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EXECUTIVE SUMMARY

The Waikato District Health Board (DHB), a Baby-Friendly Hospital, offers a postnatal outpatient
service for new mothers and babies who may be experiencing difficulties with breastfeeding, for
women experiencing diabetes in pregnancy who plan to breastfeed and for allied health care
professionals seeking advice and support for any clinical issues with lactation. This service
developed from a need in the community to provide extra support to new mothers, over and above
what their primary practitioner could provide.

In 2008 Momentum Research and Evaluation Limited were contracted to undertake an evaluation

of the service. The evaluation has beeni funded b
Healthy Action (HEHA) Research and Evaluation Fund. The purpose of the evaluation is primarily

to assist with planning its future direction. The specific objectives of the evaluation include:

1. to describe client and stakeholder knowledge, attitudes and experience regarding how well
the service is achieving its objectives of providing specialist breastfeeding support and
whether the strategies being employed are effective;

2. to provide descriptive information about what has been achieved (intended and unintended)

by the service;

to describe aspects of the service that are working well and any potential issues;

4. to describe lessons learned and critical factors to assist service implementation and areas for
improvement;

5. to determine the extent to which the service is providing for the needs of M&ori women,
babies and family/whanau, including whether M&ori access the service, barriers to access,
and areas for improvement.

6. to determine the extent to which the service is providing for the needs of Pacific women,
babies and family including whether Pacific women access the service, barriers to access
and areas for improvement.

w

The evaluation included a literature review, a review of 96 patient records, a phone log, a postal
survey of 57 clients, interviews with 10 mother and baby dyads, and 23 interviews with 38 key
informants. The following is a summary of the key findings from the evaluation.

1.0 KEY FINDINGS

Overall the evaluation found that the Waikato DHB Breastfeeding Outpatients Service is providing
an effective service that is increasing breastfeeding duration, knowledge, confidence and success
for mothers, and increasing knowledge amongst health professionals. Given that the service has
had limited promotion, no extra resourcing and only has one clinic a week, it is significant that so
many mothers are accessing the service. There is evidence that a proportion of the population,
particularly Maori, Pacific, young mothers, rural communities and low socio economic groups are
not accessing the service, and as such any expansion should be focused on increasing
representation in those areas in the first instance. Even without expansion the current service
would benefit from increased resourcing and administrative support to enable them to more
effectively manage their records and other tasks.

2.0 FUTURE DIRECTION AND RECOMMENDATIONS

The following list of recommendations is presented in four areas for action. These are: Prenatal

care, Post-n at al car e, Wai kat o DHB Breastfeeding Outopat
Investigation.
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2.1 PRENATAL CARE

T I'ncreased promotion and information of tiche Wai
for mothers during pregnancy, including mothers who do not birth within the hospital setting.
T I'ncreased promotion and information of the Wai

for health practitioners, including a focus on Méori and Pacific health providers in the region.
1 Increase opportunities to work with antenatal education providers in providing specialist
breastfeeding education, including in M&ori and Pacific appropriate settings.

2.2 POST-NATAL CARE
91 Increased emphasis placed on collaborative working among key services within the Waikato
region, including reinforced correct messages with regards to normalising breastfeeding and
key developmental phases for breastfed babies.
1 Increase opportunities to work with post-natal education providers in providing specialist
breastfeeding education, including in Maori and Pacific appropriate settings.

2.3 WAIKATO BREASTFEEDING OUTPATIENTSOCLINIC

1 Improved collation of ethnicity data with regards to both mothers and babies that access the
breastfeeding clinic for support.

1 Expansion of Breastfeeding Outpatients service to include: increased number of clinics,
folowup mechanism, clinics provided in outlying ¢
to over three months, and mandatory lactation visit in hospital wards (within a private space).

9 Inclusion of home based visits for mothers with babies less than three weeks of age.

1 Encouraging support people to attend the clinic visit with the mother (including partners,
whénau, and key professionals) to assist with recall of information and ongoing breastfeeding
support in the home.

91 Increased resourcing of the Breastfeeding Outpatients service including immediate
administrative support and a review of current workforce capacity.

1 Explore the opportunity to host a Waikato wide breastfeeding symposium for both mothers
(prenatal and postnatal) and practitioners to attend, increase breastfeeding information and
skill, and gather support for Waikato wide breastfeeding culture.

1 Increase opportunities to work with Maori and Pacific health providers with an aim of
increasing breastfeeding responsiveness to Maori and Pacific communities, emphasizing the
importance of whanau involvement.

2.4 FUTURE AREAS OF INVESTIGATION

1 Undertake ongoing process and impact evaluation of the Waikato DHB Breastfeeding
Outpatients service to ensure appropriate measurement of key milestones and achievements
over the next stages of development.

1 Undertake an impact evaluation of the Waikato DHB Diabetes Antenatal Clinic, including the
provision of lactation consultant support.

1 Stock-take of all breastfeeding support and promotional services / initiatives across the
Waikato DHB region with an emphasis on exploring ways of increased cohesion and
collaboration.

9 Further investigate ways in which to increase participation levels in health services by those
families most disadvantaged including: Maori, Pacific, young mothers, single parent families,
rural communities, and low socio-economic status.

1 Exploration of creating a milk bank to assist those mothers who are experiencing breast milk
problems.
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3.0 BACKGROUND

3.1 LITERATURE REVIEW

A Breastfeeding is associated with significant health and wellbeing benefits for mother and
child. There are significant health risks for both babies and mothers of not breastfeeding.
The World Health Organization recommends exclusive breastfeeding for six months,
followed by breastfeeding for up to two years and beyond. The Ministry of Health has set
target rates for 2010 of 90% full or exclusively breastfeeding at 6 weeks, 70% at three
months and 27% at six months.

A The reasons why women breastfeed or not, and / or why they stop exclusive breastfeeding
before the recommended six months, are multi-faceted and related to societal, historical,
cultural, family and personal factors, birth events, maternity policies and practices, the level
of education and knowledge about breastfeeding, and the type of support they receive,
prenatally and postnatally.

A The literature on Mé&ori and breastfeeding supports the provision of services to protect,
promote and support breastfeeding for Maori, and notes that the services would be more
effective if they were provided fiby M2ori for I
breastfeeding concepts. One study also suggests that promotion of breastfeeding amongst
Maori should work to re-establish breastfeeding as a tikanga.

A Postnatal lactation programmes differ in the types of support they provide, whether they are
also integrated with a prenatal lactation programme or not, the level of training of the staff
involved, and the extent to which they are resourced, and the context (e.g. medical / obstetric
or midwifery model of care) in which they work.

A Characteristics that make up an effective postnatal breastfeeding support service include
having skilled, qualified staff, preferably IBCLCs, who are non-judgmental and skilled at
building confidence, and can offer home-visits, and telephone support. Face-to-face consults
are the most effective partly because staff need to watch a feed in order to accurately
diagnose the issues.

A Findings from the studies about breastfeeding outpatient clinics report that women are
satisfied with the clinics, that the clinics provide valuable knowledge about breastfeeding,
help them prolong the duration of breastfeeding and find solutions to the difficulties they are
experiencing. There is support for home visits although the literature is inconclusive as to the
economics of this.

3.2 THE WAIKATO DHB BREASTFEEDING OUTPATIENTSOCLINIC

The Waikato DHB Breastfeed i ng Out pati entsd® Service began in 2(
clinic with one or two appointments a week. I't no
clinic for mothers and babies up to three months of age, a phone advice service for professionals,

the provision to see mothers more urgently at Waikato Hospital (Hamilton) outside of the clinic, and

assistance with teaching colostrum expression to mothers at an antenatal Diabetes Clinic.

PHONE CONSULTS

Lactation consultants fielded an average of five calls a week from health professionals seeking
breastfeeding advice. Most calls were from LMCs, with the rest being from General Practitioners,
Pediatricians, Plunket, a District Nurse and a Practice Nurse. Practitioners called for advice on low
weight gain babies, latching issues, nipple damage, breast pain/mastitis/infection, undersupply,
baby not feeding, premature baby, drugs and breastfeeding and nipple shields.

May2009 Ruth Hungerford iii
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CLINICS

There were 26 clinics held in the evaluation period (1 September 2008 i 28 February 2009). An
average of five women attended each clinic and there was on average, one urgent appointment
per fortnight. The lactation consultants saw 96 women and babies during the six months that
evaluation data was collected for. Most (85, 88%) women attend a scheduled clinic, most (75,
78%) had only one appointment and just over half (56, 58%) did not require a follow-up phone call.

CLIENTS

Most (61%) clients were European / Pakeha. Only 7% were Maori and 1% was Pacific. This
indicates that M&ori and Pacific are under-represented. There were no mothers aged19 years or
under and only 7% of the mothers who attended were aged 20-24 years. Consultant assessments
showed that most (51%) women had medical or physical issues, 27% had latching and positioning
problems, 12% had behavioural (e.g. beliefs, confidence, parenting practices) that were negatively
impacting on breastfeeding success, and 10% had had birth-related events that had affected
breastfeeding success.

4.0 EXPANDED FINDINGS

4.1 CLIENT SURVEY FINDINGS

DEMOGRAPHICS

The postal survey had a 76% return rate, with 57 questionnaires being returned. The demographic
data indicates that the survey participants were a good representation of the whole population
sample of women accessing the service. Most lived in an urban city (37) and were living with their
partner and children (52), and most had Polytechnic or University diplomas or higher. Most women
(36) were first time mothers, 13 mums had two children in their care, and one respondent had
seven children in her care. Most mothers gave birth to their most recent baby at Waikato Hospital.
Birthing centres were the second most likely place to for the mums to birth their most recent
children. Five percent of the births occurred in a home setting with 1% of these being unplanned.

IMPACT ON BREASTFEEDING

There was a significant increase in confidence and success for mothers after attending the
breastfeeding clinic. The majority of mothers (95%) were in agreement with regards to the most
helpful components of the service. They are: 1) correct diagnosis, 2) feeding techniques, 3)
reassurance and confidence, and 4) practical help that works. The majority (53, 93%) were very
satisfied 42 (74%) or satisfied (11.19%) with the service they received.

The overall rate of mothers exclusively or fully breastfeeding after accessing the clinic increased by
3% (from 42, 74% to 48, 78%). There was a significant increase from 5% to 21% of mothers fully
breastfeeding after accessing the service, and a decrease of 50% in partially breastfed babies.
Three babies were being artificially fed at the time their mothers completed the survey and further
analysis indicates that two had received conflicting advice and switched and the other one had
persevered with expressing for 13 weeks before switching.

4.2 INTERVIEW FINDINGS

MOTHERS

Interviews with ten mothers found that the mothers overcame many challenges to breastfed their
baby such as: difficult and stressful pregnancy, rushed and scary birthing experience, distance
from their child (newborn unit), raising multiple children, and finding the right service for
breastfeeding support. They had sought support from other services and while some support was
useful, some had received conflicting and inaccurate advice from other support structures, which
caused confusion and in some cases was why the problems had surfaced and/or were not dealt

May2009 Jodie Robertson iv
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with earlier. Mothers interviewed were satisfied with the clinic, and with the expertise of the
lactation consultant. The mothers reported that their expectations were met; they had more positive
feelings towards breastfeeding, increased confidence, solutions that worked, reduced concerns
and increased encouragement to breastfeed.

STAKEHOLDERS

Those who referred to the service were referring appropriately and had a good understanding of
the purpose of the service. Referrers reported that the women they referred had received the
assistance they needed to continue breastfeeding. Practitioners who had utilised the phone advice
aspect of the service had increased their own knowledge of breastfeeding.

Having a community-based venue was thought to increase accessibility. However, only having one
clinic a week and the clinic only being in Hamilton decreased accessibility for women and
particularly, rural women. Pacific, Maori and women from low socio economic communities were
thought to be under-represented.

SERVICE DELIVERY STRENGTHS

The overall strengths of the service that were identified were: the skill, knowledge, passion and
experience of the staff; that the staff are qualified lactation consultants (i.e. IBCLCs); and that the
service is intensive, supports primary care providers so they can continue to support the mother
and is located at a community-based venue.

Other identified achievements were that it has: improved the knowledge base of mothers and their
families, increased breastfeeding duration; increased the numbers of diabetic mothers expressing
colostrum; improved the knowledge base, assessment skills and confidence of primary
practitioners; increased the profile and importance of breastfeeding.

SERVICE DELIVERY LIMITATIONS

Areas for future development included the provision of routine follow-ups, promotion of service to
mothers and professionals, increased breastfeeding antenatal education, increasing the age of
baby, mandatory lactation support in hospital, provision of drop-in centre, home visits, encouraging
support people to attend clinic with mother, and creating a milk bank to support mothers with
supply issues.

Other areas for improvement that were identified included expanding the service, succession
planning, increasing the resourcing and providing administrative support, computerising the client
notes, making provision for ongoing evaluation and monitoring, and looking at how the service is
integrated with other health service.

4.3 ACCESS FOR PACIFIC PEOPLES

Pacific providers were unaware of the service, which is one explanation of the low numbers of
Pacific women accessing the service. Issues that influence breastfeeding in Pacific communities
include: cultural and historical beliefs; family histories of artificial feeding; not accessing antenatal
education; younger mothers with issues like body image to contend with; language barriers when
accessing health services; and breastfeeding stopping on return to work or school. Barriers to
access included the clinic location at Plunket, transport and a tendency for Pacific people not to
access health services. Suggestions for service provision included: focus on prevention, antenatal
education and postnatal support, up-skill Well Child staff in breastfeeding, a preference for Pacific
lactation consultants, a home-based service, and allowance for support people and translators to
attend clinics.

May2009 Ruth Hungerford Y
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4.4 MAORI COMMUNITIES

Maori stakeholders identified Maori breastfeeding issues as falling into three categories. These
included: 1) Environmental stressors (creating better equipped environments, negative impact of
changing make-up of whanau, and increased access issues for rurally based mothers); 2)
Breastfeeding stressors (perception of Maori as natural breastfeeders, lack of accurate information,
and high expectations placed on mothers); and 3) the need to focus on Maori teenage mothers as
an area of focused priority.

Key factors identifiedas contri buting to the o0l deal M2 or i Br ece
support, home based services, focus on the whanau, having the right staff, support groups,

surrogate nannies, and creatingaone-st op shop womeno6és health centre.
recommendation were provided for the Waikato DHB Outpatients service to increase its

responsiveness to the Waikato Maori population. These included: 1) more clinics in outlying

areas, 2) working with M&ori providers, 3) increased lactation support in hospital wards, 4)

increased service promotion, 5) involvement of whanau at clinic visits, 6) increasing opportunities

for referrals, and 7) the provision of home visits.

May2009 Jodie Robertson vi
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1 INTRODUCTION

1.1 BACKGROUND

Breastfeeding is the normal, natural way to feed infants, providing optimum nutrition for babies and
toddlers as well as other short and long-term health and wellbeing benefits for mothers and babies
(National Breastfeeding Advisory Committee, 2007; Quigley & Watts, 2007; WHO, 2003; 2007).
Research has demonstrated significant health risks for both babies and mothers when not
breastfeeding (e.g. American Academy of Pediatrics, 2005; Britton, McCormick, Renfrew, Wade,
King,1999; Kramer & Kakuma, 2002; WHO 2007).

In 2003, the World Health Organization recommended that infants should be fed exclusively on
breast milk until six months of age, and up to two years or beyond in combination with other foods
(WHO, 2003). Yet, many infants in New Zealand are not breastfed for the recommended duration.
The Ministry of Health has the following breastfeeding target for 2010:

Increase the proportion of infants exclusively and fully breastfed at six weeks to 90% or greater,
three months to 70% or greater, and six months to 27% or greater. 1

Increasing breastfeeding rates in New Zealand requires a multi-pronged approach. One approach is

the Baby-Friendly Hospital Initiative (BFHI). BFHlisthe Wor | d Heal t h gbmagyani zat i on
intervention for strengthening the capacity of national health systems to protect and support

breastfeeding. BFHIi ncl udes t he adoption and i mplementation
Steps To Successful Breastfeeding®d(National Breastfeeding Advisory Committee, 2007; UNICEF,

2009). Other strategies include enhancing support pre and post-natally for new mothers (National
Breastfeeding Advisory Committee, 2007).

