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Executive Summary
The report aims to pull together key information to inform projects using social marketing approaches to improve breastfeeding in B&H. It sets out to addresse the following key questions:
· What extra considerations are necessary when applying social marketing approaches to breastfeeding because lactation is physiologically determined, and breastfeeding is not solely a behaviour.

· What are the international, national and local policy drivers and targets?

· How does breastfeeding in B&H compare with national trends and targets? What is the problem that needs to be addressed? 

· What currently happens to support breastfeeding in B&H?

· What works? What do reviews of the evidence for effectiveness of interventions to support breastfeeding tell us, and what are the knowledge and experience gaps.

· What are the barriers and incentives to mothers to breastfeed exclusively and continue breastfeeding beyond 6 months?
· What primary research needs to be carried out in order to develop and testing a social marketing intervention to support breastfeeding in B&H.
Breastfeeding and social marketing – specific considerations.
· Breastfeeding is dependent on a physiological process, governed by time-limited hormonal responses after the birth of a baby. It is not purely a behaviour. 

· Effective health sector support for breastfeeding is necessary to enable mothers to carry out any planned change in breastfeeding behaviour.  Failure to ensure appropriate support has the potential to negate any benefits from socio-cultural interventions.

· There are two aspects to behavioural change on breastfeeding – increasing exclusivity of breastfeeding under 6 months, and increasing the duration of any breastfeeding. Decisions need to be taken about which should be the major focus, and at which time points, for the particular target audience. 

· Additional definitions for distinct phases of breastfeeding are proposed to improve clarity of objectives and provide opportunities for effective monitoring. 

· Establishment of breastfeeding – breastfeeding to 6 weeks

· Maintenance of breastfeeding – breastfeeding to 6 months during the milk-only period

· Continuation of breastfeeding – breastfeeding beyond 6 months, alongside feeding solids

Policy Drivers

· International and EU recommendations are for exclusive breastfeeding for 6 months followed by continued breastfeeding for up to 2 years or beyond. The UK has adopted the recommendation for exclusive breastfeeding for 6 months, but refers only to breastfeeding continuing beyond the first six months. 

· Local Health Trusts were given targets to increase breastfeeding initiation rates by 2% per annum, with a focus on disadvantaged groups. In Brighton and Hove this has been interpreted as a target to increase breastfeeding rates at 6 weeks by 2%, with a greater increase in Neighbourhood renewal areas.

Situation Analysis.

· The majority of mothers in B&H initiate breastfeeding after delivery (85%), but by 10 days, rates of ‘Any’ breastfeeding have fallen to around 75%, and 70% at 6 weeks.  

· 67% and 57%.of mothers in B&H are breastfeeding exclusively at the time of health visitor consultation at 10 days and 6 weeks. The proportion of mothers who give up breastfeeding in this period appears to be lower than national rates. 

· There is no local data on breastfeeding status beyond 6 weeks, but nationally rates continue to fall so that by 6months, 75% of babies in England are entirely formula fed. 

· The local data is encouraging and suggests that  a) exclusive breastfeeding is not unusual in the early weeks in B&H, b) There is plenty of scope for encouraging longer durations of exclusive and any breastfeeding. 
Effectiveness of interventions

· Two types of breastfeeding support: 

- problem solving to resolve feeding difficulties. Require episodic support.
- reassurance and normalisation of breastfeeding bahaviours. On-going throughout lactation as new challenges are faced as baby’s get older.

· If women begin breastfeeding exclusively, then receiving any form of postnatal support is likely to keep them breastfeeding exclusively for longer. In B&H rates of exclusive bf at 10 days are quite high so there is a positive environment to begin work on prolonging exclusive breastfeeding to 6 months.  For this to occur, the importance of exclusive breastfeeding in the first 6-8 weeks when breastfeeding is being established, laying a foundation for future breastfeeding needs to be emphasised in antenatal and early postnatal contacts.

· Support from lay people is more effective at prolonging the duration of breastfeeding than support from health professionals alone.

· Breastfeeding support is less effective in areas with low initiation rates (<40%)

Barriers and Incentives

Preliminary competition analysis between barriers and incentives for breastfeeding versus formula feeding are heavily skewed in favour of formula feeding, as might be expected after so many years as a bottle-feeding culture, dating back to periods in the 1960s where formula feeding was advocated and distributed by the health sector.  The exchange between incentives and barriers is complex because mothers have sole responsibility for breastfeeding, but can share responsibility for formula feeding. 

	Preliminary Exchange Analysis

	Incentives to Breastfeed
	Barriers to Breastfeeding

	For Mother:

· Health benefits to baby

· Health benefits to mother
· Natural

· Good for bonding
· Help loose pregnancy weight
· Convenient

· Portable

· No mess/ washing up
· Cheap
· No bottles/ sterilizing equipment

	For Mother:

· BF difficulties, 

· Pain if difficulties unresolved

· Time consuming

· Embarrassment

· Concern about figure

· Responsibility for feeding cannot be shared

· Baby has to stay with mother

· Perception of less sleep

· Formula considered almost equivalent

· Cost of breastfeeding bras

· Returning to work

	For father/carer

· Best for mother and baby

· Not responsible

· No mess/washing up

· Convenient

· Portable

· Cheap
	For father/carer

· Not involved

· Cannot share

· Cannot be without mother for more than a few hours

For father

· Breasts for baby, Impact on sex life


Taking the work forward

· The project will need to decide which is the greatest priority: increasing rates of exclusive breastfeeding or rates of any breastfeeding. It is suggested that the largest health gain will come from focussing on exclusive breastfeeding at 6 weeks, and rates or exclusive or any breastfeeding at 3 months. 

· Initial audience segmentation by behaviour – breastfeeding pattern and feeding status, in addition to other typical geographic, demographic an psychograpic are suggested.
· At any one time, the numbers of mothers at a particular stage of breastfeeding in a population with 3000 births pa is very small, and this may restrict the application of detailed audience segmentation according to other characteristics. 
· There is widespread recognition that ‘breast is best’ and this may influence mothers responses to direct questions about underlying reasons for stopping breastfeeding earlier than they would have like to. It would be useful to use the ‘community perception technique’ in qualitative research.
Abbreviations:
	B&H
	Brighton and Hove

	CYPT
	Child and Young People's Trust

	ExBf
	Exclusive Breastfeeding

	HCP
	Healthy City Partnership

	IYCF
	Infant and Young Child Feeding

	LDF
	Local Development Framework

	NICE
	National Institute for Health and Clinical Excellence 

	NRA
	Neighbourhood Funded Renewal Areas and non – NRAs

	NSMC
	National Social Marketing Centre

	PCT
	Primary Care Trust


Glossary  

PCT Localities: ‘East, West and Central. Virtual’ areas used for commissioning of health services based on the distribution of GPs practices.  
CYPT Areas . East, West and Central Geographical areas used to organise provision of children’s services through Children’s Centres. Also referred to as Localities although they are not contiguous with the PCT localities. These ‘City Areas’ are likely to become increasingly important as services and budgets become organised on an Area basis. 
Neighbourhood Renewal Areas (NRAs): Areas with deprivation which are targeted under neighbourhood renewal programmes. There are 10 NRAs areas in B&H (see Map 1.1). 
Infant Feeding Definitions
-

Breastmilk substitute:  any substance presented as a partial or total replacement for breastmilk

Exclusive breastfeeding: infant receives only breastmilk (including expressed breastmilk) no other liquids or solids, except vitamins or medicines.

Predominant breastfeeding:  breastmilk is main source of nourishment. May have received water, teas, fruit juice, but not formula
Full breastfeeding:  most of the time baby receives only breastmilk, but has had the occasional bottle of formula since birth.

Partial breastfeeding: receives breastmilk and other milk feeds (formula) regularly. Also called mixed feeding.
Breast milk feeding: child receives expressed breastmilk
Any breastfeeding: child receives breastmilk. Combines all breastfeeding mothers irrespective of feeding intensity.
Formula feeding:  feeding infant formula. Can be exclusively formula-fed, or partially breastfed and formula-fed..
Complementary feeding: feeding of solid or semi solid foods in addition to breastmilk or infant formula.

1
Introduction

This rapid scoping report has been commissioned by Brighton and Hove Breastfeeding Steering Group in partnership with the National Social Marketing Centre (NSMC). It is intended to pull together in a single document, key information to inform a working proposition to use social marketing approaches to improve breastfeeding rates as a public health measure in Brighton and Hove (B&H).  It provides contextual background, examining what is recommended and currently happening nationally, internationally and locally. It reviews what is known about the determinants of infant feeding behaviours and the effectiveness of interventions to support breastfeeding.  

The report considers which aspects of infant feeding behaviours the social marketing project needs to focus on, and what is known about how to achieve and maintain desired behaviours. It synthesizes the insights into a set of ideas for further research and possible options to consider for intervention.
National Social Marketing Centre (NSMC) 
The NSMC is working with a number of demonstration sites across the country to evaluate the impact of social marketing on achieving different health-related behavioural goals. The B&H Breast Feeding Steering Group agreed to pilot this approach to improve breastfeeding rates as part of a series of activities on infant feeding. As a demonstration site, the NSMC are providing consultancy time to the project. 

Brighton and Hove Breastfeeding Steering Group
Breastfeeding is a key strategy in tackling the fundamental policy goal of addressing inequalities in health and contributes to several national health targets which are outlined in the report. B&H Breastfeeding Steering Group is in the early stages of several other breastfeeding support projects, including a city-wide peer support programme and a Baby Friendly B&H campaign under the auspices of the Healthy Cities project.  It is hoped that the insights provided in the report will also contribute to this wider programme of breastfeeding initiatives being undertaken by B&H City Primary Care Trust (PCT), the Children and Young People’s Trust (CYPT) and the Healthy Cities Project.

Data for this report has been drawn from local information statistics provided by B&H PCT, from national epidemiological and academic sources and first hand from local people involved with current interventions and the author’s knowledge and experience. The report is a PCT document and not for publication at this stage.
1.1 Background to Brighton and Hove

Brighton and Hove has a population of 255,000, with a larger proportion of young working-age adults than much of England and Wales
, linked with the presence of two universities.  The population is relatively mobile and there is a larger lesbian, gay and transgender community than nationwide. Although the city has a relatively low proportion of children (16% <16years) forecasts for the future indicate that there will be more natural population growth resulting in an increase in the number of children 0-4 years of around 1000 by 2015. 
The population is predominantly white British (88% - 2001 data) with just over 5% Mixed Race, Asian, Black, Chinese and 6% white Irish or white other. B&H has a slightly lower proportion of births to mothers born outside the UK, (19%) than the rest of England (21%), but more from non-commonwealth and non-EU countries, (15% B&H, 11% England)

The city is divided into three broad administrative areas or localities (see Glossary) east, west and central. The east is considered more deprived, and has the greatest number of households with an annual income of less than £10 000. However,  there are pockets of deprivation scattered across the city, as reflected in the size and distribution of the 10 Neighbourhood Renewal Areas (NRAs) across the city (four in west, one in Central and five in East. (see Map in 1.1 below)

Figure A. Geographical distribution of Neighbourhood Renewal Areas and PCT Localities.  Source: Brighton and Hove Annual Report of the Director of Public Health Report 2006
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2. Conceptual Framework for Breastfeeding Audience Segmentation
Social Marketing in the public sector is directed towards ‘achievement of specific behavioural goals relevant to a particular social good’
. In this case the behavioural goal is breastfeeding for the optimal health and well-being of mothers and babies. Social Marketing is based on the premise that by developing a better understanding of the ‘customer’, interventions can be designed and targeted more effectively so that in turn, they are better able to achieve the desired change in behaviour. 
Social marketing has been successfully used in the UK and abroad, to change behaviour in relation to smoking, drink-driving and many other areas. The NSMC is further developing social marketing in the UK and the aim of this project is to explore how these concepts can be applied to improving breastfeeding behaviours. However, there are three key differences between breastfeeding and other desirable behaviours previously addressed using social marketing: 

· Breastfeeding is a time-limited behaviour
· Success depends on support from the health sector

· Breastfeeding is not solely a behavioural, lactation is a physiological response.
The author proposes a conceptual framework for audience segmentation which takes account of physiological as well as cultural determinants of behaviour.

2.1 
Breastfeeding is a time-limited behaviour. 
Unlike behavioural goals on smoking or alcohol consumption where the desired behaviour can be adopted at any time of life, there is a very limited window of time when mothers can try out the behaviour. If breastfeeding is not started shortly after birth, or at least within the first few days of birth, the opportunity to breastfeed is virtually lost
. Furthermore, once breastfeeding has stopped, it is difficult to resume. Thus the target audience for the behavioural change is time-limited.
2.2 
Breastfeeding success depends on appropriate support from the health sector. 
Unlike most other health promoting behaviours, where control over the behaviour rests largely with the ‘customer’, mothers’ desire to breastfeed can be undermined by poor practices in the health sector, particularly birthing practices and early postnatal support. 
One of the core principles of Social Marketing is to encourage ‘voluntary actions’ and ‘positive behaviours’ by ‘increasing the incentives and removing barriers’. However, with breastfeeding behaviours, removal of barriers which originate in the health sector may need to be addressed first if interventions directed towards voluntary action by mothers are to have any chance of success.

2.3
Breastfeeding is not solely a behaviour, lactation is a physiological response to birth. 

Breastfeeding has been called a ‘bio cultural phenomenon’
 because it is determined by both biology and culture. Biologically, breastfeeding is a physiological process governed by complex hormonal responses which change at different stages of lactation. The cultural influences at each of these stages are also distinct, occurring in different settings and involving different people. For example, breastfeeding initiation is influenced by midwives and health professionals in the hospital setting, but continuation of breastfeeding is conditioned more by the influence of family and friends and ideas of public norms.  This means that different strategies tend to be required to support breastfeeding at different stages of lactation
.

Based on an understanding of the both the physiological and behavioural aspects of lactation five phases of breastfeeding are proposed below. These are intended to supplement the World Health Organisation’s (1991)1 established definitions of breastfeeding in recognition that further subdivisions/ audience segmentation are needed in order to develop and monitor programmes to increase breastfeeding in predominantly formula-feeding cultures like Britain.  
· Intention to breastfeed 

· Initiation of breastfeeding

· Establishment of breastfeeding

· Maintenance of breastfeeding

· Continuation of breastfeeding

These are defined in more detail below.
2.4  Definitions of Proposed Breastfeeding Phases

2.4.1
Intention
Intention to breastfeed, formula -feed or do a bit of both is conditioned by lifelong experiences, exposures and attitudes towards infant feeding and parenting. This could include whether mothers were breastfed themselves, what their peers do, and whether they have seen other mothers breastfeeding.  To change feeding intention it is necessary to do more than simply provide information about the benefits of breastfeeding. Achieving change often involves addressing women’s (and men’s) perceptions about breasts, sexuality, gender equality and behavioural norms in particular sub-cultures. This kind of change needs to encompass activities outside the health care setting, many years before pregnancy. 

There are situations where mothers who intended to formula-feed end up initiating breastfeeding, for example  when babies are given skin-to-skin contact immediately after birth (a practice which is routine in UNICEF accredited Baby Friendly Hospitals) despite mothers’ original intention.
2.4.2
Initiation
Mothers are defined as having initiated breastfeeding if 
“within the first 48 hours of birth, either she puts the baby to the breast or the baby is given any of the mother’s breast milk.” 
 Department of Health
.  

Initiation is considered to have taken place even if the baby is only put to the breast once, for example during skin-to-skin practices after delivery. Data on initiation of breastfeeding has been routinely collected by delivery midwives in the UK since 2003. Improving initiation rates amongst women who intend to breastfeed, is greatly influenced by hospital and midwifery practices. 

During the first 48 hours of breastfeeding initiation, the breastmilk is mainly colostrum and is low in volume compared to the amounts which formula-fed newborns may consume. However, suckling practices in the first couple of days after birth can help or hinder hormonal responses which drive the priming of lactation, and influence how easy it is for mothers to establish breastfeeding later on. Even if babies have been put to the breast, and ‘initiation’ is recorded to have occurred, if mothers are unsupported after birth and they may go on to have breastfeeding problems later as their milk ‘comes in’. We do not know whether for some mothers, this first recorded ‘initiation’ may be the only time the baby is put to the breast.
2.4.3
Establishment
The establishment of breastfeeding refers to the process of building an effective and sustainable supply-and-demand feeding relationship between mother and baby. This category is proposed by the author to refer to breastfeeding which is continued to 6-8 weeks following initiation. The category is suggested based on the very different physiological and behavioural influences at play during the first 6-8 weeks of lactation. There is also the opportunity to collect information on breastfeeding rates at 6-8 weeks during routine postnatal assessment. (Currently collecting information about infant feeding at 6-8 weeks is not in the NICE guidance protocol for routine postnatal care, but has been collected in B&H
.) 

