Rural and Remote Health LEoUNEISe  FRAVE

&

emote Health Research, Eq

ORIGINAL RESEARCH

A breastfeeding study in a rural population in
South Australia

GE Stamp?, HT Casanova?2
1Spencer Gulf Rural Health School, University of South Australia, Whyalla Campus,
Nicholson Avenue, Whyalla Norrie, South Australia

2L ower Eyre Health Services, South Australia, Australia

Submitted: 28 September 2005; Resubmitted: 21 March 2006; Published: 30 May 2006

Stamp GE, Casanova HT
A breastfeeding study in a rural population in South Australia
Rural and Remote Health 6: 495. (Online), 2006

Available from: http://rrh.deakin.edu.au

ABSTRACT

Introduction: The benefits of breastfeeding for mothers and babies are well recognised; however, challenges to its establishment
and maintenance exist in rural locations.

Method: This study in a rural community aimed to: (1) collect rates of any breastfeeding at 6 weeks, 3 months and 6 months
postpartum; and (2) seek women’s postnatal breastfeeding needs and discern how they were met. Fifty-eight women, most of whom
had planned to birth at one of two rural hospitals with fewer than 50 births a year were interviewed face-to-face or by telephone.
Questions included whether they were still breastfeeding, reasons for stopping, and their breastfeeding support needs in hospital
and after discharge on eight domains: establishment; attachment; engorgement; sore nipples; cracked nipples; ongoing support;
supply and mastitis.

Results: The number breastfeeding at 3 months (55%) compared poorly with South Australia (62%) or nationally (63%). Midwives
met most of the needs of the women in hospital while, at home, midwives and GPs remained the main sources of support. At home,
small numbers contacted the Australian Breastfeeding Association, child and youth health service nurse; a midwife employed by a
pharmacist and family members such as mothers and mothers-in-law for support. Overall, 25% of women who had an identified
need did not seek help. Of those who did, 36% had the need met well and 28% poorly. After discharge, 52 (90%) would have
welcomed a visit from a community midwife had it been available. In the regional town, facilities to breastfeed and change babies’
nappies were rated poor or non-existent.

Conclusion: Since this study, a part-time community midwife has been employed and a new project initiated that educates and

assists older women volunteers to support and promote breastfeeding for isolated new mothers.
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Introduction

The many benefits of breastfeeding continue to be reinforced
by new research'3. Breastfeeding is a major public health
issue, with rates of breastfeeding being a well accepted

indicator of wellbeing for mothers and babies?2.

In general, living in a rural or remote area translates to
limited access to supportive facilities. For childbearing
women in rural Australia the provision of maternity services
continues to be hampered by shortages of GP obstetricians
and midwives4 and closures of smaller maternity units

(120 units having closed in the past 10 years)s.

Australian breastfeeding data collections do not always
differentiate between rural and urban place of residence.
Recently the New South Wales Health Survey of 2001 found
combined exclusive or partial breastfeeding rates among
rural women of 58% at 4 months and 49% at 6 months®.
Rates of ‘any breastfeeding’ from national and state surveys
in 1995 at 3 months were 63% nationally and 62% for South
Australia. At 6 months both were 46%7. In 2001, national
data only were available and showed little variation for
Australia-wide rates (65% at 3 months and 48% at

6 months)3.

It is during the first weeks while lactation is being established
that most women stop breastfeeding3. Studies world-wide
confirm that insufficient milk and its associated supply
concerns is the most commonly highlighted reason for
stopping breastfeeding3-8 although most women who stop
early do so because of perceived problems rather than by
choice9. Other reasons are associated with an unsettled baby;
finding breastfeeding more demanding than expected;
painful or cracked nipples and mastitis9**. Family and
partner support for breastfeeding also plays an important
role?. In an Australian study of 1559 women from mixed city

and rural locations, breastfeeding at discharge was

significantly = associated with partner support for
breastfeeding and breastfeeding intention®. The benefit of
peer support in increasing uptake and duration of
breastfeeding is now well established from randomised trials

in both developing!? and developed countries?s.

This study formed the breastfeeding component of a larger
44 question postnatal needs assessment that utilised a
sample of birthing women who reside in the Lower Eyre
Peninsula of South Australia, undertaken at a time when
primary healthcare models were being promoted and
introduced4. The study did not differentiate between partial
or exclusive breastfeeding. The study objectives were to:

1. collect rates of any breastfeeding at 6 weeks,

3 months and 6 months postpartum
2. seek women’s postnatal breastfeeding needs and

how they were met.

