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Glossary of terms

Definitions of some key terms.
A

Antenatal (also prenatal) — Relating to the time when a woman is pregnant (Ministry of
Health, 2015).

Artificial feeding — The infant has had no breast milk but has had alternative liquid such

as infant formula with or without food in the past 48 hours (Ministry of Health, 2008).

Aunty — A woman who is close to another woman may be related but may also be non-
related (Moorfield, 2011).

C

Complementary feeding — Where a baby/child receives both breast milk and solid
(semi-solid or soft) foods. It is not recommended to provide any solid, semi-solid or soft
foods to children less than six months of age (Ministry of Health, 2008).

D

District Health Board [DHB] — An organisation established under Section 19 of the New
Zealand Public Health and Disability Act 2000, acting within a defined geographical
region (Ministry of Health, 2015).

Deprivation quintile — Derived from the 2006 New Zealand social deprivation index, a
measure of socioeconomic status. Deprivation quintiles of residence range from one

(least deprived) to five (most deprived) (Ministry of Health, 2015).
E

Exclusive breastfeeding — Infant receives only breast milk (including breast milk that
has been expressed or from a wet nurse) and nothing else, except for Oral

Rehydration Solution, medicines, and vitamins and minerals (Ministry of Health, 2008).
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Family Start Worker — Family Start involves identifying families in need of support
around the time of a child’s birth and providing them with a worker to ensure good
health, education, and welfare outcomes for children (Ministry of Social Development,
2015).

Fully breastfeeding — The infant has taken breastmilk only, no other liquids or solids
except a minimal amount of water or prescribed medicines, in the past 48 hours
(Ministry of Health, 2008).

H
Hapu — Pregnant (Moorfield, 2011).

Hapl — Kinship group, clan, tribe, subtribe. A section of a large kinship group and the
primary political unit in traditional Maori society. It consisted of a number of whanau

sharing descent from a common ancestor (Moorfield, 2011).
Hoha — Annoyed, bored, fed up, nuisance (Moorfield, 2011).

Hongi Hika — He was a New Zealand Maori rangatira (leader) of the Ngapuhi iwi. As a
war leader Hongi Hika used European weapons to overrun much of northern New
Zealand in the first of the Musket Wars (Moorfield, 2011).

Hui — Meeting (Moorfield, 2011).

Infant and Young Child Feeding [IYCF] — Definitions of infant feeding

Infant formula — Artificial milks for babies made out of a variety of products, including
sugar, animal milks, soybean, and vegetable oils. They are usually in powder form, to
mix with water (Ministry of Health, 2008).

vii



Iwi — extended kinship group, tribe, nation, people, nationality, and race. This term
often refers to a large group of people descended from a common ancestor and

associated with a distinct territory (Moorfield, 2011).

K

Kai — Food (Moorfield, 2011).

Kaimahi — Worker (Moorfield, 2011).

Kaupapa Maori — Guiding principles, topic, basis (Moorfield, 2011).

Kawa — Custom of marae and wharenui particularly related around formal activities
(Moorfield, 2011).

Kuia — elderly woman, grandmother (Moorfield, 2011).

Lactation Consultant [IBCLC] — A breastfeeding advocate and expert who has qualified
as an International Board Certified Lactation Consultant [IBCLC] by the International
Board Certified Lactation Consultants Examiners (International Lactation Consultants
Association, 2011).

Lead Maternity Carer [LMC] — A health professional responsible for providing care
during pregnancy, labour, birth, and the postnatal period. Most LMC are midwives
however they can also include some General Practitioners and Obstetricians (Ministry
of Health, 2015)

M
Mama — Mother (Moorfield, 2011).

Marae — The open area in front of the wharenui where formal meetings and
discussions take place, often also used to describe the complex of buildings around the
marae (Moorfield, 2011).

Matauranga — Indigenous knowledge (Moorfield, 2011).
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Ministry of Health [MOH] — The New Zealand Government’s principal advisor on health
and disability with overall responsibility for the management and development of the
health system (Ministry of Health, 2015).

Mixed feeding — Infants receive both breast milk and any other food or liquid including
water, non-human milk, and formula before six months of age (Ministry of Health,
2008).

Moko (short for mokopuna) — Grandchild (Moorfield, 2011).
N

Nan, Nanni — Grandmother or elder woman, not always blood relative (Moorfield,
2011).

@)

Organisation for Economic Co-operation and Development [OECD] — A unique forum
where the governments of 34 democracies with market economies work with each
other, as well as with more than 70 non-member economies to promote policies that
will improve the economic and social well-being of people around the world (Economic

Co-operation and Development, 2015).
P

Partial breastfeeding — The infant has taken some breastmilk and some infant formula
or other solid food in the past 48 hours (Ministry of Health, 2008).

Pépi — Baby (Moorfield, 2011).

Perceived breastmilk insufficiency — The perception of inadequate milk production
(McCarter-Spaulding & Kearney, 2001).

Postnatal — All pregnancy related events up to six weeks following birth (Ministry of
Health, 2015).

Postpartum — Period immediately after birth to around six weeks (Ministry of Health,
2015).



Primary maternity facility — A maternity unit that provides care for normal births with
care provision by midwives. It is specifically for woman assessed as being at low-risk of
complications for labour or birth care. Primary units do not provide epidural or

analgesia or operative birth services (Ministry of Health, 2015)

Puku — Stomach (Moorfield, 2011).

R

Rangatahi — Young Maori, usually aged 15-24 years (Moorfield, 2011).

Royal New Zealand Plunket Society nurse — See Well Child Tamariki Ora [WCTO]
S

Secondary care — A hospital that provides care for normal births, complicated
pregnancies including operative births and caesarean sections, plus specialist adjunct
services including anaesthetics and paediatrics and neonatal services (Ministry of
Health, 2015)

T
Tamaiti — Child (Moorfield, 2011).

Tamariki — Children (Moorfield, 2011).

Tamariki Ora nurse — See WCTO

Tangata whenua — Indigenous people or people of the land (Moorfield, 2011).

Tertiary maternity facility — Hospital that provides care for women with high-risk

complex pregnancies by specialist multidisciplinary teams (Ministry of Health, 2015).

Tikanga — Maori practices or processes (Moorfield, 2011).

Tohunga — Traditional Maori healer (Moorfield, 2011).



w
Wahine — Woman (Moorfield, 2011).

Weaning — The gradual replacement of breast milk with other sources of nutrition
(Enger, 2013).

Whakapapa — Genealogy, ancestry, familial relationships; unlike the Western concept
of genealogy, whakapapa crosses ancestral boundaries between people and other
inhabitants in the natural world (Moorfield, 2011).

Whanau — Family, community. The concept of whanau includes whangai whanau: the
nourishing, care, and/or adoption of a child or children by other members of the
whanau (Moorfield, 2011).

Whare Kohanga — Traditional Maori building erected for childbirth (Moorfield, 2011).

Well Child/ Tamariki Ora provider [WCTQ] — A free universal health service offered to
all New Zealand whanau and provides health assessments and support services for
children and their families from 0-5 years. It also includes health promotion activities
and is an important gateway for parents to access primary and specialist health care,

education and social services (Ministry of Health, 2015).

World Health Organization — The United Nations' specialised agency for health with the
aim of attaining the highest possible level of health for all peoples. Health is defined as

a state of complete physical, mental and social wellbeing (Ministry of Health, 2015).
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Abstract

The vast evidence that supports the profound benefits of breastfeeding for infant and
maternal health are reportedly well known by mothers and health professionals alike.
Yet in New Zealand [NZ] nationally collected statistics show breastfeeding rates
continue to fall well short of Ministry of Health [MOH] national targets. These targets
are guided by The World Health Organization [WHO] recommendations (National
Breastfeeding Advisory Committee of New Zealand, 2009). It is of concern that lower
breastfeeding rates for Maori are consistently reported compared with non-Maori.
Despite considerable investment into resourcing nationally for breastfeeding promotion
and support, there has been no improvement in breastfeeding outcomes for Maori over
time (Royal New Zealand Plunket Society, 2010). This is particularly concerning as
poor breastfeeding rates are contributing to health inequity for Maori (Hawke's Bay
District Health Board, 2010).

This research project seeks to develop an understanding of the factors that influence

the infant feeding decisions of Maori mothers aged 15-24 years.

A qualitative, descriptive, research design using thematic analysis was chosen to best
capture the women’s experiences. A purposive sample of 11 women who met the
inclusion criteria, which was defined as mothers aged between 15-24 years with a
child/children aged from birth to 24 months who had experienced nutritive

breastfeeding (at least one experience).

Qualitative data was derived from nine interviews using a template of semi-structured
gquestions over a three-day period in November and December 2014. All participants
were offered the option of focus group or individual interviews and their choice of
location. Thematic analysis using Bryman’s (2008) four-stage method was applied and
four key themes were identified.

The four themes identified were: breastfeeding as natural, easy, normal and healthy;
breastfeeding support is crucial especially in the early stages; knowing it's best and
being determined despite adversity; and making the decision to introduce infant
formula or stop breastfeeding. The overarching finding revealed that the expectations
of breastfeeding were often very different to the reality of the breastfeeding experience.

Though the women’s intention to breastfeed and the breastfeeding initiation rate was
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high, for many, early breastfeeding experiences were marred with unexpected
difficulties that impacted on the initial feeding choice and future infant feeding
practices. Breastfeeding support received in the first six weeks was critical to
breastfeeding outcomes. Whanau and partners were a significant influence on the
women’s initial and subsequent infant feeding decisions and were often sought when
experiencing breastfeeding difficulties. Recommendations include: the involvement of
whanau and partners in all aspects of breastfeeding education and support; mandatory
breastfeeding education for health professionals working with pregnant woman and
mothers; consultation at a community level with strong Maori representation to identify
breastfeeding realities, bright spots, issues, and potential solutions that are realistic,
meaningful, and achievable; increased availability and access to skilled health
professionals to provide quality breastfeeding support, particularly when establishing
breastfeeding and throughout the first six months; and the development of a complete
breastfeeding database which includes a range of information on all breastfeeding

women in NZ, including maternal age.
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Nahau te rourou, Naku te rourou, Ka ora ai te manuhiri
With your basket of knowledge and my basket of knowledge the people will prosper.
Chapter one: Introduction

In this chapter the multiple dimensions of breastfeeding are explored and New Zealand
[NZ] breastfeeding statistics are examined. An overview of Maori historical
breastfeeding practices and impact of colonisation and examples of ongoing
government policy that has influenced Maori breastfeeding practices today are
presented. The significance of this research, aim of research and researcher’s interest

is discussed.

“Lactation refers to the physiological process of making milk and its
‘removal’ by the infant for nourishment. In contrast the term
breastfeeding acknowledges the physiological process of producing milk
and suckling baby, in addition to the complexity of social, cultural and
experiential factors which influence this practice” Beasley, 1996 (as
cited in National Breastfeeding Advisory Committee NZ, 2008, p13).

It is well known breast milk provides optimal nutrition to babies (Riordan & Wambach,
2012). The many health and social benefits of breastfeeding for mother, baby and
families are well evidenced and documented (World Health Organization, 2007).
However, despite convincing evidence to suggest health professional and maternal
knowledge of the benefits of breastfeeding are well known, our breastfeeding rates
continue to fall well short of expected/ideal outcomes for all New Zealand [NZ]
mothers, with continued over-representation of low breastfeeding rates for Maori
(Craig, Oben, Reddington, Wicken, & Simpson, 2012).

Breastfeeding has an extraordinary range of health, social, and economic benefits due
to its significant effect on child and maternal health outcomes (UNICEF, 2012). Breast
milk provides all of the nutrients, vitamins, and minerals an infant needs for growth for
the first six months, and no other liquids or food are needed (Riordan & Wambach,
2012). In addition, breast milk carries antibodies from the mother that help combat
disease (Walker, 2004). Breast milk has scientifically proven protective factors against
diarrhoea, pneumonia, respiratory tract infections, asthma, ear infections, inflammatory
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bowel disease, tooth decay, leukaemia and lymphomas (Steube, 2009), as well as
protection against Sudden Unexplained Death in Infancy [SUDI] (Vennemann,et al.,
2009). It also helps build resilience and protects against chronic stress early in life
(Burton, 2012). Breastfeeding supports maternal-infant bonding and attachment and
studies have shown that breast fed infants display higher levels of intelligence and
improved behaviour test outcomes in adulthood than formula-fed babies (Binns, James
& Lee, 2013).

Breastfeeding is also associated with long-term health benefits. Breast fed babies have
a lower risk of chronic conditions later in life, such as obesity, high cholesterol, high
blood pressure, and diabetes (Owen, Martin, Whincup, Smith, & Cook, 2006). There
are also social benefits stemming from higher education achievement and increased

social mobility (Tawia, 2013).

Breastfeeding contributes favourably to short and long-term maternal health.
Breastfeeding immediately after the birth helps reduce the risk of post-partum
haemorrhage (Campbell & Gray, 1993). In the short-term breastfeeding delays the
return to fertility (Rea, 2004), and generally women who breastfeed return to their pre
pregnancy weight faster than women who do not breastfeed (Dewey, Heinig, &
Nommwen, 1993). In the long term, breastfeeding reduces type two diabetes (Owen et
al., 2006), postmenopausal breast cancer (Beral, 2002), ovarian cancer (Gwinn, Lee,
Rhodes, Layde, & Rubin, 1990) and osteoporosis (Kalwart & Specker, 1995). Studies
have also found an association between early cessation of breastfeeding and postnatal
depression in mothers (Borra, Lacovou, & Sevilla, 2014). Conversely, the risks to
infants and mothers who do not breastfeed is an increased risk of all the above

diseases and conditions.

A cost analysis study conducted in the United States of America (USA), in 2007,
reported the very high social and economic costs of many paediatric diseases are
associated with its suboptimal breastfeeding rates (Bartick & Reinhold, 2010). The
researchers examined paediatric diseases (excluding type two diabetes due to
reported data inaccuracies) that were identified with risk ratios that favoured
breastfeeding, such as SUDI, atopic dermatitis, necrotising enterocolitis, asthma, and
childhood obesity (Bartick & Reinhold, 2010). The study results claim an excess of 911

deaths could be prevented, and US$13 billion dollars per annum saved if 90% of



families in the USA complied with the World Health Organization [WHO]

recommendations to exclusively breastfeed for the first six months.

Breastfeeding statistics and advocacy in New Zealand

Though the WHO recommend exclusive breastfeeding commencing within the first
hour of life and continued for the first six months after birth with breast milk
continuation for at least the first two years of life (World Health Organization, 2015b),
less than 40% of children worldwide are reported to exclusively breastfeed for six
months (World Health Organization, 2015a). At birth, NZ breastfeeding statistics
compare similarly to other Organisation for Economic Co-operation and Development
[OECD] countries at birth, however they fall dramatically by three months of age
(OECD, 2005).

NZ has one of the highest rates of SUDI in the developed world. Of significance is the
disparity between Maori babies who represent 61.8% of all SUDI deaths nationally, five
times greater than European infants (Child Youth Mortality Review Committee, 2009).
The majority of infant deaths attributed to SUDI in NZ occurred in mothers under the
age of 25 years and those living in lower socioeconomic areas (McManus, Abel,
McCreanor & Tipene-Leach, 2013, p3). As infants have a decreased risk of SUDI while
being breastfed, the recommendation to breastfeed infants for at least six months is

reiterated by researchers (Vennemann et al., 2009).

Breastfeeding is a learned experience that for some mothers comes naturally and for
others takes more time to master (National Breastfeeding Advisory Committee New
Zealand, 2008). Supporting women learning to breastfeed with positioning and latching
the baby to the breast, implementation of skin to skin contact, and promotion of
frequent unrestricted breastfeeding increases the chance of successful breastfeeding
(UNICEF, 2014). The role health professionals’ play in supporting, protecting and
promoting breastfeeding is an important one influenced by their breastfeeding
knowledge and attitudes. The importance of accurate and consistent advice from
health professionals is essential to ensure women and their families have access to
appropriate quality breastfeeding information. Health professionals, especially those
working with mothers and babies, require ongoing breastfeeding education and access

to appropriate breastfeeding resources to support quality clinical practitioners who
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understand the psycho-social and physiological aspects of breastfeeding (National

Breastfeeding Advisory Committee New Zealand, 2008).

Recognising the multifaceted advantages of breastfeeding, particularly in addressing
health disparities amongst vulnerable populations, considerable investment into
research and initiatives to promote, support, and protect breastfeeding continue by
international and national governments (National Breastfeeding Advisory Committee of
New Zealand, 2009). The introduction of the Baby Friendly Hospital Initiative [BFHI] is
one such initiative that is reported to have impacted positively on exclusive
breastfeeding rates at birth. The United Nations International Children's Emergency
Fund (UNICEF) and the WHO’s global aim to reinstate breastfeeding as the
sociocultural norm within maternity services saw the advent of the BFHI programme in
1991. The BFHI's aim to increase breastfeeding initiation and rates is supported by
best practice and guided by the ten steps to successful breastfeeding. In 1997,
recognising the slow uptake to implement the BFHI programme in NZ, representatives
from the NZ College of Midwives and the Royal New Zealand Plunket Society [RNZPS]
formed the New Zealand Breastfeeding Authority [NZBA], a non-government
organisation. The NZBA were instrumental in the BFHI launch by the NZ government in
2000 (Martis & Stufkens, 2013). To ensure maternity services are the centre of
breastfeeding support for all, maternity services in NZ are now required to attain and
retain BHFI accreditation. Implementation of the BFHI in NZ has seen impressive
improvements in exclusive breastfeeding rates at hospital discharge, increasing from
56% in 2001 to between 80-90% in 2014 (New Zealand Breastfeeding Aurthority,
2014). However, recently released breastfeeding statistics collected between 2008-
2012 by Lead Maternity Care [LMC] midwives identifies less impressive breastfeeding
statistics for Maori infants and infants of women aged 20 or less. At two weeks
postpartum infants were least likely to be breastfeed by women aged 20 years and
under with 69.6% of infants exclusive or fully breastfeeding and showed Maori infants
receiving the lowest amount of breast milk (Ministry of Health, 2015). Unfortunately
exclusive breastfeeding rates continue to sharply decline during the first three months
after birth, dropping to a mean of 55% for the total population and 43% for Maori
(Ministry of Health, 2013Db).

The MOH also recommends exclusive breastfeeding until a baby is around six months
old, then continue breastfeeding for the first two years in addition to solid food

introduction around six months of age. The percentage of Maori children under five
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years who were given solid food before four months of age dropped from 22% in
2006/07 to 16% in 2011/12. However, this rate is still twice as high as the rate for non-
Maori children (Ministry of Health, 2013a).

McBride-Henry and Clendon (2010) argue that national breastfeeding strategies and
promotions, guided by research, have focused on the biological understanding of
breastfeeding and have been unsuccessful in improving breastfeeding rates