the breast earlier are more likelgontinue breastfeeding. In the 1995
UK survey, a quarter of mothers breastfed immediately anthe$e, 14% stopped
within the first two weeks. However, 26% of theeahird of mothers who took more

than an hour to put the baby to the breast hadndiswed by two weeks.

As a result of studies like this, the WHO/UNICEFoB& riendly Initiativé* initially
included a recommendation to give the first feethini the first half-hour. Other

researchers however investigated this further amelhviRenfrew reviewed this for the
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Cochrane Collaboratié?f and as part of a longer review of interventionsicwh
support breastfeediffj, she found no evidence to suggest there was #chtri
period” for the first feed. Indeed, in one studpmen randomised to feed within 30
minutes had more difficultié¥' and as a result, the WHO/UNICEF recommendations
have been revised and now call on maternity serpicwviders to"Help mothers
initiate breastfeeding soon after birth." Randomised controlled trials can play a

crucial role in determining which interventions glbor should not be adopted.

Assessing intervention studies

Assessing intervention studies requires an undwtstg of the method adopted, the
intervention tested, the participants and thersgtin which they were recruited and

the outcome measures used. While bias, due tersgst error in the design or

conduct of a study can invalidate its resultss ialso important to consider the extent
to which it is reasonable to generalise from thifigs in deciding whether they

should be adopted in other settings.

Concerns about the prevalence of breastfeeding $isaned a variety of efforts to
promote it, but many of the studies have methodokbdlaws which have left them

open to bias, particularly as many mothers andggsabnals have strongly-held views
about breastfeeding.  Although some investigatuase succeeded in blinding
observers to subjects' treatment groups, few apjpebhave concealed this from the
subjects themselves. This raises the possiltig subjects were influenced by

knowing the treatment group to which they werecated.
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In designing the randomised controlled trial repdrin this thesis, | considered ways
to conceal from subjects which treatment group thagt been allocated to. One
option would have been to randomise potential gigents before obtaining their
consent and then recruit them to one of two link&adies - receiving either the
intervention or normal care. However this wouldvdhaequired the doctors and
midwives to behave impartially in their approachréaruitment, which could not be
assumed. Because of the risk of recruitment htaseemed safer to adopt the
conventional approach of recruitment and then remsation, even though it meant
that subjects would be aware of their treatmemtcation. This issue did not however
arise in two recent cluster-randomised trials cotetl in Bangladedf® and

Belarus??

Tedstoneet al ?°° conducted a systematic review of studies promabiregstfeeding
and reported a range of concerns about their gualithese included criticism of the
information provided about how subjects were rededjithe possibility of selection
bias and the failure of many studies to take actotipotential confounders such as
previous breastfeeding experience or socio-econdawiors. They also commented
on the likely "Hawthorne effect”; that participaginin a study might modify
participants' behaviour and lead to higher breedifg rates in both control and
intervention groups. A third area of concern waat thutcome measures used relied
on self-reported behaviour, had rarely been vadlaand often did not distinguish
between exclusive and patrtial breastfeeding. Thisored concerns expressed by
Auerbachet af® and the Interagency Group for Action on Breasifegd which

proposed a schema for breastfeeding definitiori®88 (Figure 1.1.4Db).
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Another useful assessment of research on breastfesedpport is the meta-analysis
which Sikorski and Renfref?”’ conducted for the Cochrane Collaboration. They
appraised studies on the effectiveness of extraatipor breastfeeding mothers and
criticised the lack of information provided abohetcontent of interventions and the

background care received by comparison groups.

Although both reviewd® % excluded studies which appeared to have used
inadequate methods of randomisation, both did delguasi-randomised studies with
treatment groups determined by the time of dejivéossing a coin, drawing a
numbered ticket or whether the consent form haddthor even number. All the
studies were conducted on single sites and mangimadl sample sizes and relied on
just one nurse or counsellor to deliver the intetim. However, those involved in
small studies may have a particular enthusiasmattetrs who are asked to adopt the
intervention may not share. This raises questidmiawhether it is appropriate to

generalise from the findings.

1.5.6 Meta-analysis of studies of the effectivenestadditional support.
The publication of a systematic review of extrapsupfor breastfeeding mothérsis
important for other researchers because it provales/stematic and independent
assessment of the research to date. It provitbesiehmark against which studies can
be assessed.  However, it also makes the wosuledequent researchers harder,
because there is little value in reassessing studlgch have been subjected to the

scrutiny of a systematic review if the aim is mgri find errors in the reviewer's
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work. It is a paradox that systematic reviewsgeldasn the skills of critical appraisal,

may make those very skills redundant for the mijai practitioners.

There are however dangers if the scientific commywsuccumbs to the temptation of
over-reliance on meta-analyses, particularly whemsitering health promotion and
human behaviour. Firstly, the decisions that neeis take on which studies to
include not only reflect their own values and pssienal perspectives, but also serve
to define a topic. Secondly, because much of widividual researchers learn is
discarded, the composite intervention reported takys little about how to proceed,
even if it does give a useful indication about vieetor not we should be doing

something.

In their review, Sikorski and Renfrew make a distion between "education” and
"support”, which may not be valid, given the payait information about the content
of most interventions. Most reports do not revealv much of the work of the

lactation nurses and counsellors was educationat, ds health education is a
significant component of health promotion, it maveé been artificial to exclude it.

However, as a consequence of this, they excludetiest such as Bolam's 1998 BMJ
?07

papef”" which reported no benefit from individually-delregl postnatal health

education in Nepal.

It is also worth noting that the review includesidsés that assess the impact of
additional support on breastfeeding initiation, agll as maintenance of

breastfeeding. Whilst this provides a larger samitlés questionable because the
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processes women go through in deciding whetherdadtfeed appear different from

those involved in its maintainance.

Sikorski and RenfrelW® identified 13 studies which met their quality eria and

were able to include 3,616 women in their metaymigl They found that extra
support for breastfeeding mothers was effectiveinicreasing the proportion of
women breastfeeding exclusively to two months, §Ret Risk for stopping

exclusive breastfeeding 0.83, 95% CI: 0.72 to .86y in reducing the proportion
who gave up breastfeeding before two months, (RRstimpping breastfeeding 0.74,
95% CI: 0.65 to 0.86). This implied that ninemen would need to be given extra

support to enable one extra mother to breastfeagldenonths (95% CI: 6 to 21).

They were unable to detect significant benefit Imelytwo months, and suggested that
this may have been because most interventions emreentrated in the early post-
partum period, with subsequent contact mainly lbgpteone. Those strategies that
relied on face-to-face contact appeared more @feethan those based primarily on

telephone contact.

A detailed analysis of each of the studies incluideSikorski and Renfrew's review is
reproduced in appendix H. These are based on uhenaries prepared by the
reviewers, but also include some additional infararafrom the original reports and

interpretation.
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1.5.7

Implications for study design from publishediterature

Reviewing the published literature on interventibmsupport breastfeeding offers an
opportunity to improve the design and conduct disgguent trials. Indeed, arranging
the studies in chronological order highlights thessbns which more recent
investigators have learnt from earlier studiesn désigning the intervention study
reported in this thesis, | sought to learn as maglpossible from the experience of
others, but it is worth noting that this study waessigned in 1995, before either

12% or Sikorski and Renfre?® had published their reviews. In

Tedstoneet a
particular, the methodological concerns raised llgghthe importance of obtaining

statistical advice in designing a randomised cdletidrial.

The main methodological issues raised by previeasarch on breastfeeding support

are discussed in sections 1.5.7a - 1.5.7h belovasndummarised in table 1.5.7.

Table 1.5.7
Methodological issues raised by previous research o n breastfeeding support.

Factors relating to the design and conduct of the trial

e Sample size

* The implications of a high breastfeeding rate in the control group.

Factors relating to the intervention
« Generalisability of interventions delivered by a single lactation consultant

« Confusion between promoting initiation, or maintainance of breastfeeding

Randomisation bias

Bias from differential follow-up

Lack of independent assessment of outcome

Inadequate description of the intervention
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1.5.7a Sample size:
Few studies included sample size calculations apdrt from Brenet af%, which

129° \which was conducted in

had important methodological problems and Haetex
a hospital setting with sick children, no studyhét sample size below 650 reported a
significant result. ~An adequate sample size vimsefore seen as essential. The

calculations used to determine this are reportestation 3.2.6.

1.5.7b Randomisation bias:

It was surprising that five of the thirteen studiesluded in the Cochrane review did
not rely on secure randomisation procedures. insemethods included allocation
by time of day, by alternating recruitment weekstwm postnatal ward, tossing a coin,
numbered consent forms and drawing numbered ticketéany other studies were
excluded because of less secure methods of olgagomparison data, such as
describing a retrospective survey as a "controugtoor allocating subjects to the
treatment or intervention groups depending on thailability of a counsellof®

Because of these concerns, secure randomisatiaedqumes were adopted for the

study, as described in section 3.2.9.

1.5.7c Bias from differential follow-up:
Seven of the thirteen studies in the Cochrane wewgighieved follow-up rates of 90%
or above, four had lower rates and two studiesnditd provide information on the
proportion lost to follow-up. This may however hadeen a significant source of bias,

because women who stop breastfeeding may be ke$g to provide follow-up data.
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A number of steps were taken to minimise this nisthe design of the present study.
These included asking women to give their telephmmabers and permission for the
NHS to release details of a new address if theyadovAdditionally, those who

planned to move away before their babies were fiomomths old were excluded from

211
|

the study. This idea was taken from Redmeaml " although that study did have

particular difficulties and only managed to follap 66% of participants.

1.5.7d The implications of a high breastfeeding ratin the control group:
The rate of breastfeeding in the control group ikeg factor in determining the
sample size needed to show an effect, and the nambeeded rise as the
breastfeeding rate in the control group rises, be&eanore women need to receive the
intervention to reach adequate numbers of those mlght stop without it. A
number of studies in the Cochrane review reporedinhg at three months and for the
six studies that did so and recruited women whioeeiintended to breastfeed or had
begun breastfeeding, the rates in the control gnoape, 66%" 649%™ 57% 2

5391 49%2%® and 48%'".

The implications of this are that it is easier &t @n adequate sample size in a
population who are less likely to breastfeed. dBse of this, particular effort was
made to recruit practices in deprived areas andemowho had successfully breastfed

before were excluded from the study.

1.5.7.e Independent assessment of outcome:

In six of the studies in the Cochrane review, onteavas not assessed independently

1.5 Literature Review: Interventions to promotedstéeeding
83



of the intervention. This observation raises thesibility of bias if mothers wanted
to please the person who had delivered the inttiorgrand also questions about how
data was gathered on women in the control groupndrat contact they had with the

person delivering the intervention.

To minimise the risk of bias, all follow-up datatime study now reported was taken
from questionnaires completed by women themselweby telephone calls from the
researchers. Information provided by counselloes wnly used to describe the

content of the intervention delivered.

1.5.7f Generalising from interventions delivered bya single lactation consultant:
Apart from Barroset als larger studif>, in most studies, the interventions were
delivered by a single lactation consultant, whialses questions about the extent to
which it is appropriate to generalise from the fing$. This supported the case for a
larger multi-centre trial employing a number of noeallors to deliver the

intervention.

1.5.7g Is the focus on initiation or maintainance fdoreastfeeding?
Two studies in the review included encouragement wdmen to initiate
breastfeeding, as well support to maintain breaditfey. These seem rather different
objectives and it is questionable whether they khde investigated in the same
study. The intervention study in this thesis feaeés on maintainance of

breastfeeding.
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1.5.7h Describing the intervention:

1.5.8

Whilst all studies describe the intervention plahndewer provide adequate
information about the support women actually reeeiv It is also clear that different
studies offered support at different times, ant@hatin the early postnatal period in
hospital and subsequently at home. To clarify shpport that women actually
received, the questionnaires designed for the ptetedy included specific questions
about support they received from a range of sourcd&sunsellors were also asked to

complete records of each contact with mothers.

Recent studies of breastfeeding support

Since the publication of the Cochrane review, a lpemof further studies have been
published. Bolanet al ?°” found that postnatal health education had no impac
infant feeding behaviour in Nepal. In contrast, démiet al (2000¥°° found that
mothers supported by community-based peer coumsellbo visited 10 to 15 times,
were significantly more likely to breastfeed (70202/228 of intervention and 6%,
17/285 of control mothers breastfed exclusivelyfiae months; difference = 64%,
95% CI 57% - 71%, p<0.0001). Working in MexicoyGiMorrow et al*** conducted
a randomised trial of normal care, and either tioregix visits by peer counsellors. At
three months, 67% of six-visit, 50% of three-viaind 12% of control mothers
practised exclusive breastfeeding (interventiogorgtrols, p<0.001; six visit vs three-

visit, p=0.02.) Fewer infants in the interventgnoup had episodes of diarrhoea.

In another study in Mexico City, Langet al >*® found that the presence of a female

companion (doula) during childbirth increased tlmevplence of exclusive, but not
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full breastfeeding at one month. (Interventionvatence for exclusive breastfeeding
12.3% vs 7.5% for controls; RR 1.64, 95% CI 1.0842. (37.4% vs 36.3% for full

breastfeeding: RR 1.00, 95% CI 0.82-1.22)

The results of the cluster-randomised PROBIT studyhich recruited 17,046
mothers in Belarus have been reported in sectibi34.. Although the study focussed
primarily on intervening systematically, based dre tBaby Friendly Hospital
Initiative, rather than offering particular indiwidl support, its findings are important.
The study found significant increases in the prewed of any breastfeeding at 12

months and of exclusive breastfeeding at threesanthonths.

In contrast, Morrellet af*® found that intensive postnatal support by a conityiun

midwifery support worker did not influence breastieng rates in Sheffield, UK.

How should we interpret these recent studies?tifiisis striking that they are larger
and appear to have addressed many of the methackllogncerns raised in previous
work. Both Haideret al (2000f°® and Morrowet al *** evaluated quite intensive
support by peer counsellors and in Mor®wtudy, the number of visits made a

significant difference to the outcome.

It is however important that the results shouldvigeved in their cultural context, as
Mclnnes and Stort& argued in response to Morrow's results. Wheneadéxico,
breastfeeding is highly valued and initiation ratee high, they argued that in

Glasgow's socially disadvantaged urban estatesfdine mothers who wish to
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1.5.9

breastfeed find success elusive. It may be edsigersuade mothers in a pro-
breastfeeding culture to drop supplementary fedu®m) to help mothers in a less

supportive environment to continue at all.

Summary

This chapter considers studies of the effectivenédseastfeeding support. Whereas
earlier studies had significant methodological peots, recent studies have adopted
more robust designs. A meta-analysis conductedighdd in 1998 found that
breastfeeding support was effective at increasihg proportion of women
breastfeeding, both exclusively and at all, to #ige of two months. However the
results of intervention studies may depend on ¢kellof support provided to control
women and whether the prevailing climate of opin®favourable to breastfeeding.
Because of this, it may not be appropriate to asstimat results found in one context

are necessarily applicable in other settings.
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CHAPTER 1.6

EVIDENCE BASED PRACTICE IN SUPPORTING BREASTFEEDING MOTHERS

16.1

1.6.2

Introduction

Evidence based management of breastfeeding relidmih an understanding of the
physiological of lactation, and evidence of theeefiveness of different approaches to
breastfeeding problems. As has been discussetapter 1.4, women’s attitudes,
self-esteem and the social environment in whichy thee play a key role in
breastfeeding, but breastfeeding is also a pradleh This chapter focuses on the
practical aspects of helping mothers establishdtieading and overcome problems

they may encounter.

Physiology of lactation

An understanding of the physiology of lactation erpins the management of
breastfeeding, but a full account of this would deyond the scope of this thesis.
Lawrence’s texXY includes a thorough review of the topic and itlsoacovered in a

number of other publicatioff$*?%

During pregnancy, a number of sex hormones con&ituthe development of breast
tissue in preparation for breastfeeding. After dhivery, levels of inhibitory
hormones — oestrogen and progesterone fall an@qtiolis released in response to

feeding.
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1.6.3

Prolactin plays a key role in initiating milk proction, but autocrine control becomes
more important later. This involves milk that remmin the breast after feeds acting
locally to inhibit the production of more milk. ®mechanism allows the baby to
regulate milk production according to his or heed® the more the baby takes from
the breast, the more the mother malkéé% Thus effective suckling and drainage of

the breast stimulate lactation.

Oxytocin is released rapidly by the pituitary irspense to suckling (and other stimuli
such as the baby’s cry) and mediates the “let dmflex”, releasing milk stored in

the alveoli.

Ineffective suckling may lead to milk productionitg inhibited and women feeling
they have insufficient milk. Factors that interfevith effective suckling include poor
positioning at the breast! %* rigid feeding regime&’ the use of supplementary
formula feed$® and women feeling reluctant to feed due to sopples. (The nature
and management of the “perceived insufficient mitkdrome” is discussed further in

section 1.6.4d below.)

Prevalence of common breastfeeding problems{128}

National data on the prevalence of breastfeediraplpms is available from the
quinquennial infant feeding surveéy@able 1.6.3). While in hospital, 35% of mothers
experienced feeding problems, the most common a¢hwivas difficulty getting the
baby to suck or latch on. During the early weakisaamne a similar proportion, (35%

of those who were breastfeeding when they left bai$pexperienced feeding
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problems, the commonest of which was the baby bleimgry or the mother feeling
she had insufficient milk. These results willdmmpared later with the prevalence of

feeding problems in the two studies reported ia thesis (Sections 2.3.6 and 3.4.10).

Table 1.6.3
Feeding problems experienced by breastfeeding motise
Percentages are of mothers breastfeeding (Great Britain) *

Problems in hospital Problems after
% of those initially

breastfeedin . .
g leaving hospital

% of those breastfeeding
when left hospital

Baby would not suck / rejected breast 17% 7%
Mother had sore or cracked nipples 8% 14%
Baby was hungry / insufficient milk 6% 16%
Baby was ill 5% 1%
Baby falling asleep / slow feeder / poor weight gain 4% 4%
Mother found breastfeeding uncomfortable 2% 1%
Baby didn’t like milk 1% 1%
Baby vomiting 1% 2%
Baby had wind <1% 2%
Other problem affecting mother 2% 4%
Other problem affecting baby 1% 1%

1.6.4 Evidence based management of breastfeeding
Evidence based medicine has been defined by Raspmimel Donaltf® as “the
process of systematically finding, appraising arsing contemporaneous research
findings as the basis for clinical decisions.Much of the initial impetus to develop
Evidence Based Medicine came from the work of AgdBochrané?’ after whom the
Cochrane Collaboration was named. One of the fiedtls of medicine to adopt

evidence based practice has been maternity caregpprmoach reflected in the
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publication ofEffective Care in Pregnancy and Childbirtithis includes chapters on
“Supporting parents and promoting attachmerit® “Establishing and maintaining

229 and“Common breastfeeding problem&®. The Cochrane Library

breastfeeding
includes a number of reviews of relevance to infaeding practice, but some are
based on only a few studies, which limits the valighe meta-analyses they report.
Renfrew et af?* have reviewed practices which promote or inhibitastfeeding,
while Vallenas and Savafj® have drawn on a wide range of observation and

intervention studies to review the evidence basehie WHO/UNICEF Ten Steps to

promote breastfeeding (Appendix G).

Although the different reviews have taken differamproaches, they have largely
achieved a consensus about the principles of magdgeastfeeding. It would be
beyond the scope of this thesis to re-examine t@erce for, or against specific
practices, but some of the main themes identifigd tihese reviews are now
highlighted. They offer a standard against whidviege and support reported by

women in the studies reported in this thesis cacopepared.

1.6.4a Antenatal preparation
Initiatives to help women prepare for breastfeedwage adopted both educational
approaches and physical techniques to “prepariegnipples” for breastfeeding.
Educational approaches such as groups that focugamhing positioning may be
effectivé®’, partly by increasing women’s confidence, but éyne harder to engage

women from disadvantaged groups in antenatal cagsethe 1995 national survey
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among mothers of first babies, 87% of mothers wipastners were in Social Class |

attended antenatal classes, compared with 62%peéttlassified to Social Class V.)

Physical approaches involving rolling the nipple,applying creams have not been

shown to be effectid? 233221

and in one important study of antenatal prepan&to

women with inverted nipples, the proposed intenaentappeared to deter women
from attempting to breastfe€d Renfrewet af** suggested that the ‘Niplette’
device, designed to prepare inverted nipples byi@sucshould be evaluated in a

randomised controlled trial.

1.6.4b Establishing and maintaining breastfeeding
Evidence from a range of soureg@<* suggests that good practice in establishing and

maintaining breastfeeding includes:

early skin-to-skin contact

- the avoidance of unnecessary delay to the first (see section 1.5.4)
- support for early feeds from a professional or otheerienced person
- flexible timing and duration of feeds, in respotséhe baby’s needs

- avoidance of supplementary feeding.

1.6.4c Pain-free effective feeding
Many women experience sore nipples, commonly duepdor attachment and
ineffective sucking. In 1945, Gunti&t showed that ineffective feeding may result in
the baby exerting high pressure suction on thesbreausing trauma. More recent

work using ultrasound to image the breast durirgl$ehas confirmed the importance
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of the baby taking enough of the breast into theitndo protect the nippf®. That
helping mothers achieve this is part of good chhjractice was shown by Righard
and Aladé*'whose small randomised trial found that correctpmpr positioning

could enable more women to continue breastfeeding.

A variety of topical preparations have been adwxtats treatments for sore nipples,
but there is little evidence to support their u€hlorhexidine sprays have been
evaluated in two randomised trigfsand although Herd and Feef#yfound that
fewer intervention women discontinued during thistffour weeks, few women in the
study had evidence of nipple trauma. SAfrpas advocated the use of waterproof
barriers to keep skin lesions moist and allow glain and there may be a case for
further studies to evaluate this. Expressed bredlt has also been advocated.
However focussing on applying creams or other itneats may distract from the

importance of good positioning to feed.

1.6.4d Perceived insufficient milk
There remains considerable uncertainty about bloghnature and most effective
management of the “perceived insufficient milk syrde”. Indeed the term
“perceived insufficient milk” may be controversiahd other§® have used the term
“lactation failure”. Woolridgé*! has suggested it is hard to distinguish between a
physiological inability to produce enough milk, rartsient reduction in milk supply,
(or increase in a baby’'s demands) and a mothearegorer’'s anxiety that the mother

may not be producing enough milk. If quite diéfiet conditions are grouped together
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into a single “syndrome” and offered the same udntion, it is perhaps not
surprising that the results of intervention studies equivocal.

The WHO Update“Not enough milk” *** advises health workers to assess the
problem in three steps:

» First, decide whether the baby is getting enoudk arinot.

* Second, if the baby is not getting enough milk,dieevhy.

» Third, decide how to help the mother and baby.

Physiology research has adopted two approachessgessing milk supply; test
weighing to observe changes in the baby’s weighl laieast volume measurement,
both before and after fe€d¥*® This has the potential to assess whether moters
actually producing insufficient milk, with the swdagient option to “treat” those not

producing enough milk, but reassure those who are.

However research from other perspectives may bellggmportant in understanding
mothers perceptions of insufficient milk. Using Guaive methods, Dykes and

Williams?**

identified that feeding behaviour, socio-culturghysiological and
psychological factors all interact to contributenmthers’ perceptions of their milk
supply. Professionals need to be aware of theserfaand adopt a holistic approach

if they are to engage effectively with mothers’ cems.

Encouragement, support and appropriate reassupdayc@n important role in helping
mothers who feel they have insufficient milk. Téien of management should be to

help them feed effectively, ideally emptying thedst fully to maximise the stimulus
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to further milk production. Drug treatments, indilog sulpiride and domperidone, (to
increase prolactin production), and oxytocin hagerbtested in small studies, but the

results do not justify their widespread adopfidh.

1.6.4e Other feeding problems

1.6.5

Mastitis is an inflammatory condition of the breasthich may or may not be
accompanied by infection. A recent WHO reviéwsummarises the causes and
management of mastitis and offers advice on distgilgng milk stasis from
infections which require antibiotics. Continuing feed on the affected breast, with
correction of feeding technique and additional egping if needed is important, but
women with evidence of infection need antibioti&upportive counselling and

symptomatic treatment are also important.

A variety of conditions affecting mothers and batieay impact on breastfeeding and
it is important that those affected should havereppate advice and support. This is

however beyond the scope of this thesis.

Delivering evidence based breastfeeding support

Over the last twenty years, there have been a nuwibmitiatives® 192 114 116 {g
promote evidence based support for breastfeedidgttam impact of these has been
discussed in section 1.2.5a. However, producingl@ydocument is not enough to
change practice and this requires a sustained -fackied initiative. This has

116

included initiatives such as the distribution“8uccessful breastfeeding™ to all

midwives and health visitorand training initiatives such as the programme &&tbp
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1.6.6

by NCT breastfeeding counsellors (Section 1.7.6hotAer useful source of
information has been the MIDIRS Midwifery Digesthmah is published quarterly

and summarises research findings in an accessie w

Rogers:?” writing about the diffusion of innovations, iddigd the importance of
opinion leaders in spreading good practice andapmoach has been adopted by the
WHO/UNICEF Baby Friendly Hospital Initiati?® and the recent U.K. government
Infant Feeding Initiative, in encouraging local awship of initiatives to promote
breastfeeding. Interestingly, in a number of ardasastfeeding counsellors have

played a significant role in local breastfeedingkuog groups.

Summary

Although gaps in our knowledge remain, there isilastantial base of evidence on
which to base practice in supporting breastfeedimghers. This also provides a
standard against which professional and lay breedihg support can be assessed.
There have been a number of initiatives to prontbee uptake of evidence based
practice and the impact of these has been consliderhapter 1.2. Finally, although
the results of clinical trials are of great impoxta in guiding practice, it is important
that approaches to supporting breastfeeding takeaocount the many cultural and
psycho-social factors which influence infant feedibehaviour. These have been
discussed in chapters 1.2, 1.3 and 1.4 of thigstex reflect the context in which

mothers make their decisions about infant feeding.

"MIDIRS Midwifery Digest is published by Midwives Information and Resource Service, 9, ElImdale Road, Bristol,
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1.7.1

Chapter 1.7

COUNSELLING AND BREASTFEEDING COUNSELLORS

Introduction

Because the main focus of this thesis is a studyhefeffectiveness of support
provided by breastfeeding counsellors, it is img@ottto examine the origins and role
of the breastfeeding counselling movement. Thegptér begins with an account of
the history of the National Childbirth Trust aneastfeeding counselling in the UK.
It assesses the contribution made by volunteersmlams and reports on the training
they receive. It then considers the role of thastfeeding counsellor more critically,
whether the term "counsellor" is the most apprderifor the role and the

implications of this for research to evaluate tbhatabution counsellors make.

1.7.2 A historical perspective on breastfeeding support

In traditional societies, most support for breastiag mothers has come from family
members whose role is to 'mother' the mother. flgagion, the rise of the nuclear
family and separation of the generations havelajlq@ a part in cutting new mothers
off from support, traditionally provided by femalelatives. A generation of
grandmothers, who were persuaded to bottle feefbroayula milk compani€$® and

the medical profession's support for rigid feediegimens?*® have found themselves
inadequately equipped to support their daughtepsirt illustrated by infant feeding
surveys over the last two generations. As has begorted in section 1.2.3, in the
late 1940s three survey$'% 1% reported breastfeeding rates of 57%, 42% and 48%

at three months, but by 1959-60, only 29% of Ngtisemn women were still
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breastfeeding at that stalf&. By 1975, only 24% were breastfeeding at six weéels
national survey®? As most of today's mothers were born between 253ngears
ago! this suggests that only a quarter of UK-born mutheave mothers who
themselves successfully breastfed. Oakfegmphasised the importance of this and
the loss of collective knowledge about breastfegdhrher study of social support and

motherhood.

Into this vacuum, three groups have stepped. Asble®n shown in section 1.3.3,
there is evidence of the importance of support frarsbands and partners for women
who want to breastfedd® 7 247 2% although many men are uncertain and
inadequately prepared for the rdf8.!%* Professionals too have made considerable
efforts to remove obstacles to breastfeeding imhbserigid hospital regimens and to
offer women consistent support. Additionally, vaiary movements have played a
key role, often formalising the mother-to-motheipgaort that has always existed.
These include the La Leche League, founded inolkinn 1956, which now has
around 4,000 groups in 43 countrfé$the Association of Breastfeeding Mothers, the
National Childbirth Trust and more recently the &tieeding Network. These groups
combine individual support with a political role foromote breastfeeding and
although there may sometimes be conflicts betwieesetroles, their codes of conduct

emphasise a non-directive approach (appendix I).

Although often arising outside formal health seegicvoluntary movements received
considerable support from the Baby-Friendly Hodpitaiative, launched in 1991 by

the World Health Organisation and UNICEf(appendix G). The i’Ostep in the
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initiative recommends that Health Services shoukhster the establishment of
mother support groups and refer mothers to themlin€reasingly, health services
have seen peer counselling programmes and voluséatgr contributions as a means
to achieve thig>° The potential for voluntary initiatives to makeeal difference to
the uptake of breastfeeding is perhaps best iitesdr by the contribution of the
Norwegian Breastfeeding Associatiohmmehjelphemwvhich has been referred to in

section 1.2.7c.

1.7.3 History of NCT Breastfeeding Counsellors
The training and recruitment of NCT breastfeedingnsellors had its origins in a
meeting of the then Natural Childbirth Associatioflater renamed National
Childbirth Trust) in 1967. Breastfeeding in Bntahad reached its nadir and
midwives were losing their traditional skills atlieg mothers. The challenge was
clear, and the new subcommittee, later rename®tbastfeeding Promotion Group,
was established with a grant of £25.00 and a reithelping and encouraging

breastfeeding ... in co-operation with the medjmaifession.®*

The group was encouraged by an American woman, Rithwho was an active
member of the International Childbirth Educationsésiation and had spent time
helping women at Mile End Hospital in East LonddhVanessa Redgrave spoke at a
conference in 1968, talking about "Breastfeedind arCareer." Over the next few
years, a number of study days were organised, a&obth1972 there were over 170

trained breastfeeding counsellors. By 1975 thimiper had doubled and in the
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1980s, the NCT Annual Repattdreferred to around 500 counsellors. By 1897,

this had further increased to 621.

Although it had no direct impact on the studiesorégd in this thesis, a rift opened
within the National Childbirth Trust in 1997. Wng in the Observer newspaper,
Mills ?*° reported concerns that the trustees had accepoesarship from Sainsbury's

- a supermarket chain that sold its own brand d&&nihformula. Additionally,
members were concerned that a proposed increasertbership subscriptioffs to
£36.00 annually would exclude the less well-off dednfirm its reputation as a
largely white middle class preserve.'l,760 members signed a letter of protest.
Following a heated debate at the 1997 NCT AnnualeGd Meeting, a number of
breastfeeding counsellors decided to start a neyanisation, the Breastfeeding

Network (BfN).

The establishment of the Breastfeeding NetworkHigklighted a number of issues.
The crisis arose from attempts by the trusteesai®ermoney to support a more
"professional” mode of working, but this ignoree tralues of the volunteers who had
contributed so much to the organisation. It dertratesd the commitment many
breastfeeding counsellors have to supporting wofran all social groups and to a
political approach to promoting breastfeeding. #eo interesting observation is that
the Breastfeeding Network dropped the term "colmselpreferring instead the term
"Breastfeeding Supporter”. The issues behind anes discussed further in section

1.7.8
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1.7.4 The contribution of breastfeeding counsellors
The 1996 NCT Annual Repdrf lists the activity of breastfeeding counsellors in
more detail. In that year there were 549 registemnsellors, supervised by 64 local
tutors and 380 women were training to become cdlanse They reported 20,032
antenatal contacts, usually with women attendingl N@tenatal classes, and 33,411
postnatal contacts. 35,392 women telephoned Hrainthey visited 6,228 at home.
While there may be some double counting in thegardis, they do convey the
workload of these volunteer counsellors and suggiest each has around 200
contacts with mothers a year. Individual coumssllare phoned at home about 65
times a year and visit women on average once almontComparing the 35,392
women who telephoned a counsellor with the 732,64Bies born in the United

Kingdom in 1995 suggests that 4.8% of mothers telephoned a cdangt year.

Two recent national surveys have also assessedutygort provided by voluntary
organisations such as the National Childbirth Trdstsociation of Breastfeeding
Mothers and La Leche League. In 19907.5% of mothers reported that they had
received help from a voluntary organisation, wherieal995' this figure had risen to

10%.

In 1998, the Breastfeeding Network established pp8uderline, which connects
mothers directly to a local breastfeeding suppoA#hough organised nationally, the
service is only promoted in areas where suppodersavailable, but as the service is

extended to other areas, the numbers making cam@gbe expected to rise.
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1.7.5 How women contact a breastfeeding counsellor
Women make contact with breastfeeding counseltoesnumber of ways. For some,
the first contact is through NCT antenatal classes although these are led by NCT
antenatal teachers, breastfeeding counsellors lyswatend the session on
breastfeeding. Others hear of them from professansaolved in their care and many
maternity departments provide counsellors’' telephoombers on leaflets. NCT
headquarters provides details of local counsellord others make contact via the

Breastfeeding Network Supporterline.

Increasingly, counsellors have set up initiativ@gdgach women from manual social
class groups who are more likely to have diffiadtiwith breastfeeding. In
Portsmouth, breastfeeding counsellors visit thetnadal wards on a regular basis,
liaising with the midwives who suggest mothers the counsellor to se@?

Similarly, one counsellor visits women in HollowByison?®°

1.7.6 Training and conduct of breastfeeding coundels
The National Childbirth Trust has established @nogis training programme which
aims to ensure that counsellors are seen as comamtiunteers, with a high level of
knowledge, rather than as well-meaning amateur$ it axe to gringd® 2!
Counsellors must have themselves breastfed foeast Isix months and need to be
nominated by their local NCT group. The trainumpally extends over a two-year
period and includes study days and monthly meetinigs an experienced tutéf?

Trainees learn about counselling and the importarfice non-directive approach, as
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well as more specific information about breastfegdand common breastfeeding
problems. Before they qualify, they submit writtease studies, which need to be
approved by an independent tutor. In addition e initial training, established

counsellors are expected to meet regularly andhatteree study days every two

years.

A detailed Code of Conduct underpins the counssllote and addresses issues such
as confidentiality, the importance of supervisiord af maintaining good relations
with health professionaf§® Sections 1.4 and 1.5 of the Code, which emphakise
importance of taking a non-directive approach aspecting the wishes of mothers
who decide to bottle feed, are reproduced in figure6 and the full code is included

in Appendix I.

Fig 1.7.6
NCT Breastfeeding Counsellors' Code of Conduct.

235

"A counsellor should avoid being directive in her approach to mother, but should offer
information and practical suggestions to enable a mother to make an informed choice.
The aim of a counsellor is to increase a mother's confidence in her own mothering abilities

and to enable her to make her own decisions. A counsellor should take care to

differentiate between reasonable support and intrusion." (Section 1.4)

"A counsellor should respect the decision of a mother not to breastfeed and remember
that a mother who turns reluctantly to bottle feeding may need continuing sensitive, caring

support in coming to terms with her decision." (Section 1.5)
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1.7.7 Who becomes a breastfeeding counsellor?
Although between five and ten percent of mothers ta them for support, little has
been published about who becomes a breastfeedurgselbor and there has been no
formal evaluation of their effectiveness. Mostrsellors become involved through
a local NCT group, but some are also health visitormidwives who want to learn
more about supporting breastfeeding mothers. nkary women, local NCT groups
offer an opportunity to make new friends, at a timeen the arrival of children
triggers a shift in their priorities from work tmme. Sharing the expectations and
experiences of caring for a new baby provides #&mdiction to peer support and
some women go on to become more active in theial lgcoup, or train as a

breastfeeding counsellor.

A commitment to breastfeeding, which for many caliioss is derived from their
own breastfeeding experience, appears to be anriampdactor in the motivation to
become a counsellor, a suggestion which is suppditethe results of American
research. In a qualitative study of 17 low incomé{urally diverse women who were
supported by peer counsellors, Locfth?®® ?°® found that the perception of
successful breastfeeding could empower women. idéimeified five themes: Making
the Discovery, Seeking a Connection, ComfortingnE@ther, Becoming Empowered
and Telling the World. This last theme, summed ag including, Wwomen's
expressions of pride about breastfeeding succégspersevering under sometimes
trying circumstances, and feeling a commitmentetbdthers to do the samerhay

explain why some decide to become breastfeedingssdiors.
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The two-year training to become a counsellor seleatmen who are prepared to
make a significant commitment, but also engagesitimea process of change from
being a mother who is keen to help others, intkiled volunteer, working within a

supportive, but ideally non-directional framework. There are elements of
professionalisation in the process, so that wihilely are still "peer counsellors," in
their role within the NCT, increasingly they areirgp beyond this and supporting

women in other settings.

Lawrence's invaluable teXf includes a discussion of the characteristics gbad
counsellor and stresses thdbeing a sympathetic listener is the most important
quality" (p 642). Although there are differences betweee tiiganisation of
breastfeeding support in the United States andiBrithe six abilities she identifies
of a good counsellor are relevant in any setting Xf7.7). She recognises that while
training is important, not everyone has the persanalities to make a good

counsellor.

Fig 1.7.7
Abilities breastfeeding counsellors should have

- To truly understand

- To avoid judgement

- To understand other life-styles

- To admit it when they do not know

- To seek appropriate help form professionals

- To recognise incompatibility in a given relationship

Source: Lawrence, 1994 (p642) *
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1.7.8 An examination of the counsellor's role and its impcation for research.

The range of terms adopted by women who suppodrstivith breastfeeding may
reflect some uncertainty about the role being diesdr When the Natural Childbirth
Association, (the precursor of the NCT) was firstablished, the first counsellors
were known as "breastfeeding helpers”, but latertéhm "breastfeeding counsellor"
was adopted. As has been mentioned, when the tRredimng Network was

established in 1997, the organisation adopted ¢h@ t'breastfeeding supporters”,
suggesting a less neutral stance. The La Lecheueeages the term "La Leche
Leader”, while in the United States, the title tiaon consultant” reflects the more
commercial approach adopted. Another term in witkesd use is "peer counsellor”,
adopted when volunteers are trained to support ensthfrom their own

communitie<®’

The Concise Oxford Dictionaf$ defines the term “counsellor" da person who

gives counsel; an advisergr as"a person trained to give guidance on personal,
social or psychological problems"However as reported in section 1.7.6, the NCT
Breastfeeding Counsellors' Code of Conduct empéssisat counselling should be a

non-directive activity.

One of the most thoughtful assessments of the ibotibn of breastfeeding

counsellors is Mary Smale's 1996 D Phil thé$isThis was based on her experience
as a counsellor over a ten-year period and inatadopts a qualitative approach to
explore the meaning behind the calls she receiv&the suggests that for many

women, the comments or actions of those who hadhatied to support them thus far
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had caused as much distress as any problems imherbreastfeeding. She argues
for a woman-centred approach and sees counselirepabling women to put their

own principles into practice.

This issue of whether breastfeeding counsellingm@mon-directive, is more than a
semantic discussion. Whilst this probably does ypgien considering psychosocial
contacts, it may not when mothers have concerres factical or physical nature,
when mothers may interpret counsellor's suggestmssadvice. Also, given the
personal commitment counsellors make to promotingadifeeding, it is hard to
perceive them as neutral, however much effort timeke to adopt a non-directive

stance with individual women.

The explicit objective of offering non-directive waselling to help mothers achieve
their infant feeding goals also raises issues ftangts to evaluate its effectiveness.
Put starkly, is it appropriate to evaluate non-dike counselling using an outcome
measure such as duration of breastfeeding? \&tinel only valid outcome would be
one that reflected mothers' satisfaction and p&imep of their ability of achieve their
goals. But to accept this approach would be to daaymain justification for health
services to be concerned about infant feeding; ithatakes a difference to human
health. Indeed, to accept this would also invédidaher evaluations of non-directive
counselling which have accepted that people adgmimon-directive approach can
still be concerned about whether people feel baiteworse as a result of their

intervention?’©271272
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A definition suggested by the British Associati@an Counselling may help take this
discussion forward. They suggest that counsebimgs "to provide an opportunity
for the client to work towards living in a way he she experiences as being more
satisfying or resourcefuf* Inherent in this is the concept that counsellingyma
empower people to achieve their goals and therefuaé it is appropriate to use
duration of breastfeeding as an outcome measueestudy of the effectiveness of
counselling. The complexity of the interactionvee¢n counsellors and mothers, and
the range of factors which have been shown to enite infant feeding behaviour do
however require that any study assesses the ingbatunselling from a range of

perspectives.

1.7.9 Summary
Since 1967, breastfeeding counsellors have playetsh@easing role in supporting
mothers. The NCT annual reports suggest that arbuagercent of mothers receive
support from a counsellor, while a national sureéynothers suggests the figure is
twice that. There are however a number of potentaflicts in the role, with some
taking a "professional” role, while others seekdmain peers. Similarly, there may
be conflicts between promoting breastfeeding and-dicective approaches to
counselling. If however the aim of counselling @ dtrengthen women's ability to

achieve their goals, this suggests a way that @limg may work if it is effective.

This account of the history, training and role oédstfeeding counsellors provides a

background to the intervention assessed in study tw
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PART TWO

STUDY ONE: A PROSPECTIVE STUDY OF MOTHERS' ATTITUDE S TO
AND EXPERIENCES OF BREASTFEEDING
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STUDY ONE: A PROSPECTIVE STUDY OF MOTHERS' ATTITUDE TO
AND EXPERIENCES OF BREASTFEEDING
Chapter 2.1

RATIONALE AND OBJECTIVES OF STUDY ONE

2.1.1 Introduction
This first study was conducted between 1983 and4 1881 provides information
about the epidemiology of breastfeeding and lestlsreastfeeding support available
at the time. However it is noteworthy that patseai infant feeding have changed
little since then, as shown earlier in table 1.2.Bhere may however have been
changes in professional practice, in the lightrotiatives such as the Baby Friendly

Initiative?® and other "supply interventions" discussed inieact.2.5a.

It is clear from the literature reviewed in chaptér2 and 1.3 that social influences
play a key role in infant feeding behaviour and oh&éhe main aims of this study was
to explore the extent of this. By doing this in @mntext of routine primary care, it

was hoped that the study would identify factorsedévance to clinical practice.