Study site and population

Two community hospitals serve this coastal and agricultural
area that is approximately 7-9 hours’ drive from Adelaide, the
capital city. Sixteen towns in the area have populations that
range from 40 to 2500 (total population 4219)*5. Most study
participants had planned to give birth in one of the two local
hospitals staffed by nurses, midwives and GP obstetricians.
Both hospitals had fewer than 50 births during 2002
(hospital A, n =27; hospital B, n =14) while the nearest
regional hospital had 240 births6. A small proportion of the
women had either booked or been transferred to the regional
hospital, usually for an emergency Caesarean section,
although Caesareans could also be performed on site by a
visiting general surgeon. Others had transferred to the capital

city hospitals during pregnancy.

Since this survey was conducted, hospital B no longer
provides maternity services because they are without a

practising GP obstetrician.
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Method

A structured questionnaire with provision for additional
open-ended responses to the main questions was developed
to ascertain whether women had needed support or
information on common issues related to breastfeeding and
whether, how well and by whom that need was met in
hospital and at home. For example, a woman may have
approached a healthcare professional (midwife, nurse or
doctor), a self-help group such as the Australian
Breastfeeding Association (formerly Nursing Mothers
Association of Australia) or a family member such as partner,
mother or mother-in-law, sister or friend. In the first
instance, the 22 question breastfeeding component of the
questionnaire was piloted with four recent mothers and an
experienced lactation consultant; minor modifications were
made. Breastfeeding domains included the need for support
to establish and maintain breastfeeding, attachment,
engorgement, mastitis and whether breastfeeding in public
had been an issue. The final interview questionnaire, which
took approximately 10 min to complete, was introduced to
10 women (n = 5 face-to-face and n = 5 by telephone) and
found to be clearly understood and acceptable to them with

no further adjustments required.

Epi-Info (CDC, Atlanta, GA, USA), a public domain database
and statistics system for epidemiology, was used to develop a
database. Double data entry was undertaken to reduce the
risk of transcription errors. The sample was described using
frequency tables and means, as required. For the open-ended
questions, themes were established by discussion and
consensus with two midwife colleagues. Occasionally direct

quotes have been used.

In the absence of a local research and ethics committee, the
research proposal was submitted to the Queen Elizabeth
Hospital Research and Ethics committee in Adelaide and
approval obtained to proceed as follows. In early 2003,
consent was obtained by the chief executive officer and
directors of nursing (DONs) of hospitals A and B for the
health service employed researcher (GS) to conduct the

research to obtain names, addresses and telephone numbers

of women who had given birth there or who had been
transferred elsewhere during 2002. These women were then
sent a letter by the DON explaining the study and providing
an opportunity to decline a follow-up phone call from the
researcher. The letter acted as a written information sheet for
the study. As no refusals had been received after 3 weeks, the
researcher telephoned each woman to discuss the study and
offer a further opportunity to decline, and finally to invite her
to participate. Oral consent was obtained during the
telephone call and a time arranged for either a telephone
interview (n = 41) or a face-to-face interview in the woman’s

home (n = 17). There were no refusals.

The flow chart demonstrates the recruitment process (Fig 1).
Women were recruited who had given birth at either hospital
A (n=25) or B(n =13), or who had been transferred to the
regional hospital or a city hospital (n = 15). Three had moved
without forwarding addresses. Others who had booked at the
regional hospital were referred by their GP to the study
(n = 6). Approximately 15 eligible women who resided within
the Lower Eyre Health Service area who had given birth at
the regional hospital were unable to be contacted within the
study time frame (Fig1). The final sample of 59 women
resulted in 76.6% of an estimated 77 eligible women resident
in the Lower Eyre Health Service area who gave birth during

2002.
Results

All but one of the participants initiated breastfeeding (98%)
and these 58 women constitute the study sample. Age and
parity are presented (Table 1). Ages ranged from 20-41 years
(mean 32.3, mode 32) and for 18 women (31.5%) this was
their first baby. The highest concentration was among
multiparous women in the 30-34 year age group (n =20,
34.5%). The mean age of babies at the time of survey was
8 months. Mode of birth is shown (Table 2). There were
24 (41%) women who had shared care with their GP and a
midwife and 33 (56%) who had GP-only care. Others had

combined GP and specialist care.
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Letters sent to woimen who gave hirth in 2002 in hospital A {n=27) hospital B, in=14) and

regional and city hospital transfers (n=15)

|
Hospital A (n=25)
Returnto sender (n=2)

Hospital B (n=13)
Return to sender (n=1)

Regional Hospital
GPs (n=6) missed eligible

in=15)

Figure 1: Flow chart of recruitment process: total sample n = 59.