Achieving effective establishment of breastfeeding is largely about mothers’ development of breastfeeding skills, appropriate feeding patterns and her access to support. Early problems of poor attachment, cracked nipples, blocked ducts, difficult feeding patterns etc typically occur during this period. Additionally, during the first 6-8 weeks of breastfeeding, a physiological ‘calibration’ process takes place which shapes mothers’ potential capacity for milk production.
In B&H, data on breastfeeding rates is collected at 10 days and 6 weeks during routine postnatal assessments by Health Visitors. The data at 10 days is neither a measure of initiation nor establishment, and the term early breastfeeding is proposed to capture the sense that these mothers are potential breastfeeders, but have not yet reached the end of the period when breastfeeding difficulties commonly occur. 
2.4.4
Maintenance and Continuation:  
How long breastfeeding is maintained and continued for - the duration of breastfeeding, is heavily influenced by attitudes and beliefs outside the health sector.  Measures of breastfeeding duration often fail to distinguish between breastfeeding alongside formula feeding, or breastfeeding when solid foods have been introduced, but no other milks. The author proposes the term maintenance for breastfeeding during the first six months during the period when recommendations advise that babies should only be given milk feeds (milk-only period), and continuation or continued breastfeeding when it continues beyond 6 months, after the milk-only period, alongside solid foods.  

Summary of proposed categories

	Category
	Approximate Time point
	records

	Initiate breastfeeding
	0-48hrs
	LDP returns

	Early breastfeeding
	10 days 
	B&H HV monitoring

	Established breastfeeding
	6 weeks
	B&H HV monitoring

	Maintain breastfeeding
	6 months
	Not currently assessed

	Continued breastfeeding
	beyond 6months with solids
	Not currently assessed


Figure 2.4.4. Simple Hierarchy of Actions. 
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2.5
Desired behaviour has two dimensions – duration and exclusivity.
The hierarchy above is ‘simple’ because it treats mothers either as breastfeeding or formula- feeding. In practice, from two weeks onwards, around one in four mothers in the England are mix feeding, and most go through a period of mixed feed (see Figure 5.4)9.  This introduces a further complexity to breastfeeding as a behavioural goal.  The desired behaviour is both for a longer duration of breastfeeding, and for more exclusive breastfeeding up to the age of 6 months. Which is more important? (see 3.1)  Which is more feasible for our target group? As far as is known to the author, this has not been discussed in national policy terms or in the wider literature. 

This raises questions about the intensity of breastfeeding by mothers who are mix feeding. Is it one bottle-a-day, or are babies predominantly fed infant formula?  There are definitions for full and partial breastfeeding (see Definitions), but should we consider using a breastfeeding intensity ratio (number of breastfeeds/total number milk feeds per day)
 to monitor improvements in the intensity of breastfeeding under 6 months even where full exclusive breastfeeding is not achieved?
2.6 
How to work with these physiological/behavioural stages
Social marketing is founded upon the premise of audience segmentation. In addressing breastfeeding behaviours, the author suggests that segmentation needs to consider the five breastfeeding stages (Intention, Initiation, Establishment, Maintenance, Continuation) in addition, or instead of other more typically used socio-geographic segments (see  XXX) 2.6).

2.7
Decision not to focus on changing intention. 
Around eight out of ten mothers in England initiate breastfeeding but there is a rapid fall off in rates as mothers struggle to establish breastfeeding. In more deprived areas, initiation and duration rates are lower and increasing these rates is part of a national strategy to reduce inequalities in health25. However, the NSMC advises that pilot social marketing projects are best focussed on population groups which are more ready to change, rather than tackling the most difficult groups. It was decided that the B&H demosite breastfeeding project would focus on mothers who started breastfeeding but gave up early. 

. 
The most recent Infant Feeding Survey found that 90% of mothers who gave up breastfeeding within 6 months would have preferred to breastfeed for longer
.  It was felt that working to support these mothers, who are arguably being failed by the current support system, should the starting point for the social marketing project. Ultimately the Steering Group would like to explore how social marketing approaches can be used to address groups with low initiation rates. The literature shows that changing feeding intention requires a different set of tactics from changing behaviour of mothers who initiated breastfeeding. It is hoped that by changing the social norm to make breastfeeding more acceptable, supported and successful for mothers intending to breastfeed, this may create a more fertile environment to begin to tackle change amongst the non-intenders

‘Intention’ and ‘Initiation’ will only be discussed briefly in the rest of the report. 

Key points for the project from 2. Conceptual Framework Chapter.
Social marketing for behavioural change on breastfeeding needs to take account of the following factors which mark breastfeeding out as different from other areas:

· Breastfeeding is dependent on a physiological process, governed by time-limited hormonal responses after the birth of a baby. It is not purely a behaviour. 
· Effective health sector support for breastfeeding is necessary to enable mothers to carry out any planned change in breastfeeding behaviour.  Failure to ensure appropriate support has the potential to negate any benefits from socio-cultural interventions.
· There are two aspects to behavioural change on breastfeeding – increasing exclusivity of breastfeeding under 6 months, and increasing the duration of any breastfeeding. Decisions need to be taken about which should be the major focus, and at which time points, for the particular target audience. 

Additional definitions for distinct phases of breastfeeding are proposed to improve clarity of objectives and provide opportunities for effective monitoring. 

· Establishment of breastfeeding – breastfeeding to 6 weeks

· Maintenance of breastfeeding – breastfeeding to 6 months during the milk-only period

· Continuation of breastfeeding – breastfeeding beyond 6 months, alongside feeding solids
3.
Why Breastfeeding is important?

There is now a wealth of evidence that feeding experiences in infancy have an impact on subsequent health in childhood and later life.  Babies who are breastfed receive milk which has been selected over the course of evolution to optimise the growth, development and survival of the human species
. When parents make a decision to feed their babies breastmilk or infant formula they are not simply choosing between two milks. Breastmilk is much more than a food. It provides an array of biologically active and beneficial compounds which have a lasting effect. Breastfeeding as a process establishes a physiological inter-relationship between mother and child.

The evidence for the health impact of being breast or formula fed is strongest for health problems in infancy and early childhood. This is because babies and young children are more vulnerable to infections and because the time interval between the feeding exposure and the illness is shorter and easier to measure.  However, increasingly, studies are finding long-lasting differences in the health of children and adults according to how they were fed as babies (Table 3.1) and in the health of mothers according to how they fed their infants (Table 3.2).  These differences have important implications for public health. 
Table 3.1: Summary of the Consequences of not being breastfed.
	More likely to develop 
	Source

	· Gastric, respiratory and urinary tract infections as a baby
· Obesity in later childhood

· Juvenile onset insulin-dependant diabetes

· Atopic diseases - eczema, asthma
	Department of Health, Infant Feeding Recommendation 2003


	· High cholesterol levels as adult

· High blood pressure as adult
· Type II diabetes as adult
	WHO review 2007



Table 3.2: Summary of the Consequences for mothers of not breastfeeding

	Mothers are more likely to 
	Source

	· Develop cancer of breast and ovaries
· Retain excess pregnancy weight
	WCRF 2007
.

DOH, 2003


	· Experience earlier resumption of menstrual cycle 

· Develop breast and ovarian cancer

· Develop type II diabetes
	US Technical Review 2007



3.1.  Reduction in health-care burden on parents and NHS services.

The public health benefits of breastfeeding in a developed country have only recently begun to be quantified. Analysis from the Millennium Cohort Study indicates that 53% of hospitalizations for diarrhoea and 27% for lower respiratory tract infection (LRI) in the UK could be prevented each month by exclusive breastfeeding
. The effect of partial breastfeeding is weaker, and the protective effect for these conditions was for the period whilst breastfeeding was being continued and wore-off once breastfeeding ceased.  These figures have huge significance for NHS budgets because around 12% of all healthy term infants in the UK are hospitalized at least once by the time they are 8 months, and diarrhoea and LRI account for more than a third of these admissions. 

A similar attempt to quantify the population burden of asthma, coeliac disease and obesity due to low rates of breastfeeding in the UK, estimated that if all of the 600 000 babies born annually in England and Wales were breastfed, then around 33000 cases of asthma, 2600 of coeliac disease and 13 500 of childhood obesity could have been prevented in children over 7-9 years
.  
These data highlight that there are potential benefits to the health care budget in supporting exclusive breastfeeding.  But costing exercises of hospitalisation measure very extreme endpoints and do not account for the less severe morbidity which also costs parents and the health system.  In 1995, it was estimated that the NHS spent £35 million treating gastroenteritis in bottle-fed infants
. Breastfed babies have 15% fewer visits to their GP during the first 6 months of life, than formula-fed infants
.  A sick baby puts a great strain on the wellbeing of a new family and the cost to parents of seeking out medical assistance or taking time off work to care for a sick baby has not yet been calculated. 
Key Points for the project from 3. Why breastfeeding is important?
Consider investigating 
· The health impact of feeding methods on the family and the local health care services.
· The family’s experience of feeding-related morbidity.
·  Health professional’s familiarity with the potential impact which increases in breastfeeding could have on use of health services. 
4.
What are the Policy Drivers 
4.1
 International Policy Drivers
The World Health Organisation (WHO)/ UNICEF recommendation for optimal infant and young child feeding is as below.  
Box 1:  WHO/UNICEF recommendations for Optimal Infant and Young Child Feeding 
· Exclusive breastfeeding for the first 6 months of life, 

· followed by nutritionally adequate and safe complementary feeding 

· while breastfeeding continues for up to 2 years of age or beyond

Global Strategy on IYCF 2002. www.who.int

This recommendation is the corner stone of the WHO/UNICEF Global Strategy for Infant and Young Child Feeding adopted in 2002
.  It extends the recommended duration of exclusive breastfeeding, and therefore delays the age for introducing other foods, from four - six months, to six months. The main reason for the change was evidence that most babies under 6 months do not need more nutrients than can be provided by exclusive breastfeeding (ExBF), and that giving additional solids does not improve growth but does increase the risk of infections. 
This recommendation has not always been well received. In developed countries, some commentators argued that the greater risk of infections was only relevant in developing countries with poor access to medical treatment. But a sick baby puts a great strain on a family whether they live in Brighton or Mumbai. 

Since 2002, there have been several developments which add further support to recommending 6 months ExBF.  
a. Over-feeding:  Estimates of the calorie needs of infants and young children have been revised downwards by around 15% at 6 months
, showing that lack of calories from breastmilk is not a reason to introduce other foods.
b. Normal growth:  WHO’s new Breastfed Growth Curves released in 2006 confirm that breastfed babies have a different growth pattern when compared with formula-fed babies. They grow faster in the early months, then slow down, so that by 12 months of age, breastfed babies are leaner, weighing about half a kilogram less than formula-fed babies. The ‘normal’ weight for a 4-6 month old baby is less than the old growth curves (based on formula-fed babies), indicated. Hence there is no need to introduce solids because growth is slowing down as had previously been thought. 

Taken together, these technical developments have huge implications for the global obesity epidemic and the growing awareness that over-feeding babies in early life can predispose them to chronic diseases such as diabetes, heart disease and obesity later on. As a result, policy objectives to increase rates of exclusive breastfeeding at 6 months are now a feature of international obesity reduction strategies, such as the WHO Global Strategy on diet, physical activity and health 2004

c.  Fewer infections: There is now evidence showing that six months ExBF results in lower infection rates in developed countries. A study in the USA comparing exclusive breastfeeding for four versus six months, found that the extra two months of ExBF halved the risk of ear infections, and quartered the risk of pneumonia
. This would have direct cost savings for the NHS if implemented in the UK.
4.2 European Policy Drivers 

Following the WHO/UNICEF Global Strategy, the European Union developed an EU Blueprint for Action
, which recognises that 

“protection, promotion and support of breastfeeding are a public health priority throughout Europe. Low rates and early cessation of breastfeeding have important adverse health and social implications for women, children, the community and the environment, result in greater expenditure on national health care provision and increase inequalities in health”. 

The EU Blueprint is a model plan, outlining actions for national and regional planning. The aims of the EU Blueprint are interesting because they go beyond pure epidemiological targets for improvements of breastfeeding rates to embrace broader psycho-social aspects.
EU Blueprint seeks to achieve:

· Improvement in breastfeeding rates (initiation, exclusivity and duration)

· More parents who are confident, empowered and satisfied with their breastfeeding experience

· Health workers with improved skills and greater job satisfaction.
The Blueprint outlines a series of suggested objectives covering policy and planning, information, education, communication (IEC), training, protection, promotion and support, monitoring and research. 
4.3 National Policy Drivers and Targets
4.3.1 
Practice Recommendations
The Department of Health (DOH) adopted the WHO’s recommendation on the duration of exclusive breastfeeding in 2003. An information sheet; “Infant Feeding Recommendations”11, was circulated to all midwives in 2003 and other publications such as “The Pregnancy Book” and “The Birth to Five” books, given to all newly expectant mothers by the NHS, have gradually been updated.  

It is important to note that the DOH did not fully adopt the WHO recommendation, and refers only to breastfeeding or use of breastmilk substitutes continuing “beyond six months”. (Box 4.3). There is no official UK recommendation for how long breastfeeding should be continued, and certainly no mention of breastfeeding for up to 2 years. 
Box 4.3: Department of Health Infant Feeding Recommendation 

· Exclusive breastfeeding for the first 6 months (26 weeks) of life, 

· Six months is the recommended age for the introduction of solid foods for infants

· Breastfeeding (and/or breastmilk substitutes) should continue beyond the first six months, along with appropriate types and amounts of solid foods.

Differences from WHO in bold.

DOH 200311
Additionally, the Department of Health has been careful to include a caveat about the age of introducing solid foods, stating that 
“….it is important to manage infants individually so that any deficit in growth … is identified and managed appropriately”.

This can be problematic because ExBf babies of 5-7 months will naturally follow a growth pattern which slips away from the curve on growth charts currently used in the UK which are based largely on a formula-fed sample. There are anecdotal reports of mothers being encouraged to introduce solids before 6 months because of this. Growth charts based on breastfed babies, the ‘UK Breast-from-Birth chart’ are available should Health Trusts choose to use them. They are not currently in use in B&H. Eventually these will be superseded by new UK growth charts using the WHO growth reference for exclusively breastfed babies. The UK Dept of Health is looking for PCTs to pilot the use of the WHO charts in the UK and B&H has expressed interest in being a pilot site.  
4.3.2.
Priorities and `targets

The Government’s interest and targets on infant feeding arise from breastfeeding as a strategy for reducing inequalities in health
. 
“ Breastfeeding has both short and long term health benefits, makes an important contribution to reducing death and disease in infants, and in that way, tackling health inequalities”

Choosing Health? Choosing a better diet. NHS 2004

Initiation and duration rates of any breastfeeding are lowest among families from lower socio-economic groups. Teenage or young mothers have also been identified as a vulnerable group because they are half as likely as older mothers to initiate any breastfeeding.

The NHS Priorities and Planning Framework 2003–06 which sets targets for the services delivered by local health trusts, set targets for breastfeeding as follows:

National Target

“To deliver an increase of 2 percentage points per year in breastfeeding initiation rates, focussing especially on women from disadvantaged groups”
. 
The subsequent  National Standards, Local Action Health And Social Care Standards and Planning Framework 2005–06 to 2007–08 states that performance against existing commitments from the 2003 Planning Framework need to be met and maintained in the new planning round. 
4.4
 Local Policy Drivers and Targets
In implementing the national target on BF initiation, B&H has chosen to measure breastfeeding ‘initiation’ (sic) at 6 weeks.  This unusual definition of ‘initiation’ means that B&H has set a much more ambitious target than is being addressed nationally and highlights the need for more precise use of terms.  Accordingly, B&H is one of the few PCTs in the country to routinely collect statistics on breastfeeding at 10 days and 6 weeks in addition to initiation rates. Discussions about future national planning targets are thought to be considering using breastfeeding rates at 6-8 weeks, rather than initiation, so B&H’s target may be leading the way
. For the period 2006-7, this translates as seeking to achieve an increase from 58% to 60% of mothers breastfeeding at 6 weeks. 