This study aimed to investigate why women choosetladr to breast or bottle feed,
their experiences and the role of health profesdsom advising them. Whereas most
studies had recruited women in hospital, or fromthbnotifications, this study was
organised prospectively, to avoid the initial expece of infant feeding modifying

their responses. In a study of first-time moth@vsight and Walkef** had suggested
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that midwives could predict who was most likelysiop breast feeding and it was

hoped to investigate this in the primary care 8gtti

2.1.2 Specific objectives

a) To find out women's reasons for choosing to breabbttle feed.

b) To measure the incidence and duration of breastfgeth the study
population.

C) To identify factors which could be used to predsetrly discontinuation of
breastfeeding.

d) To identify the reasons women give for stoppingabtieeding during the first
six months postnatally.

e) To determine the prevalence of common breastfequiviglems.

f) To find out what advice women receive from healtbfgssionals for common

breastfeeding problems.
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Chapter 2.2

STUDY ONE: METHOD

2.2.1 Recruitment
Pregnant women who were registered with 24 Notanghgeneral practitioners
during the study period in 1983-84 were recruitedhe study by their community
midwives. This was usually at a routine antenatainé visit at about 25 weeks
gestation and the midwives interviewed women usirgyfirst questionnaire at that
time. Subsequently, they were interviewed by thealth visitors six weeks and then
six months after the birth of their child. Thex garticipating practices or health
centres were distributed throughout Nottingham, thet main criterion in recruiting
sites was the willingness of both midwives and thealsitors to participate in the
study. All pregnant women registered with the pcast were eligible for inclusion,
but those who were subsequently found to have maway before birth were

withdrawn from the study.

2.2.2 Questionnaire design
Following a procedure agreed with the Nottinghamsd&ech Ethics Committee,
guestionnaires were numbered, but women's namesdmela separate register for
each practice or health centre. Structured questioes were used which had been
piloted in one of the practices before the starttred study and are included in
appendix A. The questionnaires included closezktions about women's social and
family circumstances and how long they had fed lboit, open questions were used to

ask about their choice of feeding method and probléhat they encountered. The
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women's social class was coded by her partner'spation, using the Registrar
General's tableS” The reasons for adopting this approach are dieduss section

3.2.9a below.

2.2.3 Statistical analysis
The chi square t€Sf was used to determine which factors were signifiga
associated with women stopping breastfeeding beforemonths. These potential
predictors were then considered further, using skogi regression, within the
SPSS/PC+ packag® to determine which were most strongly associatéth w
discontinuing breastfeeding by six weeks. Thievadd each predictive variable to be
considered simultaneously and took into accounirttezactions between them. The
analysis was done in stages and at each stageatiable least strongly associated
with stopping, (using the Wald criterion), was re/ad from the analysis.  This
process, called backwards elimination, continuedl @l the remaining variables

were significantly associated with stopping bresestfng at the 5% level.
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Chapter 2.3

STUDY ONE: RESULTS

2.3.1 Study population
A total of 514 women were recruited to the studyl aompleted the antenatal
interview. 491 (96%) were interviewed again at wigeks and 463 (90%) at six
months. By six months 51 women had moved awayeare lost to follow up for

some other reason.

Of the 514 women, 213 (41%) were having their falsiid and 301 (59%) already
had children. At the time of the antenatal intevwi 83% were married, but a further
7% were living with the baby's father. The fanslgountry of origin was given as the

United Kingdom by 92% of the women.

Sixty two per cent of the study population werera®®, compared with 56.5% of the
birth notifications to the Office of Population Garses and Surveys, (OPCS) for
Nottingham.?’” The study population also included fewer unmarresmen, and

rather more married women who had already had r@m|das shown in table 2.3.1.
This may have led to the study population havirgljghtly higher breastfeeding rate

than was the case for all births in Nottingham383.
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Table 2.3.1
Age, parity and marital status of study population, compared with 1983 Birth

Notifications for Nottingham
(Figures are shown as percentage of 514 women in study and 7,614 birth notifications)

Married: Unmarried: Total:

Primiparae: Multiparae:

Under 25: Study population 13.8% 12.1% 11.7% 37.5%
OPCS data 14.5% 13.3% 15.9% 43.7%
25 and over: Study population 16.9% 40.5% 5.1% 62.5%
OPCS data 16.0% 34.2% 6.1% 56.3%
All women: Study population 30.7% 52.5% 16.7%
OPCS data 30.5% 47.5% 22.0%

2.3.2 Feeding plans
By the time they were interviewed, most women haebay decided how they would
feed their babies. Indeed, 56% (289/514) had miagie decision before they became
pregnant. A total of 359 women (70%) intendedriabt feed, 120 (23%) intended to
bottle feed and 35 (7%) were undecided. Only 26em later changed their plans

which suggests that their decisions were relatifigsd.

The reasons women gave for their choice of feediethod are shown in table 2.3.2.
Additionally, all women were asked which type o&déng would be best for their
baby. Of those planning to bottle feed, 86 (72%)l dreast feeding would be best,

21 (18%) said bottle feeding and 13 (11%) were tage This suggests that they

' Figures in italics are percentages of the 7,614 births recorded by OPCS Survey District 52A (Nottingham) in
1983. In the data provided, parity is only available for married women and the study data have therefore been
presented in the same way for comparison. Data provided by the Office of Population Censuses and Surveys,
Titchfield, Fareham, Hants. PO15 5RR
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accepted breastfeeding would be best, but chost mi@cause they disliked the idea,

or anticipated problems with breastfeeding.

Table 2.3.2
Reasons given by women for their choice of feeding method

% of women
Reason: giving reason

Women intending to breastfeed (n = 359)

Better for baby 66
Natural 24
Convenient / easy 20
Emotionally satisfying 16
Breastfeeding satisfactory previously 11
Cheap

Better for mother
Other 12

Women intending to bottle feed (n = 120)

Disliked the idea of breastfeeding 34
Convenient 30
Expected, or previously had problems with breastfeeding 25
Bottle feeding previously satisfactory 13
Personal preference 11
Other 11

n = total number of women in group. NB some women gave more than one reason.

2.3.3 Incidence and duration of breast feeding:
Although 359 of the 491 women interviewed at sixelse (73%) had begun
breastfeeding, by that stage, only 243 (49%) weltegsrzing any breast feeds. By six

months, only 122 of the 463 women interviewed (28%)e breastfeeding.
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Of the 205 mothers of first babies interviewed & weeks, 165 (80%) had
commenced breastfeeding, compared with 193 of &tewho already had children
(67%). However, at six months 42 of the 189 motradrdirst babies interviewed
(22%) were still breastfeeding, compared with 73hef 272 who had previously had
children (27%). These figures are illustrated lgufe 2.3.3 which shows that first-

time mothers were more likely to attempt breastfegdut less likely to succeed.

Fig 2.3.3 Duration of breastfeeding

60 4

40 +
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Factors which might predict early cessation of brestfeeding
Women who intended to breast feed, or were unddgcigdere studied further to see if
it was possible to predict who would stop. In flvst stage of the analysis, their
responses at the antenatal interviews were crossated with whether they were

giving any breast feeds at six weeks. Those resgsothat, on chi squared testing
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(24), were found to be significantly associatechvatopping breastfeeding before six
weeks are listed in figures 2.3.4a. Details of wweding of these questions and the
full range of questions asked at the antenatahiig® are available by reference to

the antenatal questionnaire, provided in appendix A

Fig 2.3.4a
Antenatal responses which were significantly associ ated with stopping
breastfeeding before six weeks ( x?> 3.84, p < 0.01).

Mothers of first babies: (n = 178)

Age 25 or under

Social Class M, IV, V, Unemployed

Age of leaving school 150r 16

When decided to breastfeed "During pregnancy", rather than "before"
Considered bottle feeding? Yes

Intended duration Less than 4 months

Own feeding as an infant "Bottle"

Mothers with previous children: (n= 216)

Age 25 or under

Social Class M, IV, V, Unemployed

Age of leaving school 150r 16

When decided to breastfeed "During pregnancy", rather than "before"
Considered bottle feeding? Yes

Intended duration Less than 4 months

How family usually feed "Bottle"

Partner's preference "Bottle" or "uncertain”

Confidence "Fairly" or "rather anxious"

Previous child's feeding "Bottle" or "breast for less than 6 weeks"

The results of the second stage of the analysiwhinh the potential predictors were
considered together using logistic regression, sltewn in table 2.3.4b. For
primiparae, two variables remained after removathoise that did not significantly
contribute to predicting who would stop. Womemianual social class groups were

more than three times more likely to stop thanéhasnon-manual groups. Similarly,
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those who had considered bottle feeding were nfwaa twice as likely to stop as
those who had not. For multiparae, the most effegiredictor was how women had

fed their previous child followed by the age ofleg school and considering bottle

feeding.
Table 2.3.4b
Effectiveness of predictors of stopping breastfeedi ng by six weeks

Odds ratio ® Sensititivity Specificity

Predictor 95% ClI % %
Mothers of first babies (n =178)
Social class IlIM, IV, V or unemployed  3.68 (1.44 to 6.20) 77 46
Considering bottle feeding 2.40 (1.23t0 4.70) 60 62
Mothers with previous children
(n =216)
Previous child bottle fed, or breastfed
for less than 6 weeks 5.15 (2.53 t0 10.66) 70 75
Age of leaving school 15 or 16 years 3.80 (1.60 to 8.99) 84 41
Considering bottle feeding 3.38 (1.62t0 7.02) 63 64

Cl = confidence interval, n = total number of women considering breastfeeding. 0Odds ratio is the probability that
women giving the response will stop breastfeeding by six weeks, compared with that of women not giving that
response.

Other measures of the effectiveness of a predittigeare its sensitivity, that is the
percentage of those who will stop that the tesedalst and its specificity, the
percentage of those who will continue to breastfibed the test excludes. These are
shown in table 2.3.4b for the predictors that thgidtic regression analysis suggested

were the most useful.
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2.3.5 Reasons for discontinuing breastfeeding
Women who discontinued breastfeeding were asked thy stopped and it was
noteworthy that the vast majority had done so beedhey had difficulties feeding.
The commonest reason they gave, both during teedix weeks and subsequently,
was that they had insufficient milk. Sore nipplesgorgement and other breast
problems were common reasons for stopping in tisé $ix weeks, but less common
later. It is also of interest that more women p&apbecause they themselves were ll

than because their baby was unwell.

Table 2.3.5
Reasons given by women for stopping breastfeeding

% of women giving reason
Stopped before Stopped between

six weeks (n = six weeks and six
Reason 109)? months (n = 109)°
Not enough milk 51 64
Breast problems 22 10
Feeding problems 15 14
Disliked breastfeeding 14 1
Maternal illness 10 14
Baby ill 6 5
Social factors or planned to stop 6 34

N = total number of women in group. ?Seven women did not give a reason. PEleven women did not
give a reason. NB: Some women gave more than one reason

2.3.6  Common feeding problems
All women who had given any breast feeds were askedt common feeding
problems to determine their incidence and botrsthece and nature of the advice

they received.
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2.3.6a Perceived insufficient milk supply
Of the 359 women who had begun breastfeeding, 4686) had felt they did not
have enough milk at some stage during the firsivagks and 56 gave this as a reason
for stopping. When asked why they felt they hadiffisient milk, 144 women (87%)
said it was because their baby was unsettled, WBIil1 1%) said their breasts had felt

less firm and 17 (10%) were concerned becauseliaby's weight gain was poor.

Those who were concerned about their milk supplsevesked why they thought this
had happened to them. Seventy six (46%) of thewlden said they did not know
why they did not have enough milk, but 24% blanteshi being tired or overworked.
Some felt they were incapable of making enough mitkile others blamed their diet

or illness. A few thought it was because the Wady been ill or refused to feed.

Ninety six (58%) of the women who felt they hadufig€ient milk sought advice

from a health professional (table 2.3.6a).

Table 2.3.6a

Health professionals consulted by women with percei ved insufficient milk

(n = 166 women)
Number of women % of women who felt
consulting they did not have

enough milk

Community midwives 56 34%

Health visitors 53 32%

Hospital staff 16 10%

General practitioners 5 3%

n = Number of women with perceived insufficient milk. NB some women consulted more than one
health professional.
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The advice they received was: to persevere or fieeck often (47 women, 49% of
those seeking advice), to give a bottle as a supgi¢ or substitute (40, 42%) and to
rest or drink more (21, 22%). Eighteen women (1886gived reassurance or support

and eight reported that they had received advidereastfeeding technique (8%).

Eighty five of the 166 women who felt they had ifigient milk (51%) gave bottle
feeds in response to the problem and of these, 23k#5%) were still breastfeeding
at six weeks. In contrast, 67 (85%) of the 81 wltbnot give bottle feeds when they

felt they had insufficient milk were still breastféing at six weeks.

2.3.6b Sore nipples
One hundred and fifty eight women, (44% of all #n@gho began breastfeeding) had
sore nipples during the first six weeks and 21 ghi®as a reason for stopping. Of
the 158 women, 134 (85%) sought professional adtieesource of which is listed in

table 2.3.6b.

Table 2.3.6b
Health professionals consulted by women with sore n ipples
(n =158 women)

Number of women % of women who

consulting had sore nipples
Community midwives 77 49%
Health visitors 13 8%
Hospital staff 46 29%
General practitioners 30 19%

n = Number of women with sore nipples. NB some women consulted more than one health
professional.

" Some caution is necessary in interpreting this because giving a bottle feed is not only a response to a problem
such as perceived insufficient milk, but also a measure of outcome as stopping breastfeeding almost inevitably
involves switching to bottle feeding.
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The advice they received was largely physical ipragch. Ninety two of the 134
women who sought advice from a health professigéa®o) were advised to use
creams, 38 (28%) to use a disinfectant spray anl2%o0) to use a breast shield.
Other breast care was recommended to 15 women (Iiif¥® women were told to
persevere or feed more often and seven (5%) reptrét they had been given advice

on feeding technique.

2.3.7 Summary

* Although 73% of women began breastfeeding, thisfalieh to 49% by six weeks
and 26% by six months.

» Logistic regression showed that mothers who hadiqus children who had
bottle fed, or stopped breastfeeding their previchikl during the first six weeks
were 5.15 times more likely to stop breastfeedmthe first six months than those
who had previously breastfed for six weeks or more.

* First-time mothers in manual social class groupsewB8.68 times more likely to
stop than women in higher social classes, whilsghwho said antenatally that
they had considered bottle feeding were 2.40 timee likely to stop.

* Most women gave an inadequate milk supply as aoref® stopping, but sore

nipples were also a common problem in the firsigdeks.
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Chapter 2.4

STUDY ONE: DISCUSSION

2.4.1 Strengths and limitations of the study
This study set out to investigate women's choidemfant feeding method, their
experiences and the role of health professiona#insing them. Although some of
the findings, such as the incidence and duratiobreéstfeeding, echo those of the

national infant feeding surveg?’ 1%

the study was also able to assess the potential
for primary care professionals to engage with wonoen infant feeding. The
prospective design reflected the real situationwnids might encounter if they
wished to identify antenatally those who might needre support. Additionally,
because women's antenatal responses to questioasthbir feeding intentions were
not clouded by their subsequent experiences, trelilkely to reflect their decisions
more accurately than could have been obtained wsingtrospective questionnaire

after birth. The primary care setting also cdnited to the high follow-up rates of

96% at six weeks and 90% at six months.

A number of methodological issues merit consideraiin interpreting the results.
Whilst the prospective, primary care-based desigd several advantages, women
who were not visited in the antenatal period weseincluded and this may explain
why the study included fewer younger and unmarwedhen than expected from the
birth notifications for Nottingharfi.’” This may have led to an overestimate of the

incidence and duration of breastfeeding amongstenstof first babies, but is less
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likely to have influenced the multivariate analydesidentify predictors of early

breastfeeding cessation.

The questionnaires were adapted from that usedhén national infant feeding
surveys?® %° and although they were piloted before use, norgitevas made to assess
their reliability or validity. The mode of compien also deserves mention, as it is
possible that the fact that women completed quaséives during routine
consultations with midwives and health visitors nhaye influenced their responses.
With hindsight, it was apparent that the questiaeniaad focussed on "advice", rather
than other forms of support and also that it did erquire about mothers' contacts
with breastfeeding counsellors. It therefore sekkety that women were more likely
to report contacts with professional than lay sufgrs. Despite these reservations,

the fact that the questionnaire relied largely opeh" questions makes it less likely

that the questionnaire design influenced womessamses.

A further issue that merits consideration is the# study was conducted in 1983.
Since then, a number of initiatives, such as thel@ivbealth Organisation's "Baby

Friendly Hospital Initiative'®®

and publication of "Successful Breastfeeding'thogy
Royal College of MidwiveS® have set out to modify professional practice. il§th
there has been little change in infant feedingsrdtetween 1980 and 1995, there is
some evidence, reported in section 1.2.5a of clsimgprofessional practice since the

study was conducted.
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2.4.2 Implications for policy and practice

2.4.2a Identifying women who need most help
The results of study one are relevant to healtiegsionals working in both primary
care and hospital settings. The finding that maoynen had decided how they would
feed before becoming pregnant suggests that duthmg antenatal period,
professionals have limited influence on women'siaholt would therefore seem

sensible for midwives to concentrate on helpingéwho want to breastfeed.

Women who chose to bottle feed did so largely beeahey disliked the idea of
breastfeeding. However, of those planning to bofged, 72% believed that
breastfeeding would be best for their baby. Thiggests that professionals who want
to overcome women's objections to breastfeedingldhpromote it as natural and

convenient, rather than just as better for the baby

It is possible to identify women who are more liked stop breastfeeding. Mothers of
previous children who were considering breastfeggdiut had bottle fed, or stopped
breast feeding their last child before six weeksrenive times more likely to stop.
First-time mothers from manual social class growgse nearly four times more
likely to stop than those from non-manual groupshoéng the findings of the
quinquennial national surveys reported in secti@Bl The simple questioriHave
you considered bottle feeding®as also shown to be valuable and by asking # 60
of the first-time mothers who would stop could dentified and 62% of those who
would continue to breastfeed could be excludedmaly not be possible for midwives

to assign women to social class groups withoutguie Registrar General's taiiés
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278 and therefore asking women whether they have dersil bottle feeding may be
more useful in routine antenatal care. However,diervation that social class was
related to stopping breast feeding does have irapbmnplications for the allocation
of resources and suggests that those organisiegatat classes should target the less

well-off.

Identifying women who are likely to need more helpuld enable members of the
primary care team to make a particular effort ttalgdssh a supportive relationship
with them during the antenatal period. The purposehis would be to offer
education and encouragement, whether by giving timeliscuss breastfeeding,
providing literature, or introducing them to othmothers through antenatal classes or

a support group.

The rapid decrease in the numbers of women breatig in the first few weeks after
birth and the observation that most women who discoe do so because of feeding

problems suggest that women who want to breastrfeed more help.

2.4.2b Perceived insufficient milk
Problems such as not having enough milk or sorplegpwere strikingly common.
Concern about inadequate milk supply was the conestareason given for stopping
breastfeeding, but there has been some debate waiantthis really mean$? 2"
Women appear to become concerned because the@staie unsettled, but that might
not necessarily mean they are hungry. More cosetsi@lly, Newson & Newson

suggested that women sometimes gave physical pnsbles a justification for
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stopping when the underlying reason was their aaidice about breastfeeditg.
However in more recent work, Duckedt af®® found that when they evaluated a
model based on the Theory of Planned Behavioucepexd insufficient milk was not
related to other attitudinal or normative factastéd (Section 1.4.4b). This suggests
that perceived insufficient milk is a phenomenortimeos experience, rather than just
a proxy for other attitudes. In 1996, Hill and Hemtik®® reported the validity and

reliability of an instrument to assess perceptossufficient milk supply

Although it can be measured, the perception offficsent milk has complex origins,
as Dykes and Williams discussed in qualitative workthis®** They concluded it
was underpinned by a complex and synergistic iotemna between socio-cultural
influences, feeding management, the baby's behaJactation physiology and the

woman's psychological state.

In physiological terms, (as has been discussedahan 1.6.2), lactation is stimulated
by the infant sucking at the breast; if the babyusgry and sucks for longer, the
breast will be emptied more effectively and produoere milk. "Not enough milk"
can therefore also been seen as a stage in theafdedetween mother and baby. For
this mechanism to be effective the baby needs tabheto take milk from the breast,
which is dependent on effective positioning at iheast?* In a small, but important
study, Righard and Alad¥ demonstrated that correcting poor positioning pite
sucking") led to a significant increase in the nensbof women breastfeeding at four

months.
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The concept that effective suckling stimulates daoh may be one of the most
important things for professionals to convey. Hwer the finding that 42% said
they had been advised to either supplement or uatbdottle feeding would seem to
undermine this, even if some were asking for eratoesit of a change they had
already decided on. This also highlights the darmgewomen getting conflicting

advice, which could be avoided if team members werdiscuss their approach to

common problems more often.

It was also striking that few women who felt thag dot have enough milk had any
idea why this had happened. This suggests thatvene aware of the physiological
processes that regulate lactation and points tapavghich health education should

seek to address.

2.4.2c Management of sore nipples
Women'’s reports of the advice they received foestipples convey a remarkably
consistent picture of the advice professionals attiNgham gave in 1983 — 84. The
overwhelming majority were advised to use creamisys or other topical breast care
and only five percent reported that they had beaeangadvice on feeding technique.

The focus was on responding to skin trauma, radekling the cause of the problem.

This can be contrasted with the evidence presdntsdction 1.6.4 a and c, that the
main focus of the management of sore nipples shoeite help the baby take enough
of the breast into his or her mouth, thereby fegdffectively and avoiding high

pressure suction and trauma. Writing in the Ngrsiimes in 1991, Hulnf&®
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described how “unnecessary annointing” failed tdrads the cause of sore nipples
and in recent years professional advice has eng#dhpositioning, rather than topical

treatments.

Feeding technique — the missing link

Perhaps the most striking omission from the adweported by mothers was advice
on how to breastfeed. Women who felt they did not hawveugh milk were either
encouraged to persevere and feed more often, engigrmission to supplement with
bottle feeds, while those with sore nipples weferefl creams, sprays or other breast
treatments. But very few mothers said they had b&®swn how to breastfeed

effectively.

This conclusion can be contrasted with the resoftgjualitative analyses of the
information, advice and support women value mosiclvare presented later in this
thesis. It also underlines the importance of thiatives to promote evidence based

practicé>*4%yhich have been developed since this study wagumiad.

Implications for study two

This study demonstrated how those women who ard hkety to have difficulties
with breastfeeding can be targeted during the atéérperiod and offered more
support in the first few weeks after birth. Thisding was used to increase the power
of the subsequent intervention study by excludingth@rs who had previously

breastfed for six weeks or more.

2.4 Study One: Discussion 130



Study one also showed that excellent follow-upgateuld be achieved in primary
care and this approach was also adopted in theomaisdd trial. The questionnaires
and coding frames used to code open questions shenen to work reasonably well

and they were adapted for the subsequent study.

Knowing who is most likely to benefit from healthromotion interventions is
valuable, but it is also essential that the intetnams offered should be shown to be
effective and meet women's perceived needs. Tiesges were considered further in

the two further studies reported in this thesis.
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STUDY TWO: A RANDOMISED CONTROLLED TRIAL OF SUPPORFROM
BREASTFEEDING COUNSELLORS

Chapter 3.1
RATIONALE AND OBJECTIVES OF STUDY TWO

3.1.1 Rationale and selection of intervention fortady two
Study two was conceived some years after the cdioplef study one, but it was
designed to build on the experience gained in @ evaluate an intervention which
might address the rapid decline in breastfeeditgsraentified in that and other
studies. Whereas observation studies, such as tlepsrted in chapter 1.2 can help
explain who breastfeeds and why, they are less gbadsessing the effectiveness of
interventions. As Stephenson and Irffiteargued, random assignment of individuals
to different treatment groups is the best way toidvalse conclusions, whether for

behavioural interventions or drug therapies.

Selecting the intervention for study two involvednge thought and discussion.
Although initially | had considered evaluating al@® to promote breastfeeding, a
small pilot study revealed that the best availdldte was one which had been had
been sponsored by a formula milk manufacturer, imohéeng its message. In

subsequent discussions, it became clear that \edurdounsellors were playing a
major role in providing breastfeeding support tonsen 5% and 10% of mothers, but
that this had not been evaluated. It was thouwtitif the intervention were shown to
be effective, this might encourage more womendmtas counsellors and encourage
the NHS to promote their work. Making counsellimpre widely available might

enable more women to breastfeed.
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3.1.2

In setting up the trial, it became clear that itswet possible to evaluate the work
counsellors were already undertaking - becaus®utidvnot have been ethical to ask
women not to approach a counsellor. The trial ¢dcrly evaluate extending their
role to women who were not already approaching thansupport. Because of this,
when women were recruited, they were asked if fflagned to contact a counsellor

and those who did plan to do so were recruitedgarallel observation study.

Study two was designed between 1994 and 1995, waimen recruited between
April 1995 and August 1998 The initial stages of study design were suppbbe a
Research Training Fellowship from the Royal CollejeGeneral Practitioners and
the study itself was funded by a grant from the NN&th Thames Responsive
Funding Scheme. A part-time research assistang Jaylor, was employed from
April 1996 and undertook many of the practice gigiom then on. Additionally, a
part-time data entry clerk was employed from Jue@71to handle the large numbers
of questionnaires being returned. The study offices based at Statham Grove
Surgery, which received funding as a research ipganitially from the RCGP and

subsequently from the NHS R&D Programme.

Aims
The main aims of study two were to find out whetlmen offered additional

support from a breastfeeding counsellor breastbedonger and were more satisfied

i Although 32 practices eventually took part in the study, they were recruited in phases. During 1995, only
Statham Grove Surgery recruited, which provided an opportunity to refine the study administration before
involving other practices.
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with their experiences. Additional aims were it@dfout more about women who

contacted breastfeeding counsellors and the supipeytreceived.

3.1.3 Primary objective
To determine whether women who were offered aduifiosupport from a
breastfeeding counsellor breastfed for longer thase who were ndgSections 3.5.3,

3.5.4,3.5.6 and 3.5.8)

3.1.4 Additional objectives

The randomised controlled trial

a) To determine whether women who were offered adaificsupport from a
breastfeeding counsellor introduce bottle feedsigrl than those who were
not (Sections 3.5.5, 3.5.7 and 3.5.8)

b) To determine whether women who were offered adaificsupport from a
breastfeeding counsellor were more satisfied wWidirtexperiences than those
who were no{Sections 3.5.9)

C) To determine whether women who were offered adaificsupport from a
breastfeeding counsellor had fewer feeding diftiesl than those who were

not (Section 3.5.10)

Comparisons with the observation group

d) To compare socioeconomic and other characterisfiosomen who decide
antenatally to see a breastfeeding counsellor wdmen who do not decide
this (Section 3.3.6)

e) To compare the feeding behaviour of women who dearttenatally to contact

a counsellor with women who do not decide {§sction 3.5.11).
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Contacting a counsellor

f) To determine characteristics of women who contaeadtfeeding counsellors

postnatally(Section 3.4.3)

0) To determine whether women had any difficulty cohtey breastfeeding

counsellors postnatallySection 3.4.4)

h) To determine whether women who contact breastfgedoounsellors

postnatally find them helpfySection 3.4.5 and 3.4.6).
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Chapter 3.2
STUDY TWO: METHODS

3.2.1 Outline of study two
The study was conducted in primary care and womere wecruited when they
attended for antenatal care between 28 and 36 waepgseegnancy. Women who
planned to breastfeed or were undecided, who wearmgd their first child, or had not
previously breastfed for more than six weeks wdigghde. Those who intended to
contact a breastfeeding counsellor were excludad the randomised trial, but were
followed up to observe their experience of breastigg. These formed the

‘observation’ group.

Eligible women were allocated to the control oremention group according to
numbered randomisation codes kept in sealed eme®lep the study office and
notified to women in writing. Women in the intent®sn group were Vvisited
antenatally by one of the breastfeeding counsellaso also offered support

postnatally, either by telephone or at further hasés if appropriate.

The main outcome measures were duration of breastig, maternal satisfaction

with breastfeeding and the incidence of feedingplams. Women were asked to keep
a weekly diary card for the first four months ammplete questionnaires when they
attended for check-ups or immunisations at six wegld three and four months. The

study design is summarised in Figures 3.2.1a ahd 3.
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Fig 3.2.1a

Flow chart describing progress of participants thro

ugh trial
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Fig 3.2.1b
Summary of methods

Setting:

Inclusion criteria:

Randomisation:

Intervention:

Follow up:

Outcome measures:

Qualitative analysis:

32 practices in & around London
Recruitment in antenatal clinics

Intention to breastfeed, or undecided

Not previously breastfed 6 weeks

English speaker

No plan to move away

No plan to contact breastfeeding counsellor anyway
Safe for counsellor to visit

Not previously included in study

Sealed envelopes in study office

Antenatal home visit
Postnatal support if requested

Questionnaires at 6 weeks, 3 months, 4 months
Diary cards
Calls to non-responders

Duration of breastfeeding, (Survival analysis)
Maternal satisfaction with breastfeeding
Feeding problems

Satisfaction with support & advice

Mothers' comments
Content of counselling

3.2.2 Recruitment of women to the study

Women recruited to the study were all registereith wne of 32 participating general

practices and identified from the records that ficas used to claim for maternity

care. Each month, practices were asked for the siam#® expected date of delivery of

expectant mothers and these were used to prepae b#seline antenatal

guestionnaires.

The researcher then returnedate ghese in the medical records

when each woman was around 28 weeks pregnant, iogeske had not left the

practice, miscarried or had a termination of pregya If she had, she was excluded

at this stage.
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3.2.3

The first sheet of the baseline antenatal quesdioen(reproduced in appendix C),
enabled the doctors and midwives to check whetlmnen were eligibile for the
study. Relevant response boxes had letters b#sete and women ticking any box
labelled with the letter “c” were ineligible for é¢hrandomised controlled trial.
However, those who had only ticked box “3c”, inding that they planned to contact
a breastfeeding counsellor, were eligible for theesvation study. The second sheet
was designed to gather demographic data on all wpmlkeether recruited or not. A
second envelope was attached to the antenatali@ueste for the doctor or midwife
to recruit eligible women. This contained instroog for the professional, the

mother’s information leaflet and consent form (Apge C).

The envelopes were left sticking out of the medreates to prompt the receptionists
to give women the questionnaires when they attetiiee@dntenatal clinic. They were
asked to complete these while waiting and to ghet to the doctor or midwife to

check.

Inclusion criteria:

Women who were considering breastfeeding and metiriblusion criteria were
eligible for the study (Fig 3.2.1b). Those who Hadastfed their previous child for
more than six weeks were excluded, because stuely'drad shown they wemmore
than five times more likely to breastfeed to sixek® than those who had not.

Excluding them focussed the study on those who weoee likely to discontinue
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early and reduced the sample size required by meglube expected breastfeeding

rate in the control group.

It would have been preferable to have included Boghsh speakers but both
counsellors and women would have faced difficuliresommunicating by telephone.
Additionally, the effort involved in translating gstionnaires and arranging
interpreters for the range of languages neededfereht parts of London precluded

this.

Women who planned to move away before four monties the birth were excluded
to avoid difficulties following them upAdditionally, the practice staff were asked
not to recruit women if they felt it might be unsabr a counsellor to visit them
alone. Although this criterion was rarely usedpribvided some protection for the
counsellors. Women who had been in the study dwiprevious pregnancy were not

eligible for recruitment a second time.

Women who planned to contact a breastfeeding cdonseere excluded from the
controlled trial because it was not consideredcathio ask them not to do so, but

were invited to join the observation study and refiteir experiences.

3.2.3a Premature labour
Premature labour posed a problem that had not @eetipated when the study was

designed. When about 50 women had been recrititeeicame apparent intervention

' Redman et al*® excluded women who planned to move away in their Australian trial and although they had

other difficulties with follow up, it seemed sensible to not recruit women who would soon move away.
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3.24

group women who delivered prematurely might do sfmote they met the counsellor.
If they were included and an “intention-to-treatalysis” performed, this might
underestimate the benefit of counselling, but tthdnaw only intervention women
might have left more women who delivered prematuiel the control group and
biased the results. Because of this, it was eectd include those who delivered
prematurely and ask the counsellors to contact thestnatally if they had not met

before the birth.

However, it was recognised that it might not berappate to analyse data from very
premature women who could not have received tlevahtion and that a decision to
exclude both intervention and control women migééchto be taken at the analysis
stage. The gestation selected for this could thenbased on the proportion of

intervention women who were not seen antenatalhagicular weeks of pregnancy.

Sample Size:

In study one, only 50% of women who would have belayible for inclusion in this
study were still giving breast feeds at six weekfhe sample size was calculated
using the Statcalc programme in Epi fifo assuming 95% confidence limits and
80% power for an unmatched case control study.s &ssumed that women were
allocated equally to control and intervention gre@and that, as in the previous study,

5% were lost to follow-up by six weeks.

The sample size calculation suggested that to dstrade@ an increase in the

proportion breastfeeding at six weeks to 60%, waelguire 854 women, 427 of
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whom would receive counselling. If twenty coungedlwere to take part, they would

need to see around 21 women each.

In the initial sample size calculations, it wasirasted that 50% of women who
completed the antenatal questionnaire would bebé&idor the study, suggesting that
practices would need to screen 1,708 women. Thss lvesed on the results of the
previous study’* which were similar to those of the 1990 natiomghit feeding
survey®™. The main assumptions made were that 23% woalthéligible because
they intended to bottle feed; 55% of mothers whaoeweonsidering breastfeeding
would have had previous children and of these, 408tild have not previously
breastfed for six weeks, excluding 22% of womerddifionally, it was assumed that
7% of women would be excluded for other reasonsestimate that was to prove

optimistic.

3.2.5 Recruitment of Practices and Counsellors:
Setting up this study involved recruiting both giees and counsellors in and around
London and required considerable time and effodthough most of the counsellors
approached were keen to participate, they neededvie completed their training and

to be able to arrange cover if they were on holiolagtherwise unavailable.

The choice of practice was important, but provedbéo problematic because the
practice population would be a major factor in deiaing the breastfeeding rate of
the control group. As noted in section 1.5.7d, igher the breastfeeding rate, the

larger the sample size needed to show any bemeffit the intervention. Because of
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this, most of the practices approached were in dhotedeprived, rather than affluent
areas. Practice organisation was a further faberause they needed to see most of
their mothers for antenatal care and the baby'svagk check if they were to recruit
and follow up women. Ideally, practices would lm@weniently sited for counsellors
to do home visits and should not have given breadthg support a high priority in

the past.

Potential practices were identified either by peeda@ontacts or at the suggestion of
local counsellors. When contacting new practities,best approach appeared to be
to telephone at the end of morning surgery andksfzeane of the doctors. They were
then sent information about the study and if irderd, a meeting to explain the study
was arranged with the doctors, midwives and recrjsis. Although practice
managers were very helpful if contacted first, doetors seemed less likely to agree

to participate if they had not been contacted peip at the outset.

During the course of the study, it became clearféin@er women than expected were
being recruited and as a result, further practigese approached. This meant that
practices were recruited in phases. Around forfciices were approached and the
majority agreed to participate. However a few ohed, usually because they were
too busy, but in one case because they felt a etlandad been over-zealous in
encouraging a woman whose baby was not gaining hveig the past. Several
practices were already making significant effodspromote breastfeeding, which
would have obscured the effect of the interventiad others had high breastfeeding

rates. Sometimes the way maternity care was agdmwould have made it difficult
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3.2.6

for practices to follow the study protocol, partamly when midwifery teams working
on a geographical, rather than practice-attached pmovided most maternity care.
Decisions not to participate were usually made rinfdly, although on three

occasions potential difficulties only emerged wittes practice was visited.

The intervention:

Women in the intervention group were to be visaetenatally and offered postnatal
support, either by telephone or at further homatsvif needed. Although the
intervention was intended to reflect the way bifeasling counsellors normally
support women, some differences were inevitablalse of the context of a research
project. This raised a number of issues, whichewbscussed with counsellors and

the NCT Breastfeeding Promotion Group nationally.

Normally, counsellors see women who have soughhtbat, either through NCT
antenatal classes, or postnatally for help witllifeg problems, whereas in this study,
those who planned to contact a counsellor wereueerd. This provoked discussion
because some counsellors were unhappy that the/ stnoluld only assess the
effectiveness of counselling for women who would normally have contacted
them. This did however reflect the study’s focustibose who were more likely to

discontinue early.

A few counsellors had concerns about visiting wonsertienatally, rather than
meeting them in an antenatal class. This was pantfiamiliarity, partly because

women would not get the support of the class amtlypaecause it implied the study
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might not assess their normal way of working. Hogrethey recognised that home
visits were essential to establish relationshipth wiomen and that it would not be

enough to meet only those who were motivated endtan antenatal class.

The arrangements for women to contact counsellosgptally were also discussed in
detail. Although initially, it had been planned tltunsellors would visit routinely,

the NCT Breastfeeding Promotion Group felt coumsslishould not impose a
postnatal visit on women, or contact them uninvitéa the event, it was agreed that
counsellors would ask women at the antenatal widiether they wanted to be
contacted, or left to call themselves. However les study progressed, it became
apparent that some were reluctant to ask for hetpthe counsellors were asked to
encourage women to contact them postnatally, tdheaythey were getting on, rather

than only if they had problems.

Counsellors were asked to offer women the sameostipey would have normally
done and to follow their usual code of conduct (Apgix I). Although they were not
given guidelines on managing particular problerhgytwere asked to complete a
record form that had been prepared with the helgvofcounsellors in Hackne¥his
was designed to reflect their normal practice aagtwed descriptive data on the

contacts, from the counsellors’ perspective.

At the antenatal visit, counsellors gave women langacard, an introductory letter

and two leaflets;"Breastfeeding; a Good Startpublished by the NC¥* and
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"Breastfeeding - Your questions answeredlblished by the Health Education

Authority.2%

3.2.7 Outcome Measures:
The main outcome measures were duration of bothafud partial breastfeeding,
mothers’ satisfaction with the experience of bressting and the incidence of
feeding problems. Additionally, women contactihg counsellor postnatally were
asked to score whether or not she had been helphd, all women were asked

whether advice they received was helpful.

3.2.7a Duration of breastfeeding
Mothers were asked to complete a diary aadh Saturday and questionnaires at 6
weeks, 3 months and 4 months. The diary card wasdad to provide more accurate
information about when mothers changed how they tie@llow the use of survival
analysis. Previous work by Launer af®®> had demonstrated that maternal recall of
infant feeding events was accurate, but Efééad found that health diaries were an
effective way of gathering contemporaneous inforomat (See appendix C for the

guestionnaires and diary cards.)

Women were followed up for only four months for éérreasons. Firstly, the
counselling focused mainly on the antenatal peaod helping women establish
breastfeeding so any effect was most likely to loeing the first few months.

Secondly, the most rapid decline in breastfeedsnduring the early weeks. The third
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reason was that four months coincides with childrémrd immunisations, which was

a convenient time to issue follow-up questionnaires

3.2.7b Maternal satisfaction with breastfeeding.
If the aim of counselling is to support women whantvto breastfeed, then it is
important to evaluate not only the duration bubdte quality of their experiences of
breastfeeding. Because of this, the six-week tquestire included questions about

satisfaction with breastfeeding, details of whicé givenin section 3.5.9.

3.2.7c Feeding problems
Mothers who stopped breastfeeding were asked @bewtreasons for doing so and at
six weeks all mothers were asked if they had erpegd specific feeding problems.
This built on the results of study one but alsova#d comparison of whether women
who received additional support responded difféyefitom those who did not.
Feeding problems and advice women received weredcoding the coding system

devised for study one.

3.2.8 Selection of statistical tests
The statistical tests employed were discussed thvélstatistical advisers, and chosen
to compare two independent samples - the conteblir@ervention groups. The main
tests employed were:
« Incidence and prevalence of breastfeeding were acedpusing CRitests.
» Kaplan-Meier survival analysis was used to compdhe duration of

breastfeeding.
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3.2.9

* Mann-Whitney U tests were used to compare the rawarpetric data on

satisfaction and whether women considered theydeaing problems.

The SPSS packagéwas used for data handling and analysis, apanrt fralculations
of confidence intervals for relative risk performed the comparisons of incidence

and prevalence of breastfeeding. STATAvas used for these.

Questionnaire Design:

The questionnaires designed for this trial usedstjpies from a range of sources.
These included the first study in this thesis, fingt two national infant feeding
surveyS® *® and the questionnaires that Jones used in herofledt trial of the
effectiveness of a lactation nursé?'® A further influence was Rajan's use of open
guestions from a survey of pain relief in labouraBrertain women's experiences of
postnatal caré’®> This formed the basis of the qualitative study wémen's
experiences of breastfeeding support reportedudysthree. Texts by Sudman and
Bradburi®, Streiner and Norma® and Fallowfield® °? were invaluable in

providing a broader perspective, particularly ilatien to assessing satisfaction.

Leff et als work on Maternal Satisfaction with Breastfeediig’* deserves particular
mention, because of the systematic approach thepted, first conducting a
gualitative study, and then basing the questioenaieveloped on the themes
identified in the study. Although the 42 item queshaire was too long to include in
the six-week questionnaire, the satisfaction gaestiused were drawn from that

work. One potential problem about the applicabibfythat work was however that
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the original instrument was developed in a midd#éss community in New England,

relatively few of whom had difficulties with breéstding.

A range of professional and lay advisors, includbrgastfeeding counsellors and
members of the National Childbirth Trust BreastfegdPromotion Group provided

valuable comments and the questionnaire was alsteg@iwith 45 mothers attending
the child health clinic at Statham Grove Surgeriast London. (See appendix B for

further details.)

3.2.9a Coding social class
Social class was coded using the Registrar Gesetéssification, a system which
classifies the social class of households, basetheroccupation of a “household
reference person”. Where the woman had a pattmepartner's occupation was used
to determine her social class group, but wheredsthenot, her own occupation was
used. The issues involved in coding by partnertsipation are discussed in the 1991

OPCS coding guide (Vol 3, page #1).

This research is essentially concerned with empiogge@vomen in their breastfeeding

endeavours and with listening to their perspectigest may seem incongruous to use
their partners’ occupations to assign their socmemic status. There are however
important reasons for doing so. Most expectantherstdo have partners, but many
take a career break after the birth of their ftkstd, which may make it harder to code

their occupational group. The successive nationfint feeding studies have also
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coded social class by partner's occupation, whichva comparisons with the results

of those studies to be made.