1.2 THE WAIKATO DISTRICT HEALTH BOARD® BREASTFEEDING OUTPATIENTSO
SERVICE

Health Waikato (provider arm of the Waikato DHB) offers a postnatal outpatient service for new
mothers and babies who may be experiencing difficulties with breastfeeding, for women
experiencing diabetes in pregnancy who plan to breastfeed and for allied health care professionals
seeking advice and support for clinical issues with lactation. This service developed from a need in
the community to provide extra support to new mothers, over and above what their primary
practitioner could provide. The objectives of the service are:

1. To provide a service to any mother/baby pair experiencing difficulties in the postpartum
period,;

2. To provide a service to any pregnant women with a medical condition that may impact on
breastfeeding;

3. To provide a service to any breastfed infant/child with a medical or surgical condition that
impacts on breastfeeding;

1www.moh.govt.nz
2See Appendix Pen Steps to Successful Breastfeeding.
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4. To provide a service to women experiencing diabetes in pregnancy who are planning to
breastfeed; and,

5. To provide a service to any health practitioner seeking information to support a breastfeeding

relationship.

The service primarily consists of aweeklylact at i on consultantds cl i
three months of age who are experiencing breastfeeding difficulties. The lactation consultants are

ni

available by telephone or email for health professionals who are seeking information to help them to

support a breastfeeding mother and baby. In addition, Health Waikato also has an antenatal

Diabetes Clinic for all women experiencing diabetes in pregnancy. A lactation consultant has seen

women at this clinic to teach hand expressing of colostrum.

1.3 EVALUATION

The Waikato DHB commissioned Momentum Research and Evaluation to evaluate the service to

c

f o

determine its direction for the future. The primary goal is to evaluate the Waikato DHBOut pat i ent s (

Breastfeeding Service. There is an emphasis on evaluatingt he | act ati on-nat@nsul tan
clinic, although some information is also to be gathered regarding the other aspects of the service
(i.e. the health professional 4. e spedific abjectivesaottite a n d
evaluation are:
1. to describe client and stakeholder knowledge, attitudes and experience regarding how well
the service is achieving its objectives of providing specialist breastfeeding support and
whether the strategies being employed are effective;
2. to provide descriptive information about what has been achieved (intended and unintended)
by the service;
3. to describe aspects of the service that are working well and any potential issues;
4. to describe lessons learned and critical factors to assist service implementation and areas
for improvement;
5. to determine the extent to which the service is providing for the needs of Maori women,
babies and family/whUnau, including wheessher Ma

and areas for improvement; and,

6. to determine the extent to which the service is providing for the needs of Pacific women,
babies and family including whether Pacific women access the service, barriers to access
and areas for improvement.

The evaluation received ethical approval from the Northern Y Regional Ethics Committee.

31n the early planning stages of the evaluation theomsidsrationat more information from the Diabetes Clinic couldriateidcorp
the evaluation. Howetrez Evaluation Steering Committee determined thatutsisievttee scope of the evaluation and the resource available.

May2009 Jodie Robertson
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1.4 METHODOLOGY

1.4.1 PARTICIPANTS
Interviews were undertaken with:

Mothers (and babies) who had attended the clinic (n=10)
Staff of the service (n=2)

Health Waikato staff (n=7)

Referrers to the service® (n= 6)

Key informants Maori (n=7°)

Key informants Pacific (n=5)

Other key informants (n=10)

vy DD D> D

The total number of interview participants was 48 (38 key informants and 10 mother baby dyads).
As some of the interviews were group interviews, the total number of interviews undertaken was 33
(23 key informants and 10 mothers and babies). Fifty-seven mothers who had attended the clinic
between 1 September 2008 and 28 February 2009 completed and returned a postal survey. Client
records were reviewed for the 96 women who had attended the clinic between 1 September 2008
and 28 February 20009.

1.4.2 PROCESS
The following outlines the process that was undertaken to collect, collate and analyse data from alll
the sources, in order to meet the evaluation aims and objectives.

1.4.2.1 LITERATURE

Literature relating to breastfeeding, breastfeeding in New Zealand, factors that influence
breastfeeding and postnatal lactation support was reviewed to provide context for the evaluation.
Literature was sourced from academic journals, both hard copy and full text electronic journals using
Proquest 5000, Google Scholar, reference lists from literature reviews, online New Zealand and
international government websites and clearinghouses, and the Waikato DHB library online
databases and journals. Key phrases used in the search were breastfeeding, lactation consultants,
infant feeding, breastfeeding clinics, Maori and breastfeeding, Pacific and breastfeeding, and
combinations of the terms. The literature was reviewed, summarized and written up and is
presented in this report in Chapter 2.

1.4.2.2 CLIENT RECORD REVIEW

The Breastfeedi ng Out paasedaatdrdssyster@.|Cliemts who ditendthea paper
clinic have a file that is started at their first visit and then added to for subsequent visits or phone

calls. The file is presented as clinic notes with space to record demographic and contact details,

results of the consultantodés examinati on, and asse:

4 Note: referrers are those whose main contact with the service is as a referrestanB it gt@fé member or the provider of a
breastfeeding or other postnatal support service.

SNot e: one of the fAikey informants M2ori o, al so vwfematlersandt h Pac
families.
May2009 Ruth Hungerford 3
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alphabetically in a portable file box that is taken to each weekly clinic by the consultant. Each year

the previous year6s notes are filed in a file cab
the clinic forms has gone through some changes over time and a new format was introduced part

way through the evaluation period. The new format recorded more detail than the previous format

(e.g. of ethnicity, referral source, breastfeeding status).

Clinic patient records for all women who had attended the Breastfeeding Outpatients Clinic between
1 September 2008 and 28 February 2009 were collated. Demographic data was analysed
descriptively and tabulated. Other data on presenting problems, assessment and treatment was
coded and tabulated. This is generic data to assist with the service description and profile of
patients attending in order to enhance and improve the service. The records were not collated
together with the survey information or the interview information.

1.4.2.3 PHONE CALL RECORD

The lactation consultants were asked to keep a record of the calls they received from health

professionals seeking advice. This was done over a three-month period. The purpose of this was to

gat her some data around average number and reason
basis. In addition the lactation consultants keep a message book, which provides some data on the

numbers of messages they typically receive and what these calls relate to. These findings were

collated, analysed and are presented as tables 8 and 9 in Chapter Three.

1.4.2.4 SURVEY OF CLINIC PARTICIPANTS

All women who accessed the breastfeeding clinic between 1 September 2008 and 28 February
2009 were invited by the lactation consultant to participate in the evaluation. If they agreed their
contact details were passed on to the evaluation team. Some women were not invited during the
clinic, due either to time constraints and / or the emotional state of the mother at the time of the
clinic. In many cases, these women were invited during a follow-up visit to the clinic. Most of the
women who were not personally introduced to the evaluation at the clinic were posted a letter of
invitation, a consent form and a reply paid envelope. Of the 96 women who attended the clinic, a
total of 85 were invited to participate in the evaluation. One woman declined to participate in the
study. Eleven were not invited for reasons outlined above. A total of 17 women were sent
information about the evaluation via post.

In total, 76 (79%) women consented to participate in the postal survey, at which time the evaluation
team posted a full questionnaire, introduction and further consent forms to each participant. A total
of 57 (76%) questionnaires were returned. The return rate was 76% and the survey sample (57) is
59% of the total population (96) of women who attended the clinic. Table 1 below summarises:

Table 1: Summary of women invited, consented and participating

Number Percentage

Number of women attending clinic 96 100%
Number of women invited to participate 85 89%
Number of women not invited 11 12%
Number of women posted invitation 17 18%
Number of women returning posted consent form 11 12%
Number of women declining to participate 1 1%

Number of women unresponsive to invitations 10 11%
Number of women consenting to participate 76 79%
Number of questionnaires returned 57 76%

May2009 Jodie Robertson 4
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1.4.2.5 INTERVIEWS WITH MOTHERS AND BABIES

Ten mothers and babies who had attended the clinic were selected for interview. The intention was
to include women who represented a range of ethnicities, ages, geographic location, education,
socio economic status, and types of issues, including if possible someone who had also been to the
Diabetes Clinic®. All mothers who participated in an interview were aged between 26 and 38 years
of age. Iwi represented within the interview sample included: Ngati Porou, Ngati Apa, and Whéanau-
a-Apanui. The ages of their babies at the time of the interview ranged from 2 ¥2 months to 8 months
old. The following tables give a summary of the characteristics of the interview sample.

Table 2: Demographic characteristics of clients who were interviewed

Place of Birth Number Percentage
Waikato hospital 5 50%
Planned home birth 3 30%
Unplanned home birth 1 10%
Birthing centre 1 10%
Total number of children birthed by mother Number Percentage
One child 6 60%
Two children 3 30%
Four children 1 10%
Ethnicity Number Percentage
NZ European Pakeha 9 90%
Maori 3 30%
Maori & NZ European Péakeha 2 20%

Table 3: Demographic characteristics of clients who were interviewed

Area of Residence & Living Situation Number Percentage
Urban City 6 60%
Urban Town 1 10%
Rural Area 3 30%
Living with Partner and child(ren) 10 100%
Educational Attainment Number Percentage
Nz 6" form certificate 2 20%
Higher School Certificate 1 10%
Diploma from Tech or University 1 10%
Bachelors degree 2 20%
Postgraduate degree, diploma, certificate 3 30%
PhD, higher school certificate 1 10%

6 Threavomen had attended the Diabetes Climataliyeand alsoatteed t he L a c t lait posmatallyCQf these, bne dichnbtd s
return a consent form to be contacted, one did not wish to be interviewed and one consented to an interview.

May2009 Ruth Hungerford 5
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Household Income Number Percentage

$40,000 - $69,999 1 10%
$70,000 - $89,999 3 30%
$90,000 - $109,999 4 40%
$130,000 - $149,999 2 20%

Table 4: Ages of babies at the time of the interview

Age Number Percentage
2 % months 1 10%
3 months 1 10%
3 % months 2 20%
4 months 1 10%
5 months 1 10%
5 % months 1 10%
7 %2 months 1 10%
8 months 1 10%

All women had been informed of the evaluation at the clinic and had agreed for the evaluators to
contact them. Women chosen for an interview were contacted by phone and invited to participate in
an interview. Only one woman who was asked, declined the opportunity, and the others agreed. If
they agreed, a convenient time and place was arranged. Interviews took between one to two hours
to complete.

Interview participants were provided with a koha of fruit and $20 in supermarket vouchers. The
vouchers were presented at the end of the interview. Eight of the interviews took place in the
womanés home (their choice); one took place at

Data from the interviews was typed and where requested, notes were emailed or posted to the
participant for their own records and with the option to add or correct any information. One woman
returned their notes with further feedback. The data was then analysed for key themes.

1.4.2.5 KEY INFORMANT INTERVIEWS

The key informant interviews included service staff, other Waikato DHB staff with an interest in or
connection to the service, referrers to the service, people with specific knowledge of issues for
Maori and Pacific around breastfeeding and access to services, and people from other services that
provided support to new mothers and/or also referred.

A total of 23 key informant interviews with 38 participants took place. While most interviews were
individual interviews, a number of interviews were group interviews at the request of the
participants. This was often because more than one staff member of an organisation had an interest
or worked with breastfeeding mothers and as such it was deemed more efficient to interview them
all together. Interviews took between thirty minutes to one hour to complete and took place at the
par t i c iapeafwork, theirpmdme, at cafes and in one case, via email. The following provides
more detail of our sample.
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SERVICE STAFF

The two Breastfeeding Outpatientso6 Service staff
convenient to them. Interviews took place at Waikato hospital (Hamilton City campus) and were

around one and a half to two hours in duration.

OTHER HEALTH WAIKATO STAFF

Other Health Waikato staff such as managers connected to the service (n=2), Diabetes Clinic staff
(n=1"), staff from other hospitals and/or from other Health Waikato services (n=8) who have referred
to the service and/or work with breastfeeding mothers, and/or could comment on issues specific to
Maori, were also interviewed. These interviews took place at their workplaces at a time convenient
to them. Interviews took between 30 minutes and one hour.

REFERRERS

People who had referred women to the service were interviewed. The names of referrers were
accessed from the client records and people were selected who had referred women to the clinic
within the evaluation period. Every effort was made to ensure the sample included people who had
6phoned for advice about a woman they were caring
were Maori and/or able to comment on issues for M&ori. We were unable to locate any Pacific
referrers or anyone who had referred someone of Pacific descent. The potential participants were
contacted by phone, the evaluation explained, and asked to participate in an interview. If they
agreed a time and place was arranged. . No one refused to be interviewed although two who had
messages left for them did not return calls and so were not able to be included. The interviews took
place either at workplaces, in homes, or in cafés, with one rural person electing to complete an
interview via email. Referrers were primarily midwives but also included a postnatal educator.

OTHER KEY INFORMANTS

Other key informants were accessed in a range of different ways. Some people were accessed from

t he eval ulmmbowedge of seoviwas available in the area for new and breastfeeding mothers.

The Evaluation Steering Committee recommended some services. A snowball technique was also

used where interviewees were asked about other services and/or providers that they were aware of.
Potenti al participants were contacted by o6phone,
in an interview. No one refused to be interviewed. The interviews took place either at workplaces or

in cafés. The key informants included:

A five staff from two Pacific health providers who worked with new mothers and held Well Child
contracts;

A two staff from a Méori health provider who worked specifically with breastfeeding mothers
who were Maori and/or Pacific;

A one staff member from a Maori provider who worked with raising breastfeeding awareness;

A ten people external to Health Waikato services who provide support with breastfeeding
and/or mothering and /or who also refer to the service. These services included a

"Noe: one of the Breastfeeding Outpatientsd Cl i ndpeople@mécted i on
to the Diabetes Clinic who were interviewed.
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breastfeeding support clinic, a post-natal support service teaching mothering skills, Plunket

and La Leche League.

Table 5 shows the numbers of participants and the range of organisations the key informants were
from. It also indicates who was a referrer and whether the key informant was included to comment

on

i ssues for

M2 or i

and |/ or

Paci fic.

A

O0yesd

ethnic descent of the informant, but knowledge relating to the needs of M&ori and/or Pacific
breastfeeding mothers and babies. (It is also important to note that all participants were asked to

comment on the service in relation to accessibility for Maori and Pacific).

As the table shows some of the key informants who provided a post-natal support service (e.g.
Plunket, La Leche League) also referred women to the service. Also of interest is that none of the
Pacific providers had referred to the service.

Table 5: Key informant interview participants

Number of  Affiliation / Organisation Referrer  Maori Pacific
Interview (YIN/'NA)  (YIN) (Y/N)
participants
1 LMC Yes Yes
1 LMC Yes
1 LMC Yes
1 LMC Yes
1 LMC Yes
1 Educator Yes
2 Pacific Health Provider No Yes
3 Pacific Health Provider No Yes
2 Maori Health Provider NA Yes Yes
1 Maori Organisation NA Yes
4 DHB /Te Punar@nga No Yes
6 Plunket / Well Child Yes
1 Plunket / Well Child Yes
1 Postnatal support No
1 La Leche League Yes
1 Postnatal support Yes
3 DHB Poshatal service No
1 DHB staff / Referrer Yes
1 DHB staff / Diabetes NA
1 DHB chic staff / Diabetes NA
1 DHB clinic staff NA
1 DHB staff (mgmt) NA
1 DHB staff (mgmt) NA

TOTAL 38
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1.5 ORGANISATION OF THE PUBLICATION

This document reports on the findings of the evaluation of the Waikato DHB Breastfeeding

Outpatients 6 Service, from 1 September 2008 to 28 Febru
this one. While the report is structured to be read as one document it is possible to read the

chapters as separate stand-alone pieces. They have been written this way in recognition that the

document may be used as a reference document. Each chapter has a summary at the end, in order

to again; facilitate the use of the report as a reference document. The following table provides a

quick reference guide for each chapter and information pertaining to the objectives of the evaluation.