Table 1: Age and parity of women who commenced breastfeeding

Age (years) Nullipara Multipara
n (%) n (%)
20-24 4(6.9) 2(3.5)
25—29 6 (10.4) 7 (12.0)
30-34 5(8.6) 20 (34.5)
35-39 2(3.5) 7 (12.0)
40 + 1(1.7) 4(6.9)
Total (n =58) 18 (31.1) 40 (68.9)

Table 2: Mode of birth whole sample

Mode of birth n (%)*
Normal vaginal birth 40 (68)
Caesarean emergency 14 (24)
Caesarean planned 4 (7)
Instrumental 1(2)

"Total n = 59; percentages have been rounded off.

Breastfeeding rates are highlighted and where available, state
and national figures are included for comparison (Table 3).
At 6 weeks, 43 women (74%) were still breastfeeding. State
and national figures are not available at 6 weeks but the study
rate was comparable with 73% from an earlier South
Australian study®. At 3 months the study breastfeeding rates
compared poorly with state and national figures (55% vs 62%
and 63%, respectively). At 6 months the figures were
comparable (50% vs 46%, Table 3).

Table 4 shows reasons given for stopping breastfeeding.
Individual responses indicate the attempts by many women

to initiate and maintain breastfeeding. Further elucidation of

reasons, under the heading ‘too hard’, are found in the direct

quotes below:

The baby was not gaining weight and I felt pressure

Too frequent feeding was exhausting along with
problems with supply

I tried for a week then put him on the bottle

The baby got sick and refused the breast, it was very
stressful
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1 tried — it was too hard, the baby wouldn’t attach

It’s easier on the bottle

I'd had enough

Four out of the 9 women who had mastitis were among those

who abandoned breastfeeding, giving mastitis as a reason.

Table 5 summarises women’s breastfeeding support needs on
the eight domains; how well these needs were met; and the
sources of support. Midwives were the main source of
support, particularly in hospital for the establishment of
breastfeeding and attachment of the baby to the breast.

At home, the hospital midwives and GPs were the main
sources of support, while the practice of bringing the baby to
the hospital to see the midwife was quite common. Smaller
numbers contacted the Australian Breastfeeding Association,
the child and youth health service nurse; a midwife and
breastfeeding counsellor employed by a local pharmacist and
family members such as mothers and mothers-in-law or, very

occasionally, sisters and sisters-in-law.

The following are examples of comments from women who

had supply issues:

My supply went at 2 months - he was refusing a lot

My mum said the baby was similar to me. I lost
confidence in the supply and put him on the bottle at
2 months

Each time I let down I tensed up, the baby lost weight
— she gained on the bottle [a woman who stopped
breastfeeding at 2 weeks].

In all areas except mastitis, fewer women with an identified
need actually sought support (total 136 of 183, 74%). When
women did seek support, their needs overall were met well

(35%), mostly well (37%), or poorly (28%).

Thirty-eight (66%) of the breastfeeding women had a need to
breastfeed in public, of whom 35 (92%) believed this need
was not well supported within the community. The regional
town (used for shopping regularly for items unavailable
locally) was consistently nominated as having either poor or
no facilities for breastfeeding or changing babies’ nappies.

Fourteen made additional comments such as:

We travel a long way to shop in [regional town] and
have to feed and change the baby in a hot car

It’s very poor, I need to shop there twice a week.
There are no facilities and a total lack of
understanding of the needs of breastfeeding mothers

There are excellent places available in Adelaide
[capital city] but all my breastfeeding friends agree,
it’s impossible, facilities in [regional town] are
practically non-existent.

A high level of conflicting advice from health professionals
was experienced by 22 women (38%) and a moderate level by

13 women (22%).

After discharge, 52 (90%) would have welcomed a visit from a

community midwife had it been available.

In response to questions about the level of partner and
extended family support, 45women (76%) had a very
supportive and helpful partner; 37 women (64%) had a very
supportive and helpful extended family, and a further
19 women (33%) had poor or unavailable family support.

Only two women did not have a partner.

Comments were made that related to the importance of older
women, particularly grandmothers and others, in postnatal

support, and a need for such input.
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Table 3: Partially and exclusively breastfeeding at 2 weeks, 6 weeks, 3 months and 6 months local, state and

national figures

Breastfeeding LEHSt South Australia Australia
n (%) % %

Initiated breastfeeding 58 (98) N/A N/A

2 weeks 48 (83) N/A N/A

6 weeks 43 (74) 731 N/A

3 months 32 (55) 62* 63*

6 months 29 (50) 46* 46*
Sample n = 59.

tLower Eyre Health Service

N/A, not available.

Percentages have been rounded off.
*Source: Donath & Amir 20007.
YSource: Stamp & Crowther 19954

Table 4: Reasons for stopping breastfeeding

Reason* n (%)"
Loss of supply 12 (21)
Too hard (various) 10 (17)
Mastitis/repeated mastitis 4 (7)
Lack of confidence in supply 3(5)
Sore and/or cracked nipples 3 (5)
Milk ‘not strong enough’ 2(4)
Weaned naturally 2(4)

Total n = 58.