B&H’s Local Area Agreement negotiated with central Government obligates B&H to reduce health inequalities between Neighbourhood Renewal Areas and non – NRAs. Under this agreement, B&H aims to achieve a proportionately higher increase in breastfeeding initiation rates in NRA compared with non-NRAs.

Brighton and Hove Target

“To deliver an annual increase of 2% per year in the breastfeeding initiation rate, as measured at 6 weeks, with a proportionately higher increase in disadvantaged areas.”2
In addition to reducing inequalities, breastfeeding contributes to several of the other public service agreement targets below5 
· Reduction in infant mortality rate

· Reduction in preventable infections and unnecessary paediatric admissions in infancy

· The halting of rise of obesity in under 11 years

· Improving children’s life outcomes and general wellbeing

· Breaking the cycle of deprivation

Breastfeeding is also mentioned in the Every Child Matters Framework29, which notes that home visiting programmes to support parents with breastfeeding issues and the detection and management of post natal depression have been shown to have significant long term effects on child abuse, neglect and prevention of injury
.  
National Government requires local councils to produce a Local Development Framework (LDF). The central part of B&H’s LDF is a Core Strategy which runs through to 2026. The Core Strategy includes objectives which aim to reduce health inequalities and improve health by supporting the development of a healthy urban environment.  In 2003, B&H produced a 2020 Community Strategy which outlined priorities for the city and its residents to ‘thrive socially, economically, environmentally and in terms of health and wellbeing to the year 2020’. (The LDF will help deliver the objectives of the 2020 Community strategy.) To implement the 2020 Community Strategy a Healthy City Partnership (HCP) was set up.
Under the ‘Healthy City Partnership’, Brighton and Hove has a number of goals including
· to improve health for all 

· reduce health inequalities within the City.  

· improve the conditions for health within the City.

Non of the performance targets in the 2020 Community Strategy, which have recently been ‘refreshed’, include indicators related to breastfeeding. However, the Healthy Cities Partnership is now working on a programme to explore making B&H a city which is friendly to babies and breastfeeding (See XXXX)
4.5 Implications for B&H Project.  
The local target of an increase of 2% in ‘initiation’ (sic) rates at 6 weeks with greater increases in NRAs, may have occurred by accident, due to a misunderstanding of ‘initiation’, but systems for monitoring infant feeding through Health Visitor records at 6-8 weeks are now in place.  This monitoring provides baseline data on whether feeding is exclusive, mixed or formula and gives us scope to set project targets to increase the percentage of mothers who are breastfeeding exclusively at 6 weeks. 

An infant feeding Audit is being planned to provide baseline information for the Baby Friendly B&H campaign of the Healthy Cities Project.  The audit will ask a cohort of around 300 mothers with babies of around 9-10 months of age in March 2008, how they fed their babies. This will yield information on typical durations of breastfeeding and its exclusivity, making it also possible to set relative targets for breastfeeding maintenance to 6 months and continuation beyond 6 months. 
Key Points for the project from 4. Policy and Targets:

International recommendations are for ExBf for 6 months followed by continued breastfeeding for up to 2 years or beyond. This recommendation is fully endorsed by the EU Blueprint for Action.  The UK has adopted the recommendation for exclusive breastfeeding for 6 months, but has given no policy guidance or set targets for the duration of continued breastfeeding. The DOH official statement is that ‘breastfeeding (and/or breastmilk substitutes if used) continue beyond the first six months. 

Local Health Trusts were given targets to increase breastfeeding initiation rates by 2% per annum, with a focus on disadvantaged groups. In B&H this has been interpreted as a target to increase breastfeeding rates at 6 weeks by 2%, with a greater increase in NRAs.
Targets for our activities could be more ambitious and include exclusive breastfeeding at 6 weeks (baseline data and monitoring systems already in place), and/or targets for breastfeeding at 6 months or beyond, using baseline data from a forthcoming Infant Feeding Audit. 
5. Situation Analysis and Problem Description: Breastfeeding rates nationally and locally.
This chapter describes what is known about the national and local breastfeeding feeding situation and discusses how this compares with recommendations, the gaps in our knowledge, and implications for the B&H project. Information on feeding intention which may be relevant to the wider programme of breastfeeding work in B&H is provided in Appendix A.

Sources of Information

The UK is fortunate in having a series of comprehensive national Infant Feeding Surveys (IFS). The most recent IFS, carried out with a representative sample of over 9000 mothers in 2005 was released in May 20079. Data from the IFS is used here under the headings National Data.  This seventh IFS, was the first to included questions about exclusive breastfeeding.  
Local information has been provided from the NHS monitoring framework data. PCTs are required to submit quarterly data on breastfeeding initiation rates under the Local Delivery Plan Returns (LDPR) as a key Health Care Commission Indicator
. Additionally, B&H collates information on infant feeding from Health Visitor records during routine postnatal visits at 10 days and 6 weeks. These sources are used under the heading Local Data and are for 2006/7.
5.1.
Initiation of Breastfeeding

National data

78% of mothers in England put their babies to the breast after birth. When the data is broken down by Strategic Health Authority, initiation rates in South East Coast (SEC) Region are 85%, but are even higher at 90% in the London region. 
Mothers are more likely to initiate breastfeeding with their first baby and there are very clear age, education and socio-economic gradients in breastfeeding initiation. (Figure 5.1). 
Figure 5.1. Prevalence of breastfeeding initiation by parity, age of mother, age of completion of full time education and socio-economic group
. Source: IFS
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Ethnicity: Mothers from ethnic minority groups are more likely to breastfeed compared with white mothers.  

Table 5.1.1 Initiation of breastfeeding by ethnic group. Source: IFS.
	Ethnicity
	Percent initiating breastfeeding

	White
	74

	Mixed
	84

	Asian or Asian British
	94

	Black of Black British
	96

	Chinese or other ethnic group
	93


Trends: The trend data is complicated by the changing demographics of the population giving birth. These days, more mothers are over 30 years and educated beyond 19 years of age, both factors known to be associated with an increased tendency to breastfeed. When the data is standardised to adjust for this the initiation figures are lower, but still show an increasing trend (62% in 2000 and 67% in 2005). This suggests that the changes are real and not due to demographic changes aloneError! Bookmark not defined..

Feeding second or subsequent baby

The IFS indicates that mothers with more than one child who may not have breastfed before, are now more prepared to give it a try: 35% of mothers in England and Wales who did not breastfeed their first baby, switched to breastfeeding their subsequent baby in the 2005 survey. This has increased from 27% in 2000. ‘Switchers’ were more likely to be younger (20% were under 25, but under 25 years made up only 14% of all second time mothers) less well educated (44% of switchers left school at 16 years or younger) and from intermediate or routine or manual social groups. Breastfeeding promotion interventions have tended to be targeted towards first time mothers. This data suggests that multi-parous parents from the demographic groups which tend not to breastfeed could be a key target group for interventions aiming to increase initiation of breastfeeding.
Local Data

LDPR data indicates that initiation rates in B&H are around 80% (see Table 5.1.2). The apparent decline in the last 12 month recording period may be attributable to 3.2% of maternities where the breastfeeding status was not recorded rather than to any real decline.  In 2006/7, B&H had the 25th  highest initiation rate out of 138 PCTs returning data . Top rates of around 90% were largely confined to London, with London area PCTs taking the top 15 rankings. 
Table 5.1.2: Breastfeeding initiation rates in B&H. Source: LDPR returns for B&H
	Year
	No maternities
	% initiating BF
	% status unknown

	2004/5
	2790
	80.4%
	1.9%

	2005/6
	2897
	84.9%
	0.1%

	2006/7
	2,717
	78.5%
	3.2%


Implications for B&H project
Initiation rates in B&H, as in much of the south east of England, are already high, but could be improved upon. Although not the focus of this project, any future work which aims to increase initiation rates needs to investigate and characterise who the non-initiators are.  Multi-parous women who did not breastfeed their previous children, especially amongst demographic groups which typically have low breastfeeding rates, should also be a key target.

5.2.
Establishment of Breastfeeding
  (first 6-8 weeks)
National Data

There is a rapid fall in breastfeeding rates in the first two weeks after birth and then a steady decline to 6 weeks. Rates for SEC Region follow a similar downward trend, but the fallout in the first 2 weeks is 13% compared with 20% for England. In SEC Region whilst almost 9 out of 10 mothers initiate breastfeeding, one mother has given up by 2 weeks, and almost a further 2 by 6 weeks, so that at 6 weeks only 6 of the 9 which initiated are still breastfeeding and 4 out of every 10 babies are fed entirely on infant formula. 
Figure 5.2:1 Percent mothers breastfeeding at birth, 3 days, 1, 2 and 6 weeks of age. IFS data for England and SEC Region, Local data for B&H 06/07 
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Local Data

Overall, 75% of mothers in B&H are breastfeeding at 10 days, and 70% at 6 weeks
. 
The figures suggest that the fall-off in breastfeeding in B&H is less than experienced both nationally and regionally (Fig 5.2.1). Between initiation (LDPR figures) and 6 weeks, there is only a 13% drop in B&H compared with a 36% drop nationally, and 29% drop in SEC Region. 
However, the local data collection has been patchy, with some health visitor teams recording breastfeeding information for more than 80% of mothers and others less than 40%. Overall data was collected for 68% of mothers at 10 days and 52% at 6 weeks. The incompleteness of the data means that it cannot be broken down to local areas, and is problematic if it is biased. However, the general feeling seems to be that Health Visitors are not more inclined to enter data because mothers are breastfeeding, and there is no evidence that teams working in more deprived areas enter less data than others. If we presume that there is no systematic bias in the data entry and treat the data as a representative random sample, then we can calculate a confidence interval on our estimate of the true rate. Thus we could be 95% confident that breastfeeding rates at 10 days are 75% (+ or - 2%) and at 6 weeks are 70% (+ or – 2%).
Health Visitor Teams.

For those HV teams where there is reasonable coverage
 (City Centre North; North Portslade, West Hove31).– we can look in more detail at patterns in particular areas.  Figure 5.2.2 indicates that there is a great deal of variation in early breastfeeding rates in different parts of the city, ranging from 44% in Mouselcomb, Bevendean and Coldean to 89% in West Hove.  For the three teams with good data at both time points, the fall out rate between 10 days and 6 weeks is modest, between 4-7% compared with around 15% for SEC Region. This suggests that the services and environment in these areas must be doing something right to support these mothers to 6 weeks. 

Figure 5.2.2: Breastfeeding rates (any BF) at 10 days and 6 weeks - HV teams with reasonable data coverage. 2006/07
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Implications for B&H project
Data collection and/or data entry needs to be improved if we want to understand what is happening at the local area level.  This applies particularly to areas where breastfeeding is less common and the provision and delivery of support services may need to be more proactive.  

It appears that relatively fewer mothers give up breastfeeding in the first six weeks compared with national and regional data, the challenge for our project is to find out why this is the case, why it works for some mothers but not for others and what happens beyond 6 weeks. 
5.3.
Exclusive Breastfeeding
National Data
The IFS measures exclusive breastfeeding from birth, meaning babies who have only ever received breastmilk (they have never been fed infant formula or water). This definition of exclusive breastfeeding produces figures which are lower than previous figures which refer to exclusive breastfeeding in the past 24 hours, as used in many international comparisons.  This is because mothers move in and out of exclusive breastfeeding, so for example, mothers with birth complications or early breastfeeding problems may start feeding a mix of breastmilk and infant formula, but go on to breastfeed exclusively once initial difficulties are over. Others may exclusively breastfeed on some days, but not others.

One in three babies in England received something other than breastmilk on the first day of life, so rates of ExBf at birth (first 24 hours) in England are 66% and 78% in South East Coast Region.  At one week, less than half of all mothers were exclusively breastfeeding, falling to around a fifth (22%) by six weeks. ExBF rates at 6 months were almost negligible.  
Figure 5.3.1. Prevalence of Exclusive breastfeeding in England and South East Coast Region and B&H. Source: England, SEC-IFS. 
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Local Data

Local data does not capture exclusive breastfeeding from birth, rather it is the response given to the Health Visitor asking what the baby is currently being fed. 67% of mothers in B&H were exclusively breastfeeding at 10 days, and 57% at 6 weeks.  There is little comparable data to put these local figures into context, because standard measurement points have been at 4-6 months. The author found one reference to comparable rates in New Zealand of 66% ExBf at 6 weeks. 
Looking in more detail, figure 5.3.2 shows that there is a lot of variation in exclusive breastfeeding patterns in different areas of the city. 

Figure 5.3.2
Changes in prevalence of ExBf in HV teams and NRAs with reasonable data coverage.
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5.4
 Neighbourhood Renewal Areas 

When NRA and non-NRAs are compared, fewer mothers in NRAs breastfeed, and of those who breastfeed, proportionally fewer are practicing exclusive breastfeeding (Table 5.5)  Formula is more widely used in NRA than in non-NRAs, such that at 6 weeks, one in two babies in NRAs receive some infant formula compared with around one in three in non-NRAs. However, there is a lot of variation between NRAs with mothers in Brunswick and Regency NRA in central Brighton more likely to breastfeed than NRAs in East brighton (Figure 5.4). 
Local data suggests that there was a 2% increase in mothers breastfeeding at 6 weeks in NRAs (31% 2004/5 to 33% 2005/06) with a corresponding decrease of 2% in non- NRA areas (69% to 67%), but the data collection was incomplete and needs to be treated with caution. 
Table 5.4.
Summary BF statistics in B&H

	
	Exclusive BF
	Mixed BF + IF
	Entirely Formula fed 

	
	10 days
	6 weeks
	10 days
	6 weeks
	10 days
	6 weeks

	All B&H
	67%
	57%
	8%
	13%
	25%
	30%

	Non NRA
	74%
	65%
	7%
	12%
	19%
	23%

	NRA
	56%
	46%
	9%
	14%
	35%
	40%


Figure 5.4 
Method of infant feeding at 10 days in NRA areas. This is intended to be indicative only because data is incomplete for some NRAs.
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Implications for B&H project

At 6 weeks of age, more than half the babies in B&H are being breastfed exclusively. This is encouraging, and suggests that the concept of exclusive breastfeeding is not alien. The project needs to get some sense of how far these figures represent exclusive breastfeeding from birth or exclusive breastfeeding on the day of assessment. We also need to understand what factors separate the ‘do-ers’ from the ‘non-do-ers’
 for exclusive breastfeeding and explore how mothers who were exclusively breastfeeding at 6 weeks feel about continuing exclusive breastfeeding for 6 months.
5.5.
 Maintenance and continued breastfeeding from IFS.
National data
Breastfeeding rates in England steadily decline, so that from around 6 weeks, there are as many babies being mixed fed, as being exclusively breastfed and by 6 months the proportion of mothers who are exclusively breastfeeding is negligible. From six months, mixed feeding is the main form of breastfeeding, but by 6 months around 75% of babies receive no breastmilk at all. 
Figure 5.5; Feeding Patterns in England from birth to 9 months (39 ws). Source: IFS 
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There are currently no local data available on breastfeeding after 6 weeks, besides reports from qualitative research at the Hanover Breastfeeding Drop-In where mothers typically breastfed for around 12 monthsError! Bookmark not defined..
Key Points for project from 5: Situation Analysis.
· The majority of mothers in B&H initiate breastfeeding after delivery (85%), but by 10 days, breastfeeding rates have fallen to around 75%, and 70% at 6 weeks.  
· 67% and 57%.of mothers are breastfeeding exclusively at the time of health visitor consultation at 10 days and 6 weeks. The proportion of mothers who give up breastfeeding in this period appears to be lower than national rates. 
· There is no local data on breastfeeding status beyond 6 weeks, but nationally rates continue to fall so that by 6months, 75% of babies in England are entirely formula fed. 

· The local data is encouraging and suggests that 
a) Exclusive breastfeeding is not unusual in the early weeks in B&H
b) There is plenty of scope for encouraging longer durations of exclusive and any breastfeeding. 
· Data recording is incomplete and although there is a strong suggestion of great variation in the pattern of breastfeeding across the city, until data quality is improved it is difficult to have any clear insight into behaviours in local areas. 

6. Resources review:-Current Infant feeding Services and Initiatives
. 
This section describes the services and support for breastfeeding which pregnant women and mothers with babies can currently access from national programmes, and the services they currently receive in B&H. It is based on information sharing at the Brighton Breastfeeding Steering Group and the authors wider knowledge of the national situation.
6.1 National Programmes
NHS

Unlike Northern Ireland, Scotland and Wales, there is no national infant feeding strategy in England and there is no longer a national infant feeding coordinator. A national network of regional breastfeeding coordinators still exists, and the South East Region has a web site and meetings, /www.breastfeeding-southeast.co.uk/, but these posts are not funded and function to support other health professionals rather than provide services for mothers. 