Table 6: Quick reference guide to report chapters

Chapter Description Evaluation Objective(s)

Two Summarises and reviews key -
literature

Three Service description and history Two,

Four Review of client patient records and One, Two, Three,
analysis of data

Five Key findings from survey of clinic One, Two. Three, Four, Fiv
patients

Six Key findings from interviews with One, Two, Three, Four
mothers and babies

Seven Key findings from th interviews with One, Two, Three, Four, Six

key informants
Key findings from the phone log

review

Eight Key findings from the interviews witt One, Two, Three, Four, Fiv
Maori key informants

Nine Discussion of key findings and Two, Three, Four, Five, Six

conclusions of the evaluiain
Key recommendations

Ten List of key references used -
throughout the report

The following terms are used throughout the report and are to be read within the following context:

1. Waikato District Health Board (DHB): is the name of both the organisation and also the
board of the elected and appointed members that govern it. When referring to the
organisation the following terms may be used; Waikato DHB, the DHB, or the district health
board.

2. Health Walikato: is Waikato DHBs provider arm of hospital and health services. Therefore
the provision of the Breastfeeding Outpatients Service and the service staff operate under
Health Waikato.

It is also important to note that where possible Waikato data and statistics have been included
throughout the report. However, in many cases there is no such comparative data available.
Furthermore, due to external restrictions the evaluators were not always able to access Waikato
relevant statistical data to include in this report.
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2 LITERATURE REVIEW

2.1 INTRODUCTION

As part of the evalwuation of the Waikato DHB Br ea:
was undertaken. The purpose of the literature review was to provide context for the evaluation by

reviewing literature relating to breastfeeding outpatient services. The provision of the Waikato DHB
service is linked in with the Ministry of Healtho:
the implementation of BFHI. The service is focused on providing referral-based outpatient care via

a clinic, urgent appointments, and telephone consults. The service is primarily available for women

with babies aged 0-3 months with clinical breastfeeding issues, in order to reduce breastfeeding

problems in the post-partum period.

Given the above it was decided to focus the review on the following areas:

1. The context of breastfeeding in New Zealand, including definitions of breastfeeding and the
importance of breastfeeding, diabetes and breastfeeding, breastfeeding rates for whole
populations and specific ethnic groups, statistics on readmission for breastfeeding problems,
and other relevant national and regional statistics.

2. Factors that impact on the initiation and duration of breastfeeding including issues specific to
Méaori and Pacific communities, problems experienced, BFHI, education, support, maternity
practices, birth events, and reasons why women stop breastfeeding.

3. The i mpact of postnatal | actation services on
continuation of breastfeeding including characteristics of effective postnatal lactation
programmes, the impact of trained lactation consultants on breastfeeding, the use of
telephone and clinic support, resourcing and economics of programmes.

In addition, M&ori and Pacific peoples are recognized as priority populations for health initiatives and
as well, the evaluation has specific objectives to explore issues for Maori and Pacific peoples
(Objectives 5 and 6), factors unique to Maori and Pacific and breastfeeding were sought.

Literature was sourced from academic journals, both hard copy and full text electronic journals using
Proquest 5000, Google Scholar, reference lists from literature reviews, online New Zealand and
international government websites and clearinghouses, and the Waikato DHB library online
databases and journals. Key phrases used in the search were breastfeeding, lactation consultants,
infant feeding, breastfeeding clinics, M&ori and breastfeeding, Pacific and breastfeeding, diabetes
and breastfeeding and combinations of the terms.

Note: Although key literature has been sourced for this review, it is not intended to be an exhaustive

coverage of literature in the area. There is a vast amount of literature on breastfeeding, accessing

which is well beyond the scope of this project. This review is intended to be an introduction to, and

overview of, the key issues and generaltrendsr egar di ng 6t he provision of
servicesd in order to infor m .&orthorgpconprehedsee reviemt e X t
of breastfeeding issues for New Zealand, the reader is directed in the first instance to the National
Breastfeeding Advisory Committee (2007) Background Report.
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2.2 ABOUT THIS CHAPTER

The literature review is in three main sections. It starts with an overview of breastfeeding, definitions
of breastfeeding, statistics of breastfeeding rates and targets in New Zealand, followed by factors
that encourage and discourage breastfeeding, and historic and current literature in relation to
breastfeeding in Maori and Pacific communities. The final section focuses on factors relevant to
effective postnatal support for breastfeeding.

2.3 BREASTFEEDING

2.3.1 DEFINITIONS

Defining breastfeeding is complex. The New Zealand Ministry of Health uses the following
definitions of the extent of breastfeeding. These definitions are consistent with international
definitions and provide useful categories for describing the range of different possibilities that an
infant or child can experience in terms of the amount of breast milk they are receiving.

Exclusive breastfeeding: infant has never had any water, infant formula, or other liquid or solid food: only
breast milk and prescribed medicines have been given from birth.

Full breastfeeding: within the past 48 hours, the infant has taken breast milk only and no other liquids or
solids, except a minimal amount of water or prescribed medicines.

Partial breastfeeding: infant has taken some breast milk and some infant formula or other solid food in the
past 48 hours.

Artificial feeding: the infant has had no breast milk but has had alternative liquid such as infant formula, with or
without solid food, in the past 48 hours (Ministry of Health, www.moh.govt.nz).

The above definitions, while useful in many ways, do however have some limitations. They focus
primarily on the food, rather than the feeding method, and they do not encompass the emotional
and psychological factors associated with the term breastfeeding. According to the definitions above
a baby could basfidxdlouyiexelneviere have | atched
have any physical connection to a mother. Breastfeeding is a feeding method, the provision of
breast milk and a dynamic human relationship between mother and child that enhances bonding
and attachment (Jones, McFall & Diego, 2004; National Breastfeeding Advisory Committee, 2007).

2.3.2 THE IMPORTANCE OF BREASTFEEDING

Human milk is a complete food designed specifically for the nutritional and developmental needs of
human infants. It is easily digestible and has the added benefit of antibodies and other ingredients,
which aid in the survival of the infant and development of the immune system. In addition, it has
other short and long-term health and wellbeing benefits for both infant and mother (e.g. see Britton,
et al., 1999; Hoddinott, Tappin, & Wright, 2008, Ellison-Lochsmann, 1997; Kramer & Kakuma, 2002;
National Breastfeeding Advisory Committee, 2007; Quigley & Watts, 2007; WHO, 2003; 2007).

There are significant health risks for both babies and mothers of not breastfeeding. Artificially fed
infants have more frequent ilinesses of greater severity, an increased risk of hospitalisation and
mortality during their first year of life, and an increased risk of a range of other conditions including
atopic dermatitis, asthma, diabetes, obesity, childhood leukemia and celiac disease (American
Academy of Pediatrics, 2005; Chung, Raman, Trikalinos, Lau, & Ip, 2008; Hodinott et al., 2008). Not
breastfeeding is also risky for mothers, increasing their chances of post-partum hemorrhaging,
developing breast and ovarian cancer, Type 2 diabetes and post-natal depression (American
Academy of Pediatrics, 2005; Hodinott et al., 2008; Kramer & Kakuma, 2002).
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In addition systematic reviews and meta-analyses report significant long-term benefits for individuals
who are breastfed including, lower blood pressure, lower total cholesterol, less likelihood of being
overweight and/or obese, less likely to present with type-1 or type-2 diabetes, and better school
performance in late adolescence or young adulthood (Hoddinott et al, 2008; WHO, 2007). The
economic benefits of breastfeeding include decreased costs to hospitals and the primary care
system, and lower use of health services (Cattaneo, Ronfani, Burmz, Quintero-Romeroa, Macaluso,
& Di Mari, 2006; Ledn-Cava, Lutter, Ross & Martin, 2002). Studies indicate that breastfeeding may
reduce the babyds ri sk of Kdralaireh, MatinKgip, kbhea,b et e s
Robinson, Savilahti, Akerblom & Dosch, 1992; Owen, Martin, Whincup, Davey Smith, & Cook, 2006;
Stuebe, Rich-Edwards, Willet, Manson, & Michels, 2005).

In 2003, the World Health Organization recommended that infants should be fed exclusively on
breast milk until six months of age, and up to two years or beyond in combination with other foods.
The following sections discuss the current and target breastfeeding rates in New Zealand.

2.3.3 BREASTFEEDING IN NEW ZEALAND

The data on breastfeeding in New Zealand has some limitations. For hospital birthed babies District
Health Boards submit data on breastfeeding status at hospital discharge (average of 0-48 hours
post-birth for well women). Lead Maternity Carers (LMCs) provide data for two-week breastfeeding
status and at discharge (4-6 weeks) via their HealthPac® claim forms. Breastfeeding data is not
commonly analysed based on place or type of birth®. From six weeks to six months the Royal New
Zealand Plunket Society collects breastfeeding data for babies enrolled in Plunket. There is no
available data for babies up to and past one year of age. Thus there is no method for collecting
data on all babies post the discharge from LMC, or for data from six months onwards. There are
also some time lags with the data, with the most recent HealthPac data being for the 2004 calendar
year and the most recent DHB and Plunket data being for the 2006 year.

INITIATION

According to The National Breastfeeding Advisory Committee (2007) New Zealand has a 94%
initiation of breastfeeding atbith( t hi s f i gur e astfeedihgu.el Rilly, extlasivgsand r e
partial) but that this declines markedly within the first six weeks, and then further declines up to six
months.

EARLY POST-PARTUM

Figures from the most recent Report on Maternity showed that in 2004 that at two weeks post-birth,
76.2% of babies were receiving some breast milk (exclusive 57.4%, fully 9.6%, partial 9.2% artificial
8.7%) and by discharge this had dropped to 69% (exclusive 49.3%, fully 9.6%, partial 10.1%,

8HealthPac is the process by which midwives are fundedsby tfeHdaith. LMCs submit are funded for individual women, so have to

complete claim forms for each woman they care for.
9The exception to this is the New Zealand College of MidwRezso(2084YIMPO Midwinasssome data on breastfeedingrdnplace.
The dat a, i s col | ataadds basedoom9 9g3Ivitths (ahwhihed6wezesplanned iame bartlas) 0 001 libern

babies (17%of all bahie®004. Their data shows higher rates of breastfeeding at twoewmekes farthed babies (91.5%; 87.5%yexclus

and 4% fullygompared to a range from 66.9% to 75.3% for primary, secondary and tertiary hospital births (p.50).
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artificial 12.9%). Thus according to the New Zealand Health Information Service (NZHIS) data, there
was an overall drop of 7.2%" in breastfeeding rates for babies aged 2 to 6 weeks (NZHIS, 2007).

SIX WEEKS AND BEYOND

The most recent Plunket (2006 year) figures indicate that at six weeks of age, 66% of New Zealand
babies were exclusively (51%) and fully (15%) breastfed, by three months of age 55% of babies
were exclusively (39%) and fully (16%) breastfed, and by six months of age only 25% of infants
were exclusively and fully breastfed, 35% were partially breast fed and 40% were artificially fed
(National Breastfeeding Advisory Committee, 2007).

RATES BY ETHNIC GROUP

Rates are even lower amongst Maori and Pacific communities. In 2006, 59% of Maori babies
(enrolled with Plunket) were exclusively and fully breastfed at six weeks, 45% at three months, and
only 17% at six months. Rates for Pacific babies were 57% at six weeks, 48% at three months and
19% at six months (National Breastfeeding Advisory Committee, 2007; Quigley & Watts, 2007).

TRENDS OVER TIME

Whole population rates for exclusive breastfeeding have steadily increased since 2000 (e.g. the 6
weeks rate has moved from 45% in 2000 to 66% in 2006), with corresponding decreases in partial
and full breastfeeding rates, but no major changes in the artificial feeding rates (e.g. six week rate
was 19% in 2000, has ranged up as high as 20%, and was 18% in 2006).

BREASTFEEDING TARGETS
The Ministry of Health breastfeeding targets are as follows:

A Toincrease the exclusive and full breastfeeding prevalence rate at six weeks to 74 percent by 2005 and
90 percent by 2010;

A Toincrease the exclusive and full breastfeeding prevalence rate at three months to 57 percent by 2005
and 70 percent by 2010; and

A Toincrease the exclusive and full breastfeeding prevalence rate at six months to 21 percent by 2005
and 27 percent by 2010 (www.moh.govt.nz).

The following table compares actual versus target rate (2005 year) by ethnic group. It also provides,

in brackets, the most recent rates available (2006). When actual rates in 2005 are compared to

target rates, the 6whole populationd 2005 targets
target), but that the targets for six weeks (67% actual; 74% target) and three months (56% actual,

57% target) were not met.

When the rates are looked at by ethnic group (see Figurel) the three months and six month targets
were met or exceeded for European / Pakeha (60% actual; target 57% and 28% actual; 21% target),
the 6 month target was met for Asian (23% actual; 21% target) but none of the targets were met for
Maori or Pacific populations.

10Note: the LMC two week and six week data had 15.1% not recorded and 18.1%spettigetyded, re
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Table 7: Percentage of 2005 Plunket babies breastfed compared with Ministry of Health target rates

Percentage of Plunket babies exclusively and fully MOH Target rates for full

breastfed in 2005 and exclusive

(percentages in brackets are 2006 figures) breastfeeding
Méaori Pacific Asian European/ All 2005 2010

Other

6 wks  58% (59%) 58% (57%) 58% (55% 71% (70%) 66% (66%) 6wks 74% 90%
3 mths 45% (45%) 48%(48%) 52% (53% 60% (60%) 56% (55%) 3mths  57% 70%
6 mths 18% (17%) 19% (19%) 23% (25% 28% (29%) 25% (25%) 6mths  21% 27%

Figure 1: Percentage of 2005 Plunket babies exclusively and fully breastfed by ethnic group

80% -
MOH 2005
¥ o 6wk target
3 74%
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B 60% '
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: 50% 3mth target
2 57%
o
E 40% W 6 wks
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S 30%
x 6 mths
o
& 20%
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o 10%
a 7 21%
0%
Maori Pacific Asian European /
Other

POSTNATAL ADMISSION

Of interest is data on numbers of women hospitalised for breastfeeding problems. Data from the

most recent Report on Maternity (NZHIS, 2007), shows that in 2004, 2726 (8.1%) mothers required

admission to hospital within 42 days of birthing for complications related to pregnancy or birth. Of

these, 420 (15.4%) were admitted for Ainfections
(1.9%) for Another disorders of breast and | actati

2.4 FACTORS THAT ENCOURAGE AND DISCOURAGE BREASTFEEDING

There is a large body of literature and research evidence about the factors that influence mothers to
start and continue breastfeeding; and factors that discourage breastfeeding or influence mothers to
stop. The next four sections discuss these factors as follows:

A the first section covers issues specific to Méori;

A the second section covers issues specific to Pacific peoples;

A the third section covers general factors (social, demographic and cultural factors, birth-

related factors, education and support factors); and,
A the final section covers reasons for either not breastfeeding or stopping breastfeeding.
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2.4.1 FACTORS RELEVANT TO BREASTFEEDING AND MAORI
Historical accounts suggest that prior to colonisation Maori infants were always breastfed including
those who were orphaned or whangai (adopted / fostered) (Makareti, 1986).

A mother was always brought up on its motherdés breast
foster mother who also had an infant was looked for, and she would bring up the two babies (Makareti,
1986, p.116).

According to Makareti** (1986), writing from first-hand knowledge about the daily life and customs of

the women of Te Arawa, a baby was commonly fed until he or she was walking, many times

breastfeedingwas maintaned beyond the childés second birthday
gap between children was fAgenerally two or three
longer-term breastfeeding was practiced (i.e. breastfeeding delaying conception).

Maori woman generally suckled her child until it was able to run about, and sometimes long after this. |
have known children still at the breast when over two years old (Makareti, 1986, p. 117).

There are two studies that have been conducted recently about breastfeeding amongst M&ori. One

ofthesewas Elison-Lochsmannés (1997) thesis on M2*ori women
which included interviews and focus groups with 16 mothers who had breastfed, or were,
breastfeeding. The other was Glover, Manaena-Biddle, Wal don, and Cunni feghamo:

Whaangai Uu i Te Reo o te Aratika: Maori women and breastfeeding which included in depth

interviews with 59 mothers and 25 whanau members. Another thesis by Rebecca Fox (1997) on

antenatal education needs of Maori women (Tainui region) also provides some useful information.