3.2.10 Study Administration, randomisation and blirding

A computerised study management database was wiittébility Plus?®® an MS
Dos programmé,to automatically generate letters and prompts wduestionnaires
were overdue. To ensure confidentiality, the stathnagement database was kept
separate from the SPSS records prepared when @uestes were returned.
Although the database necessarily included detdithe allocation group, this was
not included on printouts the researchers usedltow up non-responders and was
not available when returned questionnaires weredgudior to entry into SPSS. This
ensured that whenever possible the researchersbivedeto the allocation group, but
inevitably they sometimes discovered this from wolnieesponses on questionnaires,

or from correspondence with the counsellors.

The study administration is summarised in Figug1®.

i Ability Plus combines spreadsheet , database and word processor functions and although no longer available, |
had previously written a general practice program using it and was familiar with it's macro functions.
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Fig 3.2.10
Study Administration flowchart

Lists of eligible women obtained from practices.

Early Women registered for
pregnancy maternity care
¢ Questionnaires placed in patient notes. Researcher checks
woman is still pregnant & registered.

Potential recruits

¢ Receptionist gives woman antenatal questionnaire in
antenatal clinic. Midwife or doctor checks forms and obtains
28+ wks Assessed for eligibility consent if eligible.
/\ Questionnaire and consent form returned to study office &
checked.

Recruited to

Observation study Recruited to RCT

Randomisation code obtained from sealed envelopes.
(Stratified by practice and parity.) Form issued to counsellor.
Mother informed of randomisation and counsellor’s details if
intervention.

Reminder to counsellor if contact record not returned in 4

A
Observatioa ’ Control ‘ ’Intervention‘ weeks

¢ Practice notifies study office of delivery. (Calls to check if
. Counsellor .
-Birth- Support overdue.) Diary card posted to mother. 6 week form and
PP diary 2 inserted into notes. Counsellor informed if
A intervention.
Control ‘ ’Intervention‘ 8 week postal reminder. 10 week postal reminder and
# ¢ phone call if needed.
Control ‘ ’Intervention‘ 3 month form and diary 3 inserted in notes for 1st
immunisation if breastfeeding at 6 weeks.
# ¢ 4 month form inserted in notes for 2nd immunisation if
Control ‘ ’Intervention‘ breastfeeding at 3 months or no response. 20 week postal

reminder with telephone follow-up if needed.

Randomisation

If a woman was eligible for inclusion, the doctarmoidwife explained the study and
if she agreed, asked her to complete the consemt f{@he doctor or midwife could
then either telephone the research assistant eptien staff at Statham Grove for

randomisation, or forward the questionnaires fastalorandomisation.

Women were individually allocated to the controlimiervention group according to
numbered randomisation codes prepared by Profh8tefvans, statistical advisor.
Separate lists of random numbers were kept for ipamae and multiparae within

each practice. The random numbers were computergid in balanced permutated
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blocks of 6, 8, or 10 numbers to ensure the corgnal intervention groups had a
similar proportion of mothers of first and subsatgugabies from each practice. They
were then kept in sealed envelopes, which were eugalto ensure they were used in
sequence. Each time a woman was randomised, hailsdeere added to the

randomisation slip to avoid duplication.

Although the original intention had been for thedwives or doctors obtaining
consent to telephone for women's treatment allooatithis procedure was dropped
after about 100 women had been recruited. Telephrandomisation had been
adopted to ensure the research assistant coultennfluenced by women's responses
to the questionnaire when she opened the randaamsatvelopes, but it became
apparent from conversations with professionalsuigog women that this might be a
source of bias. The professionals felt disappdinteen women were randomised to
the control group and some wanted to offer themensupport, to compensate for
them not receiving counselling. Because of thie procedure was modified so
women were notified in writing of their treatmenloaation. Professionals were not

routinely informed.

Follow up

Counsellors were informed when women were recruatedl if they did not return the
antenatal visit record within four weeks, they weeat a reminder. After a woman
was 38 weeks pregnant, the computer prompted geareh assistant to contact her
practice to find out whether she had delivered.llolang concerns raised by the

counsellors that they were not being informed ofhisi soon enough, if the practice
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had not been notified of the delivery within a fdays of the due date, the researchers
telephoned the woman directly to find out whethes bad delivered. In making these
calls, the researchers were careful not to distuwesastfeeding or be drawn into
conversation. When her date of delivery was knostig was sent her first feeding

diary and, if in the intervention group, her codltsavas informed.

The six-week questionnaire and second feeding draeye placed in the baby's
medical records, but if the questionnaire had rednbreturned by eight weeks, a
postal reminder was sent to the mother. At ninek&ethe research assistant was

prompted to telephone and ask her to return thragbr

Unless the six-week form confirmed that the womad Btopped breastfeeding, the
three-month questionnaire and third diary wereddsat 11 weeks. Similarly at 15
weeks four-month questionnaires were issued for &onmwho were still

breastfeeding. The computer also sent postal @ersnand prompted the research

assistant to contact women who had not returnetbtiremonth questionnaires.

Even without reminders, the computer routinely gatesl seven letters for women in
the control and observation groups and nine forsehallocated a counsellor.

Although mailing these was a significant daily taskvas visiting the practices, and

The telephone interviews, which were often conducted with women who had discontinued breastfeeding, are
discussed further in section 4.3.1.
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following up the non-responders, which were to megmost commitment and time

from the research team.
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Chapter 3.3

RESULTS OF STUDY TWO: RECRUITMENT AND FOLLOW UP

3.3.1 Introduction and overview:
This chapter describes the recruitment and foll@aetistudy participants in detail. It
is however also helpful to have an overview ofrthenbers recruited and followed up

as part of the study. This is provided in figurg.3!

Figure 3.3.1
Overview of recruitment and follow up

Early 5193 women registered for 829 women no longer pregnant
pregnancy maternity care or had moved away (table 3.3.2)

v

4364 potential recruits

v

2439 assessed for eligibility

/ \ 636 breastfed 6wks previously

A 4

> 1925 not assessed for eligibility
(See section 3.3.3)

28+ wks 1420 excluded, of whom:

« 370 planned bottle
148 recrg|ted to 720 recruited to RCT 221 non-English speakers
Observation study 153 planned to move

40 other reasons

151 not recruited
(See section 3.3.4)

Randomisation

148 obs 357 control 363 interven 5 withdrawals'
v 4 neonatal deaths
Counsellor (See section 3.3.8)
-Birth- Support , .
h 4 v v 12 prem births excluded
147 remain 350 remain 350 remain (See section 3.3.10)
after birth after birth after birth

¢ ¢ / 31 lost to follow-up'
144 obs -6 wks- | 336 control | |336 interven|

|
128 obs -4 mths- | 310 control | |310 interven| — 68 lost to follow-up

"In figure 3.3.1, the numbers of women shown as being withdrawn, excluded or lost to follow-up relate to all three
arms of the study — the intervention, control and observation groups.
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3.3.2.

3.3.3

Study population:

During the course of the study, 5,193 baselineratét questionnaires were prepared
for distribution to women, whose details were pdad by participating practices.

Because this was based on maternity services claiatke early in pregnancy, by the
time questionnaires were issued at 28 weeks, soamew had moved and others
were no longer pregnant, as shown in table 3.3hW2sT829 women were no longer
receiving maternity care from the practices, legvr364 potential recruits to study.

The remaining data relate to these women.

Table 3.3.2
Reasons women were no longer receiving maternity ca  re
(% shown is % of 5,193 women who had an initial maternity claim)

Miscarriage or termination 345 (6.6%)
No longer registered at 28 weeks 78 (1.5%)
Later found to have moved away 392 (7.5%)
Expected Date of Delivery incorrect 14 (0.2%)
Total 829 (16%)

Assessment of women to determine their eligliby
Baseline antenatal questionnaires were preparethén,364 potential recruits and
returned by 2,439 of thein. 720 (29.5%) of these were recruited into the main

controlled trial and 148 (6.1%) into the observiatgiudy, because they planned to

"The figure of 2,439 women "returning the questionnaire" refers to those about whom enough was known to
determine their eligibility. It includes 221 women who were excluded because they did not speak English, only
16 of whom actually filled out the questionnaire. Additionally, 100 questionnaires were returned with the reason
for exclusion written on, but otherwise blank, presumably because they had either been completed in
consultations or practice staff felt they should not be approached about the project. They are included within the
2,439 reported as completing the questionnaire and some further information is available in footnote iv below.
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contact a breastfeeding counsellor anyway. Moferimation on the reasons for

excluding women who returned the questionnairevergin section 3.3.5 below.

Fig 3.3.3 - Assessment of eligibility
(4,364 potential recruits)

Questionnaire not issued
by research team
152 (3%) In RCT
720 (17%)

Questionnaire not given

to mother, or mislaid by In observation study

practice 148 (3%)
1375 (32%) No consent
152 (3%)
Premature, hospital care Excluded
or not seen (see table 3.3.4)
397 (9%) 1420 (33%)

3.3.3a Reasons why questionnaires were not returned

Of those who did not return antenatal questionsaiB97 had not attended their
practice for antenatal care. 78 of these deltvgnematurely and were not seen at
the practice between 28 weeks and the baby's Wit received only hospital care

but 203 had no apparent reason for their non- adiered

Administrative factors at the practices accounw@d1f375 of the questionnaires not
being returned. On checking, the research teamdfa33 blank forms still in

women's notes, even though they had been seemtiemadal care and a further 766
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forms were untraceable, so it was not possibleeterchine whether or not women
had been asked to complete them. At the end ddttidy, a decision was taken not to
revisit the practices to retrieve the last 176 forand it is likely that the majority of

these were not recruited for an administrativearas

The research team did not issue antenatal form$F2rwomen, many of whom had
registered with a study practice at a late staggegnancy. Thirty of these were due
to deliver during the summer of 1997 when seveaainsellors in South and East
London planned holidays simultaneously. Becauseoitld it would not be possible

to offer them counselling, these women were noedsk complete questionnaires.

Only one woman is known to have declined to conepllee ante-natal form, although
it is possible that some of those whose forms weigaid had in fact declined to

complete them.

The number of women who were not assessed forsiwelueflected the difficulties
involved in conducting a multi-centre trial, anthalugh this led to inconvenience and
expense, it is unlikely to have affected the stueBults. These issues are discussed
more fully in section 3.7.2d&ut the practice staff's commitment and understandf

the study seemed very important for successfulimeent. In particular, recruitment
suffered whenever there was a change of receptioniattached midwife, or if the

usual midwife was on holiday.
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3.34

Recruitment by practice

Because factors related to the practice staff wiavaght to be a major factor in the
recruitment rate, this was examined for each of ghectices. The proportion of
women recruited varied from 0 - 31%, with a meanl16f9%. Inevitably, this
analysis conceals changes over time, as recruitetennumber of sites went through
both good and bad phases, but it does allow sommpa&oesons between practices to

be drawn.

500
400
300
200
100

Figure 3.3.4
Recruitment by practice

* I Illlh“llllll!]l”nl.ﬂj

O Recruited M Potential recruits

Throughout the study, each practice’s recruitmate was monitored and when there
appeared to be problems, the research staff mémlésdb discuss them with practice
staff and visiting midwives. From this, it becarapparent that the staff at one
practice were unlikely to recruit, partly becauseytwere unable to follow the study
protocol and wanted the midwife to complete thestjoenaire with women on home
visits. As a result, we agreed they would withdr&sem the study. We also

considered this for two computerised practices, revtstaff appeared less likely to
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respond to on-screen prompts than to forms lefpaper records, although in the

event they remained in the study.

The reasons for exclusion varied widely betweenctmas and reflected the
demography of the practice populations. Fulleadieaire shown in appendix E, table
3.3.4. It was also interesting to note that the-Baglish speakers were concentrated
in relatively few practices, mainly in East LondoRight practices, where more than
5% of potential recruits were excluded on langugr@einds, accounted for 159 of the
221 non-English speakers. Similarly, the propaoriidho were ineligible because they
intended to bottle feed varied widely, but was ipatarly high in the two South Essex
practices where more than 40% of women completing questionnaire were

excluded for this reason.

3.3.5 Reasons for exclusion

The reasons why women were excluded are reportttbia 3.3.5.

Table 3.3.5
Recruitment and exclusions
Frequency %
Breastfed last child more than 6 weeks 636 26%
Plans bottle 370 15%
Non-English speaker 221 9%
Moving away 153 6%
Inappropriate to visit 32 1%
Previously in study 4 <0.1%
Known fetal abnormality 4 <0.1%
Total Exclusions 1420
Recruited to RCT 720 30%
Not recruited to RCT " 122 5%
Recruited to observation study 148 6%
Not recruited to observation study 29 1%
Total 2439
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Where women were excluded for more than one reasoly, one is listed. Thus
although 36 of the women who had previously bréagfor more than six weeks and
22 of those who planned to bottle feed also plartnadove away, they are included
in the first two categories, rather than the lattelt is also likely that a number of
those excluded because they did not speak enoughskrnwould have still been

excluded on other grounds, had they been ablemplete the questionnaire.

Because only multiparae could have been excludedthengrounds of having
previously breastfed, those multiparae who remaiekglble for inclusion were a
selected group. Previous research suggests thaivire less likely to breastfeed than

the primiparae who were more representative optpilation as a whole.

During the course of the study, a number of ant#rgiestionnaires were returned
without consent forms for women who were eligilde éither the RCT or observation
study. Although some had comments indicating thatwomen had declined to
participate, it seems likely that the majority hreat been invited to do so, a suggestion
supported by the finding that when we checkedhik a few of these women, they

were happy to participate.

3.3.6 Characteristics of participants:

The next section provides information on the sa®oographic characteristics of

women who returned the questionnaires and allowsmparison between those who
were, or were not recruited to the randomised odiett trial. This descriptive data on

the study population may also be used for compangth other studies and in assessing
the extent to which the results may be extrapoladesther populations.

The women who were "not recruited" include both those who were not invited to participate, and those who
declined to do so. See last paragraph of section 3.3.4 for further information on this.
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Tables 3.3.6 (a - f) provide data on those whoallgticompleted the questionnaire,

but not all those who were excluded did so. Beeaidishis, further demographic data

is unavailable for 205 women who did not speak ghoknglish to complete the

guestionnaire, or the 100 whose forms were retubtack, apart for the reason they

were not eligible for the stutly The total number of women recorded as returning

the baseline antenatal questionnaires differs thjidietween the tables, because a few

women missed out questions when completing themgo

Table 3.3.6a

Parity of women assessed for eligibility

Observation Not recruited _
RCT to RCT Not Excluded "V | All women
study recruited to assessed for

observation eligibility
study

Had 181 (26%) 23 (16%) 45 (37%) 6 (21%) 889 (80%) 1144 (54%)

previous

children

No previous 539 (75%) 125 (84%) 77 (63%) 23 (80%) 226 (20%) 990 (46%)

children

Total: 720 148 122 29 1115 2134

Table 3.3.6a shows that three-quarters of thoseiited to the RCT were first time

mothers and that even more of those recruiteddmbservation study, because they

planned to see a counsellor, were first time mather

v Because 205 of the 221 women who were excluded because they did not speak enough English did not
complete the antenatal questionnaire, ethnic minority women are under represented in the excluded column. As
noted in footnote i above, 100 other questionnaires were blank, apart from the reason for exclusion. (20 had
previously breastfed, 23 planned to bottle feed, 30 planned to move away, 29 were excluded because the doctor
or midwife felt it inappropriate for a counsellor to visit, four because of a known fetal abnormality and four
because they had previously participated. Further demographic details are unavailable on these women.
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Table 3.3.6b

Age of women assessed for eligibility

Observation Not recruited '
RCT to RCT Not Excluded "V | All women
study recruited to assessed
observation for eligibility
study
Under 20 44 (6%) 5 (3%) 12 (10%) 0 60 (6%) 121  (6%)
20-24 117 (16%) 12 (8%) 28 (23%) 4 (14%) 151 (14%) 312 (15%)
25-29 230 (32%) 35 (24%) 28 (23%) 6 (21%) 292 (27%) 591 (28%)
30-34 225 (32%) 63 (43%) 43 (36%) 10 (36%) 358 (33%) 699 (33%)
Over 35 98 (14%) 32 (22%) 10 (8%) 8 (29%) 222 (20%) 370 (18%)
Total: 714 147 121 28 1083 2093
Mean age: | 28 yrs8 mths 30yrs 9mths 27 yrs 6 mths 31yrs4mths 29yrs 9 mths | 29 yrs 4 mths

Tables 3.3.6b shows the distribution of particigably age and the mean ages
respectively for the different study groups. Theam age of women recruited to the

RCT was 28 yrs 8 months.

The age breakdown does however need to be intedovath caution, because many
of the differences revealed by the comparison cetlee recruitment criteria for the

study. For example, the commonest reason for woimdse excluded was that they
had breastfed their previous child and as a resudte multiparae than primiparae
were excluded. This influenced the average agearshew in the study, because on
average, the multiparae were older. To preventypdistorting the age distribution,

it is more useful to limit comparison of age tcsfitime mothers, as shown in Table

3.3.6¢. This shows that those recruited to the R@Tfe older than those excluded.
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Similarly, women who were recruited to the obsaorastudy because they wanted to

see a breastfeeding counsellor anyway were ol@erttiose in the RCT.

Table 3.3.6¢

Mean age of primiparae assessed for eligibility

Observation Not recruited _
RCT to RCT Not Excluded "V | All primips
study recruited to assessed
observation for eligibility
study
Mean age: 28 yrs 3mths  30yrs 10mth 26 yrs 2mths 32yrs4mths 25yrs 2 mths | 27 yrs 10mth
Total: 533 124 76 22 218 973

Terminal educational age is both a measure of eimed achievement and a proxy
for social class, both of which are known to beoasged with infant feeding
behaviour. (See sections 1.2.6 and 2.3T&able 3.3.6d shows that women recruited to
the RCT had similar levels of educational attainim@enthe population of women
assessed for eligibility. Those who were recruitedthe observation study were

however more likely to have left school at 19 oegwlemonstrating an association

between pre-existing intention to contact a codasahd educational attainment.

Table 3.3.6d

Terminal educational age of women assessed for eligibility"

Observation Not recruited _
RCT to RCT Not Excluded "V | Allwomen
study recruited to assessed
observation for

study eligibility
Under 16 51 (7%) 6 (4%) 14 (12%) 2 (T%) 113 (11%) 186 (9%)
16 174 (25%) 22 (15%) 36 (32%) 3 (11%) 300 (29%) 535 (26%)
17 103 (15%) 15 (10%) 17 (15%) 3 (11%) 138 (13%) 276 (14%)

Y Whereas it is helpful to compare the mean ages of each study group, this would be inappropriate for Terminal

Educational Age, because the data is skewed.
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18
19 and over

Total

109 (15%)
266 (38%)

703

15 (10%)
89 (61%)

147

12 (10%)
35 (31%)

114

4 (14%)
16 (57%)

28

134 (13%)
359 (34%)

1044

274 (13%)
765 (38%)

2036

Table 3.3.6e reports the social class, coded usiagRegistrar General's tabfés’

Because of the work involved in coding, a deciswas taken to only do so for

women recruited to either the RCT or observatiamdgt Comparing these two

groups revealed that women in the observation stuelye more likely to be from

social class | or Il than women in the main trial.

Table 3.3.6e

Social Class of women recruited

RCT Observation Study All women recruited
I 69 (10%) 26 (19%) 95 (12%)
Il 179 (26%) 59 (43%) 238 (29%)
INM 124 (18%) 20 (15%) 144 (18%)
M 178 (26%) 21 (15%) 199 (24%)
v 76 (11%) (5%) 83 (10%)
\Y 22 (3%) 3 (2%) 25 (3%)
Other 35 (6%) 1 (1%) 36 (4%)
Total 683 137 820

The ethnicity of those who returned the baselineraatal questionnaire is shown in

table 3.3.6f.

Although only 16 of the non-Engligpeakers returned the

guestionnaires, the ethnicity of women recruitedthte RCT reflected that of the

population of women assessed for eligibility.

Tlhaguages spoken by the non-

English speakers are given in appendix E, tabl&3.3

¥ Social class was coded by husband or partner's occupation when the woman had a partner and by her own if
she did not. The reasons for this approach are given in section 3.2.9a.
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Table 3.3.6f

Ethnicity of women assessed for eligibility

Observation Not recruited
RCT to RCT Not Excluded vV | Allwomen
study recruited to assessed
observation for eligibility
study
White (UK) 417 (59%) 105 (71%) 74 (63%) 21 (75%) 677 (63%) 1294 (63%)
White 74 (11%) 21 (14%) 6 (5%) 69 (6%) 170 (8%)
(Other)
African / 109 (15%) 12 (8%) 13 (11%) 5 (18%) 211 (20%) 350 (17%)
Caribbean
Indian 55 (8%) 4  (3%) 15 (13%) 68 (6%) 142 (7%)
subcontinent
Other 49 (7%) 5 (3%) 9 (8%) 2 (7%) 46 (4%) 111 (5%)
Total: 704 147 117 28 1071 2067

3.3.7 Effectiveness of Randomisation
Participants recruited to the RCT were allocateth&intervention or control group
according to randomisation codes, which were staredsealed envelopes, as

described in section 3.2.10.

As a result of the randomisation, 363 (50.4%) womesre allocated to receive
additional support from a breastfeeding counsdlwl 357 (49.6%) to normal care.
The socio-demographic characteristics of the twaugs are reported in tables 3.3.7a
- 3.3.7g, but no statistically significant diffecas were observed. Specifically, the
groups were approximately similar in terms of thmrity, age, ethnicity, social class
and terminal educational age.

Similarly there Wittke difference between the

intended duration of breastfeeding or intentionetinirn to work of the two groups.
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Table 3.3.7a
Parity of intervention and control groups:

Intervention Control Total
Yes 94 (26%) 87 (24%) 181
No 269 (74%) 270 (76%) 539
Total 363 357 720
Chi-Square = 0.22 (1df) p = 0.637, NS
Table 3.3.7b
Age group of intervention and control groups:

Intervention Control Total
Under 20 20 (5%) 24 (7%) 44
20-24 63 (18%) 54 (15%) 117
25-29 119 (33%) 111 (31%) 230
30-34 106 (29%) 119 (34%) 225
35 and over 53 (15%) 45 (13% 98
Total 361 353 714
Chi-Square = 2.65 (4df) p =0.618, NS
Table 3.3.7c
Ethnicity of intervention and control groups:

Intervention Control Total
White (UK) 212 (59%) 205 (59%) 417
White (Other) 37 (10%) 37 (11%) 74
African / Carribean 61 (17%) 48 (14%) 109
Indian Subcontinent 24 (7%) 31 (9%) 55
Other 23 (6%) 26 (7%) 49
Total 357 347 704
Chi-Square = 2.60 (4df) p =0.627, NS
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Table 3.3.7d
Social class of intervention and control groups

Vi

Intervention Control Total
[ 38 (11%) 31 (9%) 69
I 81 (23%) 98 (29%) 179
HINM 68 (20%) 56 (17%) 124
1Y 90 (26%) 88 (26%) 178
v 40 (12%) 36 (11%) 76
\Y 7 (2%) 15 (4%) 22
Other 22 (6%) 13 (4%) 35
Total 346 337 683
Chi-Square = 8.82 (6df) p = 0.184, NS
Table 3.3.7e
Terminal educational age of intervention and contro | groups

Intervention Control Total
Under 16 25 (7%) 26 (7%) 51
16 86 (24%) 88 (25%) 174
17 51 (14%) 52 (15%) 103
18 50 (14%) 59 (17%) 109
19 & over 142 (40%) 124 (36%) 266
Total 354 349 703
Chi-Square = 1.98 (4df) p =0.740, NS
Table 3.3.7f
Intended breastfeeding duration of intervention and control groups

Intervention Control Total
Under 6 weeks 22 (7%) 28 (8%) 50
6 weeks - 3 months 75 (23%) 77 (23%) 152
3 - 6 months 150 (45%) 152 (45%) 302
6 - 9 months 51 (15%) 36 (11%) 87
9 - 12 months 25 (8%) 30 (9%) 55
Over 1 year 8 (2%) 15 (4%) 23
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Total 331 338 669

Chi-Square = 5.86 (5df) p = 0.320, NS
Table 3.3.7¢g
Intention to return to work of intervention and con trol groups

Intervention Control Total
No plan to return 85 (26%) 91 (29%) 176
Within 6 months 117 (36%) 118 (38%) 235
After 6 months 122 (38%) 104 (33%) 226
Total 324 313 637

Chi-Square = 1.45 (2df) p = 0.484, NS

However, on one variable there was a differencevéxn the control and intervention
groups, which although not large enough to reaehissital significance, merits
attention. The intervention group included ten mam@men who said they were
undecided about how to feed when they completed d@htenatal screening
guestionnaire than did the control group. Theildetd this are shown in table 3.3.7.
Because no differences were detected on any obtther criteria assessed, it seems
likely that this arose by chance. Also, the rededeam were not aware of any
situation in which the random allocation might haveen prejudiced. However,
because feeding intention was known to be an imaporpredictor of behaviour, a

sensitivity analysis was performed to assess thgadmof this. This is reported in

section 3.5.8.
Table 3.3.7h
Feeding plan of intervention and control groups
Intervention Control Total
Breast 240 (67%) 244 (67%) 484
Both breast and bottle 104 (29%) 101 (29%) 205
Undecided 16 (4%) 6 (2%) 22

3.3 Study Two Results: Recruitment and follow-up 170



Total

360 351 711

(Chi-Square = 4.51 (2df) p =0.105 NS)

3.3.8

3.3.9

Withdrawals

Eight of the 720 women recruited to the RCT withdr®r were withdrawn after
randomisation. In three cases, (two interventioth @ne control), this was because of
a stillbirth or neonatal death. Four interventgyroup mothers withdrew their consent
after randomisation and one who was recruited ¢oirttervention group was neither
offered the intervention, nor followed up, due toaministrative error in the study

office.

Although all the women who withdrew their conserdravin the intervention group,
this is not surprising, because they needed to nwkdact with a counsellor
antenatally, whereas the control group had no ptamigich might have led them to
reconsider their participation. By chance, the sammmber of women - 356, were left

in both the control and intervention groups, affter eight withdrew.

One woman was withdrawn from the observation sfallgwing a neonatal death.

Postnatal follow up

Six-week questionnaires were returned by 684 (96Pthe 712 women remaining in
the RCT and by 144 (98%) of the 147 in the Obsewmabtudy. Information was

available on the duration of breastfeeding up to foonths on 634 (89%) of those in

the RCT and 128 (87%) of those in the observatiodys
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As shown by table 3.3.9a, there was no differeraetevéen the follow up rates for the

control and intervention groups in the RCT.

Table 3.3.9a
Postnatal follow-up for control and intervention gr oups:

Intervention: Control: Total RCT:
In study at birth: 356 356 712
Follow up at six weeks: 344 (97%) 342 (96%) 686 (96%)
Follow up at four months: 318 (89%) 316 (89%) 634 (89%)

The high response rates at both six weeks andnfmunths, which were similar for
both the intervention and control groups, reduee ltkelihood that any differences
observed between the two groups might reflecteomiasked by, differential response
rates, rather than genuine treatment effects. sfess the extent to which this might
have mattered, had there been a lower responsethratproportions of women who
were contacted by telephone because they had toohee questionnaires themselves,
were examined for those fully breastfeeding, pHytiareastfeeding and exclusively

bottle feeding. (Tables 3.3.9b and 3.3.9¢)

Table 3.3.9b
Postnatal follow-up by feeding behaviour at six wee ks:

Breastfeeding  Both breast Only bottle: ~ All ¢

fully: and bottle: respondents:
Responded at six weeks: 342 209 277 828
6 week form done by phone: 28 (8%) 37 (18%) 79 (29%) 144 (17%)
Diary 1 returned: 137 (40%) 66 (32%) 47 (17%) 250 (30%)

Chi? for 6 week form done by phone = 44.1 (2df), P < 0.01
Chi? for Diary 1 returned = 39.0 (2df), P < 0.01

Vi Tables 3.3.8b and 3.3.8c include women recruited to both the RCT and Observation Studies.
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Table 3.3.9c
Postnatal follow-up by feeding behaviour at four mo nths:

Breastfeeding  Both breast Only All VY

fully: and bottle: bottle: respondents:
Information available on 198 158 404 760
feeding to 4 months:
Completed four month 198 158 90 446
guestionnaire:
4 month form done by 39 (20%) 40 (25%) 25 (28%) 104 (23%)
phone:
Diary 3 returned: 78 (39%) 52 (33%) 22 (24%) 152 (34%)
Notes:
1. The percentages shown in 3.3.9c are of the numbers completing the four-month questionnaire. This

includes those who did so by telephone.

2. In interpreting the response rates at four months, it is important to note that women who had previously
reported that they had stopped breastfeeding were assumed to be still bottle feeding. Thus, although
404 women were recorded as bottle-feeding at four months, only 90 of these responded at or after four
months. It may be more appropriate to compare the numbers who were interviewed by telephone, or
who returned the third diary, with this number. Because of this, statistical analysis of the responses at
four months would be inappropriate.

At six weeks, those who had discontinued breasitfigedere significantly less likely
to have returned either the feeding diaries, opth&natal questionnaires, as shown in
table 3.3.9b. Twenty nine percent of those whoewarown to be exclusively bottle
feeding at six weeks needed to be contacted bghele, whereas only 8 % of those
breastfeeding fully needed this prompt. Similantls are also apparent in table
3.3.9¢, which shows the response rates at four msonfThis suggests that had the
non-responders not been contacted by telephonesethaho discontinued
breastfeeding would have been under-representeéehtmally biasing the results. It

is also worth noting that those who discontinuedeness likely to return the feeding

diaries. Although some useful information was otgd from the diaries, this meant

viii

A descriptive account of the telephone calls to non-responders is given in section 4.3.1 below.
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they were a less effective way of finding out abthe behaviour of those who

discontinued than the questionnaires mailed tagigants.

3.3.10 Analysis and exclusion of premature births
The issue of whether to include women deliveringnmatturely is discussed in section
3.2.3a. Early in the conduct of the trial, it beeaapparent that it might be necessary
to exclude from some of the analyses those womem detivered before they were
able to see the counsellor. The numbers of woméine Intervention Group who did

not see the counsellor at each completed week ejnancy are shown in table

3.3.10a.
Table 3.3.10a
Contacts with intervention group mothers by gestati on at delivery:
Gestation at Seen before birth: Seen after birth:  Not seen: Total:
delivery:
30 1 1
33 1 1
34 1 1 2
35 2 3 5
36 1 3 2 6
37 6 1 3 13
38 25 1 13 39
39 38 16 54
40 74 1 13 88
41 86 9 95
42+ 46 5 51

279 6 70 355

On closer inspection it became apparent that femawomen, the original Expected
Date of Confinement, which was compared with thiei@odate of birth to calculate
the gestation at birth, was incorrect. The sixkv@estnatal questionnaire asked
women if their babies were premature and the resaltealed that fewer women had

actually delivered early (Table 3.3.10.b).
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Table 3.3.10b

Contacts with intervention group mothers who report ed on six-week questionnaire

that baby was premature.

(Nine mothers whose original expected date of confinement suggested the baby had been born before
37 weeks)

Gestation at Seen before birth: Seen after birth:  Not seen: Total:
delivery:

33 1 1

34 1 1

35 1 3 4

36 2 1 3

Although the numbers delivering early are smabjda 3.3.10a and 3.3.10b show that
most women delivering before 36 weeks did not $ee dounsellor, whereas the
majority of those delivering at 37 weeks or lat@revable to do so. Although three of
the women delivering at 36 weeks only saw the cellmsafter birth, because the
majority did see the counsellor at some stageas decided they should remain in the

study.

Twelve women recruited to the RCT delivered bef@Beweeks and confirmed that
their babies were premature on their six-week aatrguestionnaires. Six of these
were controls and six from the intervention groupecause prematurity was shown
to directly affect the counsellors' ability to dedr the intervention, these twelve
women were excluded from all the analyses which pamed the control and

intervention groups in section 3.5.

Table 3.3.10c reports the numbers of interventioth @ntrol women followed up to

four months, when the twelve who delivered preneyunad been excluded.
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Table 3.3.10c
Postnatal follow-up for control and intervention gr oups (excluding prem births)

Intervention: Control: Total RCT:
In study at birth: 350 350 700
Follow up at six weeks: 336 (96%) 336 (96%) 672 (96%)
Follow up at four months: 310 (89%) 310 (89%) 620 (89%)

3.3.11 Summary

This chapter has reported the recruitment and violip of participants in the trial.
Recruitment proved to be very much harder than e&epe partly because the
participating practices either did not give womhbait forms to complete, or did not
subsequently return the forms, for about a thirthefpotential recruits. Additionally,
more women were ineligible for the study than hadrbanticipated. Despite these
difficulties, when the control and intervention gps were compared using a range of
socio-demographic indicators, they were shown toelearkably similar, suggesting
that the random assignment to treatment groupsbad successful. One potentially
important difference was however noted, in that anamomen in the intervention
group were initially undecided how to feed theibies. Women in both control and
intervention groups were successfully followed with 96% of women providing

data on their feeding at six weeks and 89% doingt$our months.
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Chapter 3.4

RESULTS OF STUDY TWO: UPTAKE OF COUNSELLING AND WOM EN’S
PERSPECTIVES ON THE SUPPORT THEY RECEIVED

3.4.1 Introduction
This chapter reports on the uptake of breastfeectngselling by women recruited to
the study. This is important because the compasisd feeding behaviour reported
later in chapter 3.5 are analysed on the bast$ndéntion to treat”, but not all women
in the study received the "treatment” to which theye allocated. Those allocated to
receive normal care were still able to contact ansellor themselves and some of
those allocated to receive support from a counsaigart of the study did not do so.

The implications of this are discussed later inptea3.7.

Secondly, this chapter reports the content of thgpert that women received from
counsellors and whether they found it helpful. cAlbecause mothers were asked
about advice from all sources it was possible togare the extent to which different
groups of people, (professionals, breastfeedingisaliors, family and others) gave

helpful or unhelpful advice

As previously stated in section 3.3.8 and 3.3.6,data presented on the uptake of
counselling exclude eight women who were withdreavd twelve who delivered

before 36 weeks, which was before they were likelgave seen a counsellor.
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3.4.2 Uptake of counselling in the intervention grap

3.4.2a Antenatal contact:
Information on the uptake of counselling in theemention group is available from
the record forms that counsellors completed whewy there in contact with women.
Counsellors were sent the antenatal forms when wesg informed that women had
been recruited to the study and postnatal ones winey were notified of births.
Counsellors also had spare postnatal forms tofusantacted by mothers before the
forms arrived and received reminders if they did mdurn forms within four weeks

of them being issued.

During the study, the counsellors returned comgI@#9 antenatal forms for the 350
women in the intervention group. They reporteddifficulty in contacting 222

(80%) of the 279 women, but needed to make repeatephone calls or visits to see
42 (15%) of them. Fifteen (5%) of the antenataltaots were solely by telephone.
The venue of the antenatal contacts is shown ile t&4.9a and shows that although
the majority of contacts took place at women's hgmiige counsellors were prepared

to see mothers in a range of settings.

Table 3.4.2a

Venue for antenatal contacts
(Percentages shown are of the total number of intervention women.)

Number of women %
Contacted before birth, of which: 279 79.7
Woman's home 253 72.3
Counsellor's home 7 2.0
Doctor's surgery 2 0.6
Hospital 1 0.3
Woman's workplace 1 0.3
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Telephone 15 4.2
Not contacted before birth 71 20.3
Total intervention women 350

The counsellors reported that they had been urtabtentact 26 women before the
birth and no antenatal form was returned for eherd5 women. Assuming that none
of these were seen antenatally, this suggests thaf20%) of the 350 women
allocated to the intervention group did not receilte antenatal component of the

intervention. The implications of this are disei# section 3.7.2c.

3.4.2b Postnatal contact

Whereas the study protocol intended that women dvosge the counsellor

antenatally, it was left to them and the counsslkor agree how much contact they
had after the birth. In the event, 215 (61%)hd 850 women had contact with a
counsellor postnatally. Sixty-eight women (19%3860) met the counsellor face-to-
face, while a further 147 (42%) were only in cohtagtelephone. Whilst most face-
to-face contacts occurred when counsellors visitethen at home, they also visited
five women in hospital. They also saw two womerthair own homes, one at the
health centre where the counsellor worked and oreelkaeastfeeding centre drop-in

session.

Many women had more than one contact with the aglorsand up to eight contacts
were recorded for individual women. The counssli@turned completed postnatal

record forms for a total of 81 face-to-face corgantd 302 telephone conversations.
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When they completed the postnatal record formsnsellors were asked to record
who initiated each contact. This showed that 1@/{¥of the 215 first contacts were
initiated by mothers or their partners, while 168%) were initiated by counsellors.
Two first contacts were reported as being initidtgd health professional. When all
the 383 postnatal contacts were taken together(24%) were initiated by mothers
or their partners and 175 (46%) by counsellorse@tuf the contacts were initiated by

a professional.

3.4.2c Combining antenatal and postnatal contact data
Comparing the records of antenatal and postnatdhcts provides a fuller account of
the support women received, as shown in table &.4This shows that only 8% of
women allocated to the intervention group had natax with a counsellor and that

the majority of those who were not seen antenatilynave some postnatal contact.

Table 3.4.2c (i)
Type of antenatal and postnatal contact for interve ntion group women
(Percentages shown are of the total number of intervention women)

Antenatal contacts:
Face-to-face Telephone No contact Total
Postnatal contacts:
Face- to-face 50 (14%) 2 (1%) 16 (5%) 68  (19%)
Telephone 115 (33%) 6 (2%) 26 (7%) 147  (42%)
No contact 99 (28%) 7 (2%) 29 (8%) 135  (39%)
Total 264  (75%) 15 (4%) 71 (20%) 350 (100%)

i Data in this table relate to the 350 intervention group women who delivered at, or after, 36 weeks gestation.
Of the 12 women who were excluded because they delivered before 36 weeks, five did see a counsellor
postnatally and one spoke to a counsellor on the telephone.

To assess the impact of the level of antenatal @ostnatal support that women

received on the trial's power to measure changethenintervention group, it is
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necessary to narrow the comparison made in tadl2@(i) to those women who
responded to the six-week postnatal questionnaifghis is illustrated in the next
table, 3.4.2c (ii). Nine of the fourteen interventwomen who were lost to follow-up
had no postnatal contact, four were in contact whth counsellor by telephone and
only one was visited. This showed that 272 (8b¥%the women followed up to six
weeks met a counsellor at some stage, 38 (11%) leadytelephone contact and 26
(8%) had no contact with a counsellor. Postnatadly% of women who were

successfully followed up had some contact withaneellor.

Table 3.4.2c (ii)
Antenatal and postnatal contacts for intervention g roup women who were followed
up to six weeks '

(Percentages shown are of the total number of intervention women followed up)

Antenatal contacts:
Face-to-face Telephone No contact Total
Postnatal contacts:
Face-to-face 49  (15%) 2 (1%) 16 (5%) 67 (20%)
Telephone 112 (33%) 6 (2%) 25 (7%) 143  (43%)
No contact 93 (28%) 7 (2%) 26 (8%) 126  (37%)
Total 254  (76%) 15 (4%) 67 (20%) 336 (100%)

i Data in this table relate to the 336 intervention women who delivered at, or after, 36 weeks gestation and who
provided follow-up data on their feeding behaviour by responding to the six-week questionnaire.

3.4.3 Uptake of counselling and feeding behaviour
The uptake of counselling in the intervention graugs investigated further, to find
out more about the women who engaged with the @&bans There were no
associations of note between antenatal contacegimer socio-economic variables or
feeding behaviour, which suggested that practicalblpms making contact were the

main reasons women were not seen before the birth.
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The situation for postnatal contact was howevefetght and suggests that some

mothers are more likely than others to contact sellors during the postnatal period.

Tables 3.4.3a and 3.4.3b demonstrate that motlidnstobabies and those who left

school at an older age were more likely to have tadace contact with a counsellor.

Table 3.4.3a
Type of postnatal contact and parity

Type of postnatal contact

Face to face Telephone No contact Total

Previous Childrel
Yes 8  (9.2%) 41 (47.1%) 38 (43.7%) 87
No 59 (23.7%) 102 (41.0%) 88 (35.3%) 249
Total 67 (19.9%) 143 (42.6%) 126 (37.5%) 336
Chi® = 8.57, (2df), p = 0.014
Table 3.4.3b
Type of postnatal contact and terminal educational age

Type of postnatal contact
Terminal educational Face to face Telephone No contact Total
age:
Under 16 1 (4.3%) 7 (30.4%) 15 (65.2%) 23
16 9 (11.7%) 43 (55.8%) 25 (32.5%) 77
17 9 (19.6%) 16 (34.8%) 21 (45.&%) 46
18 12 (27.3%) 15 (34.1%) 17 (38.6%) 44
19 & over 35 (25.5%) 58 (42.3%) 44  (32.1%) 137
Total 66 (20.2%) 139 (42.5%) 122 (37.3%) 327
Chi? = 21.21, (8df), p = 0.007
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The next chapter reports the prevalence and duaratio breastfeeding amongst
women recruited to the trial. However, it is wortbting at this stage that postnatal
contact with a counsellor could be related to fegdiehaviour at six weeks; those
who met the counsellor during the postnatal pemaae more likely to continue

breastfeeding than those who did not (table 3.4B3e$pite this observation, evidence
of an association does not necessarily imply causaand it is noteworthy that

women who had no contact with a counsellor had tdweastfeeding rates than the
control group, 63.4% of whom were breastfeedingiatweeks. Instead the data

suggest that those who contacted a counsellor mere motivated to breastfeed.

Table 3.4.3c
Postnatal contact and breastfeeding at six weeks

Breastfeeding at six weeks

Any breast Only bottle Total
Postnatal contact No % No %
Face-to-face 51 76% 16 24% 67
Telephone 92 64% 51 36% 143
No contact 75 60% 51 40% 126
Total 218 65% 118 35% 336

Chi? for trend (linear by linear association) = 4.89, (1df), P=0.027

3.4.4 Comparison of the uptake of breastfeeding caosgelling in the intervention,

control and observation groups.
Although contemporaneous records of the contadisds: counsellors and women
are only available for those in the interventioroup, the six-week postnatal

guestionnaire asked all women whether they hadacted a counsellor after the
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birth. This gives more information about the suppoormally provided by

counsellors and offers a measure of the uptakewiselling in the control group.
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In interpreting this data, it is worth bearing innoh that women in the control and
intervention groups had not planned"tbscuss breastfeeding with a breastfeeding
counsellor" when they completed the antenatal questionnaifeosd in the

observation group had planned to do so.