The most obvious national face of breastfeeding is support for National Breastfeeding Awareness week which is held annually in May. However, this support is declining and the government has increasingly taken a back–seat preferring to suggest local action and to provide limited supplies of posters etc to resource this. Last year a national TV advertising campaign was delivered to coincide with NBAW, but this was very much in response to calls for action from non-governmental organisations (NGOs) The www.breastfeeding.nhs.uk  web site contains a useful collection of resources and summary information, and you can the TV advert.  
The NHS produces leaflets for mothers on breastfeeding (Breastfeeding: Off the best start, 2007 – available in English, polish, Lithuanian) and a variety of audit tools and resources for health professionals and policy makers.
NGO Sector

The NGO sector in breastfeeding support is very active though tends to be accessed by more educated and professional women. Different organisations are active in different parts of the country, and in B&H the most active group is probably NCT. Key organisations to be aware of, and their resources for mothers are briefly outlined below.

National Child Birth Trust (NCT) www.nct.org.uk
Membership organisation which provides information, antenatal preparation and training, campaigning on wide range of issues related to child birth and early years. NCT has a network of highly trained breastfeeding counsellors who will support any mother calling the NCT Breastfeeding helpline. Support may be by telephone counselling or a home visit as appropriate. There are two or qualified NCT Counselors in the Brighton & Hove

branch, and two trainees.

Breastfeeding Network www.breastfeedingnetwork.org.uk

Provides support and information on breastfeeding through ‘Supporterline’ telephone counselling. In areas where BfN is active, it also runs breastfeeding centres, and in some parts of the country, PCTs have contracted out peer-support programmes to the BfN. Also runs a ‘drug line’ with information on medications and their compatabilty with breastfeeding and have very useful information resources to download. There is no known BfN activity in B&H
Other Groups: 

Breastfeeding Manifesto: www.breastfeedingmanifesto.org.uk. Campaign group calling for policy action on breastfeeding: 
La Leche League: International network of counsellors and support groups, with some individual members in B&H
Association of Breastfeeding Mothers: network of mother to mother supporters and counsellors, with some individual members in B&H 

Services in Brighton and Hove

The Pathway below which summarises the services makes a distinction between routine services received by all mothers, and opt-in services in either the NHS or Voluntary/Private Sectors.  This distinction has been made because it is well known that people from lower socio-economic groups tend to make less use of opt-in services even when they are free. 
Figure 6.1. Patient Pathway: Breastfeeding promotion and support services in B&H 
[image: image12]
6.2.
Routine antenatal preparation
All mothers receive regular antenatal check ups from community midwives (or a mix of midwives and GPs in areas offering ‘Shared Care’) during which infant feeding is discussed. 

6.3.
Antenatal classes.

The hospital midwifery service offers one-day antenatal workshops which include a 2 hour breastfeeding component. These workshops are currently provided at the hospital, but it is hoped to role them out to Children’s Centre from December.  These replace the dedicated half-day breastfeeding workshops which used to run twice a month at a variety of venues across the city, following observations that the attendance at the breastfeeding workshops was lower than at the labour workshops
.  Attendance data shows that over an 8 month period from Jan – August 2007, around 280 pregnant women attended the breastfeeding workshops, while births for this period would be expected to be around 2000. 
Other general antenatal preparation sessions which include information on breastfeeding are also offered at some Children’s Centres including Mouselcomb (Bump Club) and Tarner Children’s centres. These are free, and are run by the Centre’s Health Visitors or Midwives for people living locally.
Antenatal classes are also offered by the National Child Birth Trust. These cost around £180 for 16-20 hours including a breastfeeding session which is given by a fully trained local NCT Breastfeeding Counsellor. Mothers are encouraged to contact the Breastfeeding Counsellor for further support as needed. Classes are small, typically 5-8 couples.  A variety of other antenatal classes which include a breastfeeding component are offered by independent midwives and alternative health practitioners operating in the area (eg. Yoga for pregnancy, hypnotherapy).

6.4.
Support at Delivery
The Royal Sussex Hospital became a Baby Friendly Hospital in November 2001, and in the period leading up to accreditation, breastfeeding rates at discharge rose from 56% to 95%
. The hospital failed re-accredited in August 2006 and is listed in the national data base as ‘Accreditation Removed’. The main obstacle to re-accreditation was the failure of breastfeeding to be adequately discussed with pregnant mothers by community midwives antenataly. The hospital has continued to implement the Baby Friendly Initiative practices which support the initiation of breastfeeding and plans to apply for re-accreditation. However, the Brighton and Sussex University Hospital Trust (BSUH) now includes the Princess Royal Hospital in Haywards Heath, which has no history of being Baby Friendly and practices would need to be brought in line there before reapplying.

Mothers delivering at the Royal Sussex receive breastfeeding support from the midwives and the hospital infant feeding coordinator.  All the midwives and auxiliaries on the labour and postnatal wards have received training on breastfeeding support.  Breastfeeding mothers are not routinely discharged from the postnatal ward until their babies have  had a good breastfeed. All mothers receive a list of support groups and Breastfeed Drop In’s in their discharge pack (Appendix B) and are encouraged to contact community midwives if they are experiencing any early difficulties. 

There is a Breastfeeding Support Nursery Nurse based at the Royal Sussex who provides breastfeeding support on the postnatal ward or at home, upon referral from a midwife or a health visitor for up to 8 weeks after birth

6.5
Home Visits up to 10 days.

For the first 10 days after birth, mothers are routinely visited in the home by Community Midwives or Maternity Support Workers (MSW). MSWs are a new group of support workers, created by the NHS in 2005. They have been employed in B&H since March 2007 and there are currently around 8 MSWs in B&H operating across the city.

Typical routine home-visiting pattern:
When



By whom


Purpose of visit

24hr post discharge 

Community Midwife

Mother and baby check
Day 5 



MSW 



Baby weighing and blood test
Day 8-10
Community Midwife

Discharge to community
Households receive additional support on a needs basis. Where the need is for breastfeeding support, the additional home visits are most likely to be provided by MSWs who have more time to give the intensive support often required.  MSWs have received in-house training from the Community Breastfeeding Coordinator, but any feeding difficulties they encounter are referred onto a community midwife, or the Breastfeeding Coordinator at Hove Polyclinic. 

6.6.
Home Visits 10 days onwards

At Days 10-14 mothers receive a home visit from their local health visitor who will assess how often the household needs to be visited over the next 6-8 weeks, when a further service needs review will take place. If a mother is experiencing breastfeeding difficulties, the health visitor will provide support herself, recommend further visits or refer the mother to the Breastfeeding Support Nursery Nurse or to other support services such as Hove Polyclinic (see below). If further visits are recommended, these may be carried out by Community Nursery Nurses or Early Years Development Workers. These have all recently received in-house breastfeeding training. Health visiting is not a statutory service, so mothers can refuse to see the health visitor.
6.7.
Problem Solving and Support services

In addition to the routines support services described above, mothers experiencing specific breastfeeding difficulties can access Hove Polyclinic, or Hanover Drop-In in the voluntary sector. Monitoring data is available for both of these Drop-Ins and they are described in more detail below.

If mothers are seeking more general breastfeeding support they can visit a variety of breastfeeding Drop-Ins set up at Children’s Centres. Currently, the groups comprise Boobalicious’ in Hollingdean, ‘Health Matters’ in Whitehawk, ‘The Thursday Group’ in Mouselcomb, and the Breastfeeding Group in Portslade, (see Appendix B. Information for mothers on local Breastfeeding Support services), but the exact provision of groups tends to vary and information sheets get out of date quickly. These Drop-Ins usually have a Health Visitor or Early Years Development worker involved who can offer support with specific breastfeeding problems. Lack of space often means there is little provision for older siblings or walking babies. Attendance is free, and refreshments are either provided or mothers can use the centre café. There have been other breastfeeding Drop-Ins and groups in B&H which have closed due to changes in funding patterns, lack of numbers or key staff changing jobs.
6.8.
Hove Breastfeeding Drop In
The Breastfeeding Drop-In at Hove Polyclinic is run by the Breastfeeding Coordinator and Breastfeeding Support Nursery Nurse and takes place weekly on Wednesday between 2-3.30pm.  The Breastfeeding Coordinator is a qualified Lactation Consultant and the Nursery Nurse’s broad role offering support in the Hospital and community means that she can make home visits to follow up mothers with difficulties. Attendance at Hove Polyclinic is typically around 8-10 mothers per week with 4-5 of these visiting for the first time with babies from 4 days to 9 months of age. Some mothers attend regularly for on–going support, however the room is small and there are no facilities for siblings or walking babies. 
Figure 6.8.1 Age of baby when visit Hove Polyclinic for the first time. (Jan – Aug 2007) [image: image13.emf]0
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Monitoring data shows that more than 50% of mothers attending the Polyclinic have babies under 6 weeks, and around 30% less than 3 weeks. Very few babies are more than six months old. The majority of mothers are from the BN3 area, indicating that the clinic is primarily serving mothers from the local area.  Service users tend to be between 31 – 35 years of age.
Figure 6.8.2 . Where mothers come from by postcode.
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Figure: 6.8.3 Age distribution of mothers using Drop-In for the first time Jan – Aug 2007
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6.9.
 Brighton Breastfeed Drop-In at Hanover Centre

The Hanover Drop-In is a mother-led breastfeeding support group and registered charity, set up more than 12 years ago. It takes place weekly on Tuesdays from 10.00-12.00, and is run by volunteers who are all mothers with breastfeeding experience. Volunteers have a variety of training, from in-house training to longer and more formal training from the Association of Breastfeeding Mothers, NCT, WHO and La Leche League. An NCT breastfeeding counsellor is also often present.

Hanover Drop-In is primarily grant funded, plus suggested donations of £1.50 from mothers to cover the costs of tea and coffee provided. Currently the Drop-In is funded by one-off payments from B&H CYPT and PCT, but it has a history of struggling to find funds to pay sessional costs (rent, insurance) which have restricted its activities. Drop-in employs a Play-worker to care for volunteers’ children and older siblings of service users and has toys and a garden for toddlers. It offers a library of books and DVDs on breastfeeding related issues for free loan.

Typically around 15-20 mothers attend with 1-3 of these visiting for the first time. More than 50% of first-time visitors bring babies less than 6 weeks old, and 30% are less than 3 weeks old (see Figure 7.10.1 below). Monitoring data shows that over a 12 month period Hanover Drop In supports more than one hundred new mothers
.  
Figure 6.91. Age of baby of first-time visitors to Drop-In
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Reasons given for attending the drop-in 

Almost a quarter of mothers attending Drop-In for the first time reported that they wanted advice or information about breastfeeding, a larger proportion, 43% wrote that they came for the social aspect of the drop-in, and 11% came specifically to meet other breastfeeding mothers. This highlights the importance of the Drop-in as a support network for breastfeeding mothers.  Other issues of concern to mothers attended for the first time were cup-feeding, returning to work, extended breastfeeding, tandem feeding, cutting back on feeds, baby refusing the breast, baby latching but not feeding well and introducing formula.  
Postcode data collected from the 102 women visiting for the first time during the reporting period show that 62% are visiting Drop-in from the local BN2 postcode, 24% from BN1, 14% from BN3 and further afield. More detailed analysis by ward show that almost half of mothers visiting the Drop-In for the first time come from the Hanover and Elm Grove council ward, which is where the Drop-in is located showing how Drop-In serves the local community35. Neighbouring wards, such as St Peters & North Laine and Queen’s Park, are better represented than more distant wards.
Figure 6.9.2. Geographical distribution of mothers using Brighton Breastfeed Drop In at Hanover Centre by Ward
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Monitoring data also shows that a slightly greater proportion of people from non-white ethnic groups use Drop-In than would be expected from the distribution of ethnic groups in the local area. However given that breastfeeding rates are higher among black and Asian mothers compared with white mothers
, it may not be surprising that they are better represented.
Mothers using Drop-In seem to be older than the general population. The most common age category was 35-40; and more than half of mothers visiting Drop-In for the first time were over 35 with 15% over 40 years.  The most common age group for births in B&H is 30-34 years, so Drop-In seems to have become an older-mother support group. This may reflect the fact that older women are generally more likely to breastfeed than younger women, or the age profile of the local area.  But it could equally be a reflection of the different social situation which older mothers find themselves in. They may have been working, perhaps in London, and may have a greater need to seek social support in their new life with a baby in B&H.

Figure: 6.9.3 Age distribution of mothers using Drop-In for the first time Nov 2005-Feb 200735
[image: image18.png]Number of mothers

45

40

35

30

25

20

15

10

under 25

25-29

30-34

Age of mother

35-40

over 40





6.10. Implications for Brighton and Hove 
Currently many of the services for breastfeeding promotion and support in B&H are opt-in rather than routine.  There is a danger that this pattern of service provision may increase health inequalities as more educated and economically well off make good use of antenatal classes and breastfeeding drop-ins, but mothers from more socially deprived backgrounds do not.  Information about who uses the services, (at a minimum, baby’s age and postcode) and who does not, needs to be collected and analysed. Already there is anecdotal suggestion some Children’s Centre Drop-Ins in NRAs are being better used by mothers from better off areas rather than serving the local community.  For other Drop-Ins there are concerns about low use in general. It is not ideal to have Drop-Ins starting up in new places, then closing a few months later. Research at Hanover Drop-In showed that around one in four mothers found out about the Drop-In from local knowledge, rather than any information from the health sector
. The Hanover Drop-In has been running at the same time from same venue for more than 12 years and is established in the community.
Where attendance at Children’s Centre Drop-Ins is poor, this needs to be further explored. Why don’t local mothers use the Drop-in? Is a Drop-In the most appropriate method for supporting local women? Are there alternative models of support that might be more effective? 
For mothers experiencing breastfeeding problems in the first few weeks, the organisation of postnatal support means that they are likely to be dealt with staff from at three different disciplines (community midwife, MSW, health visitor) who have received different training. There is great potential under the current system for mother to receive ‘conflicting advice’, and lack continuity of care in dealing with specific breastfeeding difficulties. For the health professionals concerned, lack of continuity means that they do not have the opportunity to see whether their assistance was effective and to develop their practice.  There is no information about whether mothers experiencing breastfeeding difficulties feel they receive adequate support.

Recommendations for Action.

1. Collect and analyse data on who makes use of current Opt-in antenatal and breastfeeding support services.

2. In areas where use of NHS Drop-ins is low, investigate why mothers do not use the service and explore alternative methods of support.  
3. Examine mothers experience of service provision, particularly for mothers experiencing breastfeeding difficulties 
Key Points for project from 6: Local Resources Review.

· Antenatal breastfeeding skills preparation is primarily an opt-in service and preliminary data suggests that current provision reaches a fraction of the mothers who initiate breastfeeding.

· There is little information available about who uses the breastfeeding preparation services, who does not and why not.

· Postnatal problem solving services are limited and there is no information about whether mothers experiencing breastfeeding problems feel they have access to adequate support. 
· The change over of responsibility between different professions in the first few weeks after birth means there is a potential for mothers to receive conflicting advice and lack continuity in follow up of any breastfeeding difficulties. 
7. What Works?: Review of the effectiveness of interventions to support breastfeeding mothers

Many projects, campaigns and initiatives to support breastfeeding take place in the UK, but these are often un-monitored and un-evaluated
. However, in recent years the demand for evidence-based practice has led organisations such as the National Institute of Health and Clinical Excellence (NICE) to commission reviews of the effectiveness of interventions to support breastfeeding and issue practice guidance.  This chapter provides a summary of information from the recent systematic reviews relevant to the B&H project which seeks to improve breastfeeding behaviours amongst women who initiate breastfeeding. (Information on interventions to change feeding intention and promote initiation has not been included and the reader is referred to a summary document from the Health Development Agency 
.) Information from other more qualitative studies which did not meet the strict entry criteria for inclusion in the systematic reviews is also considered.
First, let us clarify what it is we want the breastfeeding support to do.  The mothers in the target group for the B&H project have initiated breastfeeding after delivery and are now back home with their newborn babies
. The kind of support they need can broadly be divided into two types; i) Problem Solving and ii) reassurance and normalizing of behaviour
.  
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Problem solving support is episodic; it needs to be available when the mother has a breastfeeding problem, but once the problem is resolved it is not needed anymore. So for example, mothers experiencing difficulty attaching their babies in the early weeks after birth may need intensive help and support to achieve effective attachment, and need no further support once this is resolved. This contrasts with support for normalizing breastfeeding behaviour which requires on-going reassurance and support throughout the breastfeeding period. 