Key points from Glover et al . o6s 1(page2®.) research a

Overall, the findings of the studies show, that Méori women believed that breast milk was best for

their baby. Family history and understanding of breastfeeding, conflicting advice, lack of prenatal
breastfeeding education, problems with establishing breastfeeding, negative or insufficient maternity

advice and support, and returning to work were factors that encouraged or discouraged

breastfeeding initiation and duration amongst Maori women. In addition Fox (1997) notes that M&ori

are traditionally under-r e pr esented in antenat al education. Wo |
Elison-Lochs mans 6s ( lporeedipitialdreastteédmg problems such as sore, cracked

nipples and mastitis. Women in Ellison-Loc hs mannés (1997) study reporte
professionals with latching, and encouragement that things would improve, helped them overcome

initial problems.

11Makareti (182®30), (Te Arawa), was a guide at Whakarewarewa, Rotorua. Her work as a guide took her to England where she enrolle
Bachelor of Science degree in Anthropology. flef hoek O do ,T ifrmer sMa opr uithd réssltiofeher traditional I8aBdBg an wa s
understanding based on her wupbringing amongst,chaoldan& (Cm@.n»s) .d
provides a valuable historical insight into the daily life anfl /dastomemen fs@onisation. The Dictionary of New Zealand Biography

wr i t eerhaps the mostftriking qualiheadldime Maois that while scholarly in approach, it is based on traditionally acquired knowledge
and firsh a n d e x Noethcrioferant JPapakura, Makti 18731930'.Dictionary of New Zealand Biogrgudated 22 June 2007

URL: http://www.dnzb.govt.nz/)
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Glover et al. (2008) relates the shift from a traditional (i.e. pre-European) culture of exclusive and
longer duration of breastfeeding their babies to one in which M&ori now have the lowest
breastfeeding rates in the country, to the process of colonisation. Fox (1997) also links colonisation
to a loss of traditional birthing (including breastfeeding) practices. Another author (Banks, 2000)
writing about the demise of normal birthing for M&ori to a situation where, in 1936, Maori mothers
died in childbirth at twice the rate of European mothers and their babies at four times the rate of
European babies, draws similar conclusions. Banks (2000) cites the following from the Treaty of
Waitangi Consultancy Group (1995), which places the health discrepancies within a framework of
colonisation and dishonoring of the Treaty:

Historians have tended to explain the differences between Maori and Pakeha health statistics in terms of
Méaori susceptibility to introduced diseases and ignorance of hygiene and healthy living. This has served to lay
blame on the victims of injustice instead of the perpetrators. Such an analysis ignores the way that M&ori
tribes were forced from their land, demoralized and impoverished. It shows little perception of traditional
methods of sanitation amongst M&ori. The dishonoring of the Treaty of Waitangi lead directly to the loss of
their economic base for Maori tribes. The resulting poverty and low morale is the underlying story of Maori
health over the past 150 years (cited in Banks, 2000, p. 55).

In addition, Makareti (1986) in her account of traditional birthing and feeding practices amongst Te

Ar awa, makes note that Maor i women Aof the old da:
birth that afflicted wahine Pékeha (pp 113) and that she did not have the same problems in suckling
her children as those whohadic ome i nt o cont ap.1l6)Wheseconumentsi | i zat i on

suggest that Maori women and babies potentially enjoyed healthier birthing than the early European
settlers. Similarly, Makareti perceives a link between breastfeeding problems and contact with
Acivilizationo.

Ellison-Lochsmann (1997) and Glover (2001, cited in Glover et al., 2008) note that there is a

persistent belief amongst Maori that there was a law passed in 1909 forbidding Méaori women to

breastfeed in public. There is no such law, but the fact that such a myth exists, and is believed so

strongly, suggests that Maori women may have historically experienced considerable disapproval

for public breastfeeding . I nterestingly, almost half (24, 40%)
did not agree that that #Abreastfeeding in public
Elison-Lochsmannés (1997) study bel i evmedentingipatllic t her e w
breastfeeding. A number of women had experienced negative reactions when breastfeeding in

public, and while some were unconcerned others found it upsetting. One woman expressed concern

that the negative r eact iboeastfeeding (pp.28-3®).ut oéyoung ones.

There is support, amongst all three studies for the provision of services to protect, promote and
support breastfeeding for Maori, and that the services would be more effective if they were provided
Aby M2or i f odudeMtraditionabMaarirbidthing and breastfeeding concepts. Glover et al.
(2008) suggest that promotion of breastfeeding amongst Mé&ori should work to re-establish
breastfeeding as a tikanga.
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Box 1: Glover, et al., (2008): Te Whaangai Uu i Te Reo o te Aratika: Maori women and breastfeeding.

Glover et al. (2008) interviewed 59 women with children aged up to 3 years old, together with 25 whanau members.
Most of the women were breastfeeding or had breastfed their babies and some (4) were atrtificially feeding their babies.
Findings indicated that the women wanted to breastfeed, enjoyed it and endorsed it because of the health benefits to
themselves and baby, and because it was convenient and free. Most (39 out of 59) had experienced some problems
with breastfeeding in the first four to six weeks. These problems were pain or discomfort, cracked nipples, latching
issues, anatomical issues (e.g. flat / inverted nipples), blocked ducts, mastitis and thrush. They received varying levels
of help from hospital staff, lactation consultants or midwives.

Some breastfeeding women introduced their baby to artificial milk either as a supplement or as a substitute for any
breastfeeding. Reasons for introducing artificial milk ranged, and included, advice to top up (baby under 6 weeks)
because of weight loss, perceptions of inadequate milk supply, returning to work, not being able to provide enough
expressed milk, and for one youngmother 6wanting to go outdé was a reason.
range of reasons including returning to work, becoming
bottle, and in one situation a mother died and baby went to live with the grandmother.

In relation to postnatal support, some women accessed mainstream postnatal services (e.g. Plunket), and others
accessed Maori health services (e.g. Tamariki Ora, Pepi Whai U: B4Baby, Te Whaangai Uu). Women who accessed
either B4Baby or Te Whaangai Uu, were positive about the services, found them beneficial and would recommend
them to other. Some attributed their continuing with breastfeeding to the service provided by the lactation consultants.

The researchers developed a model, Te Reo o Te Aratika, which proposed five influences that divert Maori women from
breastfeeding. The model asserts that the preferred pathway of breastfeeding can be interrupted, at a number of
stages, and o6divertd women f r ornngto hrificighfeedifigeThe devettingirdliehcesa y
are:

Breakdown in the breastfeeding norm within the whanau

Early interruptions to or difficulties establishing breastfeeding

Negative or insufficient maternity support with breastfeeding

Lack of knowledge about how breastfeeding changes over time

Returning to work

> > D> D>

The model is useful for conceptualising areas where breastfeeding promotion, protection and support can be most
effective for Maori. As the model shows, many of the challenges are similar to those experienced by other (non-Maori)
WO me n . However , what is unique to M2ori is that the 6b
traced to the process of colonisation which has essentially changed a cultural norm to the extent that M&ori now have

the lowest rates of breastfeeding in New Zealand. The researchers therefore suggest that:

Promotion of breastfeeding to M&ori should focus on re-establishing breastfeeding as a tikanga (right cultural practice)
rather than a perceived lifestyle choice (Glover, et al., 2008, p.89).

2.4.2 FACTORS RELEVANT TO BREASTFEEDING AND PACIFIC PEOPLES

As one of the fastest growing population subgroups in New Zealand, Pacific peoples form an
integral part of New Zealand society. In the Waikato region, the two main ethnic groups are Cook
Island Maori (38%) and Samoan (32%), followed by Tongan (15%), Niuean (7%), Fijian (6%) and
Tokelauan (3%). These figures differ from national population statistics, which show a majority of
Samoan people (49%) and only 23% Cook Island Maori (Statistics New Zealand, 2009). The ethnic
diversity amongst Pacific people is manifest in differing cultures, languages and access to (and
utilisation of) health and social services.

According to McBride-Henry (2004) breastfeeding was the cultural norm in Pacific cultures.
However, increasing urbanisation and societal and family changes have impacted on breastfeeding,
including the role that mothers have traditionally played in supporting their daughters with
knowledge and skills around breastfeeding. Breastfeeding also needs to be juggled with
employment, and this is particularly relevant to Pacific mothers, who according to a Department of
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Labour (2007) study into parental leave, are often over-represented in the types of jobs and
employment that exclude them from being eligible for parental leave. This has implications for
breastfeeding duration.

In terms of breastfeeding practices there is a dearth of literature on Pacific women and little
research that distinguishes between the various ethnic groups. However, the Pacific Islands
Families First Two Years of Life (PIF) study followed a cohort of Pacific infants born at Middlemore
Hospital between 15 March and 17 December 2000. Schulter, Carter and Percival (2005) utilised
data from the PIF to look at breastfeeding rates of Pacific babies. They found that exclusive
breastfeeding rates for Pacific infants resident in New Zealand have declined since the 1990s and
fall short of the World Health Organization recommendations.

James (2005) observed that Pacific women tend to prefer to breastfeed very discretely and as such
breastfeeding in public places may therefore be an uncomfortable experience for some Pacific

wWo me n . However, Fadéalau (1997) suggests that in t|
natural for a mother to breastfeed her baby either in public or private places and it is considered that

the reluctance to feed in public places in New Zealand is an adaptation of Pacific culture to the new
environment.

A study into the breastfeeding experiences of Pacific women in New Zealand was undertaken by
Park, Tipene-Leach, Finau, and Lennan (2001). The research included 37 focus groups comprising
women from Samoa, the Cook Islands, Niue and Tonga. The authors reported the following:

A Pacific women value breastfeeding and see it as ideal for infants as it is healthy, cheap and
convenient;

ABreastfeeding provides for the infantdés emoti on:

A Pacific parents with good family support rely on mothers and mothers-in-law for advice and
support on breastfeeding, rather than professional organisations;

A Participants reported that breastfeeding was difficult to establish due to pain, engorgement and
cracked nipples;

A Complementary feeding (solid foods, formula) tends to be introduced early as there is a
common perception that mothers do not have enough milk;

A There is tension between traditional beliefs and practices, and the westernised biomedical
approach to breastfeeding; and,

A Ethnic differences between the Pacific Island cultures needs to be taken into account.

The authors also point out that 50 percent of Pacific Island mothers in the study did not seek advice
about breastfeeding concerns within the first six weeks of life. The four most common reasons
cited by mothers in this study for introducing complementary| i qui d f oods i nto infart
A Unsure about adequate milk supply from breast-feeding;
A Problems with breasts (cracked nipples, infections, etc.);
A Difficulties with breastfeeding due to return to work or study; and,
A Baby refused to feed or had sucking difficulties with breast.
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In terms of providing support for Pacific mothers the CountiessManuk au DHB&s B4Baby

programme is an example of a service focused specifically for Maori and Pacific women. Midwives,
lactation consultants and Méori and Pacific community health workers trained in breastfeeding
support provide advice and information to women, including breastfeeding clinics and a 0800 phone
service. The programme was piloted with two providers in 2001/02. Evaluation of the pilot showed a
significant increase in breastfeeding rates (National Breastfeeding Advisory Committee, 2007).

2.4.3 GENERAL FACTORS THAT INFLUENCE BREASTFEEDING

2.4.3.1 SOCIAL AND DEMOGRAPHIC FACTORS

DEMOGRAPHIC VARIABLES

A number of studies from a range of different countries and cultures have found strong associations
between demographic variables (e.g. age, ethnicity, socio-economic status, level of education) (e.g.
Dennis, 2002; Gudnadottir, Gunnarsson, Thorsdottir, 2006; Scott & Binns, 1999) and breastfeeding
initiation and duration. In general, data indicates that mothers who are more likely to breastfeed tend
to be from a majority ethnic group, be older, more highly educated and have a higher income level
(Dennis, 2002; Gudnadottir et al, 2006). An exception to this generalisation was a UK cohort study
that found that white women in the UK were significantly less likely to breastfeed than women from
minority ethnic groups (Griffiths, Tate, Dezateux, & the Millennium Cohort Study Child Health Group,
2005). The reasons for the differences are not fully understood, but they are unlikely to be
specifically because of the demographic (e.g. age) but related to other factors associated with that
demographic. For example, a younger mother may choose to stop breastfeeding because she
wants to spend more time with friends who do not have children, not because she is of a certain age
(Glover et al., 2008; Quigley and Watts, 2007).

DIABETIC MOTHERS

Some studies have found that babies of diabetic mothers are less likely to be put to the breast
during their first few days than babies of non-diabetic mothers and that they are more likely (74% c/f
17%) to be admitted to neonatal intensive care units (Ferris, Dalidowitz, Ingardia, Reece, Fumia,
Jensen & Allen, 1988; Webster, Moore & McMullan, 1995). Babies born to diabetic mothers have
more likelihood of developing jaundice, and whilst they are more likely to develop hypoglycemia, this
can be mitigated by the mother maintaining good control of her diabetes during pregnancy, (Sirota,
Ferrera, Lerer, & Dulitzky, 1992). Some studies report a delay in milk coming in amongst diabetic
mothers (Hartmann & Cregan, 2001; Neubauer, Ferris, Chase, Fanelli, Thompson, Lammi-Keefe,
Oark, Hensen, Bendel & Green, 1993). These factors can impact negatively on successful
breastfeeding. Expression of colostrum late pregnancy has been shown to positively impact on
breastfeeding by reducing the use of artificial milk given to babies with hypoglycemia, increase the

mot her 6s awareness of how her breasts function

breastfeeding (Oscroft, 2001).

12This service was consulted as a key informant for the evaluation.
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ATTITUDES TOWARDS BREASTFEEDING

Studies have shown that an i mportant factor in br
beliefs towards breastfeeding (e.g.Br odr i b b, Fall on, H; ®gnnig 3002; KottO6 Br i e
& Binns, 1997; Sheehan, Watt, Krueger, & Sword, 2006). Women are more likely to choose to

breastfeed if they have a positive attitude towards breastfeeding and believe it to be healthier, easy,

convenient and conducive to freedom (Tarkka, Paunonen, & Laippala, 1999 cited in Dennis, 2002).

A US study with low-income mothers, found that a predictor of breastfeeding duration included the

mot herdés | evel of confidence in her ability to br
findings indicate that interventions that encourage positive attitudes toward breastfeeding and
support womends confidence can positively impact

2.4.3.2 BIRTH-RELATED FACTORS THAT INFLUENCE BREASTFEEDING

MODELS OF MATERNITY CARE

The model of maternity care and maternity practices can significantly influence the extent to which
women successfully establish breastfeeding (e.g. Centers for Disease Control and Prevention,
2007; DiGirolamo, Grummer-Strawn, & Fein, 2001; Hatem, Sandall, Devane, Soltani & Gates ,2008;
Moore, Anderson & Bergman, 2007; Murray, Ricketts, & Dellaport , 2007;). Various reviews have
found that maternity practices consistent with a midwifery model of care® such as presence of a
midwife, continuity of care, ensuring mother-newborn skin-to-skin contact, keeping mother and
newborn together, and other practices such as not giving supplemental feedings to breastfed
newborns, can influence breastfeeding behaviors during a period critical to successful establishment
of lactation (Centers for Disease Control and Prevention, 2007; Hatem et al., 2008; Moore, et al.,
2007; Wright, Rice & Wells, 1996). For example, a recent review of 11 trials (12,276 women) found
that midwifery-led care was associated with a greater likelihood of initiating breastfeeding (Hatem et
al., 2008). Another review of 30 studies (1925 mothers) found that skin-to-skin contact between
mother and baby at birth reduces crying, improves mother-baby interaction, keeps the baby warmer,
and helps women breastfeed successfully and for longer (Morre et al., 2007). These findings
suggest that if women do not receive appropriate care during the birth of their baby and the first few
days, they are likely to experience breastfeeding problems, which may require more specialised
outpatient assistance.