When asked in the six-week questionndikgve you tried to contact a breastfeeding
counsellor since your baby was born279 (53%) of the 336 intervention group
mothers answeretYes". Similarly, 48 (14%) of the 336 mothers in thearol group

and 47 (33%) of the 144 in the observation groupthad to do so.

The proportion of intervention group mothers rejpgrtthat they tried to contact a
counsellor is less than the 63% of mothers withmwhloe counsellors reported having
postnatal contact. However this may be due tocthensellors and mothers being
asked different questions and mothers not repodihthe contacts that counsellors

initiated.

Whereas the overwhelming majority (95%) of womentie intervention group
reported that they heard of the counsellor via shedy, (159 of the 168 who
responded to the question,) women in the contrdlaoservation groups had heard of
counsellors from a wide range of sources (table4d)4 Reading the detail of
women's responses revealed that their definitiora of'breastfeeding counsellor”
included a range of sources of help. Whilst modihef contacts appeared to be with
NCT breastfeeding counsellors, women also soudpt frem the La Leche League,

hospital breastfeeding specialists, breast pumptagad telephone helplines.
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Table 3.4.4a
How women in control and observation groups heard o f counsellor
(Responses from women who had tried to contact a counsellor)

Control group Observation group
(n=44) (n=45)
n % n %
NHS staff 18 (41%) 12 (27%)
NCT & NCT antenatal class 13 (30%) 26 (58%)
Friends & others 5 (11%) 4 (9%)
Books & leaflets 7 (16%) 2 (4%)
Through research study 1 (2%) 1 (2%)

Women who tried to contact a counsellor were alsked whether they had any
difficulty doing so. Although women in the interven group had little difficulty

contacting a counsellor, one in five of women ia ttlontrol and observation groups,
who needed to identify the counsellor they conth¢bkeemselves, reported that they

had difficulty making contact (table 3.4.4b).

Table 3.4.4b
Women's reports of difficulty contacting a counsell or
Intervention group Control group Observation group
(n=171) (n=45) (n=44)
n % n % n %
No difficulty 146 (85%) 36 (80%) 34 (77%)
Yes, had difficulty 25 (15%) 9 (20%) 10 (23%)

3.4.5 Women's explanations of why counsellor was lpéul or unhelpful
Table 3.4.5a reports women's responses to theigug4did you find the counsellor

helpful?" It demonstrates high levels of satisfaction witle gounselling women
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received as part of the study, but lower scoresnfibose in the control and

observation groups who approached counsellors ertmtly.

Table 3.4.5a
Responses to "Did you find the counsellor helpful?"

Intervention group Control group Observation group
(n=169) (n =40) (n = 44)
n % n % n %
Very Helpful 123 (73%) 25 (62.5%) 22 (50%)
Fairly Helpful 28 (17%) 8 (20%) 12 (27%)
A little Helpful 12 (7%) 4 (10%) 4 (9%)
Not Helpful 6 (4%) 3 (7.5%) 6 (14%)

Note:

i Five control group women who had difficulty contacting a counsellor did not reply to the question on whether
they found the counsellor helpful. As a result, these figures may underestimate dissatisfaction in the control
group.

After the question on whether they found the collmseelpful, women were asked
to "Please explain'their response in a free text section. This w@ded using the
coding scheme for advice and response to probleagtad from study one Up to
three concepts could be coded for each woman andeiponses were analysed as a

multiple response variable.

Comments made by the 161 intervention women wheporesed show that they
valued the relationship with the counsellor, wineytlearnt and practical advice they
received for problems (table 3.4.5b). Only oneeimWwvomen commented on receiving
practical demonstrations, or advice on positionifk@r simplicity, the thirteen

negative comments are grouped together, but themomast negative comment,
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made by six women, was that they had received pooinsufficient advice on

problems they encountered.

Table 3.4.5b
Multiple response analysis of free text comments ma  de when asked to
explain why counsellor was helpful of not.
(161 Intervention group women who responded)
% of

Coded response: Count respondents
Gave tine, good relationship, listened, discussed 73 45. 3
feel i ngs
Expl anati on, conveyi ng know edge 71 44. 1
Practical advice on feeding problens 63 39.1
Reassur ance 19 11.8
Practical denonstration/advice on positioning 17 10.6
Per severe, encouragenent, keep trying 6 3.7
Di scuss expectations of breastfeeding 3 1.9
Expl ai n benefits of breastfeeding 2 1.2
G ve bottle, (complenentary or supplenmentary feed) 1 .6
Rest, slow down, relax 1 .6
Drink nmore fluids 1 .6
Eat better 1 .6
Par acet anol or ot her painkiller 1 .6
Del ay feed 1 .6
Do not give bottle feeds 1 .6
Cream for thrush/Nystatin 1 .6
Poor or insufficient advice 13 8.1

Total responses: 275

Women in the observation study and the control grofuthe RCT also reported their
experiences and these are grouped together in 8ablBc because of the smaller
numbers involved. Whilst these women often ref@ro the relationship with the
counsellor, fewer women referred to practical ae¥ar problems, or that they valued

explanations.
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Table 3.4.5c

Multiple response analysis of free text comments ma  de when asked to
explain why counsellor was helpful of not.

(56 Control and Observation group women who responded)

% of

Coded response: Count respondents
Gave tine, good relationship, listened, discussed 29 51.8
feel i ngs

Practical advice on feeding problens 16 28.6
Expl anati ons, conveyi ng know edge 12 21. 4
Reassur ance 10 17.9
Practical denonstration/advice on positioning 9 16. 1
Per severe, encouragenent, keep trying 5 8.9
Poor or insufficient advice 9 16.1

Total responses: 90

3.4.6 Mothers' opinions on the quality of advice they reeived from different sources
Towards the back of the questionnaire they comglei® weeks after the birth,
mothers were asked to write in the adVitteey found"most helpful” and "least
helpful”, and who had given this advice. Many gave more thrae example, and it
was clear that any attempt to code their respomaesthe risk of reducing the
meanings that women expressed in their commentategories which did not do
justice to the strength of their feelings. Becanfsthis, it was decided to analyse their
comments separately, using a qualitative methodtlsisdorms the basis of part four
of the thesis. It was relatively straightforwaod dompare the source of the advice

which women had described 'asost helpfulor "least helpful".

' The term "advice" adopted in this question may be controversial, because of the way it implies a directive, rather
than non-directive approach. The issues involved in this are discussed more fully in section 1.6.8. While it might
have been better to use the words "information, advice and support" in questions 20 and 21 of the six-week
guestionnaire, the term "advice" is commonly used for the content of discussions about how to resolve
breastfeeding problems.
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Before considering the results presented in taBlds6a - c, it is appropriate to

mention some caveats, which may influence its pnegation.

» Firstly, because women were able to report mone time piece of advice as being
"most helpful“or "least helpful”,it would be inappropriate to apply statistical sest
to the data. The percentages shown are the pageenf women who had begun
breastfeeding that reported helpful or unhelpfwlie& from a particular source.

* Response rates were higher in the observation grpeghaps because of the
different socio-economic composition of that grogmd lower in the control
group, who may have felt less commitment to prodd&iled responses on the
guestionnaire when they did not receive the intetioa.

* The availability of counselling to the interventigroup - and to a lesser extent the
observation group who had indicated their intentiorseek it out - meant that
more women in these groups could have received 'tmaist helpful"advice from
a counsellor, because more were in contact with oBecause of this, it is
inappropriate to compare satisfaction with coussglladvice between groups.
Additionally, because so many women in the intetieengroup said theitmost
helpful" advice had come from counsellors, fewer reportédca from other
sourcesas "most helpful" This does not necessarily mean that women wivoasa

counsellor were less satisfied with the advice tleegived from other sources.
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Table 3.4.6a

Source of advice perceived as least and most helpfu

group
(320 women who initiated breastfeeding)

| by women in intervention

Respondents reporting
"Least helpful" advice
from source.

Respondents reporting
"Most helpful" advice
from source.

No % No %

Midwife 54 17% 75 23%
Health visitor 10 3% 17 5%
Hospital nurse 17 5% 3 1%
Other health professional 6 2% 8 3%
Breastfeeding counsellor 10 3% 141 44%
Husband or partner 4 1% 7 2%
Other family 34 11% 26 8%
Friends 20 6% 15 5%
Other people 5 2% 2 1%
Books, leaflets, magazines 8 3% 6 2%
Total respondents reporting helpful 133 42% 250 78%
or unhelpful advice:
Table 3.4.6b
Source of advice perceived as least and most helpfu | by women in control group
(324 women who initiated breastfeeding)

Respondents reporting Respondents reporting

"Least helpful" advice "Most helpful" advice

from source. from source.

No % No %

Midwife 43 13% 118 36%
Health visitor 17 5% 26 8%
Hospital nurse 14 4% 8 2%
Other health professional 6 2% 9 3%
Breastfeeding counsellor 4 1% 19 6%
Husband or partner 7 2% 7 2%
Other family 23 7% 46 14%
Friends 14 4% 30 9%
Other people 5 2% 5 2%
Books, leaflets, magazines 4 1% 9 3%
Total respondents reporting helpful 115 35% 232 2%
or unhelpful advice:
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Table 3.4.6¢

Source of advice perceived as least and most helpfu | by women in observation
group
(143 women who initiated breastfeeding)

Respondents reporting Respondents reporting

"Least helpful" advice "Most helpful" advice

from source. from source.

No % No %

Midwife 24 17% 48 34%
Health visitor 6 4% 12 8%
Hospital nurse 8 6% 1 1%
Other health professional 6 4% 9 6%
Breastfeeding counsellor 4 3% 40 28%
Husband or partner 3 2% 4 3%
Other family 27 19% 17 12%
Friends 8 6% 20 14%
Other people 3 2% 1 1%
Books, leaflets, magazines 4 3% 7 5%
Total respondents reporting helpful 75 52% 122 85%
or unhelpful advice:

Despite the caveats above, tables 3.4.6a - ¢ revea striking findings.

* Across the three study groups, approximately tvdsemany women reported
advice they described asost helpfulthan"least helpful".

* In the intervention group, more women identifiedviad from breastfeeding
counsellors asmost helpful"than from any other source. Counsellors were the
second most commonly mentioned source"wiost helpful" advice in the
observation group and across the three groups feerywomen said that their
"least helpful"advice had come from counsellors.

* The findings reveal significant levels of dissatfon with the advice women
receive from some sources. Advice from hospitatesi was seen as particularly
unhelpful, but women's families and friends wergoainentioned as a common

source of unhelpful advice.
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«  Women regarded more of the advice they received frodwives as helpful than
unhelpful, but despite this, the questions do rev&gnificant levels of
dissatisfaction with advice from midwives.

* Relatively few women mentioned their husbands atneas as a source of
advice. This may partly reflect the wording of theestion - asking about
"advice" rather tharfinformation, advice and supportis might have been more
useful. It may also reflect women taking theirtpars for granted in this, or

perhaps a real finding that partners are not acgonfradvice.

3.4.7 Summary of key findings

This chapter reports on the uptake of counselling women's perspectives on the

support they received. Key findings for the in@riion group were:

* 80% of women were in contact with counsellors dytime antenatal period and
almost all of these met face-to-face.

« Postnatally, 19% of women met a counsellor facate and a further 42% were
in contact by telephone. Contacting a counsellostiatally appeared to be
related to motivation to breastfeed.

e Overall, 81% met a counsellor at some stage, 11%e wely in contact by
telephone and 8% had no contact.

e 73% of women who contacted a counsellor regarde@siery helpful'. They
said the counsellor was helpful because she gagm thime, listened and
discussed feelings (45%), because she explainaat @oeastfeeding (44%) and

because she gave practical advice on feeding pnsi89%).
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* More intervention group women regarded the advibeytreceived from

breastfeeding counsellors 'asost helpful; than from any other source.
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3.5.1.

3.5.2.

Chapter 3.5

RESULTS OF STUDY TWO: EFFECT OF THE INTERVENTION

Introduction:

This chapter reports on comparisons between theat@and intervention groups and
assesses the effect of the breastfeeding courtsellitervention. It includes

comparisons of the incidence and duration of bfeeding, as well as participants'
satisfaction with their breastfeeding experiend@aditionally, data are provided on
the uptake of counselling and women's commenterstipport they received from

the counsellor.

Incidence and duration of breastfeeding for womenn RCT

As has been described, 712 women were includedeirRCT. 655, (95.8%) of the
686 who responded to the first postnatal questioarraported putting the baby to
breast to feed at any stage and by six weeks, &379%) were still giving any

breastfeeds. By four months, this figure had fatie 277. (43.7% of the 634 whose

feeding behaviour was known.)

When the 12 women who delivered before 36 week® w&cluded, 644 (95.8% of
the 672 who responded to the six-week questionnawer put the baby to the breast

to feed. At six weeks, 431 (64.1%) were giving dreastfeeds and by four months,
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this figure had fallen to 274, (44.2% of the 626p@ndents) (Fig 3.5.2). The rest of

the data in chapter 3.5 relate to these 700 wdmen.

These figures may be compared with the 1995 Infeeeding Survey data for

England and Wales. This found that 65% of mothers who had initidtiseastfed

were still doing so at six weeks, a figure whicll fi@len to 42% by four months.

Fig 3.5.2 Duration of breastfeeding in RCT (n=70 0)

— Any breastfeeding
—— Exclusive breastfeeding

0 7 14 21 28 35 42 49 56 63 70 7 84 91 98 105 112 119

Days from birth

Outcome of RCT: Incidence of breastfeeding
Incidence of breastfeeding is defined as the ptapoof babies who were breastfed

initially. This includes all babies who were patthe breast at all, even if this was on

' As discussed in sections 3.2.3a and 3.3.10, women delivering before 36 weeks were excluded from analyses

because

they delivered before they were able to see the counsellors and could not therefore receive the

intervention. The numbers involved are small, so including them would not have significantly altered the results.
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one occasion only and is the definition used in duenquennial national infant

feeding surveys.

In the intervention group, the incidence of breseting was 95.2% (320/336),
compared with 96.4% (324/336) in the control gro@mlative risk 0.99; 95%

confidence interval 0.84 to 1.16; £ki0.596, (1df); P = 0.44).

3.5.4 Outcome of RCT: Prevalence of breastfeeding
Prevalence of breastfeeding refers to the proportibbabies still breastfeeding at

specific ages, even if the babies were also revgivifant formula or solid food.

At six weeks, the prevalence of breastfeeding aitttervention group was 64.9%
(218/336), compared with 63.4% (213/336) in thetcdrgroup, (relative risk, 1.02;

95% confidence interval, 0.84 to 1.24;%hi0.162, (1df); P = 0.69).

By four months, the prevalence of breastfeedingfafien to 46.1% (143/310) in the
intervention group and 42.3% (131/310) in the aargroup, (relative risk, 1.09; 95%

confidence interval, 0.86 to 1.39; £ki0.942, (1df); P = 0.33).

3.5.5 Outcome of RCT: Prevalence of bottle feeding

The prevalence of bottle feeding refers to the priopn of babies given any formula

" Relative Risk, is the ratio of the proportions of women breastfeeding (or bottle feeding)in the control and
intervention groups at the time under consideration. Where the Relative Risk is greater than one, the event is
more likely in the intervention group. Where it is less than one, it is more likely in the control group. The 95%
confidence intervals reflect the range within which the Relative Risk could be expected to have been found in
95% of the occasions a similar trial was conducted. If both the 95% confidence limits are less than, or both
greater than one, it is unlikely that any difference observed between the likelihood of the event happening in the
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feeds, regardless of whether they were also bezhstthe prevalence at seven days
was calculated from women's responses to questbosit when they introduced
formula feeds on the six-week questionnaire arst feeding diary. The prevalence
calculated included those who gave just one orliaitle feeds during the first seven

days.

At seven days, the prevalence of bottle feedinthéintervention group was 34.5%
(116/336), compared with 38.2% (128/335) in thetdrgroup, (relative risk, 0.90;

95% confidence interval, 0.70 to 1.17;%hi0.984, (1df); P = 0.32).

By six weeks, the prevalence of bottle feeding haen to 60.7% (204/336) in the
intervention group and 64.3% (216/336) in the aargroup, (relative risk, 0.94; 95%

confidence interval, 0.78 to 1.15; €ki0.914, (1df); P = 0.34).

At four months, the prevalence of bottle feedingswéB.9% (229/310) in the
intervention group and 79.4% (246/310) in the aargroup, (relative risk, 0.93; 95%

confidence interval, 0.77 to 1.12; €hi2.60, (1df); P = 0.11).

These figures do not show statistically significdifferences and could have arisen
by chance. However, even if the sample size hawh barger and the differences
noted had been statistically significant, they wemealler than those considered
clinically important when the sample size was calied. As discussed in section

3.2.4, it was anticipated that the prevalence @astfeeding in the control group

intervention and control groups, arose by chance. The relative risk and exact confidence intervals reported were
calculated using the epitab function in the STATA statistical package.?*®
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would be 50% at six weeks, and the sample sizecatasilated to detect an increase

to 60%.

3.5.6 Outcome of RCT: Duration of breastfeeding

Duration of breastfeeding refers to the length infet that mothers who breastfed
initially continue to do so, even if they were algiging their baby other foods. In
this study, as in many investigations that assadscgants' survival, or the time until
they experience a particular event, the data availeor analysis are incomplete, or
"censored”. This arose because some mothers fddrniger than four months, when
data collection stopped, while others were losfaltow-up.  Survival analysfg’

allows comparisons that take into account the nunobeevents that have occurred
amongst those remaining in both the control anerveintion groups, throughout the
period being studied. Because it is influencedchbw long each participant fed, it
provides a more sensitive measure of the effeth®fintervention than comparisons
between the prevalence of breastfeeding at a spagie in time which are only based

on whether participants have stopped or not.

In order to conduct the survival analysis, new afales were calculated to express the
length of time women were known to have breastteddnd whether or not the data

on each woman were "censoréd(See appendix D)

The proportions continuing to breastfeed in both ititervention and control groups

were obtained using the Kaplan-Meier survival fuorctin SPSS and are shown in

"Censored" means that the final date to which a woman fed was not known as she was either lost to follow-up,
or she continued to breastfeed beyond the four-month recording period.
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figure 3.5.6. The median duration of breastfegdnthe intervention group was 110
days in the intervention group, compared with 9¢sda the control group. When the
survival distributions were compared, the differehcbetween them were not

statistically significant. (Log Rank statistic 0.88if); P = 0.445)

Fig 3.5.6
Percentage of women giving any breastfeeds
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3.5.7 Outcome of RCT: Time to introduction of bottle feedng
The time to introduction of bottle feeding, (or dtion of full breastfeeding,) for
intervention and control groups is shown in figB&.7. The median time to

introduction of bottle feeding in both interventiamd control groups was 28 days.
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When the survival distributions were compared, differences between them were

not statistically significant. (Log Rank statisB©3 (1df); p = 0.154).

Fig 3.5.7
Percentage of women fully breastfeeding
(ie those who had not introduced bottle feeds)
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Although the differences between the survival tstions were not significant, the
survival graph suggests that there may have beesmall, though clinically
unimportant difference in the time to introductiohbottle feeding between women

allocated to counselling and those who were not.
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3.5.8 Sensitivity analyses to assess impact of the imbalze in number of undecided

women

As identified in section 3.3.7, sixteen of the wane the intervention group had not

decided whether or not to breastfeed when they tsietbthe antenatal questionnaire,

whereas only six of those in the control group weardecided. To assess the impact

of this, four sensitivity analyses were performed.

Firstly, the prevalence of breastfeeding and bdtkding was examined for those

who had made a decision to breastfeed, after exgute undecided women. (Table

3.5.8a). As expected, there was a slightly gredifé@rence between the percentages

in all cases, than when the undecided women wetadad. However, this did not

alter the conclusions and no P-values reachedtstati significance.

Table 3.5.8a

Sensitivity analysis of prevalence when undecided w

omen excluded

All women

Only those who had decided to

breastfeed *

Control Intervention P-value Control Intervention P-value
Breastfed 96.4% 95.2% 0.60 96.7% 96.9% 0.88
initially
Any breast 63.4% 64.9% 0.69 63.6% 67.5% 0.30
at 6 weeks
Any breast 42.3% 46.1% 0.33 43.0% 48.3% 0.19
at 4 months
Any bottle 38.2% 34.5% 0.32 38.0% 31.9% 0.10
at 7 days
Any bottle 64.3% 60.7% 0.34 63.9% 58.8% 0.17
at 6 weeks
Any bottle 79.4% 73.9% 0.11 79.0% 72.4% 0.06
at 4 months

! Raw data for the numbers who had decided to breastfeed are provided in appendix E. Raw Data for all women
are given in the text of sections 5.4.3, 5.4.4 and 5.4.5.
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Secondly, the survival analyses reported in sesti®5.6 and 3.5.7 were repeated,
excluding the women who were uncertain. The ltkrstatistic for the comparison
of the time to stopping breastfeeding was 1.66)(X&f = 0.197), compared with 0.58
(1df), (P = 0.445) when women who were uncertainewecluded. The difference in
survival durations for full breastfeeding was jsgmificant at the 95% level when the
uncertain women were excluded, (Log rank stati8tR6 (1df); P = 0.0496). This
compared with a value of 2.03 (1df), (P = 0.154)ewhuncertain women were

included.

Thirdly, binary logistic regression was used to pane the strength of the association
between firstly, whether or not women had decidedreastfeed and secondly, the
treatment group to which women were allocated &edprevalence of breastfeeding
and bottle feeding. The results of this are showsable 3.5.8b. Although the results
do not reach statistical significance at the 5%elethe results of binary logistic

regression also suggest that the intervention wddtla more effective than it

appeared when the impact of the imbalance in nusnifenndecided women was not

taken into account.
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Table 3.5.8b

Binary logistic regression to assess the associatio n between treatment allocation
and prevalence of breastfeeding and bottle feeding, when association with having
made decision to breastfeed has been taken into acc  ount.

Crosstabulation Binary Logistic regression
statistics, when association
with decision has been taken
into account.
Control Inter- P-value Odds Ratio * P-value® Odds Ratio *
vention (95% Confidence (95% Confidence
intervals) intervals)
Breastfed 96.4% 95.2% 0.60 0.74 0.82 11
initially (0.32-1.68) (0.49 - 2.45)
Any breast 63.4% 64.9% 0.69 1.03 0.45 1.13
at 6 weeks (0.88-1.21) (0.82 - 1.56)
Any breast 42.3% 46.1% 0.33 1.17 0.18 1.25
at 4 months (0.92-1.27) (0.90-1.72)
Any bottle 38.2% 34.5% 0.32 0.85 0.18 0.80
at 7 days (0.61-1.18) (0.58 - 1.10)
Any bottle 64.3% 60.7% 0.34 0.86 0.22 0.82
at 6 weeks (0.62-1.19) (0.60-1.12)
Any bottle 79.4% 73.9% 0.11 0.74 0.06 0.70
at 4 months (0.50 - 1.09) (0.48 - 1.02)

! P is calculated for the Chi? statistic in the first analysis.

2 Although Relative Risk is preferred for comparisons of the feeding rates between the control and intervention
groups, in this table the Odds Ratio is shown to allow comparison with the Odds Ratios derived from the binary
logistic regression. (The Odds ratios were calculated using Epi info software.zgz)

% In the binary logistic regression, P is calculated for the "B" statistic. "B" is an estimate of the change in the
dependent variable (ie the feeding behaviour) that can be attributed to a change of one unit in the independent
variable (the treatment group allocation).

* The Odds Ratio is 1/exp(B). This is a measure of the association between treatment allocation and feeding
behaviour, when the association with whether or not the woman had decided to breastfeed had been taken into
account.

Lastly, Cox regression was used to make a simoanparison with the duration of
any breastfeeding and full breastfeeding. This nigke is similar to the survival
analysis performed in section 3.5.7, but allows rflative contribution of different
factors to be assessed. Using Cox regressionpribleability that there was no
association between treatment allocation and duraif any breastfeeding, when the
effect of having decided to breastfeed or not va&ert into account, was 0.282. This
compared with a probability of no effect of 0.58 fbe log rank statistic calculated in

section 3.5.6. Similarly, the probability of nesaciation with the duration of full
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3.5.9

breastfeeding, using Cox regression to take intmwaat the effect of decision was
0.105, compared with 0.154 for the log rank statisiThese results suggest that the

effect on duration was greater than it had oridynappeared.

There are dangers in retrospectively excluding woafeer randomisation and it may
be better to rely on the regression analyses thasetwhich excluded women who
were uncertain. Indeed, Roberts and Torgér8ocaution against adjusting for
baseline imbalance, but advocate that those degjdnals should identify potentially

prognostic factors in advance and then fit thero ant analysis of covariance, (as in

the binary logistic regression and Cox regressialyges above).

Taken together, these sensitivity analyses sudligesntervention was more effective
than appeared from the results when no allowansemade for the imbalance in the
distribution of undecided women. However, on ong @f the analyses - the survival
analysis of duration of full breastfeeding - digstheach statistical significance. The
analyses also suggest that the intervention wae fitaly to have had an effect on

full than partial breastfeeding.

Outcome of RCT: Maternal Satisfaction with breastfeding
Maternal satisfaction with breastfeeding was agse&y women's responses to Six
guestions in the six-week postnatal questionng8ee section 3.2.9 and appendix B

for the development and reliability of these.)
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Women's responses to questions on satisfactiomepated as percentages in table
3.5.9a, but numerical data are available in tatBe98. Women who delivered before
36 weeks were excluded and it is worth noting thase who never breastfed were

not asked to complete these questions.

Table 3.5.9a
Satisfaction with breastfeeding at six weeks
Responses by group (%)
Intervention Control
8) How have you found breastfeeding?
Much easier than | expected O 21.0% 17.8%
A little easier than | expected O 14.0% 14.9%
As | expected O 17.5% 16.5%
A little harder than | expected 0 23.6% 27.6%
Much harder than | expected 0 23.9% 23.2%
9) Have you felt confident or unsure about your abilit y to breastfeed?
I have felt very confident O 26.0% 23.2%
| have felt fairly confident O 46.0% 42.8%
I have felt fairly unsure O 17.5% 23.5%
I have felt very unsure 0 10.5% 10.6%
10) Have you found breastfeeding stressful?
Most of the time g 15.4% 14.2%
Some of the time g 32.7% 36.8%
A little of the time g 21.8% 22.3%
Very little of the time O 30.1% 26.8%
11) Have you enjoyed breastfeeding?
A lot a 38.6% 38.3%
A fair amount g 36.0% 36.3%
A little O 17.4% 17.4%
Not at all g 8.0% 8.0%
13) Have you felt you would be embarrassed about breast ~ feeding in front of people you don't know?
Alot a 26.5% 28.7%
A fair amount 0 12.9% 19.7%
A little a 37.1% 31.0%
Not at all O 23.5% 20.6%

To test whether there was any difference betweers#lisfaction scores reported by

women in the control and intervention groups, a -parametric test for the
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equivalence of two independent samples, the Maniti&h U test was performed for
each questioi. Table 3.5.9b reports this and confirms that tlveeee no significant
differences between the responses of control atetvention women to questions
about their satisfaction with breastfeeding. Thierkences between control and
intervention women's responses appeared greaténdaguestions on embarrassment
about feeding in front of others and confidencéhm ability to breastfeed than for the

other questions.

Table 3.5.9b
Mann-Whitney Test for mean rank of satisfaction sco res
(644 women® who ever put the baby to the breast to feed)

1

Randomisation Number of Mean Rank Significance of

group women Mann-Whitney
test
How have you found breastfeeding? Intervention 314 310.42
Control 315 319.56
Total 629
P =0.516
Have you felt confident or unsure Intervention 315 304.14
about your ability to breastfeed? Control 311 322.98
Total 626
P =0.167
Have you found breastfeeding Intervention 312 315.75
stressful? Control 310 307.22
Total 622 P =0.537
Have you enjoyed breastfeeding? Intervention 311 311.13
Control 311 311.87
Total 622
P =0.956
Have you felt you would be Intervention 310 321.61
embarrassed about breastfeedingin  control 310 299.39
. 2
front of people you don't know? Total 620
P =0.108

! Women's responses were ranked from 1 to 4 (or 5) as shown in table 3.5.9a. Thus a low score
(and resultant rank) for the question on confidence implies a woman is more satisfied, while a low
score (and resultant rank) for the question on finding breastfeeding stressful implies a woman is
less satisfied.

2 644 women who initiated breastfeeding were included in the analysis, but data were missing for
15 to 24 women who did not answer these guestions.

Y The Mann-Whitney test is used to test whether two independent sampled populations are equivalent in location.
The observations from both groups are combined and ranked, with the average rank assigned in the case of ties.
If the populations are identical in location, the ranks should be randomly mixed between the two samples.
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3.5.10 Common feeding problems
Women were asked about common feeding problems simdar format to the
guestions on satisfaction. (Table 3.5.10a) The pamaimetric tests reported in table
3.5.10b show that women in the intervention gro@pensignificantly less likely to be
concerned that they weren't making enough milk tlegir babies. The other

comparisons showed no significant difference abidevel.

Table 3.5.10a
Common feeding problems at six weeks
Responses by group (%)
Intervention Control
12) Have you worried that your baby may not be gaining enough weight?
Alot ad 10.2% 8.4%
A fair amount O 7.0% 10.9%
A little 0 20.7% 19.0%
Not at all 0 62.1% 61.7%
15) Have you had difficulty getting the baby to take th e breast?
Most of the time 0 12.1% 13.6%
Some of the time 0 13.0% 16.6%
A little of the time O 19.5% 15.3%
Not at all 0 55.4% 54.5%
16) Have you felt you felt you weren't making enough mi Ik for baby?
Most of the time 0 15.5% 16.7%
Some of the time 0 16.2% 22.5%
A little of the time 0 18.4% 19.9%
Not at all ad 49.8% 40.8%
17) Have sore nipples been a problem for you?
Yes, a severe problem O 20.0% 17.7%
Yes, a moderate problem O 14.8% 18.4%
Yes, a minor problem O 26.5% 23.9%
Not a problem for me O 38.7% 40.0%
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Table 3.5.10b

Mann-Whitney Test for mean rank of common problem s

(644 women® who ever put the baby to the breast to feed)

cores*

Randomisation Number of

Mean Rank Significance of

group women Mann-Whitney
test
Have you worried that your baby Intervention 314 313.88
may not be gaining enough weight? Control 311 312.11
Total 625
p =0.887
Have you had difficulty getting the Intervention 307 312.13
baby to take the breast? Control 308 303.88
Total 615
p =0.526
Have you felt you felt you weren't Intervention 309 321.91
making enough milk for baby? Control 306 293.95
Total 615 p =0.038
Have sore nipples been a problem Intervention 310 308.80
for you? Control 310 312.20
Total 620
p = 0.805

! Women's responses were ranked from 1 to 4 as shown in table 3.5.10a. Thus a low score (and

resultant rank) indicates that a woman reported a more severe problem.

2 644 women who initiated breastfeeding were included in the analysis, but data were missing for

19 to 29 women who did not answer these questions.

3.5.11 Incidence and prevalence of breastfeeding in obseation group

Women in the "Observation group” were excluded ftbe main study because they

planned to contact a counsellor when originallyruged to the study. As has been

reported in section 3.3.6, they differed from thoseruited to the main trial in terms

of educational attainment and social class.

TalBell compares the incidence and

prevalence of breastfeeding in the observation greiih those recruited to the main

trial. It shows that women in the observation grovere significantly more likely to

be giving any breast milk at both six weeks and foonths, and were more likely to

be breastfeeding fully at all ages from 7 daytar imonths.
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Table 3.5.11

Comparison of feeding rates between Observation Gro

up and Women in main trial

Ever put baby to breast
Breastfeeding at 6 weeks

Breastfeeding at 4 months

RCT

95.7% (645/674)
63.9% (431/674)

44.1% (274/622)

Observation Group

99.3% (143/144)
79.2% (114/144)

61.7% (79/128)

Relative Risk
(95% confidence
interval)
0.96 (0.80 - 1.16)

0.81 (0.66 - 1.00)

0.71 (0.55 - 0.93)

Any bottle at 7 days
Any bottle at 6 weeks

Any bottle at 4 months

36.6% (246/673)
62.6% (422/674)

76.7% (477/622)

22.2% (32/144)
38.9% (56/144)

60.2% (77/128)

1.64 (1.14 - 2.46)
1.61 (1.22 - 2.17)

1.27 (1.00 - 1.64)

3.5.12 Summary
Although slightly more intervention than control men breastfed to four months,
these differences were not statistically significé#6.1% vs 42.3%; RR 1.09; 95% ClI
0.86 - 1.39). Similarly, although the differendasthe proportion giving any bottle
feeds at four months were a little larger, theseevwaso not significant. (73.9% vs

79.4%; RR 0.93; 95% CI1 0.77 - 1.12).

There was a baseline imbalance between the tredfiiecation groups in that more
of the intervention group were uncertain about Wwhetto breastfeed or not.
Sensitivity analyses using binary regression and (&gression suggested that the
intervention was more effective, particularly farllfbreastfeeding, than appeared
when no allowance was made for the imbalance indik&ibution of undecided

women. However, the differences noted were natifsignt at the 5% level.
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The intervention did not significantly influence men's satisfaction with breast-
feeding, but those in the intervention group wegaiicantly less likely to feel they

were not making enough milk. (Mann-Whitney U té%t0.038).

Comparisons with the Observation Group, who werdueled because they planned
to see a counsellor anyway, showed that they wepaifisantly more likely to

breastfeed, both partially and fully.
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Chapter 3.6

RESULTS OF STUDY TWO: COUNSELLORS' PERSPECTIVES ON THE STUDY

3.6.1

3.6.2

Introduction

Reviewing the individual contacts between counsgllEnd study women provided

valuable information about the delivery and contenthe intervention, but it was

also possible to ask the counsellors about thgieeances in the study and how they
saw the intervention they delivered. To do thige¢hreview meetings were held
during the course of the study and one at the endigcuss the findings with

counsellors.

The content of additional support

In the discussions, the counsellors were aske@soribe the content of their contacts
with women. Their comments were summarised int@fbdescriptions of the
antenatal and postnatal support, which are shoviiguines 3.6.2a and 3.6.2lhese

were then sent to counsellors for further comment.

Fig 3.6.2a
Counsellors' perspectives on antenatal support

The aim of antenatal support was to enable women to make informed decisions. It
involved giving women time to discuss their experiences of, and feelings about
breastfeeding. Women's concerns often included the following topics:

Expectations

The benefits of breastfeeding

Explanation of how breasts make milk and babies feed

How to do it - learning the skills

What may be difficult and how to overcome the more common problems
Support from other sources

Role of the counsellor and her availability

The antenatal support was usually in the womantslmame, at a time convenient to

Ihaw lactivma Ann AvrAavAa~aA~a AN (Al
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Fig 3.6.2b
Counsellors' perspectives on postnatal support

Postnatal support differed from antenatal support in that it usually involved more
listening and responding to the woman's needs as she perceived them. It included:

* Time to discuss concerns, worries and difficulties
* Reassurance and encouragement

» Practical help and suggestions

» Sources of postnatal support

» Exploration of the choices open to women.

In some cases, the support was over the telephone, while in others it involved a home
visit or a combination of the two.

The main difference between the role of counsellor / supporter within the NCT/BfN work
and the study is that the NCT/BfN support is usually mother-led; i.e. the woman calls
the counsellor and seeks support. In the study, the support was often counsellor-led;
the counsellor contacted the mother.

3.6.3 The role and experiences of the counsellors
The counsellors welcomed the opportunity to diseheg experiences as part of the
study and made wide-ranging comments, which mayobanterest to others
evaluating "human interventions". These were tdkem notes at the meetings, but

not analysed more formally or checked with paraots.

The clientele:
The counsellors commented that they saw women &aevider range of social groups

as part of the study than they did in their routtnenselling contacts.

While they felt that some women saw them as voemtmunsellors, they felt that
others saw them in a more "professional" role drat the study played a role in
"professionalising” them. When the issues aboutgba volunteer were discussed,

some counsellors felt that some women were retigeaotit troubling a volunteer with
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their concerns. Although they tried to adopt a-doective stance, they felt they

were sometimes seen as being there to promotetieediag.

Relations with professionals:

A few of the counsellors also worked as midwivesealth visitors and were able to
see the counsellor's role from both perspectivEisey perceived the key difference
between their input and that of the community micksi to be that they had more
time. As one counsellor who was also a midwifal sdld love to be able to give
women an hour."Because of this, women were able to raise a rahggsoes they
did not have time to discuss with their midwivdhey were however also aware that
as counsellors, they were approached less ofteanglthre first few days than were

the hospital staff or community midwives.

Talking more generally about relations between difeading counsellors and
midwives, the counsellors were concerned that asing their input into hospital
settings might de-skill hospital staff. = When thdyad established visiting
arrangements, they were aware of ward staff saupgvork for the counsellor and
several counsellors had received calls from womerng the first ten days who

reported thatthe midwife said you'd come and help me."

The counsellors were keen not to undermine theablaidwives and although they

had little direct contact with them, were not awaf@roblems.
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Comments on the study organisation:

When asked for feedback on the organisation ofthey, the counsellors commented
that they had not been notified early enough whemen had delivered. They saw
this as important, because many women did not cortzem postnatally and
suggested that it might have been worth giving wometamped addressed postcard

which they could use to report the delivery.

Being a counsellor:

Although the counsellors had enjoyed taking pathastudy, and the postnatal visits
had not been too much of a burden, they did dissosse of the disadvantages of
being a breastfeeding counsellor. Most used awenpsione so they did not have to
take calls at an inconvenient time, and liked tSBegporterline”, established by the
Breastfeeding Network during the course of the wtudThis automatically passes
calls down a list if the first counsellor does amiswer. One saidlf | feel | can't
answer my phone in case it's a breastfeeding dall,have to stop being a
counsellor." Another commented that she limited the numberanténatal classes
she was prepared to speak at, as a means to tienitumbers of postnatal calls she

received.

Balancing their role as a mother with the committrtencounselling was sometimes
difficult, and one counsellor gave a graphic dggmn of an occasion when she took

her own two-year-old on a breastfeeding visit.
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3.6.4

Future of breastfeeding support:

Although this was not discussed at length, the sellors did have views on how
breastfeeding support should develop. They idedtia mismatch between the
numbers of women needing help and what it was plessr volunteer counsellors to
deliver. Several supported the idea of breastfegdupport / counselling being paid
as a more formal job. They recognised however tiiat was at variance with the
alternative strategy of training peer counsellovep would offer mother-to-mother

support in a less "professional” role.

Summary

The discussions with counsellors provide insigho itheir experiences in the study
and how they perceived their role. It was intergstio note that the counsellors felt
that the study had to an extent "professionaligkdim. Although similar discussions
were not held with participants, these observatiooscur with the quantitative

findings on the uptake of counselling reportedaant®n 3.4.2.
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Chapter 3.7

DISCUSSION OF STUDY TWO

3.7.1 Evaluating a complex intervention
It is important to take into account the complexifythe intervention and the context
in which it was evaluated when interpreting theuhssof this study. Whereas in a trial
of a medication, the dose, mode of action and bakability are known and can be
standardised, "human interventions" vary widely. eThelationship between
counsellors and women was central to the intereardnd depended on the attitudes
of both. In particular, how women saw the counssliwas an important factor in

whether they were open to their suggestions anpastip

This intervention was not delivered in a vacuumt tather it was an attempt to
change behaviour in a maelstrom of conflicting puess. This context has been
considered from epidemiological, sociological anelaretical perspectives in chapters

1.2,1.3and 1.4.

The trial's main aims were to find out whether wanuéfered additional support
breastfed for longer and whether they were morefeat with their experiences. In
the event, women allocated counselling fed sliglthger but these differences were
not statistically significant. (See section 3.5.7There were no significant differences
between the satisfaction scores recorded by coatrdl intervention group women,

although there was a suggestion that women offemchselling might feel less
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embarrassed about breastfeeding and more confideheir ability to do so. They

were also significantly less likely to feel theydhasufficient milk.

After this study was conducted, the Medical Rede&wcuncil published a discussion
documerft®® which set out a framework for the developmentasfdomised controlled
trials of complex interventions. This emphasisest th is as important to find out
“how” a complex intervention works, as whethersitiffective. Knowing what are the
“active ingredients” of the intervention may be thmost useful thing in deciding
whether and how to implement an intervention infeeknt setting. The way study
two was designed has made it possible to addrese sif these questions for
breastfeeding counselling. For example, gatherinfprination about mothers’
contacts with counsellors and their perspectiveshose contacts proved invaluable.
It was also useful to understand what breastfeealiivice and support women valued
most, as described in part four. This meant thatrthe of breastfeeding counsellors

could be considered in the context of postnata eara whole (Section 5.2.1).

3.7.2 Strengths and limitations of the study
A key question about these findings is whether #i@ge because of methodological
problems, which caused the study to miss a reaintrent effect, or whether they are a
genuine reflection of a non-effectiveness of brfeasling support. As has been
discussed in chapter 1.5, previous research has lbegevilled by methodological
problems and the issues identified in table 1.5ay e of relevance in assessing this

study.

3.7 Study Two: Discussion 217



3.7.2a Design and conduct of the trial
Chapter 3.3 describes the recruitment and followstiparticipants and allows an
examination of whether bias could have arisen, dreih the randomisation, follow-

up or assessment of outcome.

Potential sources of bias

The randomisation procedure was designed to pravisianced sample of women in
both control and intervention groups and employepasate sets of randomisation
codes in sealed envelopes for mothers of firstat$equent babies in each practice.
Despite this, there was a baseline imbalance inntirabers of women who were
uncertain about whether to breastfeed, with sixieehe intervention, as opposed to

only six in the control group.

Sensitivity analyses were performed using logistgression techniques to assess the
importance of this. Controlling for whether wombkad decided to breastfeed, or
were uncertain when recruited antenatally incredlsecorrelation between both full
and partial breastfeeding and treatment allocaatthpugh the differences were still
not statistically significant. However, when thagleo were uncertain were excluded,
survival analysis detected an association that psis significant at the 5% level
between being allocated to counselling and thetauraf full breastfeeding. Taken
as a whole, these results suggest that the coungsphobably did have a small effect

on the length of time for which women breastfedytul
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It is unclear how the baseline imbalance arosealticular, there was no evidence of
women who were uncertain and recruited to the obgtoup being withdrawn or lost

to follow-up. When the research team discussedsthes, we were unable to identify
any way that the integrity of the randomisation Wasached and it seems likely that

this arose by chance.

Ideally, randomised controlled trials should be dble-blind”, with the treatment
allocation concealed from both the subject andpteson assessing the outcottfe.
Stephenson and Imff& however argue that blinding may not be appropfiatérials

of behavioural interventions, but that ensuringndbliassessment of outcome is
essential. AlImost all studies of breastfeeding suppave not concealed treatment
allocations from subjects, apart from two clusemdomised trials in which the issue
did not aris€®?* In study two, blind assessment of outcome wagelgrachieved by
the use of standardised forms and the counselltaging no role in assessing
outcome, but no attempt was made to conceal tredtalcations from subjects.

(See section 3.2.10)

One question raised by this discussion on blind;ngvhether knowing they were

allocated to the control group influenced wometébave differently. Perhaps some
were spurred to breastfeed with greater commitméints impossible to assess this
from the available data, but it was interesting,thaving started out with no plan to
contact a counsellor, 14% of the control group thighattempt to do so. (See section

3.5.4).
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As reported in section 3.3.9, there were no diffees between the follow-up of
control and intervention women, so it seems veikealy that differential follow-up

could have affected the results.

Sample size and recruitment

Recruitment to the trial proved to be a Herculeaskt taking a year longer than
expected and requiring the recruitment of additigoractices to boost numbers. In
the event, although the intended sample size wds @&y 720 participants were
recruited. However, when compared with previousliss this was one of the largest
randomised controlled trials of breastfeeding supponducted anywhere in the

world.

Looking back, it is worth asking whether the taskild have been made easier. The
main difficulties faced in recruitment were due pooblems in the practices.
Successful recruitment depended on too many peomeeptionists, midwives and
doctors all understanding and following the studgt@col. Despite repeated visits
with bagels, prize draws for champagne and trufflesgress reports, Christmas cards
and smiles in the face of adversity, it was notsfie to keep all those who needed to
know about the study engaged. In particular, whew receptionists or midwives
began working in the practices, the research tdéen did not hear about their arrival
for some time. It would have been better to catrege on fewer practices, to have
visited more often, ideally during antenatal cl;iaend to have monitored their

performance more closely.
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One alternative would have been to recruit throbhighpital antenatal clinics, but
because so much antenatal care is now deliveréaeicommunity, that might have
biased the sample towards those at higher riskbefetric complications and made
the findings less applicable to primary care sg#in Basing the study in hospital

would have also lost the contribution that practioeade to follow-up.

Many of the difficulties encountered have been regub by others who have
attempted randomised controlled trials in primaaye¢® For example, Wilsoret
al®®? reported on factors that influenced recruitment aotrial of dyspepsia
management. They identified a need to compromisevds® including sufficient
practitioners to recruit a representative cohorpatients and the effort involved in
recruiting and motivating those practitioners. Arestissue is that practitioners may
be reluctant to randomise their patients to receare they perceive to be less good,
as Fairhurst and Dowrié® found when they attempted to compare counselliitly w
normal care. One approach to recruitment, whicdukhperhaps be considered more
often, is to pay practitioners financial incentiveBoy et al *** have advocated this
and although the practice is common in commeraaslearch it has yet to gain
widespread acceptance in health services reseaitiough in this study each
practice was paid £100 to cover their administeaBxpenses, this was not linked to
recruitment and the amount was not large enoughfiteence their behaviour. Also,

because the money was paid to the practices, itunblsely to reach the midwives

and receptionists on whom the study most depended.
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It is also worth asking how much it mattered ttreg humbers recruited fell short of
the intended sample size. As a result, the stualyless powerful than planned, with
a power of 74% to detect an increase in the prapotireastfeeding from 50% to
60%, compared with an intended power of 80%. Hawethe main conclusion, that
if counselling made a difference it was quite smatuld probably remairOne final

observation is that evidence-based healthcareasurgly draws on the results of a
range of studies. Whether or not an individuadltis large enough to achieve

statistical significance may matter less when #seilts are included in meta-analyses.

3.7.2b Assessment of outcome
Considerable effort went into designing the variguestionnaires employed in the
study, so it is worth considering how well theyfpemed. The high response rate -
albeit boosted by telephone follow-up suggests theye acceptable to the women
who were asked to complete them (Section 3.3.9).cohtrast, the feeding diaries
were returned by less than 40% of women and catéth little additional

information.

One omission was that three and four month questioes did not ask women

whether had introduced other foods, although tlas imncluded on the diaries.

Over the last 20 years, a number of authors hgwerted on questionnaires to assess
aspects of breastfeeding, including knowlédgenealth belief§*® attitudes®®’ 398 30
310311 gocial support? 9 1%8and satisfactio™ 2%° 2°* A number of thes&’ **have

been based on work in social psychology such a3lieery of Planned Behaviddr
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which has been discussed in section 1.4.4b. Itpeasible to incorporate questions
on maternal satisfaction with breastfeeding devedopy Leffet al***?**into the six-
week questionnaire, but there is a question whethevuld have been worth drawing
more on other questionnaires in the design ofrieuments to measure outcomes in
this trial (Section 3.2.9). Although the validiipternal consistency and reliability of
most of these have been assessed, much of thiswasldone in the United States
and may not necessarily be valid in the United idom. Additionally some was not

published until after 1994 - 1995 when | desigrieglquestionnaires.

It might have been helpful to have included morkdesed questions on the type of
support women received and their perspectives @n ith place of some of the open
guestions on advice they received for individuadlgems. However, the six-week
guestionnaire was already quite long and it waarcfeom the pilot study that it

needed to be as easy as possible to complete (AppBh

3.7.2c The intervention
The intervention tested in this study was basetireastfeeding counsellors carrying
out an antenatal home visit and offering postnstigiport if requested. As discussed
in section 1.7, the aim of counselling was to hatthers who wanted to breastfeed to
achieve their infant feeding goals. Details of thieended contact were provided in
section 3.2.6, while section 3.4.2 reported thei@atontacts that took place. In the
event, 76% of women met the counsellor before iha,bwith a further 4% having

contact by telephone. After the birth 19% sawdbensellor and a further 42% were
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in contact by telephone only. Although all womentle intervention group were

offered support, 8% of them had no contact at &ayes

Those who were in contact with the counsellor weeey positive about their

experiences. They liked the way the counselloregaem time and listened, gave
them useful explanations and practical advice edifeg problems (Section 3.4.3). In
response to a separate question on who gave themdthce they considered to be

most useful, more referred to the counsellors #ranother source (Section 3.4.4).

Examining the uptake of counselling highlights atcast between those who did and
those who did not establish effective contact wté counsellor, because it appears
that those who did so were more motivated to bieedtthan those who did not. This
echoed findings reported in section 3.5.11, thanew in the observation group, who

planned antenatally to see a counsellor, breagtfddnger than those who had not.

The effectiveness of telephone support merits attiennot least because of the
proposal to expand the coverage of the BfN "Sugplame"”. In this study, only 19%
of women were visited, but twice as many women warpported by telephone.
However more than a third of those supported gptabne stopped breastfeeding by
six weeks. This also relates to findings repof&tdr in study three that women saw
having someone to spend time and show them howsuign the baby at the breast
as very important. Comparing data from a numbestudies, Sikorski and Renfrew's
review'* concluded that strategies that relied on telepluoméact were less effective

than those based primarily on face-to-face contadhe present study, the relatively
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low visiting rate does suggest that counsellorsewess effective than they might

have been.

In the focus groups, some counsellors said that thé not hear soon enough that
women had delivered. This meant that they werenofinable to offer women
support in the crucial first days, but only heardew problems such as sore nipples
had become established. To overcome this, thegueaged women to contact them
as soon as the baby was bortto let them know how the birth had goneThese
delays reflected difficulties organising a trial parallel with existing services and it
would have been easier if the counsellors had bagtmely notified of deliveries, as
midwives are. An alternative suggestion made wasgive mothers stamped

postcards to inform the counsellors when their éaliere born.

Although it is tempting to assume that had the sellars seen more women
postnatally, they would have been more effectihes tloes not necessarily follow.
Data from two sources suggest that, given the cainss of the study design, they
were able to support the majority of those who wdrtelp. Firstly, those who tried
to contact a counsellor reported little difficuttging so and secondly, the counsellors
said they felt women were sometimes reluctant tofas help. Thus the uptake of
counselling may offer a realistic estimate of threpmrtion of women who might

contact a counsellor postnatally if such a servieee more widely available.

This prompts questions about how postnatal suppaght have been made more

acceptable to women. One issue, alluded to indbesf groups with counsellors, was
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that some mothers did not want to trouble a volemtath their problems. Although

further clarification of the counsellor's role mighave helped, this suggests that
perhaps some people have a more fundamental amibdeakbout being helped by
volunteers. One strategy to "normalise" help frtwa counsellor would have been to
strengthen links between the counsellors and mielsyiso that counsellors were more

closely integrated into postnatal care, rather tharking in isolation as in this study.

It is also worth reviewing the decision to maketpatal support an optional, rather
than universal component of the intervention, aklieen originally envisaged. When
this issue was discussed with counsellors and théENCT Breastfeeding Promotion
Group in 1994, they felt strongly that counsellisigould be responsive, but never
imposed on women. While the antenatal home visis wacessary to establish
contact, they saw contacting women routinely, (ssl@dividually agreed in advance)
as inappropriate for a counsellor. While it segmssible that a routine postnatal
contact might have enabled more women to contimeastfeeding, the results would
have revealed less about the likely impact of lfeading counselling outside the

setting of a randomised controlled trial.

Some studies of postnatal support with breastfgedave involved a programme of
regular postnatal visits, which appears to havenbe#ective in promoting the
maintenance of breastfeediffg:**>**Writing about the results of her 1981 study of
support by midwifery sisters, Renfrew emphasisedt tiving mothers reliable
fortnightly appointments encouraged them to pengevatil the next postnatal visit,

even if they encountered difficultiés® Such an approach may be more effective, but
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also requires more resources than offering just mostnatal visit, or support only

when requested. It also moves further from thediogctive but responsive approach

currently taken by breastfeeding counsellors.

3.7.2d Summary of factors which may have influencethe result

The preceding sections have considered a rangactdrs that may have influenced

the result and these are summarised in table 3un@dr three headings:

» Factors in theonduct of the studihat may have reduced its ability to detect an

effect.

» Aspects othis interventionwhich may have reduced its effectiveness.

» Factors which reduce the ability ahy health promotion interventioto alter

behaviour.

Table 3.7.2d

Factors which may have influenced the results

Potential influences

Likely impact

Factors in the conduct
of the study that may
have reduced its ability
to detect an effect.

Randomisation bias

Sensitivity analyses suggest not a large
factor.

Hawthorne effect on control
group motivation

14% of controls tried to contact a
counsellor.

Sample size

Reduced power, but unlikely to have
influenced result

Delays notifying
counsellors of delivery.

Did not stop women calling counsellor, but
reduced potential for counsellors to contact
women proactively if previously asked to do
so.

Aspects of this
intervention which may
have reduced its
effectiveness.

Postnatal care “on request”
rather than as routine
contact

Hard to assess as it depends on reasons
women did not ask for help. See section
3.7.2c.

Socio-cultural barriers
between counsellors and
clients.

May have had some impact. Section 3.4.3,
(discussed below in 3.7.3), indicated that
disadvantaged groups were less likely to
contact a counsellor. See also section
3.7.2c on volunteer role. However women’s
comments on counsellors were positive.

Factors which reduce
the ability of any health
promotion intervention
to alter behaviour.

Social and attitudinal
factors which exert strong
influences on infant feeding
behaviour.

Interventions focussed on the individual can
only influence some of the factors that
influence feeding behaviour. Chapters 1.3
and 1.4 discuss this.
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3.7.3 The results in context

The results of study two may be compared with thios&ikorski and Renfrew's

review*? which have been reported in sections 1.5.6 and &sd appendix H. Table

3.7.3 reports this comparison and shows that instagy, more women stopped by

four months. The difference between the cessattesrfor intervention and control

women was less than in the meta-analysis.

Table 3.7.3
Comparison of proportions stopping breastfeeding wi

th other studies

Results of study two

Meta-analysis by Sikorski and

Renfrew *%°

Control Intervention Control Intervention

Six weeks

Two months - -

Four months

36.6% (123/336)  35.1% (118/336) - -

41.2% (275/667)  30.3% (203/671)

57.7% (179/310)  53.9% (167/310)  50.8% (416/819)  35.4% (295/834)

It is worth noting that different studies gathexstta at different stages and that the
Cochrane review does not report on feeding at ®rks. More studies reported on
feeding at four than two months, which explains ldrger numbers included at that
stage. Because only three studies reported exelusigastfeeding rates, it is less

useful to make comparisons of this (Appendix H).

It is also worth picking up a separate topic, tesue of engaging women from
disadvantaged groups. This study did succeed miitexy disadvantaged women, as
reported in section 3.3.6. They were however lésdy to take up the offer of

postnatal support, as reported in section 3.4.8 Red Glazenét® also found that
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disadvantaged mothers were reluctant to attendhatadtsupport groups and these
findings emphasise the difficulty providing socslpport to those who might benefit

most from it.

Randomised controlled trials to assess behaural interventions

This study was designed as a randomised contrailgd but is the RCT really the
best way to evaluate a behavioural intervention8 hAs been reported in section
1.4.8, MacLealt* has challenged this view, arguing that the socaitext is so
important that cannot be objectively manipulatée lother phenomena. Stephenson
and Imrié®! however argue that randomised controlled triaésjast as valuable, but
harder to conduct for behavioural interventions.s ®akley™ recounts in her
historical account of the role of experimental noelh in the development of social
interventions, the RCT has been both in and ouiaebur as a means to evaluate

social interventions over the last 120 years.

The RCT had its origins in the work of the Amerigeychologist, C. S. Pierce in the
1880s and educationalists such as Winch and Md&ahe early years of the 90
century. Between the 1960s and early 1980s, RCTe wenducted in the United
States to evaluate a range of social interventisnsh as support for disadvantaged
workers or prisoners after release from custodge dpproach is also reflected in the
evaluation of a number of breastfeeding suppotiainies through the WIC (Women,
Infants and Children) programme, which provideslthegare to disadvantaged

mothers and their childref’ 208317318319
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In the 1980s, the RCT has however declined in @opiylas a means to evaluate
social interventions. Oakley highlights three weesfor this; first, disenchantment
with the negative results that many of the studegsorted; second, policy makers
were reluctant to accept delays while schemesftheyured were evaluated and third,
a reluctance to face the extent of social changerthight be required if the findings
from social research were to be acted on. Itss &aorth remembering that at the
time, the political agenda was being set by Reagad Thatcher - conviction

politicians who were reluctant to see their ideais docial change bogged down in

lengthy evaluations.
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PART FOUR

FURTHER ANALYSIS OF STUDY TW O:
QUALITATIVE ANALYSIS OF WHAT INFORMATION AND SUPPOR T WOMEN
WANT WITH BREASTFEEDING
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FURTHER ANALYSIS OF STUDY TWO:

QUALITATIVE ANALYSIS OF WHAT INFORMATION AND SUPPORT WOMEN

41.1

WANT WITH BREASTFEEDING

Chapter 4.1

RATIONALE AND OBJECTIVES

Introduction:

Evidence from the studies reported in sectionsana three of this thesis, as well as a
range of other reports, confirm that many womensdek advice and support with
breastfeeding. Antenatally, 58% of UK mothershia 1995 national survéyeported
discussing breastfeeding with a professional. Altioin that survey, most women
who had breastfeeding problems did receive suppitintthese, there is evidence that
mothers often receive conflicting advice or feebwpported in the early postnatal
period'”® "* The Audit Commissiolt’ has also expressed concern about the
fragmentation of postnatal care, about which thenew reported more negative

comments than other aspects of maternity services.

It is perhaps surprising that, despite the evidéhae many women continue to have
difficulties with breastfeeding and the number tidses which have documented
societal influences on infant feeding behaviotifew have asked women their views
on the best way to support those who want to ekt  This is a particularly

striking omission, given the importance which worsattitudes have been shown to
have in determining their infant feeding behaviand the limited effectiveness of

interventions to support breastfeeding.
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4.1.2

Conducting the randomised controlled trial preseérd@ ideal opportunity to ask
women about the information, advice and suppost teeeived and their perspectives
on that support. The value of this was recognisethe initial proposal for the trial
and open questions about what advice they sdmast helpful” and“least helpful”
were included in the six week postnatal questiaenalong with a page at the back

for them to“add anything else they felt was important”.

When the first completed six-week questionnaireseweturned to the study office, it

became clear that women had used the open questialescribe not just the support
they received, but also how they felt about it. Tishness of their comments could
not easily be coded using the coding frames deedlap study one because they
focussed on counting the number of times womenivedeparticular advice, rather

than understanding their perspectives on that adad support. Because of this, it
seemed most appropriate to employ qualitative tegcles to conduct a thematic

analysis, keeping women’s comments in mind througtize analysis.

The qualitative analyses were funded by additigmahts from the King’'s Fund, the
NHS Central and East London Education ConsortiuaLgC) and further support
from the NHS R&D Support Funding to Statham GrowagBry as a Research

Practice.

Objectives:
To examine women’s experiences of breastfeedingthen views on the advice,

information and support they receive.
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Chapter 4.2

PARTICIPANTS AND METHODS

4.2.1 Recruitment of participants
Participants were recruited as part of the randedhcontrolled trial of support from
breastfeeding counsellors reported in study two #@nailefore needed to meet the
inclusion criteria for the trial. (See section.3)2Additionally, participants needed to
return the six-week postnatal questionnaire andrtejpat they had put the baby to

the breast to feed at any stage.

As described in section 3.2.2, women booked foersatal care were identified from
the practices’ maternity claims and questionnaivese left in their notes for them to
complete at their first appointment with a midwie general practitioner after 28
weeks. Antenatal forms were completed by 2,439 woii20 (29.5%) of whom were
eligible to take part and were recruited. Of thed®5 responded to the six-week
postnatal questionnaire and 654 reported that hlaglyever breastfed the baby. Table

4.2.1 provides demographic information on these amm
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Table 4.2.1
Characteristics of participating women:

Number %
Age: ' n =649
Under 20 36 5.5%
20-24 101 15.6%
25-29 214 33.0%
30-34 207 31.9%
Over 35 91 14.0%
Previous children: n =654
No previous children 492 75.2%
Had previous children 162 24.8%
Age Completed Education:
n =639
16 or under 192 30.1%
17-18 188 29.4%
19 and over 259 40.5%
Social class: ° n = 626
&1 240 38.7%
IIl non-manual 116 18.7%
Il manual 155 25.0%
V&V 82 13.2%
Other 27 4.4%
Ethnicity: n =640
UK & other white 440 68.8%
African & Caribbean 103 16.1%
Indian Subcontinent 50 7.8%
Other 47 7.3%

" Mean age of respondents was 28 years, 10 months.

% Social class was coded using the Registrar General’s classification, based on the partner’s occupation, or
if no partner’s occupation was listed, the woman’s own. Coding primarily by partner’'s occupation enabled
significantly more women to be categorised than was possible using women’s own occupations.

Although all the women whose comments were includedh the qualitative

analyses had begun breastfeeding, by six weeks mdsd introduced at least
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4.2.2

some formula feeds. Two hundred and forty nine woen (38%) were fully
breastfeeding, 183 (28%) were giving both breast ahbottle feeds, while 222

(33.9%) were exclusively bottle feeding.

Content of postnatal questionnaire

The postnatal questionnaire was designed to gatf@mation on a range of topics,
including women's experience of birth, feeding hébar, satisfaction with
breastfeeding and advice they received for commohlpms. Quantitative data from

this are reported in Part three of this thesis.

The findings reported here are based on womenf®msess to two open questions
about the advice they received and comments thefewrhen asked to add anything
else they felt was important on the last page efghestionnaire (fig 4.2.2). Rafah

had successfully used this approach in a studyarhen's experiences of postnatal
care and it was felt that a similar approach mighicidate their experiences of
breastfeeding support. Examples of women’s uneédrEsponses are given in

appendix K to illustrate the nature of the datalatée for analysis.

Figure 4.2.2
Questions from postnatal questionnaire which asked mothers to assess the
advice and support they received.

Of all the advice you received about breastfeeding, which was most helpful?

Of all the advice you have received about breastfeeding which was least helpful?

Please add anything else you feel is important:-
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4.2.3

4.2.4

Administration of postnatal questionnaire

Post-natal questionnaires were left in each new'bahedical notes for participants
to complete at their baby's six-week check-up axrmiged in section 3.2.9. If they
had not returned this by 8 weeks, they were semffitht of two postal reminders.
Seventy four per cent of women returned completeelstionnaires by post, but it
became apparent that those who had switched tafarwere less likely to do so. As
these women's opinions on the support that they readived were particularly

important, non-responders were asked to completegtlestionnaire by telephone,
which a further 20% did. Only 6% of women were lasfollow-up and the majority

of these had moved away.

Analysis

The analysis of women’s comments on the care tlaelyrbceived was based on the
techniques for developing “Grounded Theory” destitby Strauss and Corbiff.
This conceptual approach involvedescription conceptual orderingand then
theorising. They identify description as the first stage in qualitative analysis —
depicting, telling a story, without stepping baadk interpret eventsConceptual
ordering then involves classifying events and objects aleaigous explicitly stated
dimensions without necessarily relating the classtions to each other to form an
overarching explanatory schenigheorisingis the act of constructing from data an
explanatory scheme that systematically integratesious concepts through

statements of relationship.
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Bryman and Burge&$ have however argued that few qualitative reseasahbo cite
“Grounded Theory” either remain grounded in theitad— returning to data collection
during iterative stages of analysis, or truly depetheory. Whilst the “static” nature
of the data, gathered from women’s responses tostipm@aires, limited the
opportunity to check emerging interpretations wtrticipants, as might be possible
in an interview-based study, the analysis did felthe stages Strauss and CotBin

advocated.

All the women's responses were first transcribeahtgd and cut out for sorting prior
to conducting the analysis. Three researéfétsegan the familiarisation process by
reading the transcripts independently to identifyial themes from the text. Then,
with a basic framework of themes, they worked tbgetsearching for patterns, and
comparing the experiences, feelings and perceptiaiién women's accounts until a
consistent thematic framework developed. This m#aat each individual response

could fit into a particular category with no nevethes emerging.

Initially, women's responses to the three open tques were analysed separately,
with each question generating around ten to fiftééferent topics. At this stage, the
paper slips with women’s comments were stuck dowito Geparate cards for each
topic. The three lists of topics were then congdeas a whole and regrouped into

summary themes for the advice and support womendfdwelpful or unhelpful (Fig

XV jonathan Graffy, Jane Taylor and Janet Turner undertook this work. JG is a general practitioner and director

of a primary care research network. Jane Taylor has a background in youth work and had worked in market
research after undertaking an MSc in Social Research Methods. She worked part-time on the RCT and this study
for three and a half years. Janet Turner had an MA in women'’s studies and a background in women'’s health
research. She assisted with managing and analysisng the qualitative data for about four months.
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4.3.1a and b). From these, five key constructsevidentified, reflecting the main

priorities mothers expressed for advice and suppitint breastfeeding.

Validity

A number of approaches were adopted to enhanceatitity of the findings. Using
triangulation, a technique described by DelfZito compare interpretations made by
considering the same phenomenon from differentpeets/es, the analyses of what
women found most and least helpful were compargtl wonclusions drawn from
their free text comments. Similarly, the researsheompared their individual

interpretations of the data throughout the analysis

During the analysis, the researchers approachedldkee from their personal and
disciplinary perspectives. Bringing different, ledmplementary perspectives to the
discussion meant that on a number of occasionsag important to go back to
women’s words and agree what they meant beforeeagyean interpretation. Two
particular debates deserve mention. Firstly, duthre first stages of the analysis, it
seemed thdttime” was an important factor. This arose in a numbexafs — when
people asked for help, time spent feeding and meteduing it when someone spent
time with them during early feeds. However in dssion, it was agreed that time was
a factor which qualified each of the main themesidied, rather than a theme in its
own right. Secondly, at one stage, Jane Taylorawaserned that women’s need for
“replenishment” and to“look after themselvesivas not fully reflected in the model
being developed. When women’s responses were rediedvappeared that this was

only rarely mentioned, but it had been identified @nportant by other
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researcher®323324t \was agreed that this point would be identifieccomparisons
of between the findings and other literature, Ihat general advice to look after their
own needs would be included within the theméefifiective advice and suggestions”
This also reflected the way the questions womerewasked focussed on advice and
support as transactions, rather than conceptuglgipport as being looked after in a

supportive environment.

In order to check the findings accurately reflecteomen’'s views, the last eighty
participants were sent a two-page summary, accoiegdyy a structured response
sheet (fig 4.2.4). Additionally, the findings wecempared with other literature on

breastfeeding support and this is examined in ldetaection 4.4.3 of the discussion.

Figure 4.2.4
Questions on the validation response sheet:

Do you agree with the report? Is there anything important that we have missed out?

Is there anything we should change?

How did you feel about taking part in this research? Is there anything we should have
done differently?
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Chapter 4.3

RESULTS OF QUALITATIVE ANALYSIS

4.3.1 Women's experiences of advice and support Wibreastfeeding

The responses women gave to the three open questimveyed a rich account of
their experiences and how they felt about the saghey had received. In particular,
they often used the invitation tadd anything else they felt was importaoti the
back page to tell the story of what happened tonthélany offered suggestions on
how breastfeeding support could be improved. Tagative text provided fuller
personal accounts and helped show what the adutswpport meant to them. They
often expressed their need for time and suppon fittose around them, so that they
felt cared for and able to meet the demands ofJifin a baby. Those who had
stopped breastfeeding often expressed that théysdeldened and disappointed by

their experience.

One in five of the postnatal questionnaires wenmmpmleted by telephone and these
proved particularly poignant. Mothers who had sheéid to exclusive bottle feeding
often began the interviews with some reticence, afidough a few remained
defensive, most opened up and spoke freely aboat Wdyppened to them. As the
interviews progressed and they were given the dppiy to talk about their
experiences and feelings, many identified factoosiad the birth, in their postnatal
care, or some aspect of their home life which hamtrdouted to the difficulties they

had in sustaining breastfeeding. By the end ofritexviews, many apologised for not
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returning their questionnaire and expressed retipat they had not been able to

breastfeed for as long as they had interfled.

Whilst many women commented positively on the aehaad support they received
with breastfeeding, many felt unsupported, paréidyl in the first few days after

birth. It was also striking that more of the expeces women identified as "least
helpful” were about the way others had relatecheo, than the content of advice or
support received. These included feeling that th@y not being listened to, or that

they had been pressurised to either give or na@ lgottle feeds to their babies.

Figure 4.3.1a
Themes identified from the text:
- What women found most helpful

» Effective advice for specific concerns:
- Positioning
- Timing and duration of feeds
- Engorgement
- Expressing
- Treatments for sore nipples

Encouragement to keep going

Reassurance that what they were going through was normal

Knowing the benefits of breastfeeding

Encouragement to look after themselves, rest, relax, eat and drink well
"Permission" to give an occasional bottle, supplement or switch to formula feeding
Being able to ask questions about breastfeeding

The main themes identified from women's commentsvbat was most and least

helpful are listed in figures 4.3.1a and 4.3.1b.

¥ Further information on the response rate and feeding behaviour of those who responded to the postal
guestionnaire or by telephone is given in section 3.3.9.
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Figure 4.3.1b
Themes identified from the text:
- What women found least helpful

» Advice that didn't fit with women's own feelings or experiences on:
- Timing and duration of feeds

- Supplementing or changing to formula

- Positioning

- Treatments for sore nipples, colic and other problems

Not enough time or help with feeding

Not feeling listened to

Pressure to breastfeed. Being made to feel guilty for bottle feeding
Negative attitudes towards breastfeeding

Conflicting advice

4.3.2 Concepts that encompass the information, advice arglpport women want with
breastfeeding.
When the themes which emerged from the analysisvitdt advice and support
women found most and least helpful, and the free¢emments from the back page
were considered together, it was possible to iflerfive key concepts which
encompassed the information, advice and support thamen want with

breastfeeding. These are discussed with illugsgatccounts of their experiences and

views.

4.3.2a Information about breastfeeding and what t@xpect
Some women described feeling unprepared for ribalities of breastfeedingdnd ill-
equipped to cope with the difficulties they fac@dhey wanted more information

about how to handle problems such as sore nipplegrgement, frequent feeding
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and tiredness, before their baby was born. It wdalde helped them to know what
they might experience in terms of pain, or the tithey might need to spend

breastfeeding.

For some, it was important to have learnt aboutbieefits of breastfeeding. They
found that this motivated them to keep going inesnof pain and difficulty and also
helped them to explain why they were breastfeedimgothers who viewed it

negatively (box 4.3.2a).

Box 4.3.2a
"1 could have prepared myself a bit more”

"l don't think that women are aware of just how painful breastfeeding can be. In the
leaflets it says all the encouraging things like it's good for the baby. It would be more
helpful if they were realistic and also pointed out that you have to be dedicated to keep
it up. You are tied to your baby and get little space for yourself, which can be very
exhausting for the first few weeks. If | had been more aware of this in advance, | could
have prepared myself a bit more. Giving women a full picture may discourage
breastfeeding but it's up to us to make the decision based on 'true' information."
(Respondent 1114)

"I am surprised to find that | hardly know any people who breastfed their babies, so it
was difficult to have a role model. | feel that more should be done to encourage
mothers to breastfeed at parentcraft classes." (Respondent 1892)

4.3.2b Practical help with positioning the baby tdreastfeed
Women consistently reported that the most helpfivice they received was when a
midwife, breastfeeding counsellor, friend or relathad shown them how to position

the baby at the breast in the early postnatal gefibe words'positioning”, "latching
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on" and descriptions of how to get the baby to openntouth wide enough to get

enough of the breast into the mouth recurred inynaditheir accounts.

Although women detailed the care and support thegeived from health
professionals and others, all too often they contetethat they had not received the
help they needed with breastfeeding. Staff orpthstnatal ward seemed too busy and
sometimes unwilling, or unable to help mothers &ifead. One mother commented
that although the slogarmBfeast is BeStwas everywhere, there wardthing to back

it up”.

Women want practical help with positioning the badtythe breast in the early

postnatal period until they feel confident in thaivn ability.

Box 4.3.2b
"Someone to sit down and show me what to do"

"When my son was born he would not latch on - There was a midwife on the night shift
that sat with me very patiently for about two hours (in the) early hours of the morning -
she was the only midwife that gave me any help while in hospital. | never saw her again.
But thanks to her help and kind words, | continued." (Respondent 4920)

"I wanted someone to sit down with me and show me what to do and help me when it
wasn't working. It was all sort of, "do it like this" and then off." (Respondent 1067)

"I don't think the midwives give you enough information. They should have enough time
to sit with you. There was no help at all. It's enjoyable and it's very sad and | got
depressed when it didn't work out with me." (Respondent 5024)

4.3.2c Effective advice and suggestions
Practical tips or explanations that helped withtipalar issues such as breast

engorgement, sore nipples, the timing of feed$ioov to express milk were the most
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helpful advice for some women. Similarly, encgament to rest more, relax, get

comfortable when feeding and to look after themsehlas welcome.

But mothers felt that conflicting or inappropriadvice was unhelpful, whether from

family, friends or professionals. Topics which sed particular confusion included

how long and often to feed for, when to switch bteaf trying to give both fore and

hind milk, and whether using nipple shields or ggisupplementary bottle feeds

would undermine breastfeeding.

Box 4.3.2c
Suggestions which worked - and conflicting advice

"Express when breasts are very hard and uncomfortable and enable the baby to latch on
more easily" (Respondent 5358)

"Make sure you are relaxed, with 'facilities' at hand; i.e. cushions, drink, snack,
telephone, TV, etc. (Respondent 494)

"When | had sore nipples - nipple shields - | would highly recommend their use rather
than struggling or giving up breastfeeding.” (Respondent 4804)

"In hospital she fed for over an hour. One midwife said, "keep her on there, she'll take
what she wants". Then another one said, "Oh she shouldn't be on for that long!"
Everyone was telling me different things and they were contradicting and | was very
unsure really. | left hospital very confused." (Respondent 1683)

4.3.2d Acknowledgement of mothers’ experiences arfdelings

It was important for women that those giving adwbteuld be concerned about their

feelings and respect their views. Some reportatttiey felt pressurised to continue

breastfeeding, or made to feel guilty or inadequateintroducing formula feeds.

Conversely, others who were struggling to sustagastfeeding felt they had been

undermined by pressure Ve a bottle'.
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Box 4.3.2d
Pressure from all sides

"I have felt under pressure from various people to switch to bottle as they thought a baby
who sucks so much must be permanently hungry... | have found it quite hard to resist
this and explain why breastfeeding is better. It is easy to see how people might cave in
under that sort of pressure - | nearly did." (Respondent 882)

"Breastfeeding is not easy for everyone. When trying to feed my first baby in the
hospital | had great difficulty getting him to latch on or suck and | very much felt the
midwives blamed me for this. When | said to one, "It isn't easy," she replied, "of course
it's easy - all the other mothers can do it! My feeling is that the most important thing is
not to make a new mother feel inadequate or guilty in the first few days."

(Respondent 1576)

4.3.2e Reassurance and Encouragement
Women commonly reported feeling that they wereprotiucing enough milk, or that
they were overwhelmed by the time they spent fegdiut valued reassurance that
what they were going through was normal - that tiweye not failing by finding it
hard going. Praise and encouragement to perséveregh difficult times made a

difference to how they felt about continuing.

Box 4.3.2e
"Telling me how well | was doing"

"Helen especially went out of her way to assist me when | almost gave up breastfeeding
due to painful breasts and feeling that Harry was simply not getting enough milk. She
made me feel very comfortable and confident that | could continue breastfeeding with
bottle feeding, to assure me that Harry was getting enough." (Respondent 2110)

"l was tempted to give up when | felt too tired to feed. | received encouragement from my
partner, telling me how well | was doing. "

"| felt a bit let down. | didn't really get any help. I'd had a difficult birth. | didn't seem to
have any milk, | was really tired and | didn't wake up when he was crying and they gave
him a bottle when | was asleep. When | tried the next day, he just wouldn't take it and
when | was trying they said, "You can give him a bottle”. I'd rather they had encouraged
and helped me to breastfeed.” (Respondent 4127)
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4.3.3 A model of the information, advice and support thatwomen want with
breastfeeding
The five concepts reported in section 4.3.2 weresiclered together and displayed as
a model of the information, advice and support woemvant with breastfeeding. This

is shown in figure 4.3.3.

Fig 4.3.3
Information, advice and support women want with bre astfeeding

Information about
Acknowledgement o breastfeeding ";md what Practical help with
mother’s experiences a Expec positioning
feelings

Effective Breastfeeding Support

Encouragement an ) .
reassurance Effective advice &
suggestions

4.3.4 Comments on support from breastfeeding couniéars
Although the aim of the qualitative analysis wasctmsider the information and
support women wanted, based on their experiensepgdort from all sources, half of
the women had been offered additional support bbreastfeeding counsellor.

Whether or not they continued to breastfeed, wonfeen commented positively on
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the support they received from counsellors. Thkgd the fact that they had
themselves breastfed and were knowledgeable, m@gsunon-judgmental and

prepared to listen to their feelings.

4.3.5 Checking the findings with participants
A two-page summary of the findings was prepared aedt, with a structured
response sheet, to the last eighty respondentsofoment (figure 4.2.4). Fifty-one
(64%) of the eighty who were invited to commenureéd the response sheet. As
non-responders proved difficult to contact by talkepe, it is likely that many of them

had moved.

All agreed with the report, but they often emphedifow a particular issue, such as
the need for realistic information, or practicallhgetting the baby to feed had
mattered most to them. Although the majority wad want to see any changes, some
did make suggestions. One woman commented thadttit focussed on the first
few weeks of parenthood, but that women needeerdift advice later when they
returned to work, wanted to express milk, or weyasidering weaning. Another had
found nipple shields particularly helpful and arestlvanted a more explicit reference

to the role that husbands and partners can playpporting breastfeeding.

The women who responded were positive about tapargin the study, and several
commented that they were pleased to be able to dtekrs by doing so. One had

however found it a nuisance to complete the forrhemshe had a new baby to look
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after, but emphasised that she hoped the resuliseofesearch would benefit other

women.
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44.1

4.4.2

Chapter 4.4

DISCUSSION OF QUALITATIVE FINDINGS

Introduction

Although many women in this study reported positxperiences with breastfeeding
support, many felt let down, judged, or neglectedem they needed help. This
mattered to them, as shown by the strength of fgetionveyed in the narrative
accounts they wrote on the back pages of the questires. By exploring their

comments on their experiences, we were able tdifgdioth what advice and support
they wanted with breastfeeding, and also how thagted that advice and support to

be given.

Strengths and limitations

Whereas most qualitative studies rely on explonsgues in depth with a small
number of participants, this draws on the expegsraf a much larger number. There
are both benefits and disadvantages to the appadmbted. The demographic data
on participants and the 94% response rate to tetnai@al questionnaire suggest that
the study includes a wide range of women's expeegnwith the exception of those
who did not have enough English to participate amde excluded because of the
requirements of the study design. Similarly, thediing that 34% of participants had
stopped breastfeeding and that 28% were giving braghst and bottle feeds suggests
that the study did capture the views of women whghinmost need breastfeeding

support.
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The context in which women were asked their commeéeserves mention. Basing
the findings on women's experiences of advice ampat for the problems they
actually faced, rather than what they thought migat helpful in a hypothetical
situation, also makes it more likely that the cas@ns drawn reflect their perceived
needs in breastfeeding a new baby. Because theg vemruited as part of a
randomised controlled trial, half of the women He@n seen antenatally and offered
postnatal support by a breastfeeding counselldthoAgh the counsellors' advice or
support was often reported as helpful, the analgekberately focussed on the
content, rather than source of advice. Additignalhe women's accounts revealed
that counsellors were only one of a number of ssimef advice for those in the

intervention group.

One limitation of the approach adopted was thecstetture of the data, drawn from
responses to questionnaires, which meant it wagossible to test interpretations
with participants. Instead, it was necessary lp @a discussions within the research
team and a more formal approach to checking oulirfgs when the analysis was
largely complete. The endorsement received ihuvhkdation survey does however
provide reassurance that the conclusions are f@lithe support women want in the
first six weeks. As has been noted, issues su@x@®ssing, weaning and returning
to work were not commonly raised, but might haverbelentified as more important

had the study been repeated later in the babgtsyiar.

Respondent validation has been recommended by ReasbRowari®> because it

allows researchers to refine their conclusionshi light of subjects’ reactions to
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tentative results. On the other hand, Silverffinas advocated caution in the use of
the technique, partly because of Abraiffisargument that it is “only possible if the
results are compatible with the self-image of thgpondents”. In this exploration of
women’s perspectives on breastfeeding support, rdspondent validation did

however both endorse and contribute to the findings

4.4.3 The findings in context:
Comparing the findings of this study with those aiher researchers who have
adopted different perspectives also provides arodppity to test the validity of the

conclusions drawn.

4.4.3a Ante-natal information

The request for more information about breastfegpdeflects the reality that many
new mothers have had little contact with breasifegdAs Hoddinott™* identified,
there is a collective loss of embodied knowledgdrafastfeeding as fewer mothers
have witnessed others breastfeeding. Women ofrufgorepared and although they
search for information to prepare themselves, mad@unts and health promotion
literature often portray breastfeeding as a meamanio produce the best milk, rather
than a lived experience. Brittfi argued that neglecting the variability and persona
significance of women's experiences leads to adsflietween their expectations and
the reality of breastfeeding. In their detailedcamt of women's experiences,
Schmied and Barcl&yreported that for some, breastfeeding is paimfistuptive and
unpleasant, but this is not reflected in the imagesontented mothers and babies

found in books and leaflets about parenting. O'@otihsuggested that glossing over
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the distress some women experience with breastfgeday encourage more to try,

but leave those who have difficulties less abledpe.

The case for offering more information about brieesting during the antenatal
period is also strengthened by Duckett's findfigthat knowledge about
breastfeeding was independently associated witatidur of breastfeeding for women

who planned to do so (Section 1.4.4b).

In 1995, 68% of first time mothers who planned tedstfeed attended antenatal
classes that included a discussion on infant fggdinggesting that antenatal classes
do offer a means to provide those first time mahvno plan to breastfeed with more
information? However classes have been criticised for focussimgmuch on the
experience of labour, and not enough on breastigeatid "parenting” a new baB).

31 These findings concur with the emphasis that womiko took part in this study

placed on receiving more information about whagxtpect before birth.

4.4.3b Help with positioning
The ten steps to successful breastfeeding adogtédHO and UNICEF as part of the
baby-friendly initiativé*® stress the importance of showing mothers how ¢adifeed
in the early postnatal period, and this was refiéch the comments that mothers in
this study made about the care they had receivbthny stressed the importance of
postnatal ward staff being prepared to spend tintle women who needed support,
echoing concerns raised by the Audit Commissioruatiee quality of postnatal care

and staffing levels on postnatal wards.
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Help with positioning includes both spending timghwwomen while they feed and
specific guidance to help them position the babyhat breast. Good positioning
allows the baby to take a good mouthful of bremstue into the mouth, leaving the
nipple at the back of the baby's mouth where pregected from damage and ensuring
an unrestricted milk flow. Woolridd& has summarised the physiological evidence
for this, and the value of correcting "nipple sungki has been demonstrated in a small
controlled trial in Sweden (Righard and Alade 18%2) Most intervention studies
have however combined practical guidance with otlu@port and encouragement, so
it is difficult to separate the relative importanoé the different components of
postnatal support. In our study, it was strikingyvhoften mothers used the word
"positioning” to describe the most helpful advibey had received, underlining the

extent to which breastfeeding is a practical gkéit mothers may need help to learn.