From personal experience as a volunteer at a peer support Drop-In, critical phases for support which normalise behaviour in B&H typically occur as follows
· In the early weeks during the period when breastfeeding is being established. Women often find the reality of their lives as mothers, and breastfeeding, challenging. The time and physical demands of breastfeeding are often the most obvious symptom of a lifestyle that has been totally changed by the birth of the baby.

· Around 6 weeks-3 months when babies become more alert, spend less time sleeping, when partners have gone back to work, the novelty of the new baby is wearing off and the mothers’ accumulation of tiredness can be beginning to take its toll. 

· Around 5-8 months when babies start solids and mothers are once again faced with a whole new domestic experience, and feeding and living patterns get disrupted. At the same time, mothers may be returning to work, and may be thinking of stopping breastfeeding.

· Any time after 12 months when they may feel under pressure or ‘abnormal’ for continuing to breastfeed an older baby. 

Unfortunately few of the reviews and studies examining the impact of interventions to support breastfeeding take this ‘mother-centred’ perspective. They tend to focus on breastfeeding rates and do not distinguish between ‘problem solving support’ and ‘normalising or reassurance’ despite the clear practical differences in the nature of the support provided. 
7.1.
Conclusions of Cochrane Review of support for breastfeeding mothers, 2007
.

Cochrane reviews are systematic reviews using only high quality controlled trials. The recent 2007 review is based on 34 studies from 14 countries with 29,385 mother-infant pairs, examining the impact of a variety of methods of extra postnatal support for breastfeeding compared with the usual postnatal care. 

The Cochrane review found that any form of postnatal support could increase the duration of ANY breastfeeding up to 6 months in areas where the breastfeeding initiation rates were moderate (60-80%). In areas with high (>80%) or low (<40%) initiation rates, providing support was ineffective and made no difference.  If mothers were exclusively breastfeeding, any form of postnatal support was strongly effective in prolonging exclusive breastfeeding, achieving a greater size impact than on the duration of ANY breastfeeding.

When support from health professionals and trained lay people were examined separately, health professional support had a weak effect on the duration of ANY breastfeeding, but it did increase the duration of exclusive breastfeeding. Support from lay people was effective at increasing both the duration of ANY breastfeeding and exclusive breastfeeding and achieved a greater level of change than health professional support.  For prolongation of exclusive breastfeeding, lay support was markedly effective in the first three months, and lay support combined with professional support was more effective than professional support alone.

Studies that offered face-to-face support were effective at prolonging breastfeeding but those offering telephone support alone were not. Where both face-to-face and telephone support were offered, there was no added advantage from the telephone support. 

Only two of the included studies reported on maternal satisfaction with infant feeding, with neither finding much difference between intervention and control groups, although in one UK study, mothers in the intervention group were less likely to believe they were not making enough milk. 

7.1.1 
Implications of Cochrane review for B&H project

Cochrane’s findings suggest that if women are breastfeeding exclusively, then receiving any form of postnatal support is likely to keep them breastfeeding exclusively for longer. This is encouraging because in B&H rates of exclusive bf at 10 days are quite high so there are plenty of mothers who could benefit (fertile ground). 

If exclusive breastfeeding is lost before breastfeeding is established, it can be more difficult to regain. This is because the physiological attuning of potential breastmilk production between mother and baby may be down regulated by formula feeds in the early weeks. This means that information about exclusive breastfeeding needs to be conveyed strongly in the antenatal period and in early postnatal visits. Whilst the adage that “one bottle can save the breastfeeding” can be true, if mothers are experiencing extreme difficulties in the first few days to the extent that they need to use formula, they need to be clear about the advantages of reverting to exclusive breastfeeding as soon as possible. 

Cochrane’s observation that in areas with low initiation rates (<40%), postnatal support was ineffective is interesting. This could have implications for future work in local areas with low initiation rates, such as Whitehawk and Mouselcomb (initiation around 40%).  It may be necessary to increase initiation rates before interventions to support the maintenance of breastfeeding are put in place in these areas.

The Cochrane review found that health professional support alone may not be enough to prolong the duration of ANY breastfeeding. This suggests that peer support should be a requirement of any programme that aims to increase the duration of breastfeeding.  However, heath professional support was effective in prolonging exclusive breastfeeding, perhaps indicating that the validation of the exclusive breastfeeding message by health professionals was important. Controversially, it could also have meant that the absence of pressure from health professionals to supplement with formula was key.
This recent Cochrane review produces much stronger evidence than previous reviews on the benefits of lay people delivering postnatal support.

7.2.
Conclusions of NICE ‘Evidence into Practice Briefing’ 20065.

Following a series of reviews of the effectiveness of interventions to support breastfeeding carried out for the Health Education Authority (1998)37, Department of Health (2000)
,  and the Health Development Agency 
 (2005) 
, in 2005 NICE held a national consultation to identify ‘what will really work in practice in England’.  This consultation cumulated with the publication of ‘Promotion of breastfeeding initiation and duration: Evidence into Practice Briefing’ (this is not formal NICE guidance) and NICE guidance on postnatal care in 2006
.

All the reviews point to a significant evidence gap, particularly with regard to what works in disadvantaged groups, dealing with clinical breastfeeding problems, and mothers and babies with particular health needs 42. There is also very little information about how mothers, families and health staff felt about the interventions and this is identified as an area in need of further research42.  .

Table 7.2.
. Relevant conclusions from NICE systematic review42 
	Shown to be effective

	· 
	Skilled breastfeeding support from peers or professionals, offered proactively in postnatal period, and ongoing in the community

	Appear promising

	· 
	Self-monitoring daily log for women from higher socio-economic groups

	· 
	Combination of supportive care, teaching BF technique, rest and reassurance for women with ‘insufficient milk’

	· 
	Regional/national BF targets with supporting activities and/or penalties/incentives.

	Appear ineffective or harmful

	· 
	Written educational materials used alone.

	· 
	GP clinic visit at one week postpartum

	· 
	Single home visit by community nurse following early discharge

	Shown to be ineffective or harmful

	· 
	Restricting timing or frequency of feeds or mother/baby contact.

	· 
	Discharge packs containing samples or information on formula feeding

	· 
	Topical agents for prevention of nipple pain

	· 
	Breast-pumping before establishment of BF in woman at risk of delayed lactation.

	· 
	Combined antenatal education and telephone support for high income women and women who intend to bf – (existing high rates suggest resources better spent elsewhere)


7.2.1.
Relevant
 effective Evidence Based Actions identified by NICE consultation, (Implications for B&H project in italics)
· Targeting : NICE suggests that “where appropriate, interventions should be targeted towards disadvantaged white women, with particular focus on those who are teenagers or lone parents”. We need to identify what are the particular barriers and incentives of breastfeeding for lone parents.  

· Choice of interventions: NICE advocates the use of ‘multifaceted interventions’ which deliver several components simultaneously to the same population group. This has the benefit of addressing a package of barriers to continued breastfeeding, so that one doesn’t stand in the way of the effectiveness of another. We need to identify the range of barriers facing women in B&H. Participatory planning and problem analysis techniques,might be a useful way of taking this forward. 

· Postnatal support: NICE recommends that ‘breastfeeding-specific practical and problem solving support’ should be readily available from a health professional/practitioner for all women up to around 4 weeks, or until breastfeeding is confidently established. Such breastfeeding specific support should be in addition to normal care. This kind of support up to 4 weeks is not currently in place. Health visitor services after 10 days are under pressure to prioritise needy households rather than mothers whose breastfeeding is vulnerable. Services may need to be reviewed with the aim of providing a continuity of postnatal breastfeeding support until breastfeeding is established, for example, could the MSW role be extended. 
· Routine clinical practice:  Specific practice recommendations are included in the evidence based actions, in recognition that when these practices are not endorsed across the health sector mothers are given mixed messages and advice which can damage their breastfeeding. The following should be routine policy and practice for clinical care in hospital and community

· Support effective positioning and attachment using a predominantly ‘hands off’ approach

· Encourage unrestricted baby-led breastfeeding which helps prevent engorgement, and for women experiencing mastitis, encourage regular breast drainage and continued BF.

· Encourage the combination of supportive care, teaching breastfeeding technique and sound information and reassurance for breastfeeding women with ‘insufficient milk’

NICE suggests that pharmacists could provide a more timely front line service for the treatment of mastitis and commend a professional development pack for pharmacists used in Scotland.

Whilst the above practice recommendations are fully endorsed by BF training in B&H, not all health professionals caring for women are BF trained, for example, GPs, and not all health care staff fully endorse the practices. NICE notes that some health professionals struggle with the contradiction between facilitating informed choice and promoting breastfeeding. In the author’s experience, this can be particularly problematic when mothers or carers seek to impose feeding routines on babies, for example as suggested in baby care books such as those by Gina Ford, or a recent TV programme, which advocate scheduled feeding. Health professionals need an opportunity to reflect on their personal ethics about breastfeeding promotion, a thorough and up-to-date understanding of the physiology of breastfeeding and good communication skills to be able to challenge misconceptions. Personal debriefing and communication skills are not thought to have been a major component of training of health professionals visiting mothers at home. 
Continuity of care for women in low income groups.  NICE suggests that breastfeeding education and support for women in low income groups who intend to breastfeed should be from one professional. The evidence suggests (one UK study) that where there is a single carer involved in delivering breastfeeding support, the development of a trusting relationship between the mother and carer yields positive results. NICE seems to be suggesting that this kind of continuity of care should be targeted to low income groups because this is where there is the greatest potential health gain. Arguably, breastfeeding women in groups where breastfeeding is rare, also need more support from the health sector because few of their peers are breastfeeding.  There is very little continuity of care for breastfeeding support in B&H. In deprived areas where mothers may receive more visits from health staff, there may be a particular need to try to ensure that the same health professional visits each time. There is one known case of this kind of support being offered by an Early Years Development Worker, who is a trained NCT breastfeeding counsellor, in East Brighton. It would be useful to explore these issues further.
NICE recommends that  peer support programmes should be offered to provide information and listening support to women on low incomes in either the antenatal or both antenatal and postnatal periods to increase initiation and duration rates’.  The forthcoming appointment of peer support coordinators in the city should begin to address this.
NICE also notes that non-hospital settings are likely to provide a better environment for the delivery of education or peer support for hard-to-reach women. Most of the current breastfeeding support in B&H is provided in Children’s Centres. We need to find out how these centres are perceived by our target audience? Are they the right place to deliver support?

· Challenging ideas about breastfeeding as ‘normal’.  NICE accepts the need to change underlying attitudes towards breastfeeding and that local media campaigns can be an effective way of doing this. Teenagers are seen as a priority target group when resources are scarce because young girls are particularly influenced by the media. NICE suggests that campaigns should use locally produced images which relate to specific target groups and which are based on a user’s perspective and not the views of health professionals.

The NICE briefing document contains a wealth of specific evidence and experienced–based pointers for effective action, too numerous to be included here, and should be consulted before any intervention is commenced.  Further insights are also provided by the experience of projects funded by the Department of Health’s Infant Feeding Initiative in 1999 – 2002 contained in the Good Practice and Innovation report
.  

7.3.
Relevant points from the Good Practice and Innovation in Breastfeeding report44  with implications for B&H project in italics

Access.  To enable hard-to-reach women to access breastfeeding support activities, the activities either need to become part of routine care, or attendance has to be sought proactively. Some mothers, particularly from low income groups, will not seek out help. Publicity can be targeted to these hard-to reach groups, but needs to be backed up by personal contact and encouragement. This applies to peer support and health sector based projects.

Some projects favoured ‘open-door’ Drop-Ins available to women at any stage in pregnancy or early parenthood, where women have a chance to discuss their feeding choices and air concerns in a relaxed, informal atmosphere which enabled them to meet new friends and see breastfeeding happening. Similarly, running breastfeeding support groups to coincide with antenatal groups increased the likelihood of women attending during pregnancy.

Fathers and others

Fathers’ support can be crucial to support breastfeeding and outreach work involving men, or grandmothers, alongside mother-support was effective. The approach to fathers can be on fatherhood in general, rather than specifically on breastfeeding,  to ensure a wide uptake, delivered by local men.  There is a male outreach peer health worker in eb4U area and we need to find out more about his impact and experiences. 
Locally targeted antenatal preparation and support.

Provision of antenatal preparation was more effective when sessions were tailor-made for particular target groups, and publicity was targeted so that women from outside the group or area did not dominate attendance. This approach of ‘local classes for local people’ was found to be the best way to attract hard-to-reach groups and to enable mothers to meet other local mothers. The latter was seen as a specific objective of the antenatal preparation for hard-to-reach groups. It was advantageous if local breastfeeding coordinators, or those involved in local breastfeeding support groups attended antenatal classes.  In B&H it is not routine for those involved in breastfeeding support to attend antenatal breastfeeding workshops, or for content or delivery of antenatal breastfeeding workshops to use a local classes for local people approach.

GPs 

One project involved training local GPS on breastfeeding topics chosen by them as a priority, such as thrush, and training practice nurses and ancillary practice staff on breastfeeding awareness. (Training can be arranged to coincide with national breastfeeding awareness week).  Interestingly, the project revealed that few of the GPs were aware of local breastfeeding support services. The report notes that GPs are often under-represented at breastfeeding coordination groups, and suggested that GPs be given an open invitation to such groups. This kind of training and involvement of GPs in the wider B&H breastfeeding programme should be considered.
Needs assessment. The starting point of all initiatives needs to be a local needs assessment so that the barriers to access which could be geography, attitude, language, time etc are all explored.  The research being carried out with the NSMC will contribute to this. 
Public Facilities and public attitude
A ‘Breastfeeding Friendly’ award scheme was developed in Hull and East Riding, building on a similar national scheme run by NCT called “You can do it here”. To qualify, premises had to have a breastfeeding policy, at least 70% staff could demonstrate breastfeeding awareness and an agreement that breastfeeding mothers would not be discriminated against.  The Health Promotion Department produced a guide listing premises which had joined the scheme. There is no information available on the impact of this scheme, although a similar scheme is underway in Darlington as part of Darlington’s Breastfeeding Friendly Town initiative. 

Café- style Drop-Ins: The Baby Café model

The DOH Infant Feeding Initiative funded the setting up of a pioneering café style Drop-In in Haywards Heath in 2000 which has since expanded into a registered Charity with more than a 100 franchised Baby Cafes.  The Baby Café model provides an informal breastfeeding support drop-in with access to ‘staff who are knowledgeable and skilled in helping women breastfeed’, with shared standards and codes of practice and Baby Cafe logo and branding. Joining the franchise costs £165 initially and £75 annually (this does not include 3rd party insurance)  and includes access to a national support structure, Baby Café handbook, guidance on implementation, web page maintenance and listing and workshops (for further details see www.thebabycafe.org). The ‘skilled help’ at Baby Cafes can be from health professionals, trained breastfeeding counsellors or peer supporters, paid or on a voluntary basis depending on what suits local arrangements. Most Baby Cafes have at least one health professional (midwife or health visitor) running the Café in conjunction with peer supporters, and the presumption seems to be that Baby Cafes have some heath professional involved. Joining the franchise includes a commitment to providing monitoring returns. In Oxford and Headington there are Baby Café Buses offering mobile breastfeeding support.

There are three Baby Café’s near B&H – Newhaven, Peacehaven and Haywards Heath. It is interesting that the Baby Café has not caught on locally given that it started so close, and has been serving mothers from the Princess Royal Hospital which is now part of BSUH. What are the reasons that health professionals in B&H have not been attracted to the Baby Café model?  Is it because health professionals have felt that B&H had the longer established mother-led Hanover Drop-In so they weren’t drawn to the Baby Café? Or is it a reflection that there has been some critism of Baby Café being for middle class mothers
7.3.
Looking in more depth at peer support.

We have seen from the above that Peer Support comes out favourably in analyses of effectiveness of interventions to support breastfeeding. Peer support arguably makes up for lack of traditional family support from sisters, aunties, grandmothers that may have supported women in previous generations when families were more inclined to continue living in the same area. Having babies at a later age also means that grandmothers may be older and less physically able to provide support. Furthermore, grandmothers in the UK are very likely to have bottle-fed their babies and may undermine rather than support their daughter’s breastfeeding. Exclusive breastfeeding is a relatively new concept and even grandmothers who breastfed are very likely to have also fed formula or given solids early, and may have practiced scheduled feeding. 