BIRTHPLACE AND BIRTH EVENTS

Place and type of birth and events associated with the birth, have been shown to affect the
establishment of breastfeeding (e.g. Chamberlain, Wraight and Crowley, 1997; Hodnett, Downe,
Edwards, & Walsh, 2005; Mclnnes & Chambers, 2008; Perez-Rios, Ramos-Valnecia, Oritz, 2008;
Philipp, Malone, Cimo & Merewood, 2003; Tyson, 1991). Studies comparing home and hospital
births, for example, commonly note that planned home births are associated with higher rates of

13 A midwifery model of care has beem @sbne in which the mother and baby are the focasg ikyszrovided in a manner that specifically
respects the connection and need of mother and baby to remé#iintigeésecontinuity of care from the pre terthalpostiod, a belief

that pregnancy, birth and breastfeeding are normal and that interventions should only occur plostéuesspeyiddnisfocus means,

for exampl#hat newborn exams are done in mother's arms, weight/measurements are delayedzadnydiyyednsotiwerored as a whole

with general avoidance of needless sepbratiempostnatal period the mother and baby dyad remain a central focus and thus any informatiol
guidance, or support promotes togetherness and wellness of the dyasepattatiothof mother and baby (Bak, 2006)
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breastfeeding (both initiation and duration) (e.g. Chamberlain et al., 1997; Tyson, 1991). This is
supported by recent (2004) statistics from the New Zealand College of Midwives, of 10,001 babies
(17% of total New Zealand births), which shows very high breastfeeding rates for home birthed
babies (91.5% fully or exclusively breastfeeding at two weeks, compared to 75.3% to 66.9% for
primary, secondary and tertiary hospital births) (2004, p. 50).

In relation to birth events, some studies have found that certain drugs in labour negatively impact
breastfeeding as they s upgilexRglsardi& Alade, 1390y NissennLdjas,
Matthiesen, Ransjo-Arvidsson, Uvnas-Moberg, & Widstrom, 1994; Sepkoski, Lester, Ostheimer, &
Brazelton, 1992; Torvaldson, Roberts, Simpson, Thompson, & Ellwood, 2006.). The impact of
operative deliveries (e.g. caesarean section, vontous, forceps) and / or emergency or traumatic
births on breastfeeding is somewhat inconclusive, and often confounded by variables that impact
breastfeeding (e.g. separation of mother and baby), with some studies showing a negative effect
and other studies showing no effect. (e.g. Perez-Rios, et al., 2008; Phillip et al., 2003). However, a
recent study in Puerto Rico found, after controlling for confounding variables, (like lack of early skin
to skin contact) a negative association between a caesarean delivery and breastfeeding initiation
(Perez-Ri o s , et al ., 2008) . Agai n, the extent t
to establish breastfeeding successfully, directly impacts on the use of specialised outpatient
services.

BABY-FRIENDLY HOSPITAL INITIATIVE

The Baby-Friendly Hospital Initiative (BFHI)'* has been associated with increasing breastfeeding
initiation amongst mothers birthing in BFHI-accredited facilities, but results regarding breastfeeding
duration are less conclusive. For example, a randomized controlled trial in Belarus found that
infants who were born in hospitals that implemented the BFHI-model facilities were significantly
more likely to breastfeed exclusively at three months (43.3 versus 6.4%) and six months (7.9 versus
0.6 %) than infants born in the control facilities (Kramer, Chalmers & Hodnett, et al., 2001). In
contrast, a UK cohort study found that women birthing in a BFHI facility were more likely to start
breastfeeding, but were not more likely to still be breastfeeding at one month than those who birthed
in a non-BFHI facility (Bartington, Griffiths, Tate, Dezateux & the Millennium Cohort Study Child
Health Group, 2006). It is possible that the differences may be attributed to the extent to which the

suck

whi

facility implements Step 10 of AThe Ten Stepso.

need to provide more comprehensive post-natal support (i.e. Step 10) to women if duration is to be
increased.

14TheBabyFriendly Hospital Initiative (BFHI)Asothel d Heal t h Or gani zationds primary

inter:

national health systems to protect and support breastteB#irdfsifategies were developed based on research evidence of practices that
protect, promote and support breastfeeding. Since its inception in 1991, more than 20,000 hospitals armbbintheehters ircb2ed

the Bab¥rriendly designat{viorld Health Organization, 2009). New Zealand maternity facilities are atofaaousdtates in the

processlackson, 2005; National Breastfeeding Advisory Committee, 2007; UNICEF, 2008). BFHI includes the adopti@amamng implementat
other things, of the fAiTen Steps To Successful Breastfeeding |
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2.4.3.3 EDUCATION AND SUPPORT FACTORS THAT INFLUENCE BREASTFEEDING

BREASTFEEDING EDUCATION
The National Breastfeeding Advi sor waledinedmctivity thad e st a
involves a complex setof social,c ul t ur al and experi enlialLesHelLeague t or s 0
describes breastfeeding as O6an artdé and notes t ha:
mothers need information and support to achieve successfully (1997).

Breastfeeding a baby- what could be more natural? Just cradle that precious newborn in your arms
and offer him [sic] your breast. It sounds easy enough. Breastfeeding a baby is simple and natural
T if you know how to do it and what to expect. But it takes information and encouragement and
some motherly know how to nurse a baby (La Leche League, 1997, p.xii).

A review of five USA studies found that antenatal education had a positive impact on the numbers of
women starting breastfeeding. Further sub-group analysis showed that needs-based, one-to-one,
informal education or support sessions, delivered either before or after the birth by a trained
breastfeeding professional or peer counsellor, was the most effective intervention among women of
different ethnicity and feeding intention in three studies (Dyson, McCormick, & Renfrew, 2005). A
recent (2009) randomized controlled trial in Singapore reported similar findings. Women in the study
who received antenatal education on breastfeeding were more likely to breastfeed exclusively, and
for longer, than those who did not (at six months, 19% of women randomised to receiving antenatal
education were exclusively breastfeeding compared with 9% of women in the control group). In
addition women who also received postnatal education had even higher rates of breastfeeding (Su,
Chong, Chan, Chan, Fok, Tun, Ng & Rauff, 2007). In addition, a review of 36 studies found that
intervention packages using various methods of education and support from well-trained
professionals are more effective than interventions concentrating on a single method (Hannula,
Kaunonen & Tarkka, 2008).

SUPPORT

Research shows that the level of and types of support affect the initiation and continuation of
breastfeeding positively and negatively - practical, clinical, social, cultural, and emotional (Britton et
al., 1999; Mclnnes & Chambers, 2008). For example, a review of 34 studies, from 14 countries,
including almost 30,000 women found that providing support for breastfeeding mothers was
effective in helping mothers to continue to breastfeed (Britton et al., 1999; National Breastfeeding
Advisory Committee, 2007). The support of fathers, family and whanau, and the provision of
breastfeeding support and education from both professional and lay persons, during pregnancy,
labour, birth and post-natally have been found to influence both breastfeeding initiation and duration
(e.g. Britton, et al., 2007; Glover et al., 2008; Renfrew, Wa | | ac e, D6Souza, Mc Cor mi
Dyson 2005).

2.4.4 REASONS FOR NOT BREASTFEEDING

Research in New Zealand and overseas indicates that most women generally want to breastfeed
but a range of barriers can impact initiation and duration (e.g. Dennis, 2002; Glover et al., 2008;
Sheehan, et al., 2006). Women stop breastfeeding for a number of reasons and that reasons vary
over time. For example:

A Ahluwalia, Morrow, & Hsia (2005) found that mothers stopped breastfeeding in the first
month because of sore nipples, latching difficulty, and perceptions that they were not
producing enough milk.

A Gartner, Morton,L awr enc e, Nayl or , E®érmba,i(2005)Ilislack af tinhely r , &
routine follow up care and postpartum health visits, lack of family and broad societal support,
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media portrayal of bottle feeding as normative, misinformation, and lack of guidance and
encouragement f health care professionals as some of the many obstacles faced by mothers
when they are attempting to initiate and continue breastfeeding.

A Glover et al., (2008) found that women often stopped breastfeeding when baby was older
due to a lack of knowledge about how breastfeeding changes over time and / or because
they were returning to work™.

Quigley and Watts (2007) in their report for the National Breastfeeding Advisory Committee
provided the following list of reasons that they had developed from their focus group research, for
why New Zealand women either do not breastfeed or discontinue breastfeeding prematurely:

A Breastfeeding must be learned and initial problems are almost universal.

A Awareness of common problems and solutions is low amongst many women.

A Many women do not have access to appropriate help for overcoming breastfeeding problems when
they need it.

A Pain and exhaustion are common reasons for introducing formula.

A Supplementation of breastfeeding with formula is common at all stages and partly accounts for ethnic
disparities in exclusive breastfeeding rates.

A Early introduction of solids (from around three months) seems to be common, particularly in Méori and
Pacific families.

A Teenage parents, Maori, Pacific peoples, new migrants and people on low incomes experience more
intense and/or additional barriers.

A Young people may experience a clash between their identity and lifestyle as a teenager, and the
identity and reality of being a breastfeeding mother.

A Pacific and Asian peoples may experience a clash between beliefs and practices in their home culture
and medical advice in the New Zealand context.

A Returning to paid employment is a significant barrier to breastfeeding for many women, particularly for
low income families.

A Negative attitudes towards breastfeeding from the general public or family members can be a barrier
to breastfeeding in public, community or family settings.

2.5 POSTNATAL LACTATION SERVICES

As was discussed in the previous section women need to learn to breastfeed successfully and for

most women this does not happen without support. In addition, many women experience

breastfeeding problems (e.g. pain, latching, sore nipples) in the early days and weeks with a

newborn and these issues, if not solved adequately, can escalate and lead to early weaning

(Dennis, 2002). The literature shows that once breastfeeding is established, other issues, such as
perception of inadequate milk supply and | ack of
cause women to stop and/or reduce breastfeeding and either introduce artificial milk substitutes and

/ or early complementary food (i.e. solids) (Glover et al., 2008). These findings suggest that

increasing knowledge, education and support for women post-natally is warranted. This view is

further supported by Bartington et al., (2006) who concluded the following:

15New Zealand currently has an option of three months paid parental leave. Countries which have longer p&@ads sfipaidsparental
Norway and Sweden have signtijihiigher long term breastfeeding ratemfaetganada.ca).
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Our findings support the conclusions of previous studies in low-income and middle-income countries
suggesting that the benefits of the UNICEF UK Baby Friendly Initiative are transient and not sustained. We
conclude that wider implementation of the Baby Friendly Initiative in the UK is unlikely to extend the average
duration of breastfeeding. Consideration should be given to a combination of systems with attention given to
the provision of support to breastfeeding mothers in the early weeks after birth. (p.1184)

2.5.1 THE IMPACT OF POSTNATAL SUPPORT ON BREASTFEEDING DURATION
Recent research and meta-analyses on postnatal lactation support programmes show that postnatal
support can significantly affect breastfeeding duration. For example:

A A large randomized trial in Brazil investigating the effect of instituting the Ten Steps to
Successful Breastfeeding with and without a post-hospital home visit from a healthcare
professional, found significant differences between intervention and control groups. The
breastfeeding initiation rate in both groups was 70 percent. Breastfeeding rates for those
who received the home visit were 45 percent at three months and 25 percent at six months.
Among those without the additional home visit, rates dropped to ten percent at three months
and four percent at six months (Coutinho, de Lira, de Carvalho, & Ashworth, 2005).

A A randomized controlled trial in Singapore found that postnatal support improved exclusive
and total breastfeeding at six weeks, three months, and six months after birth. Women were
randomised to one of three groups: (1) control (standard antenatal care, which included a
voluntary antenatal class); (2) antenatal education group which included one antenatal
session on breastfeeding; (3) postnatal education and support group (postnatal lactations
sessions, lactation consultant help, follow up visits). At two weeks, 38% (48/128) of women
randomised to postnatal intervention were exclusively breast feeding compared with
21%(28/136) of women who received routine hospital care. At six months, 19% (22/119) of
women in the postnatal intervention group were exclusively breastfeeding compared with 9%
(11/126) of the women in the control group (Su, et al., 2007).

A A meta-analysis by a joint U S Canadian Taskforce concluded that lactation support
(telephone, in-person, clinic, hospital or home visits) provided by lactation consultants,
nurses or peer counselors significantly increased short and long-term duration of
breastfeeding (Guise, Palda, Westhoff, Chan, Helfland, & Lieu, 2004).

A A review of 36 articles found that interventions expanding from pregnancy to the intrapartum
period and throughout the postnatal period were more effective than interventions
concentrating on a shorter period (Hannula, et al., 2008).

2.5.2 TYPES OF POSTNATAL LACTATION SERVICES

Postnatal lactation programmes differ in the types of support they provide, whether they are
integrated with a prenatal lactation programme or not, the level of training of the staff involved, and
the extent to which they are resourced, and the context (e.g. medical / obstetric or midwifery model
of care) in which they work. While some services may offer routine outpatient consults, others may
only offer referral-based outpatient consults. Manel and Manel (2006) state that a hospital-based
lactation programme should have the following components:

1. Clinical services: inpatient consults, outpatient consults, telephone consults (both inpatient and
outpatient)

2. Education services: staff/physician education (including IBLCs), student education (nursing, medical)
and preceptorships [supervised practical training]

3. Research: process improvement, product / equipment trials, and clinical research
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4. Program development / Administration: policies, procedures, documentation, staffing, personnel
management, patient information, statistics/productivity, quality assurance, and hospital leadership (p.
410).

2.5.3 CHARACTERISTICS OF EFFECTIVE OUTPATIENT SUPPORT SERVICES

The literature reports on a range of different characteristics that make up an effective postnatal
breastfeeding support service. These include having skilled, qualified staff that are non-judgmental
and skilled at building confidence, being able to offer in home visits, and including telephone
support. Literature on breastfeeding outpatient clinics provides useful insights into the challenges,
resourcing, staffing and effectiveness of clinics.

2.5.3.1. STAFFING

There is support in the literature for ensuring that breastfeeding support is provided by

knowledgeable health professionals (Bigger & Long, 2008; Britton et al., 2007; Hannula, et al., 2008;
Lamontagne, Hamelin, & St-Pierre, 2008; Memmot & Bonuck, 2006) and there is support for these
professionals to be International Board Certified Lactation Consultants (IBCLC)'® (Thurman & Allen,

2008; WHO 2003). The World Health Organization in its Global Strategy for Infant and Young Child

Feedingst at es t hat breastfeedi ng mot Haetatisncenbultantt d hav e
who can help build motheroés confidence, improve f
breastfeeding problems. o0 (2003) .

A recent (2008) review was conducted of five studies about the use, specifically, of International
Board Certified Lactation Consultants (IBCLCs) in outpatient settings compared to not using

| LCBCs. The review concluded that while there was
promote a |l onger duration of breastfeedd0B8g in pril
p.424). The findings from Thurman & All ends revi e
to specify whether the 6l actation consultantso6 in

evidence that ILBCs are more effective at increasing breastfeeding duration, and as such this can
be a potential confounding variable.

In another small scale study a certified (IBCLC) lactation consultant working part time (20 to 25

hours a week) at a Pediatric / Obstetric outpatient clinic, in the U S, compared breastfeeding

duration amongst the c¢clinicds patients. An anal ysi
lactation consultant with 30 who had not, found that 53% of the women who had seen the lactation

consultant were still breastfeeding at 4-6 months, while only 23% of the women not seen by the

consultant were breastfeeding at 4-6 months (Lukac, Riley, & Humphrey, 2006). These findings lend

16 An International Board Certified Lactation Consultant (IBCLC) is a health care professional who specialiageinetieatlinical m
breastfeeding. IBCLC training requires conljlietihgnd educatibrquirements angass inmexamination set by the International Board

of Lactéadn Consultant Examinersuier the direction of the U.S. National Commission for Certifying Agencies. IBCLC certification lasts fo
yearsafter whicheertification is required. IBCLCs work in a wide variety of health care settings, including hospitals, ljellégtitic offices, pub
clincs, and private practi€his certificai® currently the only internationally recognizéidliciredezastfeeding support (Blenkinsop, 2002

cited in Thurman & Allen,;2088v.icla.org
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weight to the argument that mothers and babies benefit from postnatal lactation support from an
IBCLC in an outpatient setting, and that IBLCs have a positive impact on breastfeeding duration.

WHAT MOTHERS WANT FROM BREASTFEEDING HEALTH PROFESSIONALS
A review of 36 articles of professional support interventions concluded that:

Mothers benefit from breastfeeding encouragement and guidance that supports their self-efficacy and feelings
of being capable and empowered, and is tailored to their individual needs (Hannula, et al., 2008, p.1).