*Some women gave more than one reason.

‘tPercentages have been rounded off.

Discussion

The study sample provided good representation of women
who planned to give birth locally by age, mode of birth and
parity (Tables 1,2). However, because this study consisted of a
small sample within a limited geographical location, care
must be taken in generalising these results to other rural
regions with a different structure for maternity care. A
further study limitation was the lack of distinction between
exclusive and partial breastfeeding, particularly because
exclusive breastfeeding until 6 months is now recommended
by the NHMRCY. Any follow-up studies should make this
distinction clear and investigate the extent to which the
NHMRC guideline is being implemented!’. Other possible

limitations were that private health cover, often used as a

surrogate for socio-economic status was not collected, and
that the study size precluded comparisons between the

experience of primiparous and multiparous women.

The top five reasons for stopping breastfeeding in this study
(loss of supply; too hard; mastitis; lack of confidence in
supply; and sore or cracked nipples) are consistent with
findings from Australian and reviews of international
studies3911, Indeed, perceived insufficient milk is so
commonly cited throughout the literature that it has been
suggested that this may be a universal way of expressing lack
of confidence in breastfeeding by mothers'®. Individual
quotes from mothers in this study indicate some of the
difficulties and stresses involved in their breastfeeding

experiences.
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Table 5: Breastfeeding support needs in hospital and at home

In hospital n=58 Needed Sought | Metwell % | Mostly well Poorly % Main sources (%)
%
Establishment 34 18 52 26 22 Midwife (85)
Attachment 30 26 38 35 27 Midwife (87)
Sore nipples 32 21 25 45 30 Midwife (62)
GP (14)
Nurse (10)
Hospital and home
Cracked nipples 18 15 40 40 20 Midwife (53)
GP (27)
CYHS nurse (13)
ABA (7)
Engorgement 19 12 25 50 25 Midwife (67)
Nurse (17)
Others* (33)
Ongoing support 21 18 45 28 27 Midwife (44)
Supply 20 17 24 29 47 Midwife (35)
GP (18)
Mother/in-law (18)
ABA (13)
Home only
Mastitis 9 9 33 44 22 Midwife (100)
GP, pharmacist,
ABA combined (33)
Total n = 58.

Percentages have been rounded off.
CYHS, Child and youth health service.

*Qthers: combination of general practitioner, Australian Breastfeeding Association (ABA), written material, pharmacy-employed midwife.

In hospital, the midwife provided most of the support for
components that contribute to breastfeeding success.
Although the breastfeeding support given was mostly well
regarded, when the eight breastfeeding domains were
combined, one in four women with needs did not seek
support. Larger surveys in a range of settings have shown that
women often do not seek help when needed for issues related
to their postnatal recovery$. In addition, this study
confirmed what is already known: that inconsistent or
conflicting advice from health professionals is common?. It
was clear that many women worked hard to maintain their
lactation but there were gaps in the availability of support for
breastfeeding and associated problems after discharge from
hospital. Access to accurate non-judgemental support is an
important element of breastfeeding success, and is much

desired by women®.

Implications of this research

In Western society, public environments such as shops and
restaurants can be unsupportive of breastfeeding. A South
Australian telephone survey suggested there was little
support for breastfeeding outside the home2°. Discomfort and
embarrassment about breast exposure can contribute to
reasons why women choose not to breastfeed or abandon it
early3. This study highlighted the lack of facilities for
changing the nappies of babies and support for breastfeeding,
particular in the regional town, and is a possible area for

community action.

The one third of women with poor or unavailable extended
family support may benefit from supportive interventions.
Low breastfeeding rates and an interest in the role of senior

women in providing breastfeeding support highlighted by this
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study led to the introduction of the Elderberries program.
The Elderberries model draws on the wisdom and experience
of senior community women who volunteer to work in
partnership with the community midwife and local hospital

midwives2t,

At the time of the study, the two rural hospitals did not have a
breastfeeding policy. Appropriate practice standards such as
the 10 steps to successful breastfeeding highlighted in the
Baby Friendly Hospital Initiative exist?2, with six of the steps
having a high level of implementation Australia-wide23. The
hospitals now have a breastfeeding policy and it has become
mandatory that all nursing staff attend training sessions, as
well as the Elderberries24. If the Elderberry model is
successfully integrated into the community and acceptable to
new mothers and their families, the essential components
could form the basis of a cluster randomised trial to test its
effectiveness in increasing breastfeeding rates for a wider

population of Australian rural women.
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