Peer support programmes are particularly important in socially deprived communities where breastfeeding is rarely seen and breastfeeding mothers can feel marginalised and isolated. Peer role models can give women more confidence in their breastfeeding
. Dykes notes that changing local culture through peer support is a slow process, but suggests that if the few women who are breastfeeding are supported properly such that rates of continued breastfeeding increase, then improvements in initiation rates will follow. This is contrary to the findings of the Cochrane review which seemed to suggest that changing attitudes in areas with low initiation rates was a necessary first. 

In reviewing recent Government funded peer support projects, Dykes45 proposes a series of steps for the successful operation of peer support schemes: 

Steps for successful peer support:

1. Cultural awareness – begin with local cultural assessment, facilitated by members of project team living in local areas, or having interviews and focus groups with men and women from a range of ages to explore local cultural practices and norms and belief related to infant feeding and constraints. If this is not done first, projects tend to have to come back and do this stage

2. Build on existing infrastructure – work with others, interconnected projects, avoid re-inventing the wheel.

3. Comprehensive planning – by peer support coordinator/ infant feeding coordinator who then takes responsibility for the project and has the time and funds to do this. 
4.  ‘Engage’ peer supporters  - rather than recruit. Provide appropriate family friendly training, with an emphasis on interpersonal skills, listening and empowering women.  Educations programmes have to be on ‘rolling’ basis because of high natural turn-over of peer supporters. 
5.  Marketing  -an ongoing publicity strategy is required because the cohort of mothers is constantly being renewed.
6. Supportive infrastructure

· Multiple points for mums to access service points and a referral system 

· Telephone and home visiting system

· Payment of volunteer expenses and support with volunteer childcare

· Most successful peer support schemes operated informally with peer supporters taking a central role and health professionals having a background facilitative role.
7. Evaluate impact

8.
 Secure funding

It is important to recognise that there are implicit areas of unease around peer support. Are the peer supporters providing a service ‘on the cheap’, with volunteers fulfilling roles which are arguably the health sector’s responsibility? There is a feeling that mother-support suffers because it is women’s support and is undervalued. In B&H a Drop-In volunteer was asked to provide breastfeeding support at a mother’s group in a NRA unpaid, but was offered payment of £40 per hour to provide ‘Reiki healing’.  Health professionals may worry that peer supporters will ‘overstep’ the boundary and offer clinical advice, yet very often, peer support mothers can have more experience and understanding than a health professional with little breastfeeding training.  This peer-professional interface can be a source of tension, and Curtis
 notes with some Health professionals preferring the peer volunteers to work FOR rather than WITH them. 
We know very little about maternal perceptions of peer support for breastfeeding
.The literature on the effectiveness of peer support tends to place considerable emphasis on the role of ‘appropriately trained’ breastfeeding peer supporters. However, recent qualitative research at the Hanover Drop-in found that mothers valued the reassurance of the peer supporters - mothers who ‘spoke from their own experience’ who ‘understood my initial difficulties’ - rather than their trained expertise.  Neither is much known about the choice of models of a peer support groups or Drop-Ins. Should groups be segregated according to their babies age, for example as in the Early Bird project in Australia
,  should mothers be proactively recruited to attend when they are pregnant,  should fathers be welcome or are women-only groups more effective? 

7.4 
Local Experience
The BEST breastfeeding initiative in Whitehawk was set up in 2005 as a breastfeeding initiative under the eB4u programme by Lynn Smyth, Fresh Ideas Development Worker
.  BEST began with a consultation with local people. The main findings from consultation were: 
· A breastfeeding Drop-in would not work in Whitehawk

· Breastfeeding spoils your figure (breasts end up like saddle bags)

· Decision to breast or bottle feed is made before baby is born

· Need to change attitude to breastfeeding
In response, the BEST project set up a weekly drop-in for families, which would allow mothers who didn’t breastfeed to see other mothers breastfeeding in the hope that they might consider breastfeeding next time around.  Activities included cookery demonstrations, information on starting solids etc. Follow-up by the project worker suggested that the group was effective but this did not include any data or information on how the evaluation was conducted
7.5.1 Implications for B&H project:

Although this chapter indicates that there is a wealth of existing knowledge and experience about what works, there are even more un-answered questions. Because the literature fails to distinguish between problem solving support versus reassurance and normalisation the insights are limited. Particularly lacking is the parent’s perspective – what works for them? Interventions which increase breastfeeding self-efficacy, reduce breast pain or increase parental satisfaction with their early parenting experience do not feature in the literature. Similarly, we know little about how health professionals feel about their work and remit on breastfeeding. 

The chapter raises many questions which need to be addressed by the B&H project, but in many cases these questions relate to the whole pattern of service provision from pregnancy through to toddlerdom and should be part of a wider review.  Nevertheless, we do have some evidence based information about what does and does not work, and this should be used to guide our activities so that resources are allocated efficiently.
Key Points for project from 7: What works?

· Two types of breastfeeding support: 

- problem solving to resolve feeding difficulties. Episodic. 

- reassurance and normalisation of breastfeeding bahaviours. On-going throughout lactation as new challenges are faced as baby’s get older.

· If women begin breastfeeding exclusively, then receiving any form of postnatal support is likely to keep them breastfeeding exclusively for longer. In B&H rates of exclusive bf at 10 days are quite high so there is a positive environment to begin work on prolonging exclusive breastfeeding to 6 months.  For this to occur, the importance of exclusive breastfeeding in the first 6-8 weeks when breastfeeding is being established, laying a foundation for future breastfeeding needs to be emphasised in antenatal and early postnatal contacts.
· Support from lay people is more effective at prolonging the duration of breastfeeding than support from health professionals alone.

· Breastfeeding support is less effective in areas with low initiation rates (<40%)

· Provision of breastfeeding–specific practical and problem solving support up to around 4 weeks after birth is recommended. Continuity of support provided by the same person is particularly important for women from low income groups.
· Antenatal preparation is more effective when offered as ‘local courses for local people’ and includes a specific aim of facilitating meeting other parents and is session tailored specifically to meet local needs. 
8. Insight Generation: Perceptions, Attitudes, Values and Motivations 
This chapter reviews existing knowledge and about the factors which influence mothers’ breast feeding behaviours, in order to address the following key questions relevant to the B&H project: 
· Why do mothers stop breastfeeding earlier than they would have liked to and/or before their babies are six months old? 
· Why don’t mothers breastfeed exclusively or continue breastfeeding beyond the first six months?
Finally it looks at what we know about those who do breastfeed according to health recommendations. Questions which need to be pursued in further qualitative scoping research for the project are identified and the information is together in a Competition and Exchange analysis in Chapter 9. (Issues of intention and initiation are not covered.)
(Questions to be explored further in the B&H project in italics)

8.1  Why do mothers stop breastfeeding earlier than they would have liked to? Why do mothers stop breastfeeding before their babies are six months old?

8.1.1  Insights about stopping early from the Infant Feeding Survey.
In the National Infant Feeding Survey, nine out of ten mothers who stopped breastfeeding before six months reported that they would have preferred to breastfeed for longer9. Even amongst those who breastfed beyond 6 months, 40% would have liked to continue for longer (figure 9.1.1).  
Figure 8.1.1: Percent of mothers who stopped breastfeeding sooner than they would have liked, by duration of breastfeeding. UK 2005. Source IFS9
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The Infant feeding survey is a self-completion postal survey, in which mothers complete questionnaires when their babies are 4 -10 weeks, 4-6m and 8-10m old. The questions on stopping breastfeeding invite mothers to give their reasons for stopping breastfeeding (open question) then ask a pre-coded question about how they felt about stopping as below. 
Q11. Which of the following best describes how long you breastfed for?
I would like to have breastfed for longer
 FORMCHECKBOX 

I breastfed for as long as I intended 

 FORMCHECKBOX 

I breastfed for longer than I intended

 FORMCHECKBOX 

Overall, one in five (18%) of mothers who stopped breastfeeding within the survey period (birth to 8-10m), said that they had breastfed for as long as they intended. The majority of mothers therefore stop sooner than they would have liked. 
Reasons given for stopping. 

The most common reason given for stopping breastfeeding was insufficient milk. In the early weeks, mothers also cited painful breasts/nipples and baby rejecting the breast as reasons for stopping. Breastfeeding being too tiring becomes a common reason between one week and 4m. 

Figure 8.1.2: Reasons given by mothers for stopping breastfeeding by duration of breastfeeding (given by >15% of mothers) Source: Infant feeding survey.
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When mothers were asked about what problems they experienced feeding their infants after the early weeks, the most common problem was the perception that their babies were not feeding well/ not taking enough milk. Curiously, this problem was more common amongst those who were formula feeding, than those who were breastfeeding or mixed feeding.  Mothers experiencing the highest levels of problems were those who introduced supplementary bottles with breastfeeding, but we cannot tell whether formula was introduced in response to breastfeeding difficulties or whether mixed feeding was itself was problematic. Many mothers have breastfeeding difficulties, with 46% of mothers who initiated breastfeeding reporting experiencing problems. By far the most common problem was nipple pain, followed by mastitis and blocked ducts. Most women with problems received help (83%), usually from their health visitor. Mothers who were formula feeding were more likely to seek assistance from their GP, mixed feeders from their health visitor, and breastfeeding mothers were more likely to use written information, peer support or breastfeeding clinics.

8.1.2 Implications of the for B&H project
It is important to remember that in the Infant Feeding Survey mothers are being asked retrospectively about whether they would have liked to have breastfed for longer, and this may be a slightly leading question because there is a high awareness of ‘breast being best’. The reasons given by mothers for stopping in the survey are predominantly factors which could have been resolved with appropriate reassurance and support.  For example, in most cases ‘insufficient milk’ is a perception rather than a reality and is indicative of poor support and lack of understanding of how breastfeeding works. Similarly, sore nipples and breast pain are frequently a result of poor attachment which could be corrected by skilled support.  But are these reasons, which seem to indict the health sector of poor support, the real reasons, or simply the most palatable shorthand for a more complex set of factors?  

A qualitative study in Dominican Republic investigating early termination of breastfeeding compared mothers’ self-reported reasons for stopping breastfeeding with mothers’ perceptions of typical community practice
. Mothers personal reasons for stopping tended to be ‘child-driven’ such as ‘child not wanting the breast’ or ‘insufficient milk’, but when asked why they thought women in their community stopped breastfeeding, the reasons given tended to be ‘mother-driven’ such as ‘fear of loss of figure or breast shape’ and ‘not wanting to breastfeed’.  The authors suggest that asking mothers about community reasons for early cessation may be a useful way to reveal influences that do not tend to be voiced when mothers are asked about their own reasons. This disparity between personal and community perception might be expected to occur in the UK where there is now a high level of awareness of ‘breast is best’. Mothers may find it less socially acceptable to give a mother-driven reason for stopping breastfeeding and so seek to find a semi-medical reason which they perceive to be outside of their control.

It would be useful to use the ‘community perception technique’ to explore in more depth mother’s feelings and decision making about stopping earlier than they would have liked. 
8.1.3.
Insights about stopping early from qualitative research
The literature reviewed below represents the results from a ‘first sweep’ of literature readily available and familiar to the author. The emphasis has been on understanding the barrier, because more is written on this aspect because breastfeeding rates in England are so low. Further combing of the literature to gain insight into positive behaviours amongst mothers who do meet breastfeeding recommendations could be useful, but in the interest of meeting the project timetable, has not been achieved here. 

Motivating factors

Recent qualitative research identified health benefits for the baby as the main motivating factor for breastfeeding. Benefits to the mother were less important and cost and convenience were rarely mentioned 53.
Barriers:

Lack of Familiarity – breastfeeding not marketed as normal. 
In the media, bottle feeding is shown more often than breastfeeding, and is associated with ‘ordinary families’, whereas breastfeeding is associated with middle class women. Participant in a study in Liverpool commented that if breastfeeding was seen more frequently on TV it would be perceived as being something more normal57. It is also worth reflecting that most of the emphasis in national health promotion has been directed towards getting mothers to ‘give breastfeeding a try’, rather than encouraging mothers to keep going with any existing breastfeeding. 

· How do mothers in B&H perceive breastfeeding? 
Breastfeeding perceived as difficult, bottle feeding as easier. 
Qualitative studies report that breastfeeding is perceived as being something which is difficult. This is reinforced by the way it is frequently portrayed in the media as problematic
 to the extent that breastfeeding can seem ‘daunting’ or ‘alien’53.  In one study, mothers reported being advised by the midwife to have a stock of bottles and formula in the home ‘just in case’.  

This perception of breastfeeding being problematic is grounded in the reality of the experience with nearly one in two breastfeeding mothers having problems9. What we don’t know is what characterises the women who do not have problems. Are they the women who went to antenatal classes?  A randomised control trial in Australia found that women who attended an antenatal group which included breastfeeding skills training experienced significantly less nipple pain and nipple trauma at 6 weeks
. The literature on this is sparse, because studies have tended to look for impacts on breastfeeding rates, rather than mothers experiences. Do we need to ensure that we provide effective antenatal skills preparation before we can begin to address the perception of breastfeeding as being difficult?
· Do mothers accessing antenatal preparation perceive and experience breastfeeding as less problematic?
Not convinced of the benefits. 
Studies mention that parents are told that breast is best, but not told why58 . Mothers were sceptical about how much better breastmilk actually is compared with infant formula, because most babies seem to do perfectly well on infant formula
. Compared with the marketing of infant formula which uses complex technical justifications for their product, perhaps breastfeeding promotion is not sufficiently technical to be convincing. 

· What do parents feel about the equivalence/ non-equivalence of infant formula? Do they feel they know enough about infant formula?

Attitudes towards the breast: 
The image of the female breast in the UK is as a sexual object far more than as a source of nurture for infants.  We are reminded of this daily by the page 3 in tabloid newspapers. It is not surprising that women may feel some dissonance between breastfeeding their babies and sexual pleasure
. Some argue that breasts have been ‘appropriated’ by men, and are regarded as their domain, such that women may not want to breastfeed in front of their family, friends or in public because they do not want to embarrass their partners and interfere with the man’s sexuality.  

Price (cited in54) suggests that because our society places a high value on our body image and control, mothers may find the physiological changes associated with breastfeeding distressing and so give up breastfeeding in order to regain control.  She notes that women’s attitude to breastfeeding and her perseverance is linked to the perceived change in her previous body image and function. This seems to suggest that women who are more body conscious, and concerned with their sexuality may be more at risk of stopping breastfeeding. Perhaps there is more scope for countering these concerns following a study which suggested that ‘sagging breasts’ are due to pregnancy and/or cigarette smoking rather than breastfeeding
. There is also a suggestion that women who are more confident with handling their own body are more likely to breastfeed.

Fathers and Family attitudes: 

Father’s are cited as the second source of assistance with early breastfeeds, after health professionals
. Studies find that fathers preferred feeding method is a strong predictor of the duration of breastfeeding, and lack of support a strong predictor of early use of infant formula.  In one study, fathers of formula fed babies were more likely to agree with a statement that “Breastfeeding is bad for breasts” or that “Breastfeeding makes breasts ugly” than fathers of babies who were being breastfed.

Exclusion: 
Reports of fathers experiencing jealousy of breastfeeding or exclusion are common. This jealousy can be jealousy of the baby taking the mother away from the father, and/or jealousy of the mothers’ relationship with the baby.  Breastfeeding is considered to create tensions between mother and father, and has been suggested as a ‘paternal risk factor’ for the continuation of the relationship. It would be interesting to note whether there are more break-ups between breastfeeding couples. Fathers can see breastfeeding as a barrier to their establishing a relationship with their baby, particularly if the breastfeeding mother adopts a pattern of behaviour that monopolises the baby. The authors suggest that fathers need to be made aware that breastfeeding is demanding of the mother, and may precipitate feelings of envy, and uselessness, and to encourage men to find their own way of developing a bond with the baby.  Some writers describe the need to assist the father in coming to terms with his feelings during the period of exclusive breastfeeding (cited in 54.)  There is also mention that grandparents may feel excluded by breastfeeding because it prevents them from taking full care of the baby58.

Fathers as househusbands. 
One piece of qualitative research in Liverpool mentioned the rise in numbers of men staying at home to look after children, while mothers returned to work, hindered breastfeeding57. We know very little about how changes in division of labour between men and women, and society’s expectation of increased involvement of fathers in childrearing, influences attitudes towards breastfeeding. 