4.4.3c Effective advice

The main reasons women give for discontinuing lifeading have been documented
in successive National Surveys and include perdeimsufficient milk supply, the

baby not sucking or rejecting the breast, painftdabts or nipples, and mothers
feelings that feeding was taking too lohd@he majority of women with feeding
problems do ask for help, but concern has beenesgpd about the quality and
consistency of the advice they receive. In a \stagdking women about their
experiences of maternity care, Rdjaientified conflicting advice as a significant
problem, which undermined mothers' confidence iairtlability to breastfeed, a

finding also noted in this study. It was interegtithat although conflicting advice
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sometimes reflected pressure to switch to bottbelifeg, much of it occurred when
professionals attempted to give "up-to-date" advadeed on demand, empty one
breast before offering the other, or be cautiousutithe use of breast shields, which

have been shown to reduce milk fl3¥ 323

In 1991 the Royal College of Midwives sent all UKdmives a book "Successful
Breastfeeding®!® to help them offer consistent, effective respongesn approached
about breastfeeding problems and there have beanmder of other initiatives to

promote evidence-based practice in maternity tar8: %

As well as advice they received in response to ifgegroblems, mothers also
reported general advice to look after their owndsedo rest, eat well and get
comfortable when feeding. During the analysigréehwas a debate about whether
this should be considered as a separate themerimpweomen's need to be looked
after when breastfeeding. Although not often maddicit in this study, this need for
replenishment has been identified by Hewat and Efliand Bottorff.3** In a review

of anthropological reports on breastfeeding fromuad the world, Rapha#éf noted
that "one element in most cultures seemed to emergehvidwditated success - the

presence of someone who cares for the mot(er3)

4.4.3d Encouragement and empathy
Some of the most disturbing comments women madetabeir experiences with
breastfeeding support related to misguided atterbptprofessionals to encourage

them to continue in the face of difficulties, higjting the fine line between

4.3 Results of qualitative analysis 256



4.4.4

encouragement and inappropriate pressure which make mothers feel guilty.

Similarly, advice from family members to supplemeavith bottle feeds was often

seen as undermining. In both cases, what womendfdifficult was being told what

to do, when they wanted to be listened to and liasie feelings acknowledged. This
echoes the findings of a review of women's expegeasf support in breastfeeding by
Cronenwett and Reinhardt which identified being listened to, feeling carfed and

being given time as being especially important.

The importance of social approval in the mainteeant breastfeeding has been

widely documented, with reports by Morse and HamniS° Dykes and Griffiths>?

335 336
| 1

Tarkka et al™ and Matthewset al;”>> and reinforces the emphasis women in the
study placed on reassurance and encouragemenassirance that their experiences
were normal also helped mothers who had been @ntexhat to expect in the first

few weeks.

Smalé*” has argued that the psychosocial aspects of stippbreastfeeding mothers
have been neglected in professional training aatrtiore emphasis should be placed
on the development of counselling skills and wayfelp women develop their own

strategies than just advising solutions to problems

Summary and conclusions
These results give a clearer view of the supporhamwant with breastfeeding. They
deserve attention because of the large number ofemowhose perspectives were

included, because they are based on women's viavgpecific experiences, rather
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than what they might want in theory and becaugtefigour with which the analysis
was conducted. They are also consistent with,pradide a framework for previous
work on breastfeeding support. They have wide-rapgmnplications for policy and

practice.

Women want to see changes in the way breastfesdimgprt is delivered. They want
more realism antenatally, more practical help mfirst few days and effective advice
if they have problems. Throughout this, they wémtbe listened to and to be
encouraged, without feeling pressurised. Thisasgmts a challenge to all those

involved in supporting breastfeeding mothers tostaer their own practice.

While there are a number of initiatives to imprakre quality of breastfeeding support
offered by health professionals, most focus on wothemselves and do not engage
with fathers and others within their informal suppoetworks. But because many
fathers, friends and family members feel unprepdogdthe support role they are
asked to adopt, we need to find effective waysdidress their needs and enable them

to offer appropriate support.

Improving breastfeeding support however needs rtiwaia individual responses by
health professionals and resources should to beenaadilable to support this.
Staffing levels on postnatal wards need to be imguido allow midwives and others
time to support women: services need to take a stoagegic approach to supporting

breastfeeding.
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These results could also help health services densiow well they meet women's
needs. This could involve the development of aditaiwol based on the priorities
expressed by women. The framework identified &s® implications for the training
of health professionals and emphasises the impmrtah non-directive counselling
skills, practical training in helping women positidthe baby at the breast and an
understanding of the evidence which underpins &dfac specific problems. Ways in
which breastfeeding support could be improved amesiclered further in the next

chapter.

This study adopted an RCT methodology to evaluatsoeial intervention -

breastfeeding counsellors providing support for et - and like many of the
American social experiments of the 1970s, the compa between the feeding
behaviour of the control and intervention groupgeslaot provide clear evidence on
how to proceed. But the design included a rangguzntitative and qualitative
components, to assess both what support women avaamd to understand the
intervention the counsellors delivered. From thidias been possible to go beyond
asking whether the intervention was effective, ocaréd or refuted by a single "P"

value, to the lessons we can learn about how tpastipromen with breastfeeding.
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5.1

Chapter 5

CONCLUSIONS AND RECOMMENDATIONS

Policy implications of main findings

The findings of these studies have implications goactice which go beyond the

specific research questions asked. In particthay point to ways that breastfeeding

support, from whatever source, may be made moeetefé. Implications for practice

include:

The negative results of the randomised controlted €o not justify extending
this model of individual breastfeeding counsellingll mothers.

The low uptake of postnatal support suggests #rices that rely on women to
ask for help will miss those who are less commiti@dreastfeeding and most
need support. Because of this, it is better tognatie breastfeeding support into
routine postnatal care than provide it as an atera which women have to
request.

The qualitative research on women's experiencesigbort emphasised the need
for practical help with positioning in the firstviedays. This requires time,
patience and practical skills, but women's commeengaled that for many of
them, postnatal care was inadequate.

Although telephone support is relatively easy tovate, the findings suggest it is
unlikely to be effective and do not justify investint in this. It is more likely to
be used by those who are more motivated and dadesffes an opportunity to
observe a mother feed or help with positioning.o8ki and Renfrew's meta-

analysis of studies employing telephone suppoat efglorses this conclusidmn.
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*  Women valued the skills and expertise of the cdlorse Those who contacted
them were very satisfied with their support and wann the intervention group
regarded their advice as more helpful than that tkeeived from other sources.
Other disciplines providing postnatal care havebesn subjected to the scrutiny
of a randomised controlled trial and these persgestirom women need to be
taken into account in considering how best to pte\postnatal care.

» Counselling approaches may increase women's cowcidén their ability to
breastfeed and reduced the proportion who felt tdidynot have enough milk.
Models of behaviour change, such as the Theorylarineéd Behaviour identify
the ability to carry out intentions as a discretetdér in behaviour and the results
of the trial suggest that counselling enhanced this

» Study one showed that it is possible to predictcwhmothers are most likely to
stop in the early weeks. They are mothers of bediies who have considered the
option of bottle feeding, or come from manual sbclass groups and those who
had previous children, but had not breastfed forentloan six weeks.

* The qualitative study of women's views on breasiifeg support describes how
they feel it could be improved. This has implicagdor both professional and lay

supporters, which are discussed further below.
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5.2

How can we improve breastfeeding support?

Fig 5.2
Ways to improve breastfeeding support

* A new strategy for postnatal care
» Clarifying the role of volunteers
* Improving training and professional practice

* Marketing breastfeeding

5.2.1 A new strategy for postnatal care

Evidence for a range of sources, the static breedifig rated’ *°° 1°* the Audit
Commission:*” midwifery staffing level§® and the findings of this study suggests
there is a crisis in postnatal care. While thstfstep is to recognise there is a
problem, there sometimes seems to be a sensepdideshat nothing can be done to
improve the situation. Government initiatives, tsuas the Joint Breastfeeding
Initiative and National Breastfeeding Working Grotfmnd more recently, the Infant
Feeding Initiative have attempted to bring peoplgether, at both national and local
levels to improve breastfeeding support, but taerothis is seen in isolation from

other postnatal care.

There is a case for a fundamental review of poatnare, following on from the
ideas developed in "Changing Childbirth” in 19§3This should bring together those
involved and consider how best to support wometh baring the first few hours in
hospital and then at home. Whereas in the pastpatal wards were the focus of

breastfeeding support, now women are dischargechreadier and neither hospital
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support for a token first feed, nor brief home tgisby overworked midwives
adequately meet their needs. As Bick recently atgudIDIRs Midwifery Digest®>®
the pattern of postnatal care dictated by the Migwiacts of 1902 and 1936 no
longer meets the needs of women today. This revieeds to consider both the
resources needed to make seamless postnatal s@figative and the professional
issues of who should be doing this. Study two destrated high levels of
satisfaction with support from breastfeeding collose and there is a case for
including breastfeeding counsellors, supportertactation consultants within plans
for a new model of postnatal care. The observatiat fewer women from
disadvantaged groups asked for help suggestsatanhe early visits are important if

services are to engage those who are most liketgea help.

The role of the volunteer

These studies have raised, but not fully answemghaber of questions about the role
of volunteers in breastfeeding support. Many womene very positive about their

support, but the counsellors sensed that some werertain about what they could

reasonably ask of a volunteer.

To an extent the study "professionalised" the cellmis, but is this what they
wanted? Section 1.7.7 considered the motivatiohettome a counsellor, which is
often a desire to assist others with something tteaye valued. But do they want to
turn their role into a paid job, with the additibnesponsibility and lack of flexibility

that might entail? Professionalisation might alsevpnt those with skills and

commitment, but few academic qualifications fronedraing counsellors. At the end
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of the day, volunteers retain a veto on how mucla afommitment to make and
breastfeeding counsellors need to be able to ddoidéhemselves how their role

should develop.

To what extent are volunteers able to cross théumall barriers between social
groups? Most of the volunteer counsellors in thislg had become involved through
the National Childbirth Trust and while that mayggthem to support women within
that social milieu, their contribution may not bg \&ell received in other settings.
Bruntonet al'®® have highlighted the importance of working witHtaral processes
within society and it may be essential that volenteare drawn from within social
groups with whom they will work. In line with &hithe Department of Health Infant
Feeding Initiativé®® is funding 14 local peer support groups, whichehascruited
mothers from disadvantaged groups to help otheemy\f these are however small
projects with only short-term funding, which may keait hard to evaluate their
effectiveness. McInn&¥ compared breastfeeding rates in a deprived area of
Glasgow where mothers were supported by seven qmersellors with rates in a
similar area without support. She found that wb#rer differences between the areas
were controlled for, peer support increased thep@mtoon intending to breastfeed
(odds ratio 1.95; 95% CI 1.22 - 3.41), but thatdifeerences noted at six weeks were
not significant (odds ratio 1.80; 95% CI 0.96 -13.4 These findings suggest peer
support may be an effective way to promote breadifg, but that this merits further

research.
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5.2.3 Training and professional practice

The qualitative analysis of women’s comments suigge®ays in which professional
practice should be improved. Both initial and é@msce training should help
professionals improve their inter-personal and sellimg skills, perhaps employing
video techniques as are increasingly used for @iRitg. Professionals should ask
women ante-natally about their contact with bressting and allow time to discuss
how they expect it to be. They should discuss anen will access support and
the role her partner may play in this. Researelsgmted in section 1.3.3 suggests that
many men feel uncertain about supporting their neast with breastfeeding and
professionals and counsellors need to help menagwaderstanding and confidence

in this.

Mothers’ comments revealed wide variations in thelidy of help they received with
positioning, which suggests that professionals maedh more specific training on
this. Helping mothers with positioning is a praatiskill and may be best learnt from

mothers, or in joint consultations with experieno@dwives.

Although consistent, evidence-based advice is itapbrfor specific problems,
reliance on a “medical” problem-solving approacmat enough. Professionals need

to help women negotiate the difficulties they endeun

Improving professional practice requires a numbeparallel initiatives, including
organisational change, educational programmest andi the provision of adequate

resources. Examples of different approaches incthdedistribution of "Successful
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Breastfeeding" in 199%° the MIDIRS Midwifery Digest* and local projects such as
the South Thames Evidence Based Practice (STERcprat King's Healthcar&?

The qualitative work reported in part four has atar relevance to audit, because
the five key priorities identified by women coulé@ bsed to develop an audit tool to

assess how effectively support meets mothers' needs

Marketing breastfeeding

Evidence from a number of sources suggests thaiplguinterventions" which
Baer'® described as those designed to increase the sopphilk, can have only
limited impact on breastfeeding behaviour. As désed in section 1.2.5, there have
been significant changes in hospital practice dkerlast 20 years, without apparent
rises in breastfeeding rates. Section 1.2.6 angtehd.3 detail some of the social
pressures which influence mothers' behaviour argbten 1.4 considers how models
can help us understand the relative influence dtudinal factors, the social
environment and support from professional and @ay&es on infant feeding. While
meta-analysis of previous research suggests tipgtosiican increase the proportion
of women breastfeeding to two montfis,my trial suggests that, at least for the

intervention tested, any benefit is limited.

If supply interventions have only limited impact dmweastfeeding rates, would
"demand interventions"”, to encourage more womedmreastfeed and promote a more
positive view of breastfeeding in society be mdfeative? For this to be successful,

the campaign would need to redress the currentarisids against breastfeediffy

> MIDIRS Midwifery Digest is published quarterly by Midwives Information and Resource Service, 9, EImdale
Rd, Bristol, BS8 1SL.
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but as Hoddinott has warned, merely slipping imagés breastfeeding into
programmes may not be enough if they provoke adweractions from viewers. Two
presentations to national conferences in $§9&nd 2006** by people working in
marketing have explored the importance of develppa "brand image" for
breastfeeding. The current national camp#igtargets women and their male
partners from lower socioeconomic groups, and ddditely emphasised positive male
attitudes towards breastfeeding. The key messdghe ocampaign were:

» Breastfeeding is about giving your child a healstgrt in life

* Most women can breastfeed if they get the righpstip

Despite the thought that has gone into the campdignay need significantly more

resources to have an impact. The total fundinghHerGovernment's Infant Feeding
Initiative, including national co-ordinators, logaiojects and promotional resources is
£900,000**° whereas in 1995, Durdlet al ** estimated that an effective media

campaign would cost between £700,000 and £1.5ami#i year.

Evidence from Norway! and the evaluation of the Ten Steps to Successful
Breastfeedint® suggests that it may be most effective to comi@neumber of
approaches to promoting breastfeeding - that coedbiapproaches may work
synergistically, whereas isolated interventions {eas the one evaluated in this

thesis,) may not overcome the many barriers toghan
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5.3

5.3.1

5.3.2

Implications for future research

Lessons from previous research

Reviewing the literature revealed a great deakstarch on breastfeeding, but much
of it is of poor quality. As has been discussednynstudies of both the benefits of
breastfeeding and interventions to promote it haveblems with confounding
factors, inadequate assessment of outcome and samflle size. These issues are
considered further in chapters 1.1 and 1.5, buiréustudies need to address the
methodological concerns raised more effectivelyner€ is also a case for basing
future interventions on qualitative work, such laattreported in this thesis, to ensure

that interventions meet mothers' needs.

The number of small studies on breastfeeding miégctehe personal commitment of
clinicians and researchers to breastfeeding. Titisusiasm is a tremendous asset, but
if it is to be harnessed effectively, there mayabease for experienced researchers
supporting novices and also helping them identiépgnely new questions, rather
than repeating local epidemiological studies. Oftesearch is conceived as an
adjunct to a service and in this case, those pmuyidhe service might be best
supported by being provided with an "off-the-shedaluation package to enable

them to evaluate their service, without havingésign a whole study.

Maternal Assessment of Breastfeeding Support
During the course of the qualitative analysis, ecéime clear that the five themes
identified could form the basis of an instrument éwaluate the quality of

breastfeeding support women receive. This work ldvalerive directly from the
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priorities women gave and could then be used tat aadvices. At present the project

is only at the conceptual stage, but carrying dhismight involve:

* Reviewing the data to identify phrases that retatparticular themes and could
be incorporated in a questionnaire.

» Designing the questionnaire, taking into accoumgrdture on breastfeeding
research instruments.

» Testing the validity and reliability of the questi@ire in a number of maternity

settings.

Educational research for professional and |ayeastfeeding supporters

The qualitative findings showed that how peopleegupport with breastfeeding is of
great importance for women. Many of them wantegtiical help with positioning -
getting the baby to feed. This suggests that fadraining in this is important and
there is a case for educational research to igewtifat works best in teaching how to

convey this skill.

Women were very positive about the support thegived from counsellors and felt
it was very important that their feelings were amktedged. There may be a case for

further research on the applicability of counsellapproaches to midwifery practice.

There is also a case for studies to investigateswshigngaging more effectively with
fathers. The importance of this is illustratedtiwy observation that previous research
on fathers' perspectives has been confined to wétsem studies, with Bar-Yam and

Darby identifying no intervention studies in thegwiew of the topi¢®*
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5.3.4 Perceptions of volunteers

5.3.5

5.3.6

The randomised controlled trial unearthed quest@mmsut women's perceptions of
support from volunteers which merit further studyhe importance of evaluating
services delivered by voluntary organisations waghlighted in a recent BMJ
editoriaP*> and acceptability to those receiving help is apdnant part of this. (The
fact that neither the word "patient” nor "cliengitisfactorily describes the recipient's
role illustrates the issues that may arise if $tayuservices promote services provided

by volunteers.)

Ethnicity

There has been remarkably little research on teeifig behaviour and needs of
different ethnic groups in the United Kingdom. Bese of this, there is a strong case
for including questions on ethnicity in the nexttioaal infant feeding survey.
However, research on ethnicity should not just $oon differences between different
groups - instead it would be more useful to knowv neell services meet the needs of
different groups and to learn about the culturacpsses which sustain, or undermine

breastfeeding in different ethnic groups.

Research to inform a review of postnatal care

The need for a fundamental review of postnatal basebeen identified and there may
well be a need for further research to inform fhriscess. Initially this should involve
reviewing the literature, (which was not includedthe topics | reviewed for this

thesis,) but there may be a need for further studfedifferent approaches before
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5.3.8

change is implemented widely. However there is samgency about improving

postnatal care and further research should nonlzdt@rnative to change.

Breastfeeding and the media

Many accounts of coverage of breastfeeding in theglianidentify problems, but
because the media is outside the health servind laagely in private ownership, few
studies have considered how to engage with theanadd how to best get positive
messages across on television, radio, newspapenagazines. There is however the
possibility of fascinating qualitative work on thedoption of health promotion

messages by the media.

The benefits of breastfeeding

The review of research on the benefits of breadifgeidentified a number of gaps in
the evidence, but also the difficulties of answgrsome questions, such as whether
breastfeeding protects against atopic disordeherelis a need for some further work
on the health benefits, which should include furtihreta-analyses to draw together
research on topics such as infections. Doing thilsemable researchers to quantify
the benefits of breastfeeding and give mothers mpezific information. It might
then be worth investigating whether giving womeiwl@arer picture of the actual

benefits alters their motivation to both initiatedacontinue breastfeeding.
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APPENDIX A
Study One: Antenatal Questionnaire

INFANT FEEDING OUESTIONNAIRE

Date: ..o
Husband present? YESNO

Part 1: To be completed at the antenatal home visit.
EXPLANATION FOR PATIENTS:“This questionnaire is part of a project to find @thy women decide on

breast or bottle feeding and how they get on witfitie answer will be treated in strict confidenwet if you do
not wish to participate, you do not have to.”

(A) PREVIOUS CHILDREN:“First of all | would like to ask you whether youdast or bottle-fed your
previous children, if you have any.

[@) Name .......ccooviiiii i Ib) Date of birth ...

Ic) How did you plan to feed? BREAST/BOTTLE

1 e) How did you feel about it? POSITIVE/ NEGNXE
2a) Name: .........ccceevvveiieinienne . 2b) Date of birth: oo
2c) How did you plan to feed? BREAST/ BOTTLE

2d) How did you actually feed and how [ong for? ..........ooiiii i e,

2e) How did you feel about it? POSITIVE/ NEGAE
3a) Name: .........ccoevvvevviiieveieieneenn 3b) Date of birth: oo
3c) How did you plan to feed? BREAST/BOTTLE

3d) How did you actually feed and how [ong for? ...,

3e) How did you feel about it? POSITIVE/INEGAH

(B) THE CURRENT PREGNANCY AND FEEDING PLANS:

1) How many weeks pregnant are YOU? .........ocoveeeuinerineeenneninenennns
2) How do you intend to feed this child? BREASOTTLE/ UNCERTAIN

3) When did you decide this? BEFORE/ DURING FHREANCY

4) Why did you decide on this form of feeding? ...... oo

5) Have you ever thought of breast/ bottle feeding? YES/ NO
6) Which form of feeding would you enjoy most? RIBAST/ BOTTLE/ UNCERTAIN
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APPENDIX A
Study One: Antenatal Questionnaire

7) Which form of feeding would baby enjoy most? BREAST/ BOTTLE/ UNCERTAIN
8) Which is most convenient? BREAST/ BOTTLENCERTAIN
9) Which is best for baby? BREAST/ BOTTLE/ UNRTAIN
10) Would the problem of finding quiet places ¢ed influence you? YES/NO
11) Would you be embarrassed about breastfeedifrgnt of:
(a) Male family member YES/NO
(b) Female family member YES/NO
(c) Males outside the family YES/NO
(d) Females outside family YES/NO

(Intended breastfeeders only)

12) How confident do you feel about your abilibytireastfeed successfully?
(a) VERY CONFIDENT
(b) FAIRLY CONFIDENT
(c) RATHER ANXIOUS

13) How long do you intend to breastfeed for? ) UR TO SIX WEEKS
(b) SIX WEEKS TO 4 MONTHS
(c) MORE THAN 4 MONTHS

FAMILY AND SOCIAL FACTORS:

1) How were you fed as an infant? BREAST/ BQETUNCERTAIN
2) When you were younger, which type of feedingsdo remember used most in your family?
BREAST/ BOTTLE/ UNCERTAIN
3) (Examples of questions asked for husband’s views)
(a) Have you discussed infant feeding with yourblaunsl?
(b) Which would he favour?

(c) Do you think he influenced you?

DISCUSSED PREFERENCE INFLUENCE
(@) (b) (€)
Husband/ Boyfriend: YES/NO BREAST/BOTTLE/UNCERTAIN  YES/NO
Mother: YES/NO BREAST/BOTTLE/UNCERTAIN YES/NO
Sister: YES/NO BREAST/ BOTTLE/ UNCERTAIN YES/NO
Sister-in -law: YES/NO BREAST/ BOTTLE/ UNCERTAIN YES/NO
Friends: YES/NO BREAST/BOTTLE/UNCERTAIN YES/NO
G.P. YES/NO BREAST/BOTTLE/UNCERTAIN  YES/NO
Hospital doctor: YES/ NO BREAST/ BOTTLE/ UNCERTAIN YES/ NO
Midwife (before now): YES/NO BREAST/BOTTLE/UNCERTAIN  YES/NO
Health visitor: YES/NO BREAST/ BOTTLE/ UNCERTAIN YES/ NO
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Study One: Antenatal Questionnaire

(D) THE DECISION
“Now | would like to ask you a few detailed questsoabout your decision on how to feed. | am going
to read out a list of possible factors in your dixi. For each, could you say whether it influenged
a lot, a little or not at all.(Read list through quickly then individually to ced response.)

(i) Personal preference: A LOT /ALITTUENOT AT ALL
(ii) Pleasure: A LOTALITTLE | NOT AT ALL
(iii) cost ALOT/ALITTLE/NOT AT ALL
(iv) Family attitude: ALOT /A LITTLE / NORT ALL
(v) Convenience: A LOTA LITTLE / NOT AT ALL
(vi) Your Health: ALOT/ALITTLE / NOT ATALL
(vii) Baby’s Health: A LOT ALITTLE | NOT AT ALL
(viii) Plans to return to work: A LOT /A LITOE | NOT AT ALL
(ix) Getting family help with feeding: A LOTA LITTLE | NOT AT ALL
(B) PERSONAL INFORMATION “Finally, | would like to ask a few questionsalt yourself.”
L) NaAMIE: et et e e e e e e e
2) Age
3) Are you married? YES/ NO

3a) How long have you been married? ............ccocoiiin i,
3b) (If unmarried) How long together? .............cccevevnnn.
4) Have you worked? YES/ NO
4a) Last JOD? .o
4b) Do you plan to return to work? If so, when? (a) No plans to return
(b) Within 6 months
(c) After 6 months
5) What is your husband/ boyfriend’s Job? ...,

6) Can you tell me about your father's Job? ........c.oouiicioeiii

7) How old were you when you left school? 18)
(Include college if full time) (b) 16
(c) 17

(d) 18 or over

Thank you for your help.
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APPENDIX A
Study One: Six-week Postnatal Questionnaire

INFANT FEEDING QUESTIONNAIRE

Husband present: Yes/ No

Part 2: To be completed by health visitor at six week posiatal visit.

EXPLANATION FOR PATIENTS:This questionnaire is the second part of a prdjedind out how women

get on with feeding their babies. You may rementbat your midwife asked you various questions wéles
visited you at home early in the pregnancy. Thifes from that and, as before, the answers wiltrbated in
strict confidence. If you would rather not parteie, you do not have to.”

(A)

(B)

1) Name of child: ...
2) Date of birth: ...
3) Age of child (weeks): .......cccocvviiiiiiiii.
4) Home/ GP unit/ Consultant delivery?

THE DELIVERY AND HOSPITAL EXPERIENCE:

1) When you went into hospital, how did you intéadeed? BREAST/ BOTTLE/ UNCERTAIN.
| a) (If different from when interviewed by midweif

Why did you change your mind? ....... ... e e

2) What type of delivery did you have? (a) NORMDELIVERY
(b) FORCEPS
(c) CAESARIANGA.
(d) CAESARIANEPIDURAL

2a) How did you feel about the delivery? ..........coiiii i e e e e e

.................................................................................... POSITIVE/ NEGATIVE

3) Was the baby born prematurely, or unwell in ey in the first few days? YES/ NO
3a) If SO, what was the matter? ... ... e e e
3b) Was the baby in a special care baby unit,ifesm for how long? .........................

4) Did you put the baby to breastfeed at any &tage YES/ NO
(Include all attempts, even if unsuccessful).

Question 4 defines a ‘breastfeeder”. If the anssan, omit the rest of section B, sections C andhbBving
directly to section E.
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5) How long after the delivery was this? (a) MMBROELY
(b) 0-6 HOURS
(c)6- I2ZHOURS
(d) 12 -24 HOURS
(e) MORE THAN 24 HOURS

6) What was your first reaction to feeding?

7) Did you have any difficulty getting the babytédke to the breast? YES/ NO
8) How much of the time was the baby with you? a) ALL OF THE TIME

(b) ALL DAY BUT NOT AT NIGHT

(c) PART OF THE DAY ONLY

(d) NONE OF THE TIME
9) Did your baby receive any bottle milk in hogjit YES/ NO
9a) (JIFYES) HOW OftBN 2 L. e e e e e e e e e e
9b) Why Was thiS AONE? ..ottt e e e e e e et e e e e e e e e eremeaneee s
9¢) How did you feel @bOUL It? ... e e e e e e e e e e e
10) How long did you stay in hospital? (a) LEBSAN 24 HOURS

(b) 24-48 HOURS

(c) 48 HOURS5 DAYS

(d) MORE THAN 5 DAYS
11) How were you feeding when you came out of halsp  (a) ONLY BREAST FEEDING

(b) BOTH BREAST AND BOTTLE

(c) ONLY BOTTLE FEEDING

11a) (If both breast and bottle feeding)
When were you giving each type of feed? .......cooiiii it

(“Bottle feeding” refers to the use of artificiailiknbut does not include orange juice or water giire a bottle).

(©) PROGRESS WITH FEEDING:

1) How long did you breastfeed for? ........c..coiiiiiiir e e e e e e e
(Include those giving any breast milk).

(If still feeding, omit C2, 3, 4,& 5).
2) Why did you stop breastfeeding? ......c.onir i e e e e

3) What did you do first when you had this probfetie. the reason in question 2) .....................
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4) What advice, if any, did you get from the folliogy?
da)Family and frieNdS: ... ——
AD) MW .. e e e e e e e e e
o) I L= 4 ] (o
o | 5 T Yo (]

5) How did you feel about changing OVEr? ............ooi ittt e e eee e eee e

(D) FEEDING DIFFICULTIES:
(Need not duplicate information recorded above)

1) Have you had any painful swelling or engorgenudithe breasts? YES/ NO
1a) (If yes) What did you do @bout it? ..o e
Ib) Did you get advice from anyone? Who from? oo
What advice? ........covviiiii
2) Have you ever felt that you weren’t making egtomilk for the baby? YES/ NO
2a) (If yes) When? (a) DURING FIRST WEEK

(b) DURING SECOND WEEK
(c) SINCE SECOND WEEK

2b) What made YOU CONCEINEA? ... ..ottt e et e e e e e e e e

2e) Did you get advice from anyone? Who from? oo

What adviCe? ......coviviiii e
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3) Have you had any difficulty finding quiet place feed? YES/ NO

4) Have you felt, or would you feel embarrassedualbreastfeeding in front of the following?

(a) Male family member: YES/NO
(b) Female family member: YES/ NO
(c) Males outside the family: YES/ NO

(d) Females outside the family: YES/ NO
5) Have you, or baby had any other difficultieshAbreastfeeding? YES/ NO
BA) I SO, WHAL? ..t e e e
5b) What did you do about it yourself'? ...
5¢)Did you get advice from anyone? Who from? .....oooviii i,
What adviCe? .......ovovee i,
6) Have you found breastfeeding easier, about the same (a) EASIER
or more difficult than you expected? ABOUT THE SAME
(c) MORE DIFFICULT
(E) CURRENT FEEDING AT SIX WEEKS.

(Ask all mothers. If this interview is delayedeafthe sixth week, questions B3 should still relate to
feeding during the baby'’s sixth week.)

1) How have you fed the baby during the last week? (a) ONLY BREASTFEEDING
(b) BOTH BREAST AND BOTTLE
(c) ONLY BOTTLE FEEDING

| a) (If both breast and bottle feeding)
When were you giving each type of feed? .......coooiii it

2) How many times a day do you feed? ..o e

3) Do you feed at night? NO / ONLY ONCE/ MOREAN ONCE

4) Have you been unwell, depressed, or had amgsitles since the baby was born? YES/ NO

4a) (If yes) What was the Matter? .......c.ciiiii i e e e e emser e e e e e e e

4b) Did you get advice from anyone? WHO frOM? s e e e e e e e e e
What adViCe? ...t

4c) Do you think it affected your feeding? ES/ NO
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5) Has baby been unwell or had any iliness at all? YES/ NO

5a) (If yes) What was the Matter? .........ccooieiiiiiii e e e e s e e e e

5b) Did you get advice from anyone? WHhO frOmM? e e i
5¢) Do you think it affected baby’s feedings? YES/ NO
6) Have you had any difficulties with bottle feegs? YES/ NO

Ba) (IF YES) WAL ? ...t e e e e e e e e e e
6b) What did you do @abOuUL it? .......oeie i e e e e e e
6c¢) Did you get any advice from anyone? WhofPom............ccooei i e,
What advice? ..o
7) Have you found bottle feeding easier, aboustae, (a) EASIER

or more difficult than you expected? ABOUT THE SAME
(c) MORE DIFFICULT

“Thank you for your help.”

Name of INteIVIEWET: ..o e

Date of INtEIVIEW: ... e
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APPENDIX A
Study One: Six-month Postnatal Questionnaire

INFANT FEEDING OUESTIONNAIRE

CodeNO ....ccvvnvnenn.
Feeding: .................
Date: ......ooovviinnnnn.

Part 3: To be completed six months post-natally.
EXPLANATION FOR PATIENTS:“This questionnaire is the final part of a projazfind out how women get

on with feeding their babies. As before the answéltdbe treated in strict confidence. Howeverydu would
rather not participate, you do not have to.”

1) Name of child: ...
2) Date of birth: ...
3) Age of child (months) ...,
4a) Have you breastfed your baby on any occagioinglthe last week? YES/ NO
4b) Have you given your baby any bottle feedsrduthe last week? YES/ NO

4c) (If both breast and bottle feeding)
When were you giving each type of feed? ...

5) How old was baby when you started solid food2.............coooii i
6) How many times a day do you feed baby? ..ot iee i,
7 Do you feed at night? NO/ ONCE/ MORE THANCE

8) (If breastfeeding stopped since last questimaha

8a) How long did you breastfeed for? ... ..o e
8b) Did you plan to stop then or did you have s@mublem with feeding?

(a) PLANNED TO STOP

(b) PROBLEM WITH FEEDING

(Ask all women, regardless of answer to question 8
8c) What was your reason for stopping breastf@gtin.............c.ccoove i e

(If breastfeeding stopped because of a problem)
8d) What did you do first when you had this profiPe..............ooo i
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8e) What advice, if any did you get from the follog:

i) Family and friends? ...
ii) MIAWITE? e ettt e e e e e e e e e e e e e e
iii) Health VISItOr? ... e,
iv) 130 o (0]
8f) How did you feel about changing over? ......... .o e

“Thank you?or your help”

Name of INtervieWer: ....c..vviiiiiie e
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APPENDIX B
Pilot of six-week questionnaire

Pilot study to assess validity and reliability of six~week postnatal questionnaire

Summary:

A pilot study was conducted to assess the acceptabilify and reliability of the six-week
postnatal questionnaire. Women a&ending three baby clinics in Hackney, East London were
asked to complete the questionnaire and 45 did so. Of those, three did not breastfeed and the
remaining 42 were sent a second copy of the same q';lestionnaire. 24 returned completed

retest questionnaires.

Overall, reliability of the questionnaire was good. (Mean Pearson's and ANOVA r, was
0.731 and 0.852 respectively.) The mean completion time was 13 minutes. A number of
potential improvements were identified, including less reliance on open questions. A
question on whether women felt their partners felt excluded had low reliability and was

dropped from the main study.

Aims:

To pilot and test the reliability of the six week postnatal questionnaire.

Method:
Two medical students from Queen Mary and Westfield College conducted this brief pilot as a

Phase II Enterprise Project.” Ethical approval was granted by the College Ethics Committee.

' Iconceived and designed this project. The two students made the application for ethical approval, recruited
women in the baby clinics and mailed the retest questionnaires. They entered the data into SPSS and I
conducted the statistical analyses on this. They wrote up the project for their reports, while I wrote this account.
We met regularly during the pilot study.
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In the study, women were asked to complete the six-week postnatal questionnaire on two
occasions, using a test and retest procedure to assess the reliability of their responses.
Participants were recruited when they attended three baby clinics in Hackney, East London.
They were given and introductory letter and consent form. Those who agreed to participate
were asked to cﬁmplete the first questionnaire while waiting in the clinic, or at home later.
Twc- weeks later, those who had breastfed were sent a second copy of the questionnéjre to

return in a Freepost envelope.

Data were entered into SPSS and the Pearson's Product Moment Correlation” and ANOVA™
intra-class correlation calculated. General observations were made on the completion of the

questionnaires.

Participants:
50 women agreed to participate and 45 completed the initial questionnaire. 42 of these had
breastfed and of these, 24 returned the retest questionnaire. 70% (16/23) of retest

respondents were from social class T or II. Similarly, 70% (16/23) were white.

Results:

The mean time to complete the first questionnaire was 13 minutes.

The correlation coefficients are reported and ranked in the table for appendix B. The mean
correlation coefficients for all the questions together were 0.731 (Pearson's r) and 0.852

(Intra-class 7).

i Pearson's Product Moment Correlation is based on regression analysis and measures the linear association
between two variables. (In this case, responses to the same questions on the first and second variables.) A
correlation r of 1 implies that all variation in one variable is reflected in the other.
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Table for Appendix B
Correlation of test and retest responses
{24 women completing six-week questionnaire twice.)

Question: Pearson'sr Rank ANOVAr Rank
How did you find breastfeeding? 0.659 8 0.610 11
Have you felt confident or unsure about 0.852 2 0.936 2
your ability to breastfeed?

Have you found breastfeeding stressful? 0.746 5 0.869 8
Have you enjoyed breastfeeding? 0.652 g 0.883 4
Have you worried that your baby may not 0.931 1 0.961 1
be gaining enough weight? ‘

Have you felt you would be embarrassed 0.819 3 0.879 7
about breastfeeding in front of people '

you don't know?

Has your partner ever feft excluded when 0.514 11 0.870 6
you have breastfed? _

Have you had difficulty getting the baby 0.654 10 0.740 10
to take the breast?

Have you felt you weren't making enough 0.743 6 0.886 5
milk for baby? _ '

Have sare nipples been a problem for 0.761 4 0.824 4
you? _

Have your breasts ever felt painful or 0.713 7 0.916 3
engorged?

Mean correlation for all questions: 0.731 - 0.852 -

A number of other observations were made.during the pilot:

¢ Several of the mothers took the first questionnaire home, rather than completing it in baby
clinic, because in the clinic, their attention was largely on their baby.

» In the pilot, the responses to questions on not having enough milk and difficulty getting
the baby to take the breast were slightly different from those used in the final
questionnaire. In the pilot, the minimum response invited was "very little of the time" for
each, but this was chahged to “not at alli” because in the pilot 64% of mothers picked

"very little of the time" for the question on not having enough milk and 50% did so for

% The ANOVA (Analysis of variance) intra-class correlation involves seeing how much each individual
response on the second variable differs from the value in the first.
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difficulty taking the breast. It was hoped that this would increase the capacity of the
questions to discriminate between women's experiences.

e The free-text questions appeared long and repetitive in the pilot questionnaire. As a
result, the number of questions was reduced and the layout improved. The question on
whether women's partners felt excluded was dropped because it had been shown to have
poor reliability, as was that on painful or engorged breasts because it was not felt to be

important enough in assessing the effectiveness of counselling,

Discussion:

The results of this pilot need to be interpreted with caution for a number of reasons. Only 24
ﬁvomen completed the questionnaires twice and those who did were largely white and middle
class. As has been mentioned, the questionnaire was modified as a result of the pilot and
ideally this study would have been repeated with the revised questionnaire. It would also
have been worth comparing the results of my questionnaire with other standardised

questionnaires to assess its validity more formally.

Despite these caveats, this pilot study was provided invaluable information about the
questionnaire and led to a number of improvements in the version used in the randomised

controlled trial.
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‘ APPENDIX C
Study Two: Antenatal Questionnaire

INFANT FEEDING PROJECT.

We are taking part in a project to find out about the support women get with infant feeding. We }vould like you
to complete this brief questionnaire before you see the doctor or midwife. This will help us decide whether we
can include you in this study. Your answers will be treated in strict confidence. Thank you for your help.

Please tick
1. Have you had previous children? Yes: D* = Go to question la
No: O° = Ga to question 2

- la) How did you feed your last child?

Bottle fed throughout: o
Breast fed for less than six weeks: o*
Breast fed for six weeks or more : =i

2. How do you plan to fe.ed this child?

I'plan to breast feed: o <> Go to question 2a
1 plan to both breast and bottle feed: o* =D Go 1o question 2b
I plan to bottle feed: ) o° <> Go to question 3
I have not yet decided: of =b Go to question 3
2a, Have you considered bottle feeding? Yes: 0O*
No: D

2b. Ifall goes well, how long do you intend to breastfeed for?

Under 6 weeks: ] 6 weeks- 3 months: a
3-6 months: - o’ 6 - 9 months: ]
9-12 months: a More than 1 year:” a

3. Do you plan to discuss breastfeeding with any of the following?

Please tick any

boxes which apply
Midwife: o
Health Visitor: or
Breastfeeding Counsellor: o°
General Practitioner; o
Husband or partner: o
Your mother: of
Other family members: o
Friends: ok
None of these: o

4. Are you planning to move away from this area in the next few months?

I have no plans to move: o
I plan to move after my baby is 4 months old: o
- 1 plan to move before my baby is 4 months old: e
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5. Whatis your ageZ..........co.cereevnrirsnnrnnnrenn

6. Whatis (or was) your most recent 0Ccupation?.............oocoovvevoveorveeensconsssuseserns

6a. What do you actually do in this job? (Please give full de.scnpaon)

&b. Which of the following are you?

Manager u} Supervisor o
Other employeg u] Self-employed o

7. Do you plan to return to work? If so, When?
No plans to retumn:

D
I plan to return within 6 months: o
I plan to return afier 6 months: o

8. How old were you when you finished full-time education? (Please include college if full fime}

Under 16 years ' (n} 16 ye-a.rs . o
- 17 years u| 18 years n]
19 years or over ] '

. 9. To which ethnic group do you consider you belong? .
Please tick one box

White (UK) al White (Other) - 0l

Black (Caribbean) 03 Black (African) n!é];

Black (Other) oX Indian ol

Pakistani o & Bangladeshi. of

Chinese o a‘ Turkish oo

Other, PIease WritR: bl cecnmsissse e bbb b bt n

10.  Ifyou have a partner at the moment:
What is (or was), your partner's most recent 0CCupation?.........o..coveevsrsisismsini i s e s

10b. Which of the following is he?

Manager o Supervisor o
Other employee a Self-employed a
OhEE, PIEASE WHTIEL «oivvvvvuserecrvsaiseress s se e 88 8RR R 0010008

Thank yoifor your help. Please give your completed questionnaire to the doctor or midwife when you see them. They
will be able to answer any questions you have on this.
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Dear Colleague,
Notes for Professionals.

APPENDIX C
Study Two: Instructions for professionals

Breastfeeding Support Project,

Tel:

Fax:

Thank you for helping with this study. I hope these notes make this as easy as possible for you.

Collect questionnaire

4

Has she ticked auy boxes marked 'c' 7

No

- Explain study and invite her
conseat,
- .Give her the information sheet
. and conseit form,
- Check her address and phone
number, :
- Phone for randomisation
(0171 254 4327 or 0171 923 4122).

J

Post questiounaire
and consent form.

I hope these guidelines are helpful. If you have any further questions, do coutact me on

‘ Yes

Is 3¢ the only "c” box she has ticked (i.e. would
she be eligible but plansto see a breastfeeding

counsellor anyway)?

Yes " : : No&
Invite her to join the She is not eligible
observation study. for inclusion.
Past questiounaire Post questionuaire.
and consent form.

(surgery) of (home). Finally, I have listed the exclusions from the study overleaf.

Thank you for your help,

Jonathan Grally,

Royal College of General Practitioners Research Fellow.
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Issues you may wish to discuss.

We are comparing two patterus of care: normal antenatal and postnatal care, or normal care with
additional support from a breastfeeding counsellor.

This is a randomised controlled trial so we cannot choose which care women receive, If a woman
would not want one of the patterns of care, it would be better for her not to be included.

Participants will be asked to keep a weekly feeding diary and to answer brief questionnaires when
they attend the baby clinic at six weeks, three and four months, :

Women selecied to see the counsellor will be visited at home antenatally and offered support by
_phone or at home after birth. ‘

The NCT breastfeeding counsellors have had two years part-time training.
We are keen to recruit as many women as possible to make the study valid.

This study is funded by the Royal College of General Practitioners and has been approved by the|.
ethics committees for the areas where it is being undertaken,

Exclusions.
Women who plan to bottle feed only.
Women who breastfed their last child for more than six weeks.
Women who pian tol contact a breastfeeding counsellor anyway.
Women who do not speak Euglzsh
Womaﬁ who plan to move out of the practice area before their babies are four onths old.

‘Women whose homes the doctor feels it might be unsafe for the counsellor to visit alone.

N.B. For all these women, it is still important to return the initial questionnaires.
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Please return in FREEPOST envelope.
Consent Form. E.C. No: [0

Please indicate the study selected:

= A randomised controlled trial of the effectiveness of support from breastfeeding counsellors
for women who want to breastfeed.

. or
= The observation study for women who are not eligible for the controlled trial because they
plan to see a breastfeeding counsellor anyway.
(Delete as appropriate).
Please use block capitals.
Name of MOREL: v Expected date of delivery: ... /v Juii
Address: et e AR AT LR R bbb e e et

.......................................................................... Telephone:
(Please give oontdct no. If no phvrw}

I have read the information sheet about this study and have been given a copy to keep. I have had the
opportunity to ask questions about my participation in this.

The investigator has explained the nature and purpose of the research and I believe that I understand what
it is being proposed. For example, I understand that this trial is part of a research project designed to promote
medical knowledge and that it has been approved by my local Research Ethics Committee.

[ have been told that the study includes completing three follow-up questionnaires when I bring my baby for
checlk-ups and immunisations. I understand that my personal involvement and my particular data from this

trial will remain strictly confidéntial. Only researchers involved in the trial will have access to this.

I hereby fully and freely consent to participate in the study which has been fully explained to me.

SIZRALUIE: 1o icirnisininis s s s Date:

To be completed by the doctor or midwife responsible for obtaining consent:

I confirm that I'have explained to the patient named above the nature and purpose of the research to be
undertaken,

DoCtor or MIAWITE'S TAIME! 1vucrvseereesrre s s e b
SIGNALUIE! coocetereiis ettt DALE: ot

For women in the randomised: controlled trial, please now telephone the study office on or
: for randomisation. Please write the care selected on her yellow information leaflet.
zs - - .
If you wish to discuss this study further, please contact:
Dr Jonathan Graffy,|
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Mother's Copy of Consent form.

Study selected:
o A randomised controlled trial of the effectiveness of breastfeeding counsellors
il supporting women who want t¢ breastfeed.
: or
= An observation study for women who are not eligible for the controlled trial

because they plan to see a breastfzeding counsellor.
I hgve read the information overleaf and have had the opportunity to ask questions about my
participation in this study.
The investigator has explained the nature and purpose of the research and I believe that I
understand what is being proposed. For example, I understand that this trial is part of a

research project designed to promote medical knowledge and that it has been approved by my
local Research Ethics Commuttee,

I have been told that the study includes completing three follow-up questionnaires when 1
bring my baby for check-ups or immunisations. Iunderstand that my personal involvement
and my particular data from this trial will remain strictly confidential. Only researchers
involved in the trial will have access to this.

I consent to participate in the study which hzs been fully explained to me.
MOTHER'S NAME : (Block €apit@ls) .......... ...coooumoiiiinescsinssissscssisssnsisssssssrsssssissssssasasansns

SIGNATURE: ...........ccomrimrirresecnrccnnneeniiesssresinssssesaseressscnreeres DBATEL citienrsissssessessaiens
To be completed by the doctor or midwife responsible for obtaining consent.

1 confirm that I have explained to the patient named. above the nature and purpose of the
research to be undertaken.

You have been selected to receive:

a) Normal care from you midwife and health visitor.
or
b) Normal care and additional support from a breastfeeding counsellor

Your breastfeeding counsellor is .. bbbt ea bbbt et s aa s bbbt b
She wall contact you in the next couple d" days If you do not hear from her within
10 days, please phone her on:

————

Mothers' Information

&

Invitation to Join
a Study of

Breastfeeding Support

syuedionaed a0y woneurioyuy :oMy, Apnig
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Thanlk you for reading this. We would like to invite you to join
a study of extra support for mothers who want to breastfeed.
We have written this to help you understand what the research

is about, before you agree to participate. Do ask questions if
you wish.

Breastfeeding is widely acknowledged to be the best way to feed
a new baby. However, not all women find it easy, so we are
studying whether giving women additional support helps them
to breastfeed for longer.

We are asking women registerad with this practice who are
considering breastfeeding to take part. If you agree to do so, we
will either offer you our norma: antenatal and- postnatal care,
or this care and additional support from a breastfeeding
counsellor. Breastfeeding counsellors are women who have
breastfed themselves and have trained over a two year period
through the National Childbirth Trust, to help other mothers
breastfeed.

To ensure this study is valid, we cannot choose which type of
support you receive. This will be decided by chance and the
practice staff do not know which you will be offered. If you are
selected to see the breastfeeding counsellor, she will arrange to
visit you before you have your baby. After your baby is bomn,

she will be able to offer you additional support, either by

telephone or at your home.

Whether you are seeing a breastfeeding counsellor or not, we
would like to know how you feed your baby. We would like
you to complete a weekly feeding diary and three short
questionnaires when you bring your baby for chedc-ups or
immunisations at six weeks, three months and four months.
Each of these will take less than ten minutes to complete.

All those involved in this study will treat everything you say in
strict confidence. If you agree to take part, you general practice
or hospital may give the study organisers the date your baby is
born, and details of your address if you move house, but no
other information.

If you do not wish to breastfeed your baby, or have previous
children and breastfed your last child for more than six weeks,
we are unable to include you. If you plan to contact a
breastfeeding counsellor anyway we cannot include you in the
main study, but we would still like you to complete the follow-

up questionnaires and feeding diarys.

You are completely free not to participate and may withdraw
from the study at any time. This will not jeopardise your care
in any way.

General information on patients' rights, including participation

in research studies may also be obtained from your local
Community Health Council.

Thank you.
If you have any questions about the study, please ask your
general practitioner. You may also contact:

Dr Jonathan Graffy,

Py

Or telephone:

syuedronaed 10§ uonvuLIoju] (0MT, ApnIg
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APPENDIX C
Study two: Six week postnatal questionnaire

INFANT FEEDING PROJECT [ ]

Directions This questionnaire is part of a project to l@khe support women get with breastfeeding. ea$d read it carefully
and tick the boxes which apply. If you have bittugpur feeding diary with you, please return ithwthis questionnaire.
As before, your answers will be treated in strmfidence.  Thank you for your help.

A. The birth:

1) What type of delivery did you have? Please tick one box
Normal delivery 0
Forceps or Ventouse delivery 0

Caesarian - general anaesthetic
Caesarian - epidural

2) Was your baby premature, or unwell in the first fewdays?
No 0
Yes [J If yes,What was the Matter?............oooiiiiiii e

2a)Was your baby in the Special Care Baby Unit?
No 0
Less than 24 hrs
More than 24 hrs 0

3) Did you put your baby to the breast to feed at angtage?
(Please include all attempts, even if unsuccessful
Yes [
No 0 If no, Why did you decide NOt t02.......cceiiiiiiiiiiiiieeee et

If your answer to question 3 is "No" and you nelverastfed this child, you do not need to comptle¢erest of the questionnaire.
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APPENDIX C
Study two: Six week postnatal questionnaire

B. Current feeding You may use your feeding diary as a reminder ifwisl. "Bottle feeding" refers to the use of formula
milk but does not include juice or water given ibaitle. "Breast feeding" includes the use ofrymun expressed breast milk.

4) At present is your baby.....

Breast fed [0 — Go to question 4a
Bottle fed [0 — Go to question 5
Both breast and bottle [0 — Go to question 6

4a) Do you give your baby any milk in a bottle at preset, (apart from expressed breast milk)?

Yes (even if occasionally) [l — Goto question 6
No [0 — Goto question 7
5) When did you last breast feed your baby? ........ ..o Please write in the age or date.

5a)What were your reasons for stopping? Please give all reasons, but indicate which yolifemost important.

5b)Would you like to have continued breastfeeding folonger, or had you fed for as long as you intended?

| would have liked to have breast fed for longer [
| breast fed for as long as | intended 0

6) When did your baby first have any bottle milk? ..., Please write in the age or date.

6a)What was the reason for giving formula fEEAS? ... e

6b)How much bottle milk are you now giving daily? (In24 hrs) Either........ 0Z Of ... ml
7) Do you give your baby any juice or water? Yes 0 If Yes,How much a day? Either........ 0Z Of .eeeee. ml
No [
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APPENDIX C
Study two: Six week postnatal questionnaire

C. The next questions ask about your experience wéthstfeeding. You may add any comments you wish.

8) How have you found breastfeeding?

Much easier than | expected

A little easier than | expected
As | expected

A little harder than | expected
Much harder than | expected

9) Have you felt confident or unsure about your abiliyy to breastfeed?

| have felt very confident
| have felt fairly confident
| have felt fairly unsure
| have felt very unsure

10) Have you found breastfeeding stressful?

Most of the time
Some of the time

A little of the time
Very little of the time

11) Have you enjoyed breastfeeding?

A lot

A fair amount
A little

Not at all

Ooooogodg

O

U
U
U

O

Oo0OO

I |

12) Have you worried that your baby may not be gainingenough weight?

A lot

A fair amount
A little

Not at all

I R
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APPENDIX C
Study two: Six week postnatal questionnaire

13) Have you felt you would be embarassed about breastding in front of people you don't know?

A lot N
A fair amount N
A little O
Not at all N

14)Have you tried to contact a breastfeeding counseli@ince your baby was born?
(Please do not include contacts with your healdlitei or midwife).

No [
Yes [ If "Yes"Please give detailS:..........cccovvveiiiiiiii i
14a)How did you hear Of the COUNSEIIOI?.... ...t e e e e e e s e s e e e e e e e e e e essssneereeeeeeesesnnsenenneeees

14b)Did you have any difficulty contacting the counsetir?

No [
Yes 0 If "Yes"Please give details:..........cc.uuuiiiiiiiiiiii e

14c)Did you find the counsellor helpful?

Very helpful 0 Please eXPlain:....... ..o
Fairly helpful [

N 114 [ 7= {1 | S
Not helpful 0
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Study two: Six week postnatal questionnaire

D Feeding difficulties The questions on the next three pages ask abouhoarfeeding problems and the help you have had
Please tick one box; however, if you have not hadptoblem referred to, you can leave the reshefpage.

15) Have you had difficulty getting the baby to take tle breast?

Most of the time 0 — Go to question 15a
Some of the time 0 — Go to question 15a
A little of the time 0 — Go to question 15a
Not at all 0 — Turn to next page, question 16
15a)What did you do yourself when you first had this pobIEM?2.........co e

15b) What advice or suggestions, if any, did the folloing people give you for this problem?
ol 1S o= Ta o o T o T= Ui 1T PSP
@ 11T -V 11 VA= VT I 1= o SRR
Y10 V1 = PO PP R PPRRPPRRPPRN
o (ST= UL Y AT (o PP OO PU PP
Bl =] =t (=T=To T To T oo 1UT 0 £{= | (o] PR

e CT= a1t = Ul o] = ot 11T 1= PP
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APPENDIX C
Study two: Six week postnatal questionnaire

16) Have you felt you weren't making enough milk for bdy?

Most of the time [ — Gotoquestion 16a
Some of the time [ — Gotoquestion 16a
A little of the time [ — Gotoquestion 16a
Not at all [0 — Turn to next page, question 17
16a)What did you do yourself when you first had this pobIEM?2..........oe e

16b) What advice or suggestions, if any, did the folloing people give you for this problem?
ol 1S o= Ta o [ o T o T= Ui 1T PSRRI
@ 11T -V 11 VA= Voo I = o SRR
Y10 11 = PO PP R PPRRPPRRPPRN
ol 5 L2 1LY AT o o PP PP PP PP PPPPPPPPPPPPRPTN
B =] ==t (=T=To T To T oo 10T 0 £1= | (o] o U

R C 1= a1t = Ul o] = ot 11T 1= PP
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Study two: Six week postnatal questionnaire

17)Have sore nipples been a problem for you?

Yes, a severe problem 0 — Goto question 17a
Yes, a moderate problem 0 — Goto question 17a
Yes, a minor problem 0 — Goto question 17a
Not a problem for me 0 — Turn to next page, question 18
17a)What did you do yourself when you first had this POBIEM?..........u e

17b) What advice or suggestions, if any, did the folloing people give you for this problem?
S 10 o= U o 0T o T= Ut T O
- Other family @Nnd frIENUS: ... ettt oottt ettt e e e e e s s e e beeee et e e e e e aaseebbe e e eeeeaeaeeasannbantnneeeaeaens
B 1T AT (R RTPUPOPRPPRI
Bl (=L I TS 1 (o PP
=] (== 1S (== T T o oo TH ] F51= 1o T SRRSO

e C L= 1T = I o] =T 11T 1= OSSR
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APPENDIX C
Study two: Six week postnatal questionnaire

18) Have you been unwell, depressed or had any othergblems since your baby was born?

No [
Yes 0 If "Yes"Please give detailS:..........cccuvviiiiiiieiiie e

19) Has your baby been unwell or had any illness at &l

No 0
Yes 0 If "Yes"Please give detailS:..........ccuuiuiiiiiiiiiiii e

Appendices 323



APPENDIX C
Study two: Six week postnatal questionnaire

Please add anything else that you feel is important:-

Please give your baby’s full name:

Thank you very much for completing this. Please return it to the receptionist or nurse who gave it to you. If
you were unable to complete it at the surgery, you can do so at home and return it by post. You do not need to
use a stamp.

Send itto: Dr Jonathan Graffi
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Study two: Three month postnatal questionnaire

INFANT FEEDING PROJECT

Your feeding at three months:

Please complete this while you wait to see the doctor or nurse. If you have brought your feeding
diary with you, please return it with the questionnaire. In this questionnaire, "Bottle feeding" refers
to the use of formula milk, but does not include juice or water given in a bottle. "Breast feeding"
includes the use of your own expressed breast milk.

1) At presentis your baby.....

Breast fed [0 — Go to question 1a
Bottle fed [0 — Go to question 2
Both breast and bottle [0 — Go to question 3

1a) Do you give your baby any milk in a bottle at present, (apart from expressed breast milk)?
Yes (even if occasionally) [0 — Go to question 3
No [0 — You may leave the rest of the questionnaifease add
the date at the bottom and return it to the receptionist.

2) When did you last breast feed?.........cooviiiiiiiiiii e
Please write in the age or date.

2a)What were your reasons fOr StOPPING?...eeveee e e ot r e e e e e e s rr e e e e e e e e e s e e e nrnneens

2b)Would you like to have continued breast feeding for longer,
or had you fed for as long as you intended?

Please tick:
| would have liked to have breast fed for longer [
| breast fed for as long as | intended 0

3) When did your baby first have any bottle milk?

Thank you very much for completing this. Please return it to the receptionist or nurse who gave it to
you. If you were unable to complete it at the surgery, you can do so at home and return it by post.
You do not need to use a stamp.

Send it to: Dr Jonathan Graf

If you are still breastfeeding, please take the attached Feeding Diary 3 home and return it when you
bring your baby for the immunisation or check-up at four months. If you have stopped breastfeeding,
you do not need to complete the Feeding Diary.

Thank you for your help.
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Study two: Four month postnatal questionnaire

INFANT FEEDING PROJECT

Your feeding at four months:

Please complete this while you wait to see the doctor or nurse. If you have brought your feeding
diary with you, please return it with the questionnaire. In this questionnaire, "Bottle feeding" refers
to the use of formula milk, but does not include juice or water given in a bottle. "Breast feeding"
includes the use of your own expressed breast milk.

1) At presentis your baby.....

Breast fed [0 — Goto question la
Bottle fed [0 — Go to question 2
Both breast and bottle [0 — Go to question 3

1a) Do you give your baby any milk in a bottle at present, (apart from expressed breast milk)?
Yes (even if occasionally) [0 — Go to question 3
No [0 — You may leave the rest of the questionnaifkease add
the date at the bottom and return it to the receptionist.

3) When did you last breast feed?.........cooviiiiiiiiiie e
Please write in the age or date.

2a)What were your reasons fOr SLOPPING?...ceee ittt e e e e e e e e e e eeeeeeee

2b)Would you like to have continued breast feeding for longer,
or had you fed for as long as you intended?

Please tick:
I would have liked to have breast fed for longer [
| breast fed for as long as | intended 0

3) When did your baby first have any bottle milk?

Thank you very much for completing this. Please return it to the receptionist or nurse who gave it to
you. If you were unable to complete it at the surgery, you can do so at home and return it by post.
You do not need to use a stamp.

Send itto: Dr Jonathan Graff

Thank you for your help.

Appendices 326



Feeding Diary

APPENDIX C
Study Two: Diary Cards

Please complete this feeding diary each week.
Tick the diary boxes every Saturday to record how you fed
during the previous 24 hours.  If you changed how you fed,
(for example if you introduced a bottle feed or stopped
breastfeeding,) please give the day and date that you did so.
You may tick more than one box each week.

Day and date
started or stopped:
Breast feeding
Botfle feeding
(Less than 4oz daily)
Bottle feeding

(More than 4oz daily)

Juice or water

Feeding Diary 2

Please complete this feeding diary every Saturday. .
Tick the diary boxes to record how you fed during the previous 24 hours.
If you changed how you fed, (for example if you introduced & solid food or

' stopped breastfeeding,) please give the day and date that you did so.

You may tick more than one box each week,

Day and date
started or stopped:

Breast feeding

Bottle feeding
(Less than 4oz daily)

Bottle feeding -
(More than 4oz daily)

Juice or water

Solid foods
(Please give details)

Feeding Diary 3

Please complete this feeding diary every Saturday.

Tick the diary boxes to record haw you led during the previous 24 hours.
If you changed how you fed, (for example if you introduced a solid food or
stopped breastfeeding,) please give the day and date that you did so.

You may tick more than one box each week.

Day and date
started or stoppea:

Breast feeding

Bottle feeding
(Less than 4oz daily)

Bottle feeding
{More than 4oz daily)

Juice or water
=

Solid foods

(Please give details)
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APPENDIX C
Study Two: Instructions for counsellors

; Breastfeeding Research

Tel
Fax

unsellor' tes.

These notes describe the arrangements for offering women counselling as part of the

breastfeeding support project. We have not attempted to discuss the content of counselling

which depends on your individual skills and training as an NCT breastfeeding counsellor and . _ _
the needs and concerns of the mother. All counselling as part of this project : should conform

to the code of conduct for NCT breastfeeding counsellors.

Explaining about Breastfeeding Counselling:

The women recruited to this trial are planning to breastfeed but had not planned to see a

breastfeeding counsellor. This means that many may be unclear who counsellors are or how
. to contact you, so it will be important to explain this at the antenatal visit. You will have an
i introductory letter to sign and give to each woman.

Recording conticts:

While counselling is a very individual skill, it is important that we know what interventions
women receive. Because of this, you need to use the antenatal and postnatal record forms
whenever you have contact with a woman, (unless it is just to arrange to visit her).

These forms were designed jointly with the two counsellors who helped with the pilot project
and we hope that you find them easy to use. You don't have to cover everything listed on the
form. The second page asks for your impression of what mattered most in the contact.  All
that you write will be analysed and will help us to explore the effects a counsellor may have
on women's experiences of breastfeeding. Please write as much as you want on the antenatal
and postnatal forms about;

. What happened during the contact
. Your feelings and what you said

. What the woman expressed to you about her experiences
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Study Two: Instructions for counsellors

Maxin-lising the effectiveness of counselling:

If the study is to test whether women offered support from a breastfeeding counsellor feed for
longer and have a better experience than those who do not, there must be a genuine difference .
in the support offered to the two groups of women.

This means it js important that everyone in the counselling group meets a counsellor. If you
let me know when you will be away, we can avoid sending you women who are due to deliver
then. If you can't see someone, do pass her to a colleague or let me know. It also means
making it as easy as possible for women to contact you. Everyone has their own feelings
about answering machines, but if you do not have one and would like one, it may be possible -
to provide one from research funds. ' .

We know from research in Health Education that giving written information can improve the
effectiveness of information given verbally. Because of this we will send you two leaflets to
give women. Please give women both at the antenatal visit. You may also give women with
specific problems other leaflets if you wish.

|
Please be clear about/ follow-up arrangements. Antenatally it may be easiest to ask mothers
to phone you whep'fhey get home, but do tell them they can call you from the hospital if they
wish. As you.know, getting the first few feeds right is crucial in establishing successful -
breastfeeding. Postnatally, it may help to plan a follow-up contact if a woman phones you.
This might mean offering to phone her the next day to check how things are going or
alternatively leaving it to her to call again if she wishes. The approach you adopt is up to you
and the mother.

A very small scale research project was undertaken by two medical students earlier this year
in order to gain an insight into the experiences of women who contacted counsellors and
those who did not. They found that many women were surprised to encounter ‘problems with
breastfeeding. Some women said that they only contacted a counsellor as a last resort. This
was usually when their baby was crying a lot, they were finding feeding painful, or very
difficult. For some women, calling a counsellor to ask a question felt like they were failing in
some way.

We asked a number of counsellors for their ideas on how to make it easier for women to
initiate contact. Overall counsellors felt that by discussing and emphasising the following
issues may help;

' Breastfeeding counsellors are ready to listen, even to a good moan

. Counsellors want to hear from women even if everything is going well or things are
not going brilliantly

. Breastfeeding is a skill to learn and it may take a bit of time

. " It can be difficult to get the baby to latch on

. If women are experiencing any pain, however little, a quick chat early on may help.

It’s easier to sort out a little problem than a big one,
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Timetable:

You will receive antenatal notifications when mothers are between 29 and 36 weeks.
Although it is helpful to make contact early, women who are still working may prefer to
arrange for you to visit after they have started maternity leave.

After your home visit, please return your antenatal notes. A copy will be made and the front
sheet returned for your records.

It may take a while for us to hear that women have delivered and you will probably hear
_ sooner if you ask them to let you know themselves. If so, use one of the spare postnatal
forms. Please return the postnatal forms four months after women have delivered.

We hope these notes help you with this study and that you find it stimulating and worthwhile.
Thank you for yowr commitment to this. .

Jonathan Graffy and Jane Taylor
July 1996 :
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Study Two: Counsellor's antenatal record form

3

Project Ref: [ 35 ]
Antenatal Record Form,

Part 1: To be completed at antenatal visit.

Seen WIth! ..o et et b e Date: T cmsescersnsnnsissuesessaserassansas enecrsasi
Difficulty making contact? .......cc.ceemrernneeenrieieieninsins e Time started: .....coomrnirmomimsenenmmsisnnne,
Venue: Home / Surgery/ Other ........c.cocvveverenrnvennns Time finished: OO

Feeding Plans (including reasons and how definite decision is):
Past contact with breastfeeding;

Expectations: -

Support;

Other issues discussed: -

®I will be available to give you support after your baby is born. How would you prefer us to make contact?”

‘ ) Please Tick:
& ] am happy for you to telephone me: ( )
w=r ] would prefer to contact you myself: )

wr [ would prefer you to visit (No phone available): ( )

Topics covered:

Benefits of breastfeeding: YES/NO

Establishing breastfeeding: ’ :
o= Timing of first feed YES/NO
= Colostrum YES/NO
= Positioning YES/NO
= Sore nipples YES/NO
mr Demand feeding YES /NO

Avoiding supplements: YES /NO

Stimulating milk production: demand and supply: YES/NO

Coping in front of others: YES /NO

Contacting the counsellor, availability: . YES/NO

Completed by:
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Study Two: Counsellor's antenatal record form

-ProjectRef?[
" Antenata] Record Form.

Part 2: For counsellor to complete alone:

In this contact, the single most important thing we discussed was:

Please mark the scales to indicate how impoftant you feel each of the following was in this contact:

Not . Most .

important. | ‘ important.
Practical advice for | Heedi blems:

Not | ' Most

important. important, .
Di . other's feeli bout 1 tfeeding:

Not I :Most

important. important.
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Study Two: Counsellor's postnatal record form

Postnatal Record Form.

Part 1: Please complete for all phone calls and visits.

Difficulty making contact? .............coeceererrverereseeennes

Venue: ~ Home/ Surgery/ Telephone ...........cccsevvnnnea.

Please tick

Contact initisted by: Mother: ( ) Partuer:

........ Date:

........ Time started: .....c..ocooomenvinrecriiniinnnl

me PP P YN

Counsellor: () Professional: ()

Project Ref: [ ]

Age ofbaby: ...,

Reason for contact;
Current feeding;

Feeding problems: -
(including advice given)

Mother's feelings about feeding;

‘Opinions of partuer, family and friends:
Support and contact with health professionals;
Other issues discussed:

Follow up:

Topics covered:
Benefits of breastfeeding:
Establishing breastfeeding:

& Timing of first feed

= Colostrum

= Positioning

wF Sore nipples

5 Demand feeding
Avoiding supplements:
Stimulating milk production: demand and supply:
Copijng in front of others:

Completed by:;

YES /NO

YES /NO
YES/NO
YES /NO

" YES/NO

YES/NO
YES /NO
YES/NO

YES/NO
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Study Two: Counsellor's postnatal record form

Project Ref: [ ]
Postpatal Record Forin,

Part 2: For counsellor to complete alone:
Please complete a separate form for each contact

In this contact, the single most important thing we discussed was:

Please mark the scales to indicate how important you feel each of the following was in this contact:

Explaining about lactati { suckling:
Not Most
important. | important.
Not _ ) Most
important. | important.
Not l ’ Most
important, : important,
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APPENDIX D
Creating a measure of duration of feeding for surwal analyses

Note on generating outcome variables for duration fobreastfeeding

Data from the six weeks, three months and four h®iuestionnaires was used to generate single
measures of the duration of breastfeeding. Theetipostnatal questionnaires allowed women to
enter either the date, or number of days they bfedsor until they first introduced bottle feeds.

- When both were entered, if there was a discrepbatyeen the reported duration and the date of
the change, the date was used to calculate thearushidays from the baby's date of birth.

- Where there was a discrepancy between the feedamy, dcompleted at the time, and the
guestionnaire, completed retrospectively at sixkse¢hree or four months, the data from the
feeding diary was used in preference.

- In a number of cases, information was availablenfroore than one questionnaire. When there
were inconsistencies between these, the originmhdowere checked and the data from the
earliest questionnaire used whenever possibleh®asis that the recall period was less and the
data was therefore more likely to be accurate.

- The survival analyses were based on variables letédclfor the number of days that participants
were known to have breast fed, (DAYSBR), or the benof days that they were known not to
have bottle fed, (DAYSBO). Additionally, two furtheariables, (STATUSBR and STATUSBO),
were calculated to record whether or not the adioa to the change in feeding behaviour was
known. STATUSBR and STATUSBO were given the valt&08 when participants were lost to
follow-up or had not changed their feeding behawiby four months when data collection
ceased, (censored observations) or "1" when thdyelher stopped breastfeeding, or introduced
bottle feeds.

- When only the six-week questionnaire was availablaYSBR was given the value of 42 for
women still giving any breastfeeds at six weeksheWthe three month questionnaire was the last
one received for women giving any breastfeedsraetmonths, DAYSBR was given the value of
91 and for all women still giving any breastfeetiéoar months, DAYSBR was given a value of
120. Similarly, DAYSBO was given the values of 47, and 120 for women who had not
introduced bottle feeds by those ages, where neesuient data was available. In all these cases,
STATUSBR or STATUSBO was recorded as "0".
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APPENDIX E
Additional data for section 3.3.4

Appendix E: Table 3.3.4
Recruitment by practice?’
Potential Recruited % Excluded % | Questionnaire not %
Practice recruits returned
1 427 105 24.6% 251 58.8% 71 16.6%
2 163 21 12.9% 72 44.2% 70 42.9%
3 211 31 14.7% 72 34.1% 108 51.2%
4 375 71 18.9% 99 26.4% 205 54.7%
5 188 21 11.2% 61 32.4% 106 56.4%
6 300 65 21.7% 121 40.3% 114 38.0%
7 211 22 10.4% 66 31.3% 123 58.3%
8 161 33 20.5% 38 23.6% 90 55.9%
9 96 26 27.1% 39 40.6% 31 32.3%
10 140 31 22.1% 48 34.3% 61 43.6%
11 194 38 19.6% 82 42.3% 74 38.1%
12 68 16 23.5% 20 29.4% 32 47.1%
13 51 0 0% 20 39.2% 31 60.8%
14 106 18 17.0% 33 31.1% 55 51.9%
15 122 28 23.0% 52 42.6% 42 34.4%
16 92 16 17.4% 44 47.8% 32 34.8%
17 75 18 24.0% 23 30.7% 34 45.3%
18 167 30 18.0% 60 35.9% 77 46.1%
19 94 27 27.7% 21 22.3% 46 48.9%
20 96 24 25.0% 37 38.5% 35 36.5%
21 110 30 27.3% 34 30.9% 46 41.8%
22 63 10 15.9% 28 44.4% 25 39.7%
23 79 7 8.9% 15 19.0% 57 72.2%
24 62 12 19.4% 17 27.4% 33 53.2%
25 137 43 31.4% 49 35.8% 45 32.8%
26 139 37 26.6% 55 39.6% 47 33.8%
27 54 16 29.6% 15 27.8% 23 42.6%
28 153 25 16.3% 33 21.6% 95 62.1%
29 22 2 9.1% 7 31.8% 13 59.1%
30 75 8 10.7% 15 20.0% 52 69.3%
31 61 17 27.9% 20 32.8% 24 39.3%
32 72 20 27.8% 24 33.3% 28 38.9%
Total: 4364 868 19.9% 1571 36% 1925 44.1%

" In table 3.3.4, women who were eligible, but weiteer not asked, or declined to participate & th
randomised controlled trial or observation studyiacluded in the excluded group for simplicityher
"recruited" column includes those recruited to@itthe RCT or observation study.
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APPENDIX E
Additional data for section 3.3.6

Appendix E: Table 3.3.6
Language spoken by non-English speakers:

Language: Number of women: %
Turkish 94 42.5
Bengali 41 18.6
French 9 4.1
Somali 6 2.7
Spanish 5 2.3
Portuguese 3 1.4
Vietnamese 2 9
Russian 1 5
Arabic 1 5
Ethiopian 1 5
Not recorded 58 26.2
Total: 221

Appendices 338



APPENDIX E
Additional data for section 3.3.7

Additional data on the effectiveness of randomisabin

Appendix E: table 3.3.7a
Parity of intervention and control groups:

Intervention Control Total

Yes Count 94 87 181
% within Randomisation 25.90% 24.40% 25.10%

No Count 269 270 539
% within Randomisation 74.10% 75.60% 74.90%

Total 363 357 720

Chi-Square = 0.22 (1df) p = 0.637.

Appendix E: table 3.3.7b
Age group of intervention and control groups:

Intervention Control Total
Under 20 Count 20 24 44
% within Randomisation 5.50% 6.80% 6.20%
20-24 Count 63 54 117
% within Randomisation 17.50% 15.30% 16.40%
25-29 Count 119 111 230
% within Randomisation 33.00% 31.40% 32.20%
30-34 Count 106 119 225
% within Randomisation 29.40% 33.70% 31.50%
35 and over Count 53 45 98
% within Randomisation 14.70% 12.70% 13.70%
Total 361 353 714

Chi-Square = 2.65 (4df) p =0.618

Appendix E: table 3.3.7c
Ethnicity of intervention and control groups:

Intervention Control Total

White (UK) Count 212 205 417
% within Randomisation 59.40% 59.10% 59.20%

White (Other) Count 37 37 74
% within Randomisation 10.40% 10.70%  10.50%

African / Carribean  Count 61 48 109
% within Randomisation 17.10% 13.80%  15.50%

Indian Subcontinent Count 24 31 55
% within Randomisation 6.70% 8.90% 7.80%

Other Count 23 26 49
% within Randomisation 6.40% 7.50% 7.00%

Total 357 347 704

Chi-Square = 2.60 (4df) p =0.627
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APPENDIX E
Additional data for section 3.3.7

Appendix E: table 3.3.7d
Social class of intervention and control groups:

Intervention Control Total
I Count 38 31 69
% within Randomisation 11.00% 9.20% 10.10%
Il Count 81 98 179
% within Randomisation 23.40% 29.10% 26.20%
IIINM Count 68 56 124
% within Randomisation 19.70% 16.60%  18.20%
IIM  Count 90 88 178
% within Randomisation 26.00% 26.10% 26.10%
v Count 40 36 76
% within Randomisation 11.60% 10.70% 11.10%
\Y Count 7 15 22
% within Randomisation 2.00% 4.50% 3.20%
Other Count 22 13 35
% within Randomisation 6.40% 3.90% 5.10%
Total 346 337 683
Chi-Square = 8.82 (6df) p =0.184
Appendix E: table 3.3.7e
Terminal educational age of intervention and contro | groups:
Intervention Control Total
Under 16 Count 25 26 51
% within Randomisation 7.10% 7.40% 7.30%
16 Count 86 88 174
% within Randomisation 24.30% 25.20% 24.80%
17 Count 51 52 103
% within Randomisation 14.40% 14.90% 14.70%
18 Count 50 59 109
% within Randomisation 14.10% 16.90%  15.50%
19 & over Count 142 124 266
% within Randomisation 40.10% 35.50%  37.80%
Total 354 349 703

Chi-Square = 1.98 (4df) p =0.740

% gocial class was coded by husband or partnesigpation when the woman had a partner and by her
own if she did not. The reasons for this appraaehgiven in section 3.3.5 note iv.
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APPENDIX E
Additional data for section 3.3.7

Appendix E: table 3.3.7f
Intended duration of intervention and control group S:

Intervention Control Total
Under 6 weeks Count 22 28 50
% within Randomisation 6.60% 8.30% 7.50%
6 weeks - 3 months Count 75 77 152
% within Randomisation 22.70% 22.80% 22.70%
3 - 6 months Count 150 152 302
% within Randomisation 4530% 45.00% 45.10%
6 - 9 months Count 51 36 87
% within Randomisation 15.40% 10.70%  13.00%
9 - 12 months Count 25 30 55
% within Randomisation 7.60% 8.90% 8.20%
Over 1 year Count 8 15 23
% within Randomisation 2.40% 4.40% 3.40%
Total 331 338 669
Chi-Square = 5.86 (5df) p =0.320
Appendix E: table 3.3.7g
Intention to return to work of intervention and con trol groups:
Intervention Control Total
No plan to return Count 85 91 176
% within Randomisation 26.20% 29.10% 27.60%
Within 6 months Count 117 118 235
% within Randomisation 36.10% 37.70% 36.90%
After 6 months Count 122 104 226
% within Randomisation 37.70% 33.20% 35.50%
Total 324 313 637

Chi-Square = 1.45 (2df) p =0.484
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APPENDIX E
Additional data for section 3.5.8a

Appendix data for table 3.5.8a
Only those who had decided to breastfeed

Crosstab
Randomisation
Intervention Control Total

Breastfeeding  Any breast Count 216 210 426

at six weeks % within Randomisation 67.5% 63.6% 65.5%

Only bottle  Count 104 120 224

% within Randomisation 32.5% 36.4% 34.5%

Total Count 320 330 650

% within Randomisation 100.0% 100.0% 100.0%

Crosstab
Randomisation
Intervention Control Total

Breastfeeding  Any breast Count 216 210 426

at six weeks % within Randomisation 67.5% 63.6% 65.5%

Only bottle  Count 104 120 224

% within Randomisation 32.5% 36.4% 34.5%

Total Count 320 330 650

% within Randomisation 100.0% 100.0% 100.0%

Crosstab
Randomisation

Intervention Control Total
Breastfeeding at  Any breast Count 142 131 273
four months % within Randomisation 48.3% 43.0% 45.6%
Only bottle  Count 152 174 326
% within Randomisation 51.7% 57.0% 54.4%
Total Count 294 305 599
% within Randomisation 100.0% 100.0% 100.0%
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Additional data for section 3.5.8a

Crosstab
Randomisation

Intervention Control Total
Any bottle feeds  Any bottle feeds Count 102 125 227
by 7 days % within Randomisation 31.9% 38.0% 35.0%
No bottle feeds  Count 218 204 422
% within Randomisation 68.1% 62.0% 65.0%
Total Count 320 329 649
% within Randomisation 100.0% 100.0% 100.0%

Crosstab
Randomisation
Intervention Control Total

Bottle feeding ~ Any bottle feeds Count 188 211 399

at six weeks % within Randomisation 58.8% 63.9% 61.4%

No bottle feeds  Count 132 119 251

% within Randomisation 41.3% 36.1% 38.6%

Total Count 320 330 650

% within Randomisation 100.0% 100.0% 100.0%

Crosstab
Randomisation

Intervention Control Total
Bottle feeding at  Any bottle feeds Count 213 241 454
four months % within Randomisation 72.4% 79.0% 75.8%
No bottle feeds  Count 81 64 145
% within Randomisation 27.6% 21.0% 24.2%
Total Count 294 305 599
% within Randomisation 100.0% 100.0% 100.0%
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APPENDIX E
Additional for section 3.4.3

Social factors and the uptake of counselling

Appendix E: Table 3.4.3a
Type of postnatal contact and parity

Type of postnatal contact I

Previous Children Face to face Telephone No contact Total
Yes 8 41 38 87
9.2% 47.1% 43.7%
No 59 102 88 249
23.7% 41.0% 35.3%
Total 67 143 126 336
19.9% 42.6% 37.5%

Chi“ = 8.57, (2df), p = 0.014

Appendix E: Table 3.4.3b
Type of postnatal contact and terminal educational age

Type of postnatal contact I

Terminal educational Face to face Telephone No contact Total
age:
Under 16 1 7 15 23
4.3% 30.4% 65.2%
16 9 43 25 77
11.7% 55.8% 32.5%
17 9 16 21 46
19.6% 34.8% 45.7%
18 12 15 17 44
27.3% 34.1% 38.6%
19 & over 35 58 44 137
25.5% 42.3% 32.1%
Total 66 139 122 327
20.2% 42.5% 37.3%

Chi* = 21.21, (8df), p = 0.007
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APPENDIX F
Participating practices

PARTICIPATING PRACTICES

The following practices participated in study two:

Hackney:

Islington:

Tower Hamlets:

Redbridge and Wal

South Essex:
Enfield:

Harrow:

West London:

South Lond_on:

Bromley:

Croydon:

Statham Grove Surgery, N16

London Fields Medical Centre, E8

Athena Medical Centre, Atherden Rd, ES
Queensbridge Road Surgery, E8

Barton House Health Centre, Albion Road, N16

Mildmay Practice, Newington Green, N16

XX Place Surgery, Stayner's Rd, El
Blythehale Medical Centre, Jersy St, E2
Globe Town Practice, Roman Rd, E2
Chrisp St Health Centre, E14

St Stephens Health Centre, E3

Wapping Health Centre, Wapping Lane, El

tham Forest:

The Allum Medical Centre, Fairlop Rd, E11
Ecclesbourne Surgery, Lea Bridge Rd , E17
Woodford Surgery, Chigwell Rd.

Stifford Clays Health Centre, Grays, Essex
Dipple Medical Centre, Pitsea, Essex

Eagle House Surgery, Ponders End
Hertford Rd branch surgery

Simpson House Surgery, Harrow

Acton Health Centre, Church Rd, W3
Hillcrest Surgery, Acton, W3
The Grove Medical Practice, Richford Gate, W6

Waterloo Health Centre, Lower Marsh, SE1

The New Surgery, Linom Rd, SW4

East Street Surgery, SE17

Bellingham Green Practice, SE6

The Hurley Clinic, Ebenezer House, Kennington Lane, SE11
Morden Hill Practice, Morden Hill, SE13

Downham Health Centre, Churchdown, Bromley

Portland Medical Centre, Portland Rd, SE25
Morland Rd Surgery, Morland Rd, Croydon
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APPENDIX G
WHO/UNICEF Ten Steps to Successful Breastfeeding

TEN STEPS TO SUCCESSFUL BREASTFEEDING

Every facility providing maternity services and e€&or newborn infants
should:

1. Have a written breastfeeding policy that is rougireommunicated to all
healthcare staff.

2. Train all healthcare staff in the skills necesgarimplement this policy.

3. Inform all pregnant women about the benefits andagament of
breastfeeding.

4. Help mothers initiate breastfeeding within a hadtshof birth.

NB: The UNICEF UK Baby Friendly Initiative have revistge wording of
this step toHelp mothers initiate breastfeeding soon aftertirt

5. Show mothers how to breastfeed and to maintaiatiact even if they are
separated from their babies.

6. Give newborn infants no food or drink other thaeastmilk, unlessedically
indicated.

7. Practice rooming-in -- allow mothers and infantsémain together -- 24 hours
a day.

8. Encourage breastfeeding on demand.

9. Give no artificial teats or pacifiers (also calldaimmies or soothers) to

breastfed infants.

10.  Foster the establishment of breastfeeding suppoupg and refer mothers to
them on discharge from the hospital or clinic.

WHO/UNICEF Baby Friendly Hospital Initiative (1992 he Global Criteria for the
WHO UNICEF Baby-friendly Hospital Initiative. Gen@vwWHO and UNICEF
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Appendix H: table 1.5.7.a

Sjolin et al, 1979

APPENDIX H

Summary tables for intervention studies

Sjolin S, Hofvander Y, Hillervik C. A prospective study of individual courses of breastfeeding. Acta Paediatrica Scandinavia

1979;68:521-9.

Design
Method

Participants &
setting

Normal
Care

Intervention

Focus of
Intervention

Venue of
intervention

Outcome

Single site study.
Duration 12 months.
Quasi-randomised -
(births before and
after midnight).

No info on drop-outs.
Outcome assessment
not independent

Quality score 2/5

Urban Sweden -
maternity ward of
University Hospital.

Inclusion criteria:

- resident in Uppsala
- normal birth

- healthy baby

- birth weight >3kg

Ethnicity not stated.
28% college or
university education.

n = 146

"Interview" with
paediatrician in
hospital on days 1 and

Maintenance of
breastfeeding

Hospital, Home Visits
and Telephone.

Partial and exclusive
breastfeeding at 2, 4,
8, 12,16, 20 and 24

4 and at home at 2 weeks.
and 6 weeks and at 3

months.

Postnatal only

Telephone contact
weekly while
breastfeeding with
visit if problem noted.

Results (number stopping/total in group, %)

Interpretation & comment

Control Intervention Qdds ratio [95% CI]

2 months: This early quasi-randomised study had significant methodological problems in that women in the
18/71, 25% 13/75, 17% 0.62[0.28 , 1.37] intervention group were contacted weekly, while the control group were interviewed

3 months: retrospectively. It seems hard to justify including it in a meta-analysis, but it does provide useful
24/71, 34% 16/75, 21% 0.54[0.26, 1.11] information about events during the period before women discontinue breastfeeding.

4 months:
34/71, 48% 24/75, 32% 0.52[0.27, 1.00] Summary:

6 months: Small study, methodology weak. Impact on breastfee  ding not significant.

44171, 62%

40/75, 53%

0.70[0.37 , 1.35]
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Appendix H: table 1.5.7.b

Jones and West, 19 86

APPENDIX H
Summary tables for intervention studies

Jones DA,.West RR. Effect of a lactation nurse on the success of breastfeeding: a randomised controlled trial. Journal of
Epidemiology and Community Health 1986;40:45-9.

Design
Method Participants & Normal Intervention Focus of Venue of Outcome
setting Care Intervention intervention
Single site study. Duration | UK Hospital. Normal UK Individual support and | Maintenance of Hospital and home Breastfeeding rates at

18 months. Quasi-
randomised, using
alternating two-week
periods. Follow up 96%.
Drop-outs recorded.
Independent outcome
assessment

Potential confounder: Late
exclusion of 66 women
due to overlap of
recruitment periods.
Quality score 4/5

Inclusion criteria:

- Women attempting at
least one feed.

- admission not
overlapping control and
intervention periods.

55% primips
Social class: 22% | & II,
46% I, 13% IV & V

n==678

maternity care

4 weeks, 3, 6 and 12
months.

problem solving by
lactation nurse.

breastfeeding.

Postnatal only
Satisfaction with care
and intention to
breastfeed next
pregnancy.

Results (number stopping/total in group, %)

Interpretation & comment

Control Intervention Odds ratio [95% CI]

3 months: This study of the effectiveness of a single lactation nurse was quasi-randomised in that women
180/355, 51% 90/228, 39% 0.64 [0.46 , 0.89] were recruited to the control and intervention groups in alternating two-week blocks, although the

6 months: investigators did exclude women whose deliveries overlapped both control and intervention weeks.

257/355, 72%

142/228, 62%

0.63[0.44 , 0.90]

There could also be concerns about recall bias because duration of feeding was assessed
retrospectively by interview at twelve months. However, the finding of a significant increase in the
number of women breastfeeding up to four weeks was also reflected in more women reporting that
they had received enough help, fewer women reporting breastfeeding problems and more mothers
in the intervention group reporting that they found breastfeeding satisfying. Women in social
classes IV and V appeared to benefit most.

Summary:
Adequate size, well-designed non-random study. Show
low-income mothers.

s benefit of support, particularly for
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Appendix H: table 1.5.7.c

Moore et al, 1985

APPENDIX H
Summary tables for intervention studies

Moore WJ, Midwinter RE, Morris AF, Colley JRT, Soothill JF. Infant feeding and subsequent risk of atopic eczema. Archives of

Disease in Childhood 1985;60:722-6.

Design

Method Participants & Normal Intervention Focus of Venue of Outcome
setting Care Intervention intervention

Single site study. Urban UK antenatal Normal UK maternity Daily Health Visitor or | Antenatal and Hospital, Home, Exclusive

19 months recruitment | clinic. care Doctor visits when Postnatal Telephone breastfeeding at 3

Randomisation inpatient. months

method not stated. Inclusion criteria: Initiation and

Follow-up 90%.
Drop-out reasons not
stated.

Outcome assessment
not independent.
Possible counfounder:
inclusion criteria
designed for trial of
allergy prevention.

Quality score 4/5

- Personal or partner
history of atopy.

Exclusions:

- Non-white

- Unsure of EDD

- Multiple pregnancy.

No socio-economic
info.
n =525

maintenance of
breastfeeding

Home visitat 4 - 6
weeks.

24 hr telephone
support

Results  (number stopping/total in group, %)

Control

Intervention

Relative Risk [95% CI]

Interpretation & comment

Stopping exclusive
breastfeeding before 3
months:

183 /248

169/227

1.01[0.91 - 1.12]

Although based on a failed attempt to conduct a controlled trial of the effects of breastfeeding in
preventing eczema, this study also tested the investigators' assumption that additional support
would encourage more mothers to breastfeed. Mothers were recruited if they, or their partners,
had a family history of asthma or eczema. Perhaps because their primary concern was whether
the early introduction of cow's milk might be associated with eczema, the authors reported the
proportion exclusively breastfeeding at twelve weeks, but gave little information on the duration of
breastfeeding, or the age at which women introduced formula milk.

Twenty six percent of women in both control and intervention groups breastfed exclusively to three
months, but as the intervention made no difference, the investigators were unable to compare the
impact of different feeding regimes. The study design was however robust enough to merit
inclusion in the Cochrane review.
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Appendix H: table 1.5.7.d

Lynch et al, 1986

APPENDIX H
Summary tables for intervention studies

Lynch SA, Koch AM, Hislop TG, Coldman AJ. Evaluating the effect of a breastfeeding consultant on the duration of breastfeeding.
Canadian Journal of Public Health 1986;77:190-5.

Design

Method Participants & Normal Intervention Focus of Venue of Outcome
setting Care Intervention intervention

Single site study. Urban Canada - Control group Home visit by Maintenance of Home and telephone. | Duration of

Duration not stated hospital. received postnatal breastfeeding breastfeeding. breastfeeding.

Randomisation method
not stated.

Follow-up unclear.
Outcome assessment
independent.

Possible confounders:
Significant differences
in parity and intention
to return to work
between groups.

Inclusion criteria:

- Intention to breastfeed
- English speaker.
Exclusions:

- Multiple births

- Birth weight < 2.5kg

- Gestation <37 weeks

41% primips

visit by public health
nurse who gave
advice determined
largely by the
questions and
concerns of mother.

consultant within 5
days of discharge. Postnatal only.
Telephone calls to
mother weekly for 1
month then monthly
for 2 - 6 months.

Quality score 2/5 n =270
Results  (number stopping/total in group, %) Interpretation & comment
Control Intervention Qdds ratio [95% CI]
3 months: This study evaluated the effectiveness of a single lactation consultant on the duration of
48/135, 36% 51/135, 38% 1.10[0.67, 1.80] breastfeeding, but the report omits information about the process used to recruit and randomise
6 months: the 270 women. This is important because the intervention group included more mothers of first

79/135, 59%

81/135, 60%

1.06 [0.65 , 1.73]

babies and more women who intended to return to work. As has been found in other studies,
mothers of first babies were more likely to discontinue breastfeeding than those with previous
children, which may have contributed to the study showing no benefit for additional support.

Overall, breastfeeding rates were high in both control and intervention groups, with 80% of
mothers breastfeeding at six weeks, suggesting that relatively few women needed support.
this, it is perhaps not surprising that the study showed no benefit from the intervention.

Given

Summary:
Moderate sized study, which showed no benefit from
bias may have contributed to negative result.

additional support. Randomisation
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Appendix H: table

1.5.7.e

Frank et al, 1987

APPENDIX H
Summary tables for intervention studies

Frank DA, Wirtz SJ, Sorenson JR, Heeren T. Commercial discharge packs and breastfeeding counselling: effects on infant-feeding
practices in a randomised trial. Pediatrics 1987;80:845-54.

Design
Method Participants & Normal Intervention Focus of Venue of Outcome
setting Care Intervention intervention
Single site study Urban USA (Boston) - | Postpartum nursing Study 1: Breastfeeding Maintenance of Hospital and Exclusive breastfeeding
Recruitment 12 mths. Hospital. staff contact, counselling in hospital breastfeeding. telephone at 1, 2, 3 and 4 months.

94% follow-up.
Randomisation
appropriate.
Drop-outs recorded.
Independent outcome
assessment.

Quality score 5/5

Inclusion criteria:

- Breastfed once

- Spanish or English

- Not on NICU > 24hrs
- Telephone available

57% primips

65% Black, 19%
Hispanic, White 13%
n =343

infrequent
breastfeeding classes,
leaflet on
breastfeeding and
midwife-led telephone
line.

Any breastfeeding at 4
months.

Median duration of
breastfeeding.

Time to introduction of

(20-40 mins)

Telephone call at 5,7, 14,
21,28 daysand 6, 8 &
12 weeks.

Telephone advice line.

Effect of
commercial
discharge packs.

Postnatal only solids.
Study 2: Commercial vs Hospital admission of
research discharge pack. infants.

Results (number sto
Control

pping/total in group, %)
Intervention

Odds ratio [95% CI]

Interpretation & comment

4 months:
70/160, 44%

60/163, 37%

0.75[0.48 , 1.17]

This study tested two interventions independently, breastfeeding counselling delivered by a trained
counsellor and the difference between commercial discharge packs and specially designed packs
which promoted breastfeeding. 91% of the women allocated to counselling received six of the eight
calls and 40% initiated a contact themselves.

The part of the study which compared commercial and pro-breastfeeding research discharge
packs showed that women who received the research packs breastfed for longer, but this may tell
us more about the ability of commercial packs to undermine breastfeeding than the research packs
to promote it.  Although women who received counselling introduced solids later, (Median age
105 days vs 91 days), which was significant on survival analysis, there was no significant
difference in the duration of breastfeeding, or the proportion breastfeeding at four months.

Summary:
Complex study with two interventions, but inadequat
breastfeeding not significant.

e sample size. Impact on
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Appendix H: table

15.7f

Grossman et al, 1990

APPENDIX H

Summary tables for intervention studies

Grossman LK, Harter C, Sachs L, Kay A. The effect of postpartum lactation counselling on the duration of breast-feeding in low-
income women. AJDC 1990;144:471-4.

Design
Method Participants & Normal Intervention Focus of Venue of Outcome
setting Care Intervention intervention
Single site study, over Urban USA (Ohio) - Routine teaching Meeting with lactation | Maintenance of Hospital and Breastfeeding rates at
10 months. hospital. regarding infant care counsellor, (nurse) for | breastfeeding. telephone 6 weeks, 3 months

Quasi-randomised
(coin toss with women
sharing room allocated
to same toss.)
Follow-up 90%.
Dropouts not stated.
Outcome assessment
not independent.

Quality score 3/5

Inclusion criteria:

- WIC programme for
low income mothers
- intention to
breastfeed

1/3 primips.
54% black

n=97

and feeding given by
nursing staff on
postnatal wards.

30 - 45 mins.
Educational booklet.

Telephone calls days
2,4,7,10 & 21.

Telephone helpline.
Lactation clinic visits

for those with
problems.

Postnatal only.

and 6 months.

Median duration of
breastfeeding.

Results (number sto
Control

pping/total in group, %)
Intervention

Odds ratio [95% CI]

Interpretation & comment

3 months:

23/44, 52%
6 months:

34/44, 77%

32/49, 65%

42/49, 86%

1.70[0.75 , 3.89]

1.75 [0.61, 4.99]

This was a relatively small study, and the authors wondered whether there had been a Hawthorne
effect, with control women breastfeeding for longer because of the interest in the study on the

postnatal wards. Randomisation by coin toss is particularly open to bias if the person tossing the
coin has an interest in giving the "best support" to a mother. The results were not significant, but
showed rather higher breastfeeding rates in the control group.

Summary:

Small quasi-randomised study, which showed no benef

it from support.
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Appendix H: table

1.5.7.9

Serafino-Cross, 1 992

APPENDIX H
Summary tables for intervention studies

Serafino-Cross P,.Donovan PR. Effectiveness of Professional Breastfeeding Home-Support. Journal of Nutrition Education

1992;24:117-22.

Design
Method

Participants &
setting

Normal
Care

Venue of Outcome

intervention

Focus of
Intervention

Intervention

Single site study over
14 months.
Randomisation
method not stated.
Follow-up 75%
Drop-out due to loss
of follow-up.

Outcome assessment
not independent.

Possible confounder:
50% of control group
not contactable at 6
months.

Quality score 3/5

Urban USA - prenatal
clinics.

Inclusion criteria:

- Intention to breastfeed
- Not previously
breastfed > 1 month

- English speaking

71% primips

40% White, 27% Black,
33% others.

92% eligible WIC
programme

n=>52

Control group given
contact name and
number for clinic
nutritionist.

Maintenance of
breastfeeding.

Home support from
breastfeeding
counsellor (5-8 visits,
lasting 30 - 60 mins.)

Home and telephone Breastfeeding at 2

months and 6 months.

Telephone advice if
needed.

Results (number sto
Control

pping/total in group, %)
Intervention

Odds ratio [95% CI]

Interpretation & comment

2 months:
17/26, 65%

10/26, 38%

0.35[0.12, 1.02]

This small study from New England included only 52 women, but offered women in the intervention
group intensive support with an average of seven visits over a two-month period.

There are significant methodological concerns, which include a lack of information about the
method of randomisation, the differential follow-up rates between the control and intervention
groups and the fact that the researcher also provided the counselling herself. Its inclusion in a
meta-analysis seems questionable.

Summary:
Small intensive study. Limited generalisability and
breastfeeding not significant.

methodological concerns. Impact on
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Appendix H: table

1.5.7.h

Barros et al, 1994

APPENDIX H

Summary tables for intervention studies

Barros FC, Halpern R, Victora CG, Teixeira ABM, Beria JU. A randomised intervention trial to increase breast-feeding prevalence in
southern Brazil. Rev.Saude Publica 1994;28:277-83.

Design
Method

Participants &
setting

Normal
Care

Intervention

Focus of
Intervention

Venue of
intervention

Outcome

Single site study.
Stated as randomised
but method not
described.

93% follow-up. Drop-
outs recorded.

Outcome assessor
independent of
intervention.

Quality score 4/5

Urban Brazil - hospital

Inclusion criteria

- Family income less
than twice minimum
wage.

- Hospital stay <5
days.

-Intention to
breastfeed.

n =900

Little statutory support
- social assistants only
visited if requested to
do so by hospital
team.

Three home visits at
5, 10 and 20 days by
a social assistant or

nutritionist.

(Assistants had
breastfed themselves
and had training in
breastfeeding
physiology and
common problems.)

Maintenance of
breastfeeding.

Postnatal

Home

Breastfeeding at
monthly intervals to 6
months and median
duration of
breastfeeding.

Time to introduction of
artificial feeds.

Breastfeeding
problems & reasons
for weaning.

Results (number sto
Control

pping/total in group, %)
Intervention

Qdds ratio [95% CI]

Interpretation & comment

2 months:
157/414, 38%
3 months:
195/414, 47%
4 months:
228/414, 55%
6 months:
257/414, 62%

114/424, 27%
187/424, 44%
225/424, 53%

254/424, 60%

0.60 [0.45 , 0.81]
0.89[0.68 , 1.16]
0.92[0.70 , 1.21]

0.91[0.69 , 1.20]

This large Brazilian study is published in Portuguese. It assessed the effectiveness of three home
visits by a social assistant or nutritionist and found a significant increase in the proportion of

mothers who breastfed.

Whereas many intervention studies have been conducted in settings where normal postnatal care
included a degree of breastfeeding support, women in this study's control group had little support,
enabling the investigators to evaluate the effect of any breastfeeding support, rather than just
offering mothers additional support.

Summary:

Large, well-designed trial. Significant increase in

proportion breastfeeding to 2 months.

Appendix H: table

1.5.7.i

Brent et al, 1995

Brent NB, Redd B, Dworetz A, D'Amico F, Greenberg JJ. Breast-feeding in a low-income population: program to increase incidence
and duration. Archives of Pediatrics & Adolescent Medicine. 1995;149:798-803.
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outcome not independent.

Potential confounders:
Intention-to-treat analysis
not done. (7 Women who did
not receive 2 prenatal
consultations were excluded
from intervention group & 8
from control group as they
contacted a consultant.)
Quality score 3/5

- English speaking

- Primiparae
Exclusions:

- gestation < 37 wks
- NICU >72 hrs

71% white

90% eligible for
WIC programme for
low-income families.
n =115

postnatal care
from ward staff
& clinic follow

up.

Design

Method Participants & Normal Intervention Focus of Venue of Outcome
setting Care Intervention intervention

Single site study. Duration Urban USA - Standard 2 - 4 antenatal sessions Initiation and Ambulatory care Breastfeeding at 2

not stated. Randomisation ambulatory care hospital care: with lactation consultant maintenance of centre (clinic), hospital | months. Median

partly described. Follow-up | centre & hospital. Optional (10 -15 mins). breastfeeding and telephone. duration of

94%, drop-out reasons breast-feeding breastfeeding.

unclear. Assessment of Inclusion criteria: classes, Telephone call 48 hrs Antenatal and

after discharge. postnatal Kaplan Meier survival
analysis.
Lactation clinic visit 1

week postnatally.

Lactation consultant
contact at each child
health clinic attendance
until weaning or 1 year.

Control

Results (number stopping/total in group, %)
Intervention

cl]

Odds ratio [95%

Interpretation & comment

Not initiating
breastfeeding:
39/57, 68%

Stopping by 2 months:
52/57, 91%

20/51, 39%

32/51, 63%

0.20 [0.08 , 0.48]

This U.S. study included all mothers expecting their first babies, whether or not they intended to
breastfeed. It therefore attempted to both encourage more mothers to breastfeed, and support those
who wanted to do so.

When data for the incidence of ever breastfeeding were reanalysed on an ‘intention to treat' basis,
adding the 8 excluded from the intervention and 7 excluded from the control group, the proportions
initiating breastfeeding were 33/58 (51%) and 26/65 (40%) respectively. It is also unclear how data on
the feeding behaviour of the control group were obtained. This suggests the potential confounders did
influence the results. Although the data still show a significant increase in the numbers attempting
breastfeeding, there is a strong case for excluding this study from meta-analyses of the effectiveness
of support for women who want to breastfeed.

Summary: Small study assessing impact on both initiation rat es and duration. Methodological
problems make the statistically significant impact on breastfeeding rates hard to interpret.

Appendix H: table 1.5.7.]

Mongeon et al, 1995

Mongeon M,.Allard R. Controlled study of a regular telephone support program given by volunteers on the establishment of
breastfeeding (French). Canadian Journal of Public Health 1995;86:124-7.

| Design
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Method

Participants &
setting

Normal
Care

Intervention

APPENDIX H

Summary tables for intervention studies

Focus of
Intervention

Venue of
intervention

QOutcome

Single site study.
Duration not stated.
Quasi-randomised
(numbered tickets).
97% follow-up.
Reasons for drop-outs
recorded.
Independent outcome
assessment.

Quality score 3/5

Urban Canada -
community based.

Inclusion criteria:
- Intention to
breastfeed.

- Not previously
breastfed.

97% primips.
57% University or
college education.

n =200

Home visit by public
health nurse during
first month and other
contacts as

determined by mother.

Antenatal home visit.

Telephone call weekly
for 6 weeks then
fortnightly.

Maintenance of
breastfeeding.

Antenatal and
postnatal

Antenatal home visit

and postnatal
telephone contact

Breastfeeding rates at
1,2,3,4,5and 6
months.

Results (number sto
Control

pping/total in group, %)
Intervention

Odds ratio [95% CI]

Interpretation & comment

2 months:

31/99, 31%
3 months:

43/99, 43%
4 months:

51/99, 52%
6 months:

79/99, 80%

34/95, 36%
45/95, 47%
54/95, 57%

71/95, 75%

1.22[0.67, 2.21]
1.17[0.67 , 2.06]
1.24[0.70, 2.17]

0.75[0.38 , 1.47]

This study, published in French, shows no benefit from the intervention which involved an
antenatal home visit and postnatal telephone support. Although the sample only included 200
participants, the results do not suggest a trend that might have become significant with a larger

sample size.

Summary:

Although quasi-randomised, this appears to be a wel
from an antenatal home visit and postnatal telephon

e support.

I-designed study. It showed no benefit
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Redman et al, 1995

APPENDIX H
Summary tables for intervention studies

Redman S, Watkins J, Evans L. Evaluation of an Australian intervention to encourage breastfeeding in primaparous women. Health
Promotion International 1995;10:101-3.

Design

Method Participants & setting Normal Intervention Focus of Venue of Outcome
Care Intervention intervention

Single site study. Urban & suburban Usual care from Antenatal teaching Maintenance of Hospital, telephone Initiation of

Recruitment over 3.5
months.
Quasi-randomised,
(odd/even numbered
consent forms.)
Follow-up 66%. Drop-
out reasons recorded.
Independent outcome
assessment by
questionnaire.

Quality score 3/5

Australia - hospital.
Inclusion criteria:

- Primips.

- Live within 20km of
hospital.

baby 4 months,

school 21%. n =235

- Intention to breastfeed.

- No plan to move before

University 13.5%, full high
school 65.%, some high

physician, hospital
staff and antenatal
classes.

session (3 hrs) + written and home.

info.

breastfeeding. breastfeeding.

Antenatal and
postnatal

Breastfeeding at six
Postnatal hospital visit weeks and 4 months.
(average 34 mins).
Satisfaction with
Telephone calls at 2-3 intervention
weeks and 3 months.

Home visits on request.

Telephone support.

Discussion group +
written info at 6 - 8 wks.

Results (number sto
Control

pping/total in group, %)
Intervention

QOdds ratio [95% CI]

Interpretation & comment

4 months:
33/75, 44%

32/77, 42%

0.91[0.48 , 1.72]

This Australian study tested a comprehensive intervention which included antenatal and postnatal
classes, written information, a visit from the breastfeeding consultant in hospital, phone calls at two
and twelve weeks and telephone support when requested. Although the method of
randomisation, which relied on odd and evenly numbered consent forms, was not ideal, the
authors considered this was unlikely to have affected the results.

A potentially serious confounding factor was that only 66% of participants provided information on
their feeding up to four months. Those who did respond had a relatively high breastfeeding rate
and were older and more likely to be married than non-responders. This raises the possibility that
the study failed to record the experiences of those who were more likely to stop; the very women
the intervention most needed to help if it were to be effective. There was however, no evidence
that the intervention was effective for those who did reply.

Summary:
Moderate-sized study with potential bias from inade
intensive intervention.

quate follow-up. No benefit shown from
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Haider et al, 1996

APPENDIX H

Summary tables for intervention studies

Haider R, Islam A, Hamadani J, Amin NJ, Kabir I, Malek MA et al. Breast-feeding counselling in a diarrhoeal disease hospital.

Bulletin of the World Health Organization 1996;74:173-9.

Design

Method Participants & Normal Intervention Focus of Venue of Outcome
setting Care Intervention intervention

Single site study. Duration | Mothers with infants | Inpatient hospital Minimum of 3 Maintenance of Hospital inpatient and | Exclusive and

not stated. Randomisation | admitted to care, including daily | sessions, with breastfeeding. home. predominant

appropriate. Follow-up diarrhoeal disease health education lactation counsellor or breastfeeding at

83%. Drop-outs recorded. | hospital in sessions, which research physician on | Postnatal discharge.

Outcome assessment not Bangladesh. included advice on days 1, 2 and day of

independent.

Potential confounders:
Controls visited at home
by lactation consultant
"without intervening for
breastfeeding
management". Intervention
mothers encouraged to
stay in hospital until
diarrhoea resolved. More
primips in intervention
group than control (44 vs
65, p<0.01) , but parity
was unrelated to outcome.
Quality score 5/5

Inclusion criteria:

- Infants < 12 wks
old

- Living within 15km
of Dhaka.

Exclusions:

- Severe diarrhoea
- Mothers unable to
stay in hospital.

N = 250

exclusive breast-
feeding to five
months.

discharge.

Encouragement to
stay in hospital until
diarrhoea resolved.

Home visit at one
week by counsellor.

Exclusive breastfeeding
at 2 weeks follow-up.

Interpretation & comment

Results (number stopping/total in group, %)
Control Intervention Rel Risk [95% CI]
Exclusive A number of aspects of this study make it very different from the others included. In particular, the
breastfeeding two fact that infants recruited were ill makes this more a study of disease management than of a health
weeks after promotion intervention.
discsharge

This is a well-designed study, but It is questionable whether it should be included within meta-
8/103 78/104 9.66 [ 4.66 - 18.96] analyses of breastfeeding support for otherwise healthy mothers and infants.
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Gagnon et al, 1997

APPENDIX H

Summary tables for intervention studies

Gagnon AJ, Edgar L, Kramer MS, Papageorgiou A, Waghorn K, Klein MC. A randomized trial of a program of early postpartum
discharge with nurse visitation. Am J Obstet Gynecol 1997;176:205-11.

Design

Method Participants & Normal Intervention Focus of Venue of Outcome
setting Care Intervention intervention

Single site study over 12 Urban Canada - Hospital care. Antenatal home visit. Initiation and Home and telephone Predominant

months. Randomisation
appropriate but 50% excluded
after randomisation because
of requirements of early
discharge programme.
Follow-up 87%. Drop-outs
recorded. Outcome by mailed
questionnaire.

Potential confounders:
Intention to treat analysis not
performed due to postpartum
exclusions. Some significant
differences between control
and intervention groups which
were adjusted for in
multivariate analyses.

Quality score 4/5

hospital-based.

Inclusion criteria:
-Para0-4

- Normal pregnancy
- English, French or
Spanish speaker.

- Live within 30
mins of hospital

Exclusions based
on obstetric
complications and
infant health
problems.

Early discharge from
hospital.

Telephone call at 48
hrs and 10 days.

Postnatal home visits
at 3 and 5 days.

maintainance of
breastfeeding

Early vs standard

discharge programme.

Antenatal and
postnatal.

breastfeeding, (less
than one breast milk
substitute a day) at

one month.

Results (number stopping/total in group, %)

Interpretation & comment

In crude, unadjusted comparisons, those randomised to early discharge
were 1.41 (1.02 to 1.94) times more likely to be predominantly
breastfeeding at 1 month, but this effect was reduced to 1.25 (0.88 to
1.75) after adjustment for a 15.9% difference in those planning to

breastfeed.

The focus of this study was on the impact of early discharge on perceived competence in
mothering, infant weight gain, identification of hyperbilirubinaemia, maternal satisfaction with health
care, predominant breastfeeding and infant health service utilisation.

It is unclear from the report how much support for breastfeeding was included in the contacts with
intervention group mothers and although breastfeeding is quoted as an outcome measure, the

study does not appear to assess the impact of breastfeeding support.

It is therefore questionable

whether it should be included in a meta-analysis of studies of breastfeeding support.
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 APPENDIX I
NCT Breastfeeding Counsellors Code of Conduct

CODE OF CONDUCT FOR BREASTFEEDING COUNSELLORS AND TRAINEES

Breastfeeding Promotion Group values the work of breastfeeding counsellors and therefore is concerned
to maintain the quality of that work on behalf of Women, their families and the Natxonal Childbirth Trust.

BPG expects breastfeeding counsellors and trainees to observe this code in theu' work for the Trust.

Breastfeeding counsellors are expected to be available to mothers who contact them; this is their primary
role.

This code covers a wide 'variety of ways in which counsellors work in their communities; but coun;eﬂors
are not expected to take on more of the other roles of a breastfeeding counsellor than they can cope with.
Aims of the Breastfeeding Promotion Group

a to promote a breastfeeding culture. -

b to encourage and supp;ort ﬁomm who wish to breastfeed their babies.

¢ to create in parents an interest in breastfeeding

-d to create an awareness in the community of the importance of breastfeeding and human milk, and of the
need for positive community support for the mother and her baby.

e to create an awareness of the measures necessary to protect breastfeeding in the community. In

particular, to create an awareness of the guide-lines set out in the WHO Code and to press for the full
"adoption of this code in the UK.

f to disseminate sound information about breastfeeding to health professionals, educators and the media.

These aims are achieved:

i through individual counselling.

ii through worklng in close liaison with other members of NCT at local, reglonal and nauonal levels,

iid through educatxou in¢luding antenatal classes (NCT and NHS), postnatal support and educatlon from
the earliest age. ,

iv through interaction with health professibna]s, education and health authorities, other breastfeeding -
organizations and governments, at local, national and international levels.

v through the collecﬁom publication and dissemination of information and research into breastfeeding,
infant nutrition and other relevant areas.

I - Breastfeeding counsellors and parents
1.1 A personal and friendly approach is the very essence of the work of a breastfeeding counselior.

£2 Counselling is free to members and non-members of the NCT alike. _
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NCT Breastfeeding Counsellors Code of Conduct

1.3 A mother who receives counselling consults in confidence, and that confidentiality must be
maintained; and a mother's permission must be sought before information about her is shared with health
professionals, However, in exceptional circumstances, where a counsellor feels that a mother's or a baby's
health is at serious risk, it may be necessary for a counsellor to inform health professionals without-a
mother's corisent, ) .

It is important that a mother's confidentiality is similarly respected in discussions between counsellors and
. other members of the NCT; any sharing of information between NCT workers must be made with a
mother's consent. A counsellor must also maintain confidentiality in any written records she may keep.

.- 1.4 A counsellor should avoid being directive in her approach to mothers, but should offer information
and practical suggestions to enable a mother to make an informed choice. The aim of a counsellor is to
increase a mother's confidence in her own mothcnng abilities and to enable her to make her own dec:swns
A counsellor should take care to differentiate between reasonable support and intrusion.

1.5 A counsellor should respect the decision of a mother not to breastfeed and remember that a mother
who turns reluctantly to bottle feeding may need continuing sensitive, caring support in coming to terms
with her decision. This does not mean offering advice on the choice of formula or other practical bottle
feeding related matters which are the province of the health professional, but rather the listening ear as the
mother tries to come to terms with possible feelings of guilt, anger or failure. By doing this, we are not
promoting bottle feeding but supporting the bottle-feeding mother.

1.6 Counselling on breastfeeding in the name of the NCT may only be given by a registered breastfeeding
counsellor, Towards the end of her training, a trainee counsellor may counse| for the NCT.under the
supervision of her local tutor. It is for tutors and individual trainees to decide what form this supervision
should take. A trainee breastfeeding counsellor may lead no more than three antenatal courses before
qualifying and may counsel the parents from these courses.

- 1.7 Neither orthodox nor alternative medical advice may be offered by a counsellor. Any mother needing
medical advice must be referred to her doctor, health visitor o other appropriate professional person or
organization. If a counsellor is interested or qualified in any other areas, it is important that those roles are
kept separate from her work within the NCT. [See relevant section in Handbook].

1.8 If a mother who seeks the help of a counsellor has received advice from a health professional or other
counsellor which differs from BPG ideas or practices, the counsellor should help the mother to consider all
the possibilities and to decide on the best course of action for herself and her baby, providing further
information if necessary. It is important that 2 mother's general confidence in her health professionals
should not be undermined.

1.9 A counsellor must continue to update her knowledge, skills and understanding in her role as a
counsellor; this will include attending study days or events as detailed by BPG, and maintaining contact
with other local counséllors and local tutors, including meeting other local counsellors on a regular basis
for peer supemsnon '

1.10 In order to remain registered, a counsellor must complete an annual return form and send it to HQ
within four weeks of the due date and attend three study days in two years. It is expected that counsellors
will choose the days to give an appropriate balance between counselling/group skills and factual/research
update. Egnell pump study days may only count for half a day for counsellors and trainees.

1.11 A counsellor should respect a mother's views about any aspect of mothering, especially if they differ
from her own, because of cultural, religious racial or other differences. A counsellor also needs to be
sensitive to possible barriers that may arise because of differences of appearance and lifestyle. If a
counsellor finds it impossible to help a particular mother, she must refer her to another counsellor or
-source of help.
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1.12 A counsellor should remember that, because of the vulnerability of babies and new parents, she must
maintain reasonable standards of personal and household hygiene.

1.13 Clinical aids to breastfeeding; it is within the role of a breastfeeding counsellor to provide clinical
aids to breastfeeding mothers, but, in order to avoid cross-infection, it is essential that these aids be
provided new, i.e. unused, to each mother. (In the case of the recommended electric breast pump, it is, of
course, only the beaker pack that must be provided new.) Counsellors may not lend, for whatever purpose,
any type of hand breast pump.

I - Counsellors and BPG

"2.1 A counsellor should give priority to the use of NCT leaflets in her work for the Trust; any other
leaflets on breastfeeding that are sold or otherwise used must be approved by BPG before being made -
available to parents or other groups. It is the responsibility of the counsellor regularly to update locally-
produced leaflets, and to submit them to BPG and NCT for approval.

2.2 No electric pump may be offered for hire by a counsellor other than that under the current approved
pump hire scheme,

2.3 NCT meetings or publications should not promote the sale or promotion of goods or services which
BPG deems to be incompatible with its aims and objectives. Nor should NCT meetings or publications be
sponsored by organisations producing these goods or services.

. 2.4 NCT meetings must not be used for the promotion of party political, sectarian or racial views. Any
views incompatible with the aims and objectives of the NCT must not be exprmed by a counsellor when
acting for, or representing the NCT.

2.5 When giving an interview, speaking in public or at a private meeting as a representative of NCT, or
writing material for publication, in which personal opinion is expressed, on matters related to
breastfeeding, or any other aspect of mothering, counsellors must state clearly that théir opinions are not
necessarily the opinions of the NCT and BPG. If speaking on behalf of NCT, they must ensure that they
express views which are consistent with those of NCT.

2.6 A counsellor may not hold an appointment with any association, institution or commercial enterprise
which has been declared by BPG or NCT council to be inimical to the aims of the NCT. As a counsellor
falls within the definition of a health worker in article 3 of the WHO Code, she may not be employed by a
manufacturer of breastmilk substitutes, bottles or teats.

IIT - Counsellors and the community

3.1 Itis important that a counsellor tries to establish and maintain friendly relationships with local
hospitals, clinics and health professionals, and to encourage exchange of knowledge between them.
Counsellors should encourage mothers to have confidence in their health professionals and to maintain
good and open relatlonslups with them.

3.2 Counsellors must try to have a positive and constructive approach towards all establishments which
directly or indirectly fail to encourage breastfeeding. If local hospitals or health professionals have an
unhelpful policy, a counsellor must try to work towards initiating change. Tact and understanding are far
more likely eventually to achieve the desired attitudes and conditions than a negative or critical approach.

3.3, A counsellor should try to Foster interest within her community in breastfeeding, an acceptance of its
prittical implications and an awareness of its role in mother/baby health anc! happiness. -
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TV - Counsellors and other organizations

4.1 A counsellor should try to maintain friendly relations with other organizations that promote
breastfeeding, provided that those organizations do not maintain aims, attitudes or practices that
undermine those of the NCT.

4.2 No currently registered trainee or counsellor-of the NCT should train or act in a similar role in other
organizations without the written approval of the NCT,

V - Counsellors and other NCT workers

- 5.1 Antenatal breastfeeding classes must be led only by an NCT counsellor, or trainee under the
supervision of her local tutor, or an NCT teacher if no NCT counsellor is available. Members of other
organizations must not give breastfeeding talks in NCT classes.

VI - Pump agents and BPG

6.1 All pump agents, including those who are breastfeeding counsellors, must abide by the Pump Agents
Code of Conduct.

BPG July 1987,1992  (c) National Childbirth Trust 1987,1992.
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APPENDIX J
Publications and Presentations from this work

PUBLICATIONS AND PRESENTATIONS OF THIS WORK

Publications:
(Copies of both publications are available — Thistlupdated after submission of thesis)

Graffy, J & Taylor JWhat Information, Advice, and Support Do Women WantWith
Breastfeeding?BIRTH, Issues in Perinatal Ca005:32, 179 —186.

Graffy J, Taylor J, Williams A, Eldridge &Randomised controlled trial of support from
volunteer counsellors for mothers considering bredsfeeding. British Medical Journal
200432826-31.

Graffy J. Breastfeeding: the GP's rdReactitioner, 1992;236 322-324

Graffy J. Mother's attitudes to and experience of breastfeedn: a primary care study.
BJGP1992;42: 61-64

Presentations:

Infant feeding in Nottingham; Intentions and Outcone.
Graffy J. WONCA conference, London. 1986 (Poptesentation)

Who needs most help with breastfeeding®raffy J. Three presentations to postgraduate
clinical meetings in Haringey, Hackney and Basiagstduring 1992.

What information and support do women want with breastfeeding?
Graffy J and Taylor J. Annual London meeting & fssociation of University Departments
of General Practice, Cambridge. February 1999

Practical aspects of recruiting to trials in primary care.
Graffy J. NHSE London Regional Office ResidentialsBarch Training Meeting,
Sunningdale. March 1999

Interventions to support breastfeeding, a review ofhe evidence.
Graffy J and Taylor J. East London and the CityltheAuthority conference: Breastfeeding
to the Year 2000. May 1999.

What information and support do women want with breastfeeding?

Graffy J and Taylor J. Barriers to Breastfeedignational conference organised by the
Royal College of Midwives, National Childbirth Tty€ommunity Practitioners and Health
Visitors Association and Royal College of Nursin@lenary presentation) May 2000.

What information, advice and support do women wantwith breastfeeding?

Graffy J and Taylor J. North American Primary CResearch Group Conference. Halifax,
Nova Scotia. October 2001. (Awarded Pfizer Priactér Research Scholarship to present
this paper.)
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APPENDIX K
Examples of women’s comments

EXAMPLES OF WOMEN'S COMMENTS ON SIX-WEEK QUESTIONNA IRES

These examples of women’s comments are providgd/éoan example of the type of data
which was available for qualitative analysis in ghedy of the information, advice and
support women want with breastfeeding. The commeelected have been chosen to
illustrate the data available, rather than becafisieeir content. The reference numbers given

refer to the mother’s study number and data isigeal/for each question from three mothers.

Of all the advice you have received about breastfeg, which was moshelpful?

a. Being told that supplement was not helpful. Thekswgaction required was different and
the baby may not feed as well from a bottle. [Cellng (1589)

b. Mum told me to try and make baby last two hoursveen feed and then feed ten to
fifteen minutes each side. This meant nipples weoemstantly under pressure. [Mother]
(2509)

c. Found the booklets helpful. [From counsellor] (3850

Of all the advice you have received, which was tdaspful?

a. Give water if baby is dehydrated, thirsty or haschps. [General Practitioner] (1589)

b. Breastfed babies don’t get wind. Let the baby fegtbng as he wants. Don’t need to
swap breasts halfway through — just start with tme next time. [Hospital midwife]
(2509)

c. None (3350)
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Please add anything else that you think is importan

a. The more | learned about how breastfeeding worttedmore determined and confident |
felt. 1 think people should be warned that thet fiesv days are the hardest where some
babies may appear to be unsatisfied by the bredasoln stick at it. Also information on
how supplementing can hinder progress such as ireglaapply, different sucking action.

| read a book “Breast is Best” which gave me infation on the nutritional benefits, also
the breastfeeding counsellor gave me a numberdiéts that helped. (1589)

b. As a first time mum | feel the hospital should had¥ised me better on breastfeeding. |
believe to keep new mums sane they should be nvaaie dabies don't just cry for food
and can use the nipple as a comforter and thatdbeyet wind.

After being born my baby was put to my breast ®laamg as he wanted which was 40
minutes one side and 30 mins the other. | belibigewas too long too soon and probably
lead to cracked nipples.

If it hadn’t hurt and if | had received assistanegarding expressing some milk | may
have breastfed for longer. | gave up becauseliyreart and | was dreading every feed.
(2529)

c. lwish I'd had a little bit more help - and reaitythe hospital. If the midwife was a bit
more helpful with breastfeeding. They were rusaed they just pulled me around a bit
and just stuck the nipple in and that. (3350)
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LITERATURE SEARCH STRATEGY

In reviewing the literature, | have sought to idigntelevant work by conducting electronic
searches at intervals and drawing on reference iisluded in other reviews. | hold over a
thousand references on a Reference Manager datdbdsehenever possible, | have retained
paper copies of original papers referred to. Whemapproach has been based on reviews, |
have identified these in the text.

Electronic searches:

| searched the following electronic databases owraber of occasions between 1994 and
February 2001.

* The Cochrane Library

* MEDLINE,

* Cumulative Index of Nursing Research and the AlliedLiterature (CINAHL)

Terms used for electronic searches:

The terms used for electronic searches variechfodifferent topics being investigated. For
example, | combined the terms “breast feeding” I[Kimiuman” and “lactation” to identify
literature likely to be relevant to breastfeedinghen combined this selection with a number
of other topic areas including “attitude to healttsocial support”, “counselling”, “health
promotion” and terms such as “infection” for theapter on the benefits of breastfeeding.

Additionally, | browsed recent references selectsidg the term “breast feeding”, to identify
references of interest which | might otherwise haangsed. | normally confined my searches
to references in English, relating to human health.

Reference lists were obtained from:

* Lawrence, RA. Breastfeeding, a guide for the mddicafession (Fourth edition). St
Louis, Missouri: Mosby-Year Book Inc. 1994.

* Heinig MJ,.Dewey KG. Health advantages of breasdiieg for infants: A critical review.
Nutrition Research Revievi9969:89-110.

* Dykes F,.Griffiths H. Societal influences uponiiiion and continuation of breastfeediBgitish
Journal of Midwifery19986:76-80.

» Tedstone A, Dunce N, Aviles M, Shetty P , Daniel€Hectiveness of interventions to promote
healthy feeding in infants under one year of agevéew. London: Health Education Authority,
1998.

» Sikorski, J. and Renfrew, M. J. Support for breseting mothers. (Cochrane Review). Issue 1.
1999. Oxford, Update Software.

» Vallenas C, Savage F. Evidence for the ten stepsutsessful breastfeeding. Geneva: World
Health Organization, 1999

* Renfrew MJ, Woolridge MW, Ross McGill H. Enablingomen to breastfeed. A review of
practices which promote or inhibit breastfeedingith evidence-based guidance for practice.
London: The Stationery Office, 2000.

* Hoddinott, P. Why don't some women want to breastfand how might we change their
attitudes? A qualitative study. 1998.UniversitWadéles College of Medicine. MPhil Thesis

* Smale, O. M. Women's Breastfeeding. 1996. Unityeo$ Bradford. D Phil thesis
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Other references were identified from a range afe®s, which were not formally searched:

* Midwives Information and Resource Service datalfgHBIRS)
* Maternity Alliance Newsletter

* National Childbirth Trust Current Awareness Bulteti

» Breastfeeding Network Newsletter

* National Childbirth Trust Library

* British Medical Journal
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