Another review of 47 qualitative studies, by Mclnnes and Chambers (2008) about supporting
breastfeeding mothers had some useful findings in terms of feedback from mothers about what
works for mothers in postnatal breastfeeding support from health professionals. These findings can
be summarised as follows:

A Building a good relationship is important and the foundation on which postnatal support rests.

A Supportive health professionals are those who are non-judgmental, encouraging, reassuring,
sympathetic, patient and understanding. They listen to the mother, praise her while building her
confidence, care whether or not she breastfeeds successfully, and take the time to watch a feed,
particularly in the early days, show or teach her how to latch a baby and feed rather than putting the
baby on for her.

A Health professionals should be skilled and knowledgeable about breastfeeding and able to
communicate in a way that is not too oO6technical 6.

A There should be continuity of care as seeing a number of different health professionals is confusing
and may contribute to the conflicting advice which is a common communication problem affecting
breastfeeding success.

A US study by Memmot and Bonnuck (2006) about a breastfeeding promotion programme, reported
that mothers in the intervention group described the mother-baby specialist (a trained lactation
consultant) as the key to their decision to initiate and maintain breastfeeding. They credited her
direct skills and positive reinforcement with their confidence and perseverance to breastfeed.
Another U S study found that mothers who successfully breastfed were significantly more likely to
report that the home visit nurse watched a breastfeed, asked them how breastfeeding was going,
and encouraged them in their breastfeeding (Kuan, Britto, Decolongon, Schoettker, Atherton, &
Kotagal, 1999).

2.5.3.2 OUTPATIENT CLINICS

There are some studies of breastfeeding outpatient clinics, in industrialised countries, which aim to
increase breastfeeding duration and diminish the prevalence of difficulties. These clinics differ in the
way they operate. Some have IBCLCs, some have midwives, and some IBCLCs and doctors or
nurses on staff. Some are available for all women to access while others operate on a referral basis.
Some are community-based, some hospital-based and some are a combination.

Overall, findings from the studies about breastfeeding clinics report that women are satisfied with
the clinics, that the clinics provide valuable knowledge about breastfeeding, help them prolong the
duration of breastfeeding and find solutions to the difficulties they are experiencing (e.g. Chin &
Amir, 2008; Lamontagne, et al., 2008; Stefiuk, Green, Turnell & Smith, 2002).

CLINIC STRUCTURE

In terms of the structure of clinics and other factors a descriptive study of the integration of a IBCLC
into an outpatient clinic setting in the U S highlighted some challenges for the lactation consultant
which are relevant to the provision of outpatient lactation services (Lukac, et al., 2006). The setting
and some of the challenges are summarised in Box 2 (below). The findings highlight issues such as
prioritising lactation and the need to educate staff about breastfeeding and the way in which a
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lactation consultation operates, in order to be most effective. The study also highlights a significant
difference between lactation clinics and other types of clinics. With some exceptions, for most other
clinics timing is not as crucial as it is for a lactation clinic; that is a doctor can examine a patient
regardless of the time of day in order to make a diagnosis. With breastfeeding, in order to accurately
diagnose a breastfeeding problem and provide some useful solutions the lactation consultant must
observe feeding behavior, therefore timing is important.

It is also interesting to note from this study that breastfeeding issues were considered secondary to

the o6pediatric checkd and yet breastfeeding is fa
vaccination or a Well Child check up. Breastfeeding problems significantly affect a mother and

babyds physical and e moems esaalaté verwauickly. Atbaby thagisreotn d pr o b |
being fed frequently enough will lose weight dangerously quickly. Similarly a mother that has nipple

damage, for example, can develop infections quickly, reduce milk supply from not feeding, and

quickly lose confidence in breastfeeding, not to mention the significant pain associated with feeding

with any kind of nipple damage. By its very nature breastfeeding is not something that can be

stopped without any side effects and then easily re-established at a later date.

Box 2: Challenges of a integrating a lactation consultant service into an outpatients clinic

Lukac, Riley, & Humphrey, (2006) reported on the integration of a lactation consultant into an existing clinic in
the US.

Setting: The clinic was a pediatric and obstetrics clinic with some ancillary services (e.g. nutrition, social
services). A certified lactation consultant was employed part time (20-25 hours per week) and she structured
her work around the pediatric and obstetric clinics, seeing women where possible and as needed.

Challenges experienced included:

i. Being able to see women in a timely manner. This was partially due to the priority given to
breastfeeding. The pediatric check (i.e. similar to a well child check) was given precedence over any
lactation issues. If the physician deemed a lactation consult necessary they might page the lactation
consultant or if time was limited they would arrange a follow up visit for the patient to come back and
see the lactation consultant. However, the women would not necessarily return due to transport
issues and other barriers. While the lactation consultant would follow up by telephone and/or refer
her to a peer counseling home visit programme, it was not an ideal situation.

ii. Being able to see women when the baby needs a feed. The lactation consultant had to educate staff
and women on proper preparation for a visit. Essentially, in order to be able to provide the most
useful guidance for breastfeeding the consultant needs to observe the baby feeding and see how the
mother is positioning and latching baby and how well baby is transferring milk. If the baby has
already been fed and is not hungry then the consultant is limited to trying to give information just
based on the mot ¢f ehatferdindiske.r i pti ons

2.5.3.3 TELEPHONE SUPPORT

A review of services that provided telephone support or counseling for women during pregnancy

and postpartum concluded, fAproactive telephone su,
and exclusivityo 2008 p.301). The auuthoksirevignwed tlree studies that had

breastfeeding duration and exclusivity as outcome measures. In all of the studies the telephone

support was provided either by a lactation consultant or a peer counsellor and it was in addition to

other postnatal lactation support (e.g. access to lactation consultants via hospital-based clinics or in

home visits), so the findings do not mean that telephone support on its own is necessarily effective
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(Dennis & Kingston, 2008). This is supported by another review that found that interventions (i.e.
based on leaflets or telephone support) without face-to-face interactions were the least effective (de
Oliveria, Camacho, & Tedstone, 2001). These findings, and those of other meta analyses and
reports (e.g. E U Project on Promotion of Breastfeeding in Europe, 2004; Guise et al., 2003) support
the inclusion of telephone support, by trained professionals, for breastfeeding women, in a
programme that also includes face to face interactions.

2.5.3.4 IN HOME OR HOSPITAL-BASED POSTNATAL SUPPORT

Some lactation outpatient programmes provide hospital-based postnatal lactation support (e.g.
clinics) and others provide in-home visiting support or a combination of the two. Findings are
inconclusive as to whether home or hospital based visits are more beneficial. One randomized
comparison trial in the US found no significant differences in clinical outcomes (e.g. breastfeeding
discontinuation) but did find that mothers in the home visit group were more likely to rate the care
they received as excellent or very good (Escobar, Braveman, Ackerson, Odouli, Coleman-Phox,
Capra, Wong, & Lieu, 2001). Of note, is that the home visit nurses were not IBCLCs; they were
registered nurses who received for the purpose of the study, some breastfeeding education (20
hours instruction plus a two week preceptorship).

A Canadian trial in which mother-baby pairs were randomized to either a standard care (standard
care and length of hospital stay) or an experimental group (standard hospital care with early
discharge home and home support from nurses who were certified lactation consultants), did find

significant differences in exclusive breastfeedin
home lactation support appears to facilitate positive breastfeeding outcomes for mothers of
newbornso (McKeever, Stevens, Mill er, MacDonnel |,

In general, findings suggest that mothers find home visits more satisfying and show improved

confidence in breastfeeding and that clinical outcomes for breastfeeding are either comparable or

sometimes better than in-hospital support services. Some studies have been conducted on the

economics of home versus hospital services. Escobar et al. (2001) estimated costs of home visits

compared to hospital based visits and determined that home visits were more costly. A Canadian

study applied a cost-benefit analysis to compare the cost of hospital-based lactation support and
home-based | actation support dingsdupporoabomeiby &lactatiodh at @ br e
consultant should be considered as an option as it was no more costly than support from lactation

consultants in the hospital setting (Stevens, Guerriere, McKeever, Croxford, Miller, Watson-

MacDonell, Gibbins, Dunn, Ohlsson, & Ray, 2006, p. 234).

2.5.3.5 RESOURCING AND OTHER ISSUES

Some studies have noted how much time lactation consultants typically spend (prenatally and/or

posthat ally) with a woman assisting her with breast
lactation consultants spent, on average, 139 minutes in postnatal contact with each woman (this

included immediate postnatal inpatient visits, home visits and telephone support). Other studies

note that each postnatal consult can take anywhere from 30 to 70 minutes (Manel & Manel, 2006).
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One study in the US provides some fairly robust data regarding the amount of time spent on various
lactation tasks, as the researchers tracked actual time spent by the lactation consultants and divided
this into inpatient and outpatient clinic or telephone consults (Manel & Manel, 2006). The
researchers also took into account, not just direct contact time but also allowed for time after a
consult for additional work related to that consult (i.e. documentation, researching questions,
collaborating with other professionals). The calculations were that they multiplied direct contact time
for a face-to-face consult by 1.5 and for a phone consult by 1.25". Based on these formulas, the
range of direct consult time for an outpatient consult was 25 -180 minutes, with an average of 95
minutes. The average phone consult time was 20 minutes with a range from 6-75 minutes.

The study lends itself to some comparison with the Health Waikato service as the outpatient service
is referral based and is for complex management problems as identified by health care providers.
The study was conducted in a hospital in which 4129 births took place during the year. The Waikato
DHB region birthrate whilst spread across six different hospitals, plus a number of birthing centres
and planned home births, is similar (4464 births in 2004) (NZHIS, 2007).

2.6 SUMMARY

Breastfeeding is the normal way to feed babies and young children. The research evidence shows
that breastfeeding is associated with significant health and wellbeing benefits for mother and child,
and that there are significant health risks for both babies and mothers of not breastfeeding. The
World Health Organization recommends exclusive breastfeeding for six months, followed by
breastfeeding for up to two years and beyond.

The Ministry of Health has set target rates for 2010 of 90% full or exclusively breastfeeding at six
weeks, 70% at three months and 27% at six months. In New Zealand while 94% of mothers initiate
breastfeeding, by six weeks only 66% are fully or exclusively breastfeeding, at three months the
figure is 55% and by six months only 25% are breastfeeding exclusively or fully. Breastfeeding rates
are significantly lower for Maori and Pacific peoples. NZHIS data shows that in 2004, 8.1% of
women were hospitalized in the first six weeks after giving birth for breastfeeding disorders or
infections. These findings indicate a need to put interventions in place that address the factors that
discourage breastfeeding.

Overall, the literature indicates that the reasons why women breastfeed or not, and / or why they
stop exclusive breastfeeding before the recommended six months, are multi-faceted and related to
societal, historical, cultural, family and personal factors. Common factors include: birth events,
maternity policies and practices, level of education and knowledge about breastfeeding, and the
type of support they receive, pre and post-natally.

In addition factors unique to Maori relate to a disruption of a culture, in which breastfeeding was the
norm, by the process of colonisation. M&ori are less likely to access antenatal education which is a
factor associated with increased initiation of breastfeeding. Factors unigue to Pacific include a

17The researchers had found that for every hour that the IBCLC spent with a patient, they spent another 30woirkegezhtadtatonal
consult,rd for every hour on a phone consult they spent 15 minutes on additional work related to the consult.
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tendency to rely on mothers and mother in laws for support rather than health professionals, early
introduction of complementary foods due to a common perception that mothers do not have enough
milk and a tension between traditional beliefs and practices, and the westernised biomedical
approach to breastfeeding.

The literature on Maori breastfeeding supports the provision of services to protect, promote and
support breastfeeding for Maori, and notes that the services would be more effective if they were
provided fiby M2or i fraditionaMiaorrbirtiing and breastfeedihgcaheepts.
One study also suggests that promotion of breastfeeding amongst Maori should work to re-establish
breastfeeding as a tikanga.

The findings indicate that effective interventions need to be multi-faceted. They should address
societal factors (e.g. beliefs and attitudes, paid parental leave, workplace support) and ensure that
all women have access to appropriate support and advice, pre and post-natally, to enable them to
start and continue with breastfeeding to six months and beyond. There is also a need to focus
interventions specifically to improve access to breastfeeding support for Maori and Pacific women
including their wider families.

Postnatal lactation programmes differ in the types of support they provide, whether they are
integrated with a prenatal lactation programme or not, the level of training of the staff involved, and
the extent to which they are resourced, and the context (e.g. medical / obstetric or midwifery model
of care) in which they work. While some services may offer routine outpatient consults, others may
only offer referral-based outpatient consults.

The literature reports on a range of different characteristics that make up an effective postnatal
breastfeeding support service. These include having skilled, qualified staff, preferably IBCLCs, who
are non-judgmental and skilled at building confidence, and can offer home visits, and telephone
support. Face-tof ace consults are the most ef f ectwaihea
feed in order to accurately diagnose the issues.

Findings from the studies about breastfeeding outpatient clinics report that women are satisfied with
the clinics, that the clinics provide valuable knowledge about breastfeeding, help prolong the
duration of breastfeeding and find solutions to the difficulties they are experiencing. The literature is
inconclusive about whether a drop-in or referral service is more effective. Many clinics are referral-
based but this appears to be resource, rather than a best practice based decision. There is support
for home visits although the literature is inconclusive as to the economics of this. Resourcing and
staffing decisions must take into account the time required for tasks outside of direct patient contact
time.
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3 THE WAIKATO DHB BREASTFEEDING OUTPATIENTSOSERVICE

3.1 INTRODUCTION

In order to understand the findings of the evaluation it is important to have an understanding of the
Wai kat o DHB Breastfeeding Outpati en tveoped &nel whatiitc e, w!
does.

3.2 ABOUT THIS CHAPTER

This chapter describes the devel opment of the Wai!
current structure, the services it offers and the demographics of the clients who access the service.

It begins with a brief description of the Waikato DHB and BFHI, the appointment of lactation
consultants, the devel opment of an outpatientsod c!
how it operates, the referral process, followed by a summary of the client demographics.

Information for this section was sourced from interviews with staff and key informants, relevant
literature and Waikato DHB documents.

3.3 WaikaTO DHB AND BFHI

The Waikato DHB encompasses Waikato Hospital and six primary rural facilities across the Waikato

region. TheBaby-Fr i endl y Hospit al I nitiative (BFHI) is thi
intervention strategy for strengthening the capacity of national health systems to protect and support
breastfeeding. The BFHI strategies were developed based on research evidence of practices that

protect, promote and support breastfeeding. Since its inception in 1991, more than 20,000 hospitals

and birth centres in 152 countries have received the Baby-Friendly designation (World Health

Organization, 2009). New Zealand maternity facilities are at various stages of accreditation in the

process (Jackson, 2005; National Breastfeeding Advisory Committee, 2007; UNICEF, 2008). BFHI

includes the adoption and implementation, among otherthings, of the ATen Steps
Breastfeeding (see Appendix A). As part of the BFHI process there was provision for the

appointment of staff to assist the Waikato DHB with the BFHI process.

In 2006 Health Waikato appointed an IBCLC as the Breastfeeding Services Co-ordinator to oversee

the accreditation process. In 2007 another IBCLC was employed, part time (0.5), as a Breastfeeding

Educator to report to the Breastfeeding Services Co-ordinator and assist with the BFHI education

and accreditation process. The 1.5 (FTE) IBCLCs are employed under Maternal Health and housed

in an office next door to the antenatal ward at W

The original job description for the fulltime position of Breastfeeding Services Co-ordinator states
thefollowng A Pur pose of the Positiono: (the italicised

A To maintain a District-wide training programme consistent with Baby Friendly Hospital Initiative (BFHI)
accreditation requirements.

A Working with Waikato DHB staff, Lead Maternity Carers (LMCs), and Well Child Providers to provide

guality programmes of lactation education and training.

Working with women requiring lactation consultant services within Waikato Hospital

Responsible to ensure provision of Lactation Clinic Services

(Health Waikato Breastfeeding Services Co-ordinator, Position Description, August 2005, p.2)

> >
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This was updated in 2007 to read as follows:

A To project manage the BFHI accreditation requirements across the Waikato DHB, including Waikato
Hospital and the 6 primary rural facilities to ensure accreditation maintenance.

A To maintain a district wide training programme consistent with Baby Friendly Hospital initiative (BFHI)
accreditation requirements and midwifery council requirements.

A Provide leadership, expertise and support in the analysis, planning, promoting, designing, delivery and

evaluation of education for nursing/midwifery staff that enhances their ability to provide quality

breastfeeding care.

Working with women requiring lactation consultant services within Waikato Hospital.

Responsible to ensure provision of Lactation Clinic services for Outpatients

Provision of lactation information and resources for complex cases to a wide range of health

professionals within the Waikato DHB and community

Responsible for implementation of the Waikato DHB Policy

(Health Waikato Breastfeeding Services Co-ordinator, email communication, March 2009)

> v >

p>

The Apurpose of t heimeposiidn ofiBeastieedingBEducatdr eadp as foltows:

A In consultation with the, Breastfeeding Services Co-ordinator, provide leadership, expertise and
support with educational/training modules for BFHI accreditation requirements.

A Provide expert clinical | act at i pstaff witoimvVdoménb a nkElg ab & h v i
Service Waikato Hospital.

A Fulffils the requirements of the Breastfeeding Educator role by:

A Providing leadership, expertise and support in the analysis, planning, promoting, designing, delivery
and evaluation of education for nursing / midwifery staff that enhances their ability to provide quality
breastfeeding care.

A Facilitating the design, implementation and evaluation of BFHI educational processes, which ensure
the integration of breastfeeding knowledge and skills into clinical practice.
(Health Waikato, Breastfeeding Educator, Position Description, December, 2007, p.2)

Further reading of the staff job descriptions ind

training and education for BFHI throughout the Waikato DHB region. There is an expectation of and
provision for providing clinical lactation consultant services for inpatients and also for outpatients.

The following section briefly outlines the devel o
and its current components.

3.4 THE WAIKATO DHB BREASTFEEDING OQUTPATIENTSOSERVICE

The Wai kato DHB Breastfeeding Outpatientsd Servic
and it consisted of one or two appointments per week. The clinic began due to a perceived need,

and was intended to support, not replace, LMCs and other primary care practitioners to provide

lactation expertise for clinical issues. The service has been designed as a referral-based service.

The following quote from a DHB management staff member provides further illustration:

It started because women needed somewhere to go and there was nothing, so it grew. When
it originally started it was somewhere for women to be referred to when an LMC needed
lactation consultant input in managing that woman and baby. It was never set up to be a drop
in service for women who were having problems or to be a pre-pregnancy service. It was
contained as a small clinic because of the little resource.

When the current Breastfeeding Services Co-ordinator first started in her role, she initially kept the
clinic as it was. However within a short period of time she had expanded it to become a half-day
clinic, for mothers with babies up to six weeks of age, to be held at Parents Place (a community
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venue in the Claudelands suburb of Hamilton). In June 2008, the clinic was relocated to the

Hamilton Plunket rooms, increased to one day a week, with an increase in the age range of babies

to 6up to three months of aged. The clinic has re
although women can self-refer.

In addition to the clinic, the staff members provide phone advice to practitioners, see women
urgently outside of the scheduled clinic times and assist with teaching colostrum expression to
women at an antenatal Diabetes Clinic.

The following |ists the main components of the cul
service:

1. A weekly lactation consultantoés outpatient <cli
appointments can be booked;
2. A provision for the lactation consultant to see urgent cases on days other than the clinic
days. These visits usually occur at the Waikato Hospital campus but on some occasions a
home visit may be made;
3. A provision for practitioners (e.g. LMCs, GPs, Pediatricians) working with (outpatient)
breastfeeding women and babies to phone (or email) for advice from the lactation consultant
(which may or may not result in a clinic visit); and,
4. A provision for the lactation consultant to attend the weekly Diabetes Clinic to teach
colostrum expression skills.

The range of services provided illustrate how the Breastfeeding Outpatients service operates within
a midwifery model of care in which the focus is on the mother and the baby. The service links into
the prenatal period through working with key practitioners and attending the weekly Diabetes clinic.
The outpatients clinic is then provided post-natally to assist both mother and baby with respect for
the mother / baby dyad and the need provide care in a way that retains the bond and connection
between the dyad. The following sections describe the various components of the current service in
more detail.

3.4.1 LACTATION CONSULTANT®& CLINIC

When the evaluation started (June 2008) the staff had just finished a successful negotiation with
CentralHamilt on Pl unket to use one of their rooms to ho
clinic. Plunket supplies the room, some screens and a baby change table, chairs and access to a

small kitchen. The lactation consultant takes her own bookings during the week and brings her files

to the clinic on the day.

As previously mentioned, the shift to using the Plunket rooms also included an increase in the age
range able to be seen (babies up to three months). This change has meant that Plunket and other
Well Child providers are now able to make referrals to the clinic'®.

18PJunkeaind WeLhild providers do not start with a client uhi@ afigwife has discharged thatand baby. This usually occurs at around
6weekspodti rt h. Therefore Plunket [/ Well Child clients fell out s
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Mothers can self-refer to the clinic and/or they can be referred by another health professional (e.g.

LMC, Plunket Nurse, doctor) or another support person (e.g. La Leche League, postnatal or

antenatal educators). Referrals from health professionals tend to be more formal, usually involving

an initial phone call to discuss the problem with the lactation consultant. Referrals from other

support people tend to be less formal, and more often usually involve providing the woman with the

information and contact details for her to phone the lactation consultant directly and make an
appointment. This raises the consideration that any future data collection of referrals and referral
source, for future monitoring of the service, would need to be designed to capture the original
source for those that self-refer.

3.4.2 URGENT APPOINTMENTS

If the lactation consultant determines that a situation is urgent (i.e. one that cannot wait until the next

scheduled clinic), then she may ask to see the client and her baby more immediately. This urgent
appointment wusually takes place at the Waikato
free or in any other available room, or the consultant may decide to make a home visit. Depending

on the situation the client may then come to subsequent visits at a scheduled clinic day and/or she

may have follow up phone calls.

Box 3 details what typically happens at a first appointment at the clinic. The structure is essentially

the same for an initial urgent appointment outside of the scheduled clinic with the exception that
there is not usually another client arriving.

Box 3: What happens at a clinic appointment

Mothers come to their clinic appointment with their baby(ies). Support people, family / whanau, and the
LMC (if baby is under 6 weeks) are encouraged and welcome. In order to assess the situation and
provide some solutions, the lactation consultant gathers information and history from the mother,
observes a feed, and examines baby and the mother. The order of proceedings differs depending on

t he baby 6 s fbaby sedds to be fedehen the feeding takes place or if baby needs to be
changed then this may be the time that the consultant checks the baby or if baby is content then the
history and other information may be gathered first. Once the problem has been determined and the
lactation consultant has made an assessment as to the cause she will discuss options and solutions with

the mother. The presenting problem, assessment and actions suggested are recorded on the clinic notes

and a photocopy of this is given to the woman to take away.

Appointments are booked an hour apart, however an appointment can take up to two hours from start to
finish. It is not uncommon therefore for there to be some overlap; that is one client is finishing a feed or
changing baby when the next one arrives. Because of this the consultant has arranged the room with
privacy screens to ensure that women do not have to be rushed because someone else has arrived.

If necessary the lactation consultant will make follow up phone calls over the following week or weeks, to
the mother or her LMC or both, to check progress, and /or she may ask the woman to come back for
another visit. All the clients are encouraged to phone the lactation consultant if they have further
questions or concerns and where appropriate other support services (e.g. La Leche League) are
recommended. The lactation consultant may also phone, email, or write a letter to the referrer explaining
the outcome of the referral, or in the case of Plunket a copy of the referral notes is provided.

3.4.3 DIABETES CLINIC
The Diabetes Clinic is an antenatal clinic, held once a week and is a very full day for the women
who attend as they see an obstetrician, dietician, a diabetic nurse educator and a lactation

consultant. This is a weekly clinic and women will typically attend more than one clinic. The lactation
consultant will see the women at a minimum of 37 weeks pregnant, and as such she typically sees
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four to five women at each clinic. During this clinic the lactation consultant spends about ten minutes
with the woman explaining the benefits of breastfeeding and expressing colostrum for her baby prior
to birth. She then teaches the mother how to hand express colostrum.

A detailed analysis of the Diabetes Clinic and the breastfeeding outcomes for the women seen is
outside the scope of this evaluation. However there are indications that the mothers are expressing
colostrum. The one mother we were able to interview, who had attended the Diabetic Clinic reported
that she had expressed colostrum for her baby. There are also indications that fewer babies of
diabetic mothers are being admitted to the neonatal unit. These findings suggest that a further
evaluation of the impact of having a lactation consultant at the diabetic antenatal clinic would be
useful.

3.4.4 PHONE ADVICE SERVICE

As was described in section 3.4.2, a referral from a health professional typically starts with a phone
call to ascertain the need to see the mother and baby, degree of urgency, and level of phone
advice. This triaging of calls is done for a number of reasons:

1. to determine if the mother and baby need to be seen urgently (e.g. a low birth weight baby);

2. to ensure that the mother and babies that are seen at the clinic are in need of lactation
consultant support (e.g. that the problem is a clinical issue beyond the expertise of the
referrer); and,

3. to provide information to referrers to help up-skill them in their practice in regards to
breastfeeding issues (e.g. providing alternatives to try, information about root causes of the
problem).

In addition to phoning to discuss a potential referral some health professionals phone for advice
regarding a specific breastfeeding issue that a client is experiencing. Phone advice with regards to
appropriate prescriptive medication is sometimes recommended™’.

3.4.4.1 PHONE RECORD REVIEW

As part of the evaluation, the lactation consultants kept a phone record of advice-seeking calls from
practitioners, for a few months (3 November 2008 i 13 February 2009), during the evaluation. The
name of the caller and the advice they sought was recorded. The purpose of the call sheet was to
gain a O06snapshotdé of the types of advice that
calls the consultants would oO6typicallydé field

There are some limitations to the data presented.

i.  The main limitation is that the consultants were unable to record every call they answered
during this period. This is due in part, to the timing of the call and location of the consultant
at the time of the call (e.g. in the car, in the corridor) and as such practicality prevented note
taking. In addition, phone messages were not necessarily recorded as an incoming call on

¥ New Zealand midwifes (LMC) have prescribing rights in New Zealand and can therefore provide
breastfeeding mothers with the appropriate medication when required.
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the sheet. In order to mitigate this limitation, the message book® was referred to for the
weeks of the call sheets records so we were able to add some more data to the sheets on
incoming calls for which a message was left and the call returned.

The data does not represent all calls received and returned. Other types of calls that the
consultants received in a day, that are not included in this data are: calls from women

booking an appointment or seeking follow-up advice following a clinic, practitioners booking

an appointment, and staff requesting assistance with an inpatient.

iii. The data does not include emails seeking advice that the consultants received and returned,
nor does it include staff or others visiting the consultants in their offices or stopping to ask

them a question when they see them in a ward or elsewhere on campus.

The available data from the call sheets and message book was collated, and the reasons for calling
coded and analysed. The results are presented below in Tables 8 and 9. Table 8 shows the staff
fielded a minimum of between 4 and 7 calls per week from practitioners seeking breastfeeding
advice for an outpatient client in their care. There were 62 calls in a 12-week period, an average of 5

calls a week. One call was recorded as being on a weekend day (Sunday).

Table 8: Numbers of advice-seeking phone calls

Week LMC Pediatrician ~ GP Plunket Other Ph Email Weekly Rural
Total
3-7 Nov 08 3 1 4 4 2
10-14 Nov 08 3 1 4 (1) 4 2
17-21 Nov 08 6 6 6 1
24-28 Nov 08 7 6 1 7 3
1-5 Dec 08 5 5 5 4
8-12 Dec 08 3 1 1 5 5
5-9 Jan 09 6 6 6 1
12-16 Jan 09 2 1 1 4 4
19-23 Jan 09 8 2 10 10
26-30 Jan 09 2 2 2 1
2-6 Feb 09 5 5 5
9-13 Feb 09 4 4 4 1
Totals 54 2 2 2 2 51 2 62 15

The vast majority of calls (54) were from Lead Maternity Carers (LMCs) with the rest being from

General Practitioners (GP) (2), Pediatricians (2), Pl unk e t and

(2)

6ot her so

Practice Nurse). Of the callers, 15 were from rural or remote rural practitioners. These numbers do
not represent 62 different people as some practitioners called more than once in that period of time.
Further analysis shows that there were 42 different people who called and of those, 14 called more

than once in the 12-week period.

20The staff have a book to record incoming messages that require attending to.
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Table 9 shows practitioners called for a range of different reasons. Low weight gain babies were the
most frequent reason with 11. Latching issues (7 calls), nipple damage (6) and breast
pain/mastitis/infection (6) were the next most frequent, followed by undersupply (5), baby not
feeding (4), premature baby (4), drugs and breastfeeding (4) and nipple shields (4).

Table 9: Reasons why practitioners called

Reason for calling Number
Low weight gain baby

Latching issues

Nipple damage

Mastitis / Abscess/ Breast infection

Undersupply

Baby not feeding

Premature baby

Drugs and breastfeeding

Nipple shields (appropriate use of or weaning off)
Tongue tie

Medical condition (e.g. mastectomy; cancer; cleft lip)
Expressing advice

Follow up about a client

Oversupply

Weaning advice

Wanting service to follow up an outpatient
Re-lactation

Twins

Thrush

Lactaid (use of and amount to feed)

General (unspecified) advice

[EEN
=
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3.5 SUMMARY

The Wai kato DHB Breastfeeding Outpatientsd Servic
with one or two appointments a week. It now consists of afullday off-c ampus Lactation Co
clinic for mothers and babies up to three months of age, a phone advice service for professionals,

the provision to see mothers more urgently on campus outside of the scheduled clinic day, and

assistance with teaching colostrum expression to mothers at an antenatal Diabetes Clinic. There is

some anecdotal evidence that the inclusion of a lactation consultant in the Diabetes Clinic has

increased colostrum expression and reduced neonatal admittance, and further evaluation of this

service would be beneficial.

An analysis of the phone calls that the lactation consultants received from other health professionals
for a 12-week period showed that they received an average of five calls a week, although this is an
under-estimate as not all calls were recorded by the lactation consultants. The majority of calls were
from LMCs, with the rest being from General Practitioners, Pediatricians, Plunket, a District Nurse
and a Practice Nurse. Of the callers, 15 (24%) were from rural or remote rural practitioners.
Practitioners called for a range of different advice. Low weight gain babies were the most frequent
reason. Latching issues, nipple damage, breast pain/mastitis/infection were the next most frequent,
followed by undersupply, baby not feeding, premature baby, drugs and breastfeeding and nipple
shields.
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4 CLIENT DEMOGRAPHICS

4.1 INTRODUCTION

As part of the evaluation a review of the client records was carried out. The purpose of this review
was to provide data to assist with improving the service by reporting on how many women and
babies were accessing the service, their age and ethnicity, and the main reasons for accessing the
service.

4.2 ABOUT THIS CHAPTER

This chapter provides a summary of the client data from the clinic records. Also included is relevant
contextual data, such as birth rates, for New Zealand and where available the Waikato DHB region.

Information for this section was sourced from a review of the clinic records, where necessary the
client survey findings, and from relevant statistical sources.

4.3 ABOUT THE DATA SOURCES

Outpatient clients have a file created during their first visit, which is updated with any further contact

with the lactation consultant. The first visit may occur on a scheduled clinic day or, if it is deemed

urgent, either at the Waikato Hospital campus or in some cases, at home. The file is a paper based

system and is of a clinical notes format with room to record demographic and contact details. In

addition, space to record results ofthecons ul t ant 6s examinati on, assessHr
provided on the form. Any referral and any other available notes are also kept with the file. The file

is kept alphabetically in a portable file box that is taken to each weekly clinic by the consultant. Each

year the previous yeard6s notes are filed in a fil:

The format of the notes has undergone a number of changes over time. These changes have been
undertaken to try to improve the usability of the forms and their use as clinical notes. The most
recent format has space to record demographic details, including ethnicity, referrers, history, and
presenting problem, assessment and solutions. The data reviewed as part of the evaluation consists
of data gathered from both the historic and current format of clinic notes and therefore some gaps
exist in the data available (notably in ethnicity and referral source). The client survey was utilised to
fill in some of the gaps. However, not all women returned a survey and therefore this method had
limitations also.

The records for all the women who were clients of
service®* from 1 September 2008 to 28 February 2009 were reviewed and the results are presented
below.

21Note: These records are only for women who were postnatal outpatient clients. It does not include postatdoiepaténdelients
antenatal Diabetes Clinic patients.
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4.4 NUMBER OF CLINICS AND CLIENTS

The clinic records indicate that there were 26 clinics held between 1 September and 28 February
2009. The number of women seen at a clinic ranged from two to eight with the average being
approximately five women per clinic. These figures indicate that the clinic operates at capacity for
one staff member. In addition the lactation consultant saw a woman for a first appointment outside
of the scheduled clinics, on average of once a fortnight.

The files indicate that a total of 96 women were post-natal outpatient clients of the lactation
consultants over the evaluation time period (six months). This equates to approximately 192 women
annually. Data from the most recent Report on Maternity (New Zealand Health Information Service,
2007) indicates that in 2004, 4464 (8.1% of all New Zealand births) occurred within the Waikato
DHB region. If the number of births has remained about the same in 2006 then 192 represents
approximately 4% of the babies born in the Waikato DHB area®.

4.5 MOTHERGS AGE

The women accessing the service ranged in age from 21-44 years. Twenty-five (26%) were aged
30-34 years, 23 (24%) were aged 25-29 years, 22 (23%) aged 35-39 years, 7 (7%) were aged 20-
24 years and 4 (4%) aged 40-44 years.

Figure 2: Age of clinic clients

Mother's Age

20-24 years
7%

Not recorded

16% ™~

40-44 years
4%

The findings suggest that the clinic is reaching a reasonable spread of age groups, although they
tend to be seeing older (25 years plus) rather than younger mothers (i.e. no young mothers (>16
years and 16-19 years) attended the clinic and only 7% of the mothers who attended were aged 20-
24 years).

According to Statistics New Zealand, the median age for mothers in 2006 was 30.3 years, with
Mé&ori and Pacific mothers having the lowest median ages (25.9 years and 27.6 years respectively)
(Statistics New Zealand, 2007). The Waikato region also has a high percentage (Robertson, 2007)

22Note: caution needs to be taken with the estimates on annual rates and percentages of women attendingctoelelpricieateithey are
estimates based on the most recent available data and shoulsigereldeabsolute. They are provided to give the reader some general
context.
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of teenage pregnancies, which is not reflected in the age of women accessing the breastfeeding
clinic. In addition, M&ori account for a high proportion of the teenage pregnancies and mothers in
the Waikato District (Robertson, 2007). As the ethnicity data shows (presented below, section 4.6)
Maori are not accessing the breastfeeding clinic in high numbers. Of the Maori women who did
participate in the evaluation two women were aged between 24 and 29, and four were aged
between 30 and 35 years. To provide some context for the data, age data for all birth mothers in
New Zealand® from the most recent Report on Maternity is also presented in the table (New
Zealand Health Information Service, 2007).

Table 10: Age of clinic clients

Age group Number Percentage NZHIS Data 2004
(Birth mothe
NZ)
>16 years 0 0 158 (.2%)
16-19 years 0 0 3808 (7%)
20-24 years 7 7% 9615 (18%)
25-29 years 23 24% 13,226 (24%)
30-34 years 25 26% 17,151 (31%)
35 -39 years 22 23% 8895 (16%)
40-44 years 4 4% 2018 (4%)
Not recorded/ 15 16% 4 (0%)
TOTALS 96 100% 54,875 (100%)

4.6 MOTHERGS ETHNICITY

Of the 96 women whom the lactation consultant saw during the evaluation period, 61 (61%) were
Pakeha, seven (7%) were Maori**, one was Pacific, four (4%) were Asian, four (4%) were of other
ethnic groups and 23 (23%) were of an unknown ethnic group.

Figure 3: Ethnicity of clinic clients

Mother's Ethnicity

Not recorded
23%
Other
4%
Asian
4%
Pacific

Maori
7%

23Note: age data was not available by DHB region.
24Note Fouwomen were recorded asrM Rkeld. Their data has been included in dotheld &elé groupswhich is witlye numbers
add to @2 rather than 96. The Cedsigs is treated in the same way and as such makes the data sets more comparable.
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The most recent Census data indicates that M&ori make up 20% of the population of the Waikato
region, New Zealand European make up 70%, Pacific 3%, and Asian 5% (Statistics New Zealand,

2006). Data from the most recent Report on Maternity (New Zealand Health Information Service,

2007) indicates that in 2004, 4464 (8.1% of all New Zealand births) occurred within the Waikato
DHB region. Of these 2649 mothers (59%) identified as New Zealand European, 1389 (31%) were
Maori, 128 (3%) were Pacific, and 201 (5%) were Asian.

Table 11: Ethnicity of clinic clients

Ethnic group Number Percentage Census Data NZHIS Data
2006 2004
(Ethnicity (Birth mc
Waikato Region)  ethnicity Waikato
DHB region)
Maori 7 7% 20% 1389 (31%)
NZ European / Pakeha 63 61% 70% 2649 (59%)
Pacific 1 1% 3% 128 (3%)
Asian 4 4% 5% 201 (5%)
Other 4 4% NA 60 (1%)
Not recorded 23 24% NA 37 (.8%)
know
Total 102" 100% 44647 (100%)
Notes: 1. Four women were both M&ori and Pakeha.

2. Total number of births for Waikato DHB Region 2004 (MINIS, 2004)

These figures reflect that Maori and Pacific women are accessing the service, however at lower
rates than the general population proportion. Furthermore, Maori and Pacific women have higher

birth rates, than European women, therefore higher numbers of Mé&ori and Pacific women would be
expected to access the breastfeeding service for support than are currently accessing. However, if
the 24% unknown were all, for example, M&ori or all Pacific then this would alter this conclusion

significantly. In the interests of more accurate data, it would be useful for the service to utilise some

other avenues (e.g. contacting patients directly, searching by NHI number) to follow up the missing

data.

It is also important to note here that current service provision of the breastfeeding clinic has been

based on a general population approach and was in response to an immediate need. The clinic
staff members are aware that M&ori and Pacific women are not as likely to access the clinic and
have expressed a desire to look into this and adapt the service to be more responsive to the needs

of Maori and Pacific. Maori, Pacific Island, and low socio-economic populations are of highest
priority for the Waikato DHB and therefore the service will need to intentionally plan and place more

emphasis on meeting the needs of these populations. The evaluation will cover this in more detalil

in chapters 7 and 8.

4.7 BABYG ETHNICITY AND AGE

There were 96 babies who attended the clinic with their mothers. All babies were singletons and
di
of the babies that attended the clinic the files only recorded ethnicity for 29 of the 96 babies that
attended the clinic. As this represents a minority (30%) of the total number of babies the data is not

there were no babies

recorded as

having

a

sabi

reliable enough to include here. However it coul
at least, be similar to those of the mothers.
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Date of birth was recorded for most babies in the clinic notes. This data was entered in a
spreadsheet and calculated to determine the age, in weeks and days, of baby at their first clinic visit.
For the purposes of presenting the data in the following table ages were rounded up or down to the
nearest week. That is, babies aged 7 days or under were recorded as 1 week old, while a baby
aged from 1 week to 1 week 3 days, for example, was rounded down to 1 week and a baby aged
between 1 week 4 days i 1 week 6 days was rounded up to 2 weeks.

Table 12: Age of babies attending the clinic

Age Number Percentage
0-7 days 7 7%
2 weeks 10 10%
3 weeks 12 13%
4 weeks 8 8%
5 weeks 7 7%
6 weeks 5 5%
7 weeks 7 7%
8 weeks 2 2%
9 weeks 6 6%
10 weeks 0 0%
11 weeks 3 3%
12 weeks 3 3%
>12 weeks 7 7%
Not recorded/ 19 20%
TOTALS 96 100%

When they first attended the clinic, just over half the babies (49, 51%) were aged 6 weeks or less,
21 (22%) were aged between 7 and 12 weeks, 7 (7%) were aged over 12 weeks, and 19 (20%) did
not have a birth date recorded.

Figure 4: Age of babies attending the clinic
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4.8 BREASTFEEDING STATUS

The first set of clinic notes did not have a space to record breastfeeding status at first visit. The
newer format for the recording of clinic notes has included a field for this data to be collected.
However, the evaluation is unable to present findings on breastfeeding status based on the client
records due to a lack of total recordings.

4.9 NUMBER OF APPOINTMENTS

The patient records for the 96 women collects the number of appointments for each woman and
where and when those appointments occurred. Also recorded is any phone calls made to the
woman by the consultant or received by the consultant from the woman. This data was put into an
Excel spreadsheet and collated and is presented in Table 13 below.

Table 13: Numbers of urgent appointments, clinic appointments, and phone calls

Number of Urgent appointments No. who Subsequent urgent No. who No. who had
appointments attended a appointments had appointments
attended or scheduled phone
calls made No. who No. who clinic | No.whohad No.whohad  calls/
had alst had alst subsequent  subsequent email
appointment appointment appointments appointments
@home @ DHB at Home at DHB
1 2 12 69 1 2 24 75
2 NA NA 8 0 1 8 11
3 NA NA 5 0 0 2 2
4 NA NA 0 0 0 2 4
5 NA NA 0 0 0 0 0
6 NA NA 0 0 0 1 0
NR 3 3 3 3 3 3 4
0 91 81 11 92 90 56 0
Totals 96 96 96 96 96 96 96

The first column of Table 13 is the number of appointments or calls that a woman made. The next
two columns show the numbers of women who had an urgent appointment™ and where it took
place. The next column shows the number of women who attended a scheduled clinic appointment
and how many appointments they had. The next two columns show the numbers of women who
were seen for a second or third time either at home or at the Waikato Hospital campus (i.e. not at a
scheduled clinic). The next column details the numbers of follow up calls per woman, and the final
column details the numbers of appointments per woman.

25The significance of separating out the urgent initial appointments from the scheduled clinic appointmentsiegehtieppobterents,
is that first appointments are typically of a longer duration than second or third appointments to alloyvetw. ddllsatirgrisstrerefore
that the consultant is spending a minimum of another 1 to 2 howsseanfgruigiatients in addition to the scheduled clinic time.
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As Table 13 above shows 14 (15%) women had initial urgent appointments and were seen at home
(2) or at the Waikato Hospital campus (12) on a day other than the scheduled clinic day. This
averages out to one urgent initial appointment per fortnight.

Further analysis of the files shows most women (82, 85%) attended a scheduled clinic at some

point. Of the two women who had home visits, both did not come to any clinic days at all, although

both were followed up by phone and one was also seen again at home and also twice at the

Wai kat o Hospital campus Womenédés Assessment Unit (°
Lactation Consultant once, 11 (11%) had two appointments, two (2%) had three appointments and

four (4%) had four appointments.

Figure 5: Number of appointments

One, 78%

Two, 11% Mot recorded,
Three, 2% 4%

Most (56) women did not have a follow up phone call from the Lactation Consultant. Of the 37
women that did have a follow up phone call, 24 women had one follow up phone call, 8 had two
calls, 2 had three calls, 2 had four calls and 1 had six calls.

Figure 6: Number of follow up phone calls

Two, 22%

4.10 PRESENTING PROBLEMS, ASSESSMENTS AND SOLUTIONS

The clinic notes have a space to record the presenting problem, assessment and solutions
proposed. This data was entered into an Excel spreadsheet, coded and then collated and the
results are presented in the following tables.
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4.10.1 PRESENTING PROBLEMS

Table 14 and Figure 7 show the initial problem that was being experienced by the woman at the
time of their first appointment. Some women presented with more than one problem so while there
are only 96 women, there are 157 problems recorded in total.

Figure 7: Presenting probl ems: Reasons why wome

Seventy-three, (46%) women were experiencing problems with feeding. Some mothers and babies

had problems with the O6techni gques éuckgbabiesd7y andf ee di |
some were wanting to wean off nipple shields (15) or other interventions like feeding expressed milk

(11). Some had babies that were unsettled at the breast (4) or refusing the breast (4) or had a

tongue-tie (3) and some (7) had low confidence about breastfeeding. Further analysis shows that

the women with low confidence may have had previous breastfeeding problems or they may have

become disheartened due to the problems they were experiencing or they had expectations that

were inconsistent with the needs of a breastfed baby (e.g. routine feeding, no night waking).

Fifty seven (30%) women were experiencing pain or infection of either nipples (pain, (24) infections

(5) or breast pain (6), infection (9) or had breast lumps or blocked ducts (3). Seventeen (11%)

women had babies who were not gaining weight and 13 (8%) had supply issues (under supply (10),
oversupply (3). Two (5%) women had O6otherdé present
a premature baby.

These findings are similar to findings of other studies regarding reasons why women access
breastfeeding clinics.
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Table14:Pr esenting probl ems: Reasons why
Presenting problems Number  Number
Feeding Issues 73

Latching issues (i.e. not latching or latching poorly) 22
Nipple shields (wanting to wean off) 15
Finger, tube, or bottle feeding expressed milk (wanting 11
to re-establish breast feeding)
Non-sucking baby and/or baby not feeding well 7
Maternal confidence with breast feeding 7
Unsettled baby 4
Breast refusal 4
Tongue tie 3
Pain / Infection 47
Painful nipples / nipple damage 24
Breast infection (i.e. mastitis, abscess) 9
Breast pain 6
Nipple infection (i.e. ulcer, bleb, dermatitis, thrush) 5
Breast lump/ blocked ducts 3
Weight gain issues 17
Low weight gain baby 17
Supply 13
Under supply 10
Over supply 3
Other 8
Has had previous breast surgery 1
Premature baby 1
DK /NR 6
Total 157 157

4.10.2 ASSESSMENT AND SOLUTIONS

During a consultation the lactation consultants assess what the problems are and why they have

WO men

developed in order to determine the best solutions. For example a woman may present with a non-
latching baby. The myriad of possible diagnosis include: latching skills, undiagnosed tongue-tie or a
misaligned jaw, result of an intervention in the birth process that delayed breastfeeding or
contributed to the baby being unable or unwilling to latch (e.g. an ulcer from suctioning, drugs in
|l abour, operative delivery causi

ng trauma t

(0]

The assessment data from the patient records was entered into a spreadsheet, categorized, coded
and collated. The clients could have more than one diagnosed problem, which is why there are

mor e

6assessments6 (121) than

cl

ient s

(96) .

May2009

Jodie Robertson
Te Rakura Rangahau

46

t

acc

he



Tabl e 15: Consulst ant s assessment

Assessment Number Number
Physical / Medical 61 (51%)
Anatomical / Physiological (mother / baby or both. e.g. jaw 21
development, size of breasts, oversupply, low prolactin)
Infection of breast or nipples 19
Other (e.g. result of breast surgery, baby unwell) 8
Tongue tie 8
Vasospasm 5
Latching / Positioning 33 (27%)
Behavioural 15 (12%)
Mot her 6 s b el ie&. focusbnoutputocdifdsel d € 1 11

by different advice, belief that baby is hungry for supplementary
food, not confident in breastfeeding)

Parenting practices reducing supply (e.g. pacifier use,
6dreamd f eeféegling) schedul e

Related to birth events or immediate post-partum 12 (10%)

(e.g. ulcer on palate from suctioning, drugs in labour or postpartum, head
malaligned from forceps or vontouse, delayed breastfeeding, use of nipple
shields)

Total 121

Most (61, 51%) women or their babies had a medical or physical issue. This might be anatomical or
physiological (21) an infection (19), a tongue-tie (8), vasospasm (4) or another issue (8). Thirty-
three (27%) had latching and positioning issues, 15 (12%) had problems that were caused or
exacerbated by parenting practices (4) or beliefs (11), and 12 (10%) had problems related to birth or
immediate postpartum events.

Figure 8: Consultantds assessments
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