· How does division of parenting responsibilities between mother and father/grandparent/other carer influence breastfeeding?
Embarrassment and detachment of fathers, friends and family:

A study in Liverpool which triangulated the experience and perceptions of breastfeeding mothers and their family members found that embarrassment about breastfeeding was often cited by family members, but not by the breastfeeding mothers
. Family members tended to deflect the embarrassment, expressing concern about it being embarrassing for the mother, or an older grandparent rather then saying that they personally felt embarrassed. The response to this embarrassment was that the family member often left the room, to let the breastfeeding mother ‘get on with it’. For the family member, ‘leaving her in peace’ was considered a supportive action, but for the mother, this meant that breastfeeding became an isolating experience. The study’s authors suggest that family members need clearer suggestions about how they can support breastfeeding mothers, and that mothers need to be better able to articulate their needs. 

· How do fathers, other siblings, involved grandparents and carers feel about exclusive breastfeeding in relation to jealousy and exclusion?
· Where fathers or grandparents are involved in the care, how does this affect attitudes towards exclusive or continued breastfeeding?

· How do family members feel about ‘supporting breastfeeding’? Do they know what to do?

· What kind of support do breastfeeding mothers want from family members?
Family members who have had negative experiences
Family members reported feeling ‘pity’ for mothers who were continuing to breastfeed57. Others suggested that as they hadn’t been able to breastfeed, they thought that their sister/daughter was probably going to have problems, and so were discouraging to the mother. In our bottle-feeding culture, most mothers will meet others who have had negative breastfeeding experiences. 

· How can we equip mothers who want to breastfeed to deal with this well intentioned, but nevertheless undermining discouragement? 

· How can mothers/grandmothers, who have had negative experiences be brought to a position of being able to be supportive and encouraging of other mothers desire to breastfeed?

Feeding in public places.
Although the acceptability of feeding in public is clearly a factor, both local research in Portslade (see below) and national research53 suggests that feeding in public is not a primary barrier to the trial of breastfeeding. Mothers talked of the problems of needing to feed in toilets when they were out because there weren’t any suitable facilities58,and their envy of mothers with social networks who could visit others and/or feed in their cars 57. For Bangladeshi women in one of the studies, this wasn’t seen as a problem – they simply never breastfed outside the home
. Breastfeeding was seen as something which restricted mothers’ freedoms.  Bottle feeding a baby is seen as acceptable everywhere.

Do parents feel that breastfeeding restricts their freedom? How important is this?

Moral considerations: 

When mothers give up breastfeeding early, they are facing and adjusting to a wealth of implicit moral issues. The breastfeeding mother is a ‘good mother’ -“one who prioritises her child’s needs, even where this entails personal inconvenience or distress”
. To give up breastfeeding and formula feed threatens her claim to the qualities of a ‘good mother’ such as selflessness, wisdom, responsibility and far sightedness. 

Mothers also want to be ‘good partners’ and using expressed breastmilk is seen as a key strategy for involving partners. Murphy59 explains how women may go through the extra work, expense and inconvenience of expressing in order to involve the father, rather than any particular need or benefit of her own. She talks of mothers feeling conflicting obligations to meet the needs of both baby and father.  In the Drop-Ins have found mothers commonly expressing breastmilk before their babies are 6 weeks old, so that fathers can feed.
A third moral obligation is to be ‘modest’ or ‘discrete’, and Murphy discusses how the ‘association between breasts and sexuality leaves breastfeeding women open to the charge that they are brazen’. Thus formula feeding achieves modesty, breastfeeding at home in private achieves modesty. Women concerned with this moral of ‘decency’ had concerns about not using breastfeeding to be exhibitionist. 

Murphy reminds us that ‘Infant feeding carries considerable moral baggage’. The reasons women may give for their infant feeding behaviour may not be straightforward; “they are drawing on a repertoire of culturally acceptable legitimisations of their infant feeding decisions”. 

Single parents:

Data from the millennium cohort study suggest lower rates of initiation and exclusivity of breastfeeding amongst single parent households
. This not much discussed in the literature, and needs further exploring. 

· How does family structure influence breastfeeding? 

· Are there particular barriers and incentive of breastfeeding for lone parents.  
Recommendations not perceived as relevant: 
A study by Heining in the USA with mothers in low income groups enrolled in the Women, Infants and Children (WIC) programme found that mothers often ignored health professional advice on infant feeding because it was perceived as being in-appropriate to their particular family circumstances
. They did not ask the health professional for advice on how to make breastfeeding work in their circumstances because they felt the health professional would not understand what was going on in their lives. Mothers felt they had no choice but to introduce formula because their personal circumstances rendered the general health advice to breastfeed as not appropriate for them. 
Perceptions and knowledge of solutions:
 Heining cites Duckett’s adapted theory of planned behaviour whereby the gap between intended behaviour and actual behaviour is influenced by ‘Modifyiers’ - conditions or events which occur after the intention is formed and which result in changes to practice.  Many of the participants in Heining’s study referred to stressful circumstances that prevented them from following health recommendations, and formula was perceived as a solution.  Heining refers to studies with cancer patients which indicate that when an individual is under stress, their capacity to find solutions to their problems is governed by their perception of the availability of solutions. If people don’t know that there are solutions available, and they are stressed, rather than seek-out help and try to problem-solve they will attempt to calm themselves through denial, disassociation and reinterpretation of their goals.  For the breastfeeding women in the study, their major worries were about their babies crying, sleeping and not getting enough to eat. Heining suggests that low income breastfeeding mothers experiencing these problems are in a situation of stress and may not perceive that their problems can be remedied, so do not seek out solutions but are forced to accept the alternative feeding behaviour of using formula.  These stresses ‘Modify’ their behaviour.
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Figure 8.1.2. Simplified schematic representation of theory of planned behaviour from Heining.

The idea that people respond differently when under ‘stress’ and need support services to be provided in a different way raises some interesting ideas. Families with a newborn baby are in the midst of a life-changing experience, and in the early weeks the mother’s hormone levels are unstable, she is recovering from child-birth and is probably very tired. For many parents, particularly those less prepared for their baby’s arrival, this is a time of stress and a time when families need special treatment.  
Does the way support services are delivered in B&H reflect the needs of parents under stress?

Do parents perceive their early parenting experience as stressful? Did it alter their capacity to cope?  
Asking for help: 
 In a randomised controlled trial in London, breastfeeding support from NCT counsellors failed to increase breastfeeding rates despite an antenatal visit from the local BF counsellor, and the offer of further postnatal support by a home visit or telephone
.  The lack of effect was largely due to the low uptake of postnatal support, so that access was a bigger determinant of impact than the effectiveness of the support provided . There was an apparent reluctance to ask for help. Some of the counsellors commented that willingness to ask for help depended on the strength of the mother’s motivation to breastfeed. The authors propose that postnatal support needs to be organised in ways that ‘do not require women to identify themselves as having a problem’. Other studies have similarly identified the need for routine rather than ‘opt-in’ services. 

What do mothers in B&H feel about the pattern of service provision?
Attitudes towards voluntary help: 
A further point raised in the London NCT counsellors study, was mother’s uncertainty about how much help mothers could reasonably ask from a volunteer. Do mothers have different expectations about the demands they can make from volunteer compared with a paid breastfeeding supporter? When the study mentions that cultural barriers may have played a role with women from lower socio economic groups being more reluctant to contact the volunteers, was this because of the wariness of mothers from lower socio-economic groups to talk with the counsellor and have her visit their home, or was it a different attitude towards the use of voluntary services? This is not discussed in the literature, yet it has huge implications for the success of peer-support programmes. The authors point out that much of the evidence for the effectiveness of peer support comes from settings where statutory postnatal support is less developed, and there is no alternative. In Brighton and Hove, statutory services are reasonably developed, we need to explore attitudes towards voluntary versus statutory support. 
What do parents feel about voluntary versus statutory support?
8.1.4.
Insights about stopping early from local research

Hanover Drop-In :  Qualitative research conducted as in June/July 200736Error! Bookmark not defined.amongst Drop-In users indicates that support to normalise behaviours associated with breastfeeding, such as feeling tired, lack of time was as important as the support for breastfeeding itself. The research suggests that mothers tended to be unprepared for the reality of their life with a baby, and breastfeeding in the early weeks after birth and that the reassurance provided by talking with other mothers at Drop-In was an important factor in their continued breastfeeding (see quotes below)

“Knowing that breastfeeding hurts a lot in the first few weeks is something which literature does not state, so Drop-In made a huge difference to hear (others talk about) the reality of my situation”

“Sharing experiences makes you feel better and realise you are not alone or a rubbish mother if things are not going on so well”

A feeling of isolation in their new life as mothers comes through in the research. The opportunity to meet other mothers with babies of a similar age is clearly important, and Drop-In increased mother’s confidence to the extent that they were more prepared to feed in public.
“It was invaluable to me because it was the only place I met like-minded mothers and where exclusive and long term breastfeeding and attachment parenting was seen as the norm”

“I did not have anyone at home, felt isolated and now I have many friends to help me with my breastfeeding concerns”

“Seeing twenty mothers breastfeeding in one room is a strong bond”

“Earlier I felt self-conscious about feeding outside, but after I started coming here, I don’t mind, I’ll feed my baby anywhere”

Portslade research: Prior the setting up of a breastfeed Drop-In in Portslade, the Early Years Visitor conducted a survey with more than 60 mothers
.  When asked what made those that were bottle feeding decide to introduce a bottle, around two thirds referred to difficulties with breastfeeding (latching on, painful breasts) and weight gain/ insufficient milk,. The remainder refer to breastfeeding being demanding, tiring and stressful or to have some freedom so that their partner could feed. Problems with breastfeeding in public places was mentioned as a difficulty with breastfeeding, but not as a reason for introducing formula. This suggests that breastfeeding in public is a negative aspect of breastfeeding, but not a causal factor in stopping breastfeeding or introducing a bottle. This needs to be further explored. 
· Baby constantly needed feeding day and night and was not settling, became very hard work and tiring.

· It takes up a lot of time , does not feel like my body belongs to me again yet!.

· There’s a lot of social negativity still that disappoints me.

· Dirty looks from people in public places.

When asked what helped the breastfeeding mothers overcome their problems, professional support from health visitors and Hove Polyclinic is mentioned equally with support from other mums who were breastfeeding. Reasons for stopping breastfeeding including returning to work, getting figure and life back.
· Would mothers introduce a bottle because of the difficulties associated with breastfeeding in public?
8.3. Why don’t more mothers continue breastfeeding beyond the first six months?

Insights from the Infant Feeding Survey
Information to generate insight into the reasons why more mothers don’t breastfeeding beyond 6 months is scarce because it has not been a major policy focus in the UK. 
In the Infant Feeding survey, mothers who stopped breastfeeding between 6-9 months still gave ‘insufficient milk’ as the main reason for stopping breastfeeding (24%) and rejection of the breast (16%) but 22% also cited returning to work or college.  In the literature, qualitative studies report that prolonged breastfeeding is seen as deviant and indicative of an inappropriate relationship between the mother and child. This is tied up with western culture and sexuality of the breast and probably a legacy from 1950’s parenting styles as promulgated by Truby King where too much contact was seen as spoiling a child.
Insights from local studies

Mothers at the Hanover Breastfeed Drop-In tend to breastfeed for longer than the general population and there is some suggestion that the more often mothers attend Drop-In the longer duration of breastfeeding.

“my intention to breastfeed was prolonged with each visit of mine to Drop-In and made me go on and on with my breastfeeding for more weeks”

“It helped me, encouraged and kept me going each week, to go for another week of breastfeeding and finally I breastfed for about 13 months, though my intention was only to feed for 6 months”  
In the Portslade research, mothers also mentioned the social stigma of breastfeeding a child over 12 months as a reason for stopping. 

‘Returning to work’ is often given as a reason for stopping breastfeeding, or introducing bottles of infant formula. Sometimes this can be many weeks before mothers actually return to work because they want to be sure that their babies become accustomed to bottles in advance. The recent coming together of the age for starting solids and the length of maternity leave at six months means that it should now be easier for mothers to continue breastfeeding and return to work. However, in the authors experience mothers are often unaware of the capacity of well established breastfeeding to adapt to dramatic changes in feeding frequency. For example, that mothers can feed in the morning and at night time on working days, and throughout the day at weekends. 

Under statutory maternity provisions, employers have a duty to provide facilities for breastfeeding mothers to rest and to store expressed breastmilk, and to consider flexible working arrangements. Little is known about the extent to which employers in the England facilitate continued breastfeeding, but the general impression is that there is often scant provision, particularly for mothers working for small organisations, or in low paid work. Neither is much known about how much policies and practices of child care facilities looking after young babies support or impair continued breastfeeding.

· How mothers feel about continuing breastfeeding beyond 6 months.

8.4 Why do women not breastfeed exclusively for the first six months? 

Exclusive breastfeeding has not been a major policy focus in the UK, and once again, information for generating insight is scarce. 

In the Infant Feeding Survey, the most common reason for loss of exclusive breastfeeding status in the infant feeding survey was due to the introduction of infant formula, (64%).  Mothers giving formula had the shortest duration of ExBf. A third of breastfed babies were given formula or other liquids before the end of their hospital stay. 39% of mothers who lost their exclusive breastfeeding status by giving infant formula, were feeding formula by one week, 80% by 6 weeks. 

Mothers who lost their exclusive breastfeeding status by giving solids had a longer duration of ExBf, (100% ExBf at 6 weeks, 66% at 4 months) and tended to be older, more educated and from a higher socioeconomic group.  Those giving other liquids, such as water or juice, tended to be younger and from lower socio-economic groups.

Implications for B&H project
Strategies to support and encourage exclusive breastfeeding need to be tailored to the particular threat to exclusive breastfeeding of different groups of mothers. We do not know whether formula is introduced because breastfeeding is not going well, or for other reasons. This needs to be explored more fully. 

Key points from this chapter are brought together in the next chapter.

9.
Preliminary Competition Analysis, Exchange and Audience Segmentation
The Competition Analysis and Exchange below are based on the preceding chapters and is intended to be further developed as the B&H social marketing project progresses. The analysis seems to be heavily skewed in favour of formula feeding, as might be expected after so many years as a bottle-feeding culture, dating back to periods in the 1960s where formula feeding was advocated and distributed by the health sector.  
9.1 
Competition Analysis(items in the table are not ranked )
	1. Desired behaviour - Incentives

	a. What incentives currently exist that encourage/support exclusive and continued breastfeeding?
	· Wide recognition from public and health sector that ‘breast is best’

· Personal vindication that providing baby with best start in life.
· Fulfilment of obligation to be a ‘good mother’ 

· Health benefits for baby

· Health benefits for mother

· Can help with weight loss (if prolonged)

· Free

· Convenient, portable, available day and night
· Nice thing to do

· Bonding

	2. Desired behaviour - Barriers

	a. What barriers/blocks currently limit/restrict exclusive and continued breastfeeding?
	· Lack of understanding (mothers and health professionals) of early physiology of lactation and good conditions for establishment of breastfeeding
· Society valuation of ‘sleeping through the night’ as soon as possible, which impairs establishment of breastfeeding. 

· Ambivalence of health professionals or reluctance to promote breastfeeding because they do not want to make mothers feel guilty
· Tiring, demanding

· A Chore
· Perceived as  problematic

· Early difficulties if not supported can be painful/ lead to failure
· Problems with seeking appropriate help – services opt-in, may not be local, not available 24/7
· Fear of failure

· Responsibility for feeding cannot be shared with others

· Embarrassment

· Conflict with fulfilling obligation to be a ‘good partner’
· Not what peers do
· Concerns about feeding out of the home

· Social stigma of continued breastfeeding 
· Returning to work
· Acceptability of expressed breastmilk
· Family spacing < 2years can prevent continued breastfeeding
· Seen as a choice, rather than completion of biological nurture
· Breastfeeding women perceived as ‘brazen’.
· Contraindication with medications, smoking, alcohol and recreational drug use


	3. Problem behaviour - Incentives

	a. What incentives currently exist that encourage/support formula feeding and early cessation of breastfeeding?


	· Belief in equivalence of infant formula
· Formula feeding acceptable everywhere
· Marketing of infant formula in parenting magazines and other media using convincing technical arguments which imply equivalence, better for hungry babies, or useful addition to breastfeeding 
· Trust in quality of infant formula, and lack of understanding of true composition
· Formula feeding preserves modesty

· Fathers, grandmothers, others can feed 

· Volume consumed can be seen and measured

· Mother can smoke, drink alcohol, continue with medications and recreational drug use

	4. Problem behaviour - Barriers

	a. What barriers/blocks currently limit/restrict formula feeding and early cessation of breastfeeding?
	· Recognition that formula is not sterile – risk of Enterobacter sakazaki 

· Revision of guidance on correct instruction for mixing infant formula have made formula preparation more onerous, however, awareness of this is low. 
· Mild disapproval from some health professionals? 

· No longer given out under low income programme (Healthy Start) or sold at discount from clinics 

· Revision of infant formula regulations currently in progress is likely to impose stricter controls on infant formula marketing advertising and claims


Information to explain points in the competition analysis on infant formula.
Infant formula is a cow’s milk based product, with added fat blends and appropriate other macro and micro nutrients. The recipe for important ingredients is controlled by Infant Formula Regulations, thus variations between brands are for ‘non-essential’ ingredients. The market competition is fierce, but essentially there is little difference between brands other than flavour, price and branding. Infant formula is not sterile and can contain a bacterium Enterobacter sakazakii which can kill vulnerable newborns. For this reason, guidance on safe preparation changed in 2006 and formula should now be made up with boiling water to kill the bacterium. Awareness of the change in the instructions which mean that bottles should not be made-up in advance is thought to be low. 
Advertising of infant formula to the public is not permitted, but manufactures continue to advertise ‘Follow-on formula’, suitable from six months of age arguing that this is not a breastmilk substitute and is not covered by the law. (The regulations are currently under review.) Many mothers cannot tell the difference between regular infant formula and follow-on formula and inappropriately give follow-on formula to babies under 6 months. This can be dangerous because follow-on formulas are much ‘stronger’ and their composition is less well controlled. 

9.2 The Exchange
Improving breastfeeding ‘behaviour’ entails encouraging mothers to take-up and/or continue a healthy activity. In this way it is similar to programmes encouraging people to do more physical activity. However, mothers who breastfeed are taking on an activity which they are solely responsible for, in place of formula-feeding which they can share with their partners and others. In this way the trade-off between incentives and barriers in breastfeeding behaviour - the ‘Exchange’ in social marketing terms -  is more complex, and impacts upon others beside the breastfeeding mother.
Figure 10.2. Indicative sketch of the Exchange between incentives and barriers for breastfeeding 
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9.3
  Initial Audience Segmentation:
Initial audience segmentation variables for interventions to support breastfeeding mothers to breastfeed exclusively in the first six months and continue beyond two years. (adapted from Ong
)
	Segmentation variable
	Examples

	Behavioural: 

Breastfeeding status
	· Initiators who do not establish (stop <6 weeks)
· Mothers who establish breastfeeding but do not maintain to 6 months, 
· Mothers who maintain to 6m but do not continue beyond 6 months.

· Mothers who continue beyond 6 months

	Behavioural:

Feeding pattern
	· Exclusive breastfeeding (<6m)
· Mixed feeding – Mainly breastfed, mainly formula fed.

· No breastfeeding

	Geographic
	· Neighbourhood Renewal Areas
· Children’s Centre Catchments



	Demographic
	· Age (teenage, young <20 years, average, over 40). 
· Parity (primiparous, multiparous), 
· Family situation, (single parent, heterosexual couple, lesbian couple), 
· Education, 
· Income. 



	Psychographic
Mother
	· Working mother, mother at home, mother on maternity leave. 
· Self-efficacy for breastfeeding and parenting. 
· Values; ethical consumer, organic, consumer

· Social norms/peer groups.
· Attitudes – committed to breastfeeding, ambivalent, reluctant, resistant

· 

	Psychographic 

Father/significant other
	· Attitudes – committed to breastfeeding, ambivalent, reluctant

· Embarrassment

· Supportive, not involved.

· Comfortable, excluded, resentful.


10. Taking the work forward
This report reviews a vast literature about breastfeeding, and has attempted to consider points relevant to applying social marketing approaches to breastfeeding support in B&H.
In taking this work forward it will be important to keep in mind that at any one time, only a small proportion of the city’s population are breastfeeding. In addition, breastfeeding mothers move through critical time periods and/or stages, such that the applicability of different strategies or interventions may be very short. For example, interventions to encourage exclusive breastfeeding are only relevant to mothers with babies under 6 months. Taken together, these considerations potentially limit the value of overly-detailed audience segmentation when working at a city level, because the numbers of potential beneficiaries becomes too small and dispersed across the city.  

The report attempts to expose the reader to the range of factors impinging upon the breastfeeding dyad, (figure 10.1) 
 
[image: image23]
Figure 10 : Factors which influence breastfeeding behaviours, a hierarchy of levels.

10.1
Setting behavioural goals : What do we hope to achieve?

Exclusivity or duration – which is more important ?

In the UK, mothers do not automatically breastfeed and amongst those that do, breastfeeding is neither exclusive or of long duration (see 2.6).  Having taken the decision not to address initiation rates, which are already quite high, we need to consider whether exclusivity or duration of breastfeeding should take priority for behavioural change in the demosite project.
We know that once mothers have reached 6 weeks, with community support they can readily go on and breastfeed for longer. The clinically difficult stage is over, breastfeeding beyond 6 weeks is more about receiving appropriate social and community support. Should we set targets for maintaining breastfeeding to 6 months or beyond? 

There is no clear evidence that increasing exclusive breastfeeding leads to a longer continuation of any breastfeeding. The classic example of this is the situation in Nigeria, where 98% of mothers breastfeed typically for more than two years, but less than 2% practice any exclusive breastfeeding.  Exclusive breastfeeding has not received much attention in the UK, where the focus has been on increasing initiation or the low rates of Any breastfeeding. 

In health terms, the evidence suggests that the younger the baby, the greater the health benefits of exclusive breastfeeding.  Studies in Dundee found that it was necessary to breastfeed for longer than 13 weeks to achieve some health benefits
.  Perhaps in the first instance we should focus on getting increased rates of both exclusive breastfeeding and any breastfeeding in the first 3 months, with particular focus on exclusive breastfeeding in first 6 weeks. The health gain for the city of getting everyone to breastfeed at 3 months, is likely to be greater than getting a smaller proportion of women to breastfeed to 2 years.  If mothers have a good and supported experience of exclusively breastfeeding to 3 months, they may be more inclined to continue to 6 months and beyond. Interestingly, in May this year, the USA set targets for each State to achieve increases in exclusive breastfeeding at 3 and 6 months of age, and Any breastfeeding at 6 and 12 months of age
  
The motivators and barriers will be different for exclusive, any and prolonged breastfeeding. The social marketing research needs to identify and characterise these.

Recommendation: NSMC commission a review of breastfeeding projects using social marketing approaches.

There is vast literature on interventions to encourage and support breastfeeding, and this review has not touched on the literature concerned with increasing rates of initiation. It would be helpful if there was a retrospective review of interventions which have used social marketing approaches, using the recognised social marketing benchmarks, as a companion to existing reviews on other areas of behavioural change.

Key points from 10: Taking it Forward

· The project will need to decide which is a greater priority; increasing rates of exclusive breastfeeding or rates of any breastfeeding. It is suggested that the largest health gain will come from focussing on exclusive breastfeeding at 6 weeks, and rates or exclusive or any breastfeeding at 3 months. 
· At any one time, the numbers of mothers at a particular stage of breastfeeding in a population with 3000 births pa is very small, and this may restrict the application of detailed audience segmentation according to other characteristics.
· It would be useful to use the ‘community perception technique’ to explore in more depth mother’s feelings and decision making about stopping earlier than they would have liked.
Some areas which the qualitative research for the B&H project needs to explore 
Mothers perceptions 

1. What do parents feel about the equivalence/ non-equivalence of infant formula? Do they feel they know enough about infant formula?
2. Do mothers perceive the breastfeeding recommendations as relevant to them? What are the factors that render them irrelevant? What do they think of exclusive breastfeeding and continuing beyond 6 months?
3. What are mothers perceptions of early breastfeeding? Do they expect it to be difficult?

Mothers experiences 

4. Do parents perceive their early parenting experience as stressful? Did it alter their capacity to cope?  
5. What was their experience of infant illness and needs from the health care service?
6. Do mothers accessing antenatal preparation perceive and experience breastfeeding as less problematic? 

7. Do parents feel that breastfeeding restricts their freedom? How important is this?

Solving early breastfeeding difficulties

8. What was mothers awareness of the possible solutions to problems, before the problem occurs? 

9. do they know that early problems with latching on, sore nipples etc are can be readily resolved with support? 

10. Do they know how to access support?

11. Looking back, do they perceive that time as a time of stress, were they responding rationally and in control?

12. How do mothers feel about asking for help? 

13. Do mothers have different expectations about the demands they can make for support from a volunteer compared with a paid supporter/health professional?.

14. What do they feel about help from a volunteer versus paid supporter? 

15. Does the way support services are delivered in B&H reflect the needs of parents under stress?
Other family members and carers
16. What did the mother feel about the father’s reaction to her breastfeeding?

17. How did the father support (or otherwise) her breastfeeding? What kind of support do breastfeeding mothers want from family members?

18. How do family members feel about ‘supporting breastfeeding’? Do they know what to do?

19. How do fathers, other siblings, involved grandparents and carers feel about exclusive breastfeeding in relation to jealousy and exclusion?

20. Where fathers or grandparents are involved in the care, how does this affect attitudes towards exclusive or continued breastfeeding?

21. How does family structure influence breastfeeding? Are there particular barriers and incentive of breastfeeding for lone parents.  

22. What about friends and family members who have had negative experiences. How can we equip mothers who want to breastfeed to deal with this well intentioned, but nevertheless undermining discouragement? 

23. How can mothers/grandmothers, who have had negative experiences be brought to a position of being able to be supportive and encouraging of other mothers desire to breastfeed?

24. How does division of parenting responsibilities between mother and father/grandparent/other carer influence breastfeeding?
Breastfeeding pattern and strategies

25. Did mother express and why?

26. Did expressing make any difference to the father/granny relationship?

27. HOW do mothers loose their exclusive breastfeeding and why?. 
(Does it just start with one bottle because of cracked nipples or a bad night and then  does that one bottle become a regular bottle? 
Or does the family decide that this 100% breastfeeding is too much? 
28. Who feeds this first bottle?
29. How do they feel after this first bottle?
30. Did they already have the formula and bottle in the house? 
Using support services

31. Would they ever make use of a Drop in? 
32. Would they be more/less inclined to go to a Drop in if it was run by volunteers rather than health service? 

33. Do they go to mother and toddler groups? Do many mums breastfeed there? Would this be a better way of doing breastfeeding support?

Attitude towards exclusivity and duration of breastfeeding

34. How long do you think bf should go on for

35. Which do you think it would be easier for women around her to do, exclusive breastfeeding or longer any breastfeeding?
Further work also needs to be carried out with health professionals involved in antenatal and postnatal care.

Appendix A.  Situation Analysis Information relevant for wider programme of work in B&H: 

Feeding Intention

National data from IFS9
90% of mothers said they had planned how they were going to feed their babies before the birth, with seven in ten mothers reporting that they intended to breastfeed, with most (60%) intending to ExBf rather than mixed feed (10%). Of those who intended to exclusively formula feed, around one in ten actually breastfed initially, although they tended not to breastfeed for very long and half had stopped by one week. Mothers who intended to mix feed tended to have a shorter duration of any breastfeeding. Mothers who had been breastfed themselves were more likely to intend to breastfeed.

The reasons for intending to breastfeed have changed little since the previous survey in 2000, and there is a high level of awareness of the health benefits with 80% being able to name a benefit. However the survey found that more mothers intending to formula feed cited a general dislike of the idea of breastfeeding than previously (32% in 2005, 19% in 2000) and for the first time the survey found they gave the reason that formula feeding fitted in better with their life style (13%). Mothers intending to formula feed had a lower awareness of the health benefits of breastfeeding (69%) than those intending to breastfeed (91%) but this is still a generally high level of awareness. The most common health benefit of breastfeeding cited by mothers was the ability of breastmilk to help develop the baby’s immune system and protect against infections.

	Reasons given by mothers intending to breastfeed
	Reasons given by mothers intending to formula feed

	Best for babies health – 81%

Convenience – 28%

Bonding – 19%

Health benefits for mum – 17%

Cheaper – 15%
	Didn’t like idea of BF – 32%

Other people can feed baby – 25%

Fed previous child with IF – 21%

Convenient/due to mothers’ lifestyle – 13%


There is no information available on feeding intention in Brighton and Hove

Implications for wider programme of work in B&H
Awareness of the health benefits of breastfeeding is fairly high and the main reasons the mothers decide not to consider breastfeeding seem to be increasingly tied up with attitudes towards the process of breastfeeding and lifestyle patterns associated with removing the dependency of the baby on the mother for feeding during the milk-only period. 

Teenage mothers
B&H‘s teenage pregnancy rate is higher than national rates, which are in turn the highest in western Europe. In B&H there are 44.4 conceptions per 1000 under 18 years olds compared with 41.5 nationally, and 9.5 under 16 year olds compared to 7.5 nationally. Teenage parents are less likely to breastfeed, and their children are at increased risk of poverty, poor health and low educational attainment.  Teenage pregnancy is one of the areas where health inequalities have increased and the city has specific targets for reduction in teenage pregnancy.
The ‘Choices’ project at Tarner Children’s Centre offers offers antenatal and postnatal support for mothers under the age of 20, on Fridays from 12.30 – 2.30pm.  Breastfeeding is included in all sessions.  
Experience of other projects working with teenage mothers suggests that if teenagers can be motivated to give breastfeeding a try, they often have great success with breastfeeding and are effective at encouraging other young mothers to do the same.  

Appendix B 
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Hanover Community Centre, 33 Southover Street, Brighton

Tuesday 10 am to 12 pm

“Support & information for breast feeding mothers”

BOOBALICIOUS
Hollingdean Children’s Centre, Brentwood Road, Hollingdean

Thursday 10.30 am to 12.30 pm

“Informal breast feeding drop in”

(Health Visitor advice re: breast feeding issues usually available from 11.30 am to 12.30 pm)

CHOICES

Tarner Children’s Centre, Ivory Place, Brighton

Friday 12.30pm to 2.30pm

Antenatal and post natal support to young parents under the age of 20
EAST BRIGHTON
HEALTH MATTERS
Whitehawk Roundabout Children’s Centre, Whitehawk Road, Brighton

Thursday 10 am to 12 pm

Offering mother to mother breast feeding support.

THE THURSDAY GROUP

Moulescoomb Children’s Centre, Hodshrove Lane, Brighton

Thursday 12.30pm to 2.30pm

Offers baby massage and mother to mother breast feeding support

HOVE
HOVE BREASTFEEDING DROP_IN

Hove PolyClinic, Nevill Avenue, Hove

Wednesday 2 pm to 3.30pm

Breast feeding support & information available from Health Visitor & Breast feeding support Nursery Nurse.

NEW!Starting 14 May 2007

BREASTFEEDING GROUP

Portslade Children’s Centre, The Rise, Portslade

Mondays 12.30pm to 2pm

Mother to mother breast feeding support.

PEACEHAVEN AND NEWHAVEN
The Baby Café - The Havens

Peacehaven Children’s Centre, Meridian Way, Peacehaven

Thursday 12 pm to 2pm

Drop-In group offering breast feeding help, information & support.

For more details contact Vanessa Hann on 01273 580504 ext. 306

The Baby Café - The Havens

[image: image28.wmf]Gray’s Nursery, Railway Road, Newhaven

Tuesday 11am to 1pm

Drop-In group offering breast feeding help, information & support.

For more details contact Vanessa Hann on 01273 580504 ext. 306
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� Selective information relevant to the Breastfeeding Project, largely drawn from the Brighton and Hove Annual Report of the Director of Public Health Report 2006.  For more general health information please see the full public health report, 2007 version currently in press


� It is possible to use re-lactation techniques to start breastfeeding at a later date, but this requires intensive support and commitment.


� The IFS present figures by country. The author has extracted data for England rather than UK for this report. 


� Using the conceptual framework in Chapter 2


� Would have liked to have taken areas with >80% coverage, but all areas have fewer records at 6 weeks, so taken those where > 75% at 10 days and >70% at 6 week.
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� Actions pertaining to increasing initiation, antenatal preparation or hospital based practices are not included here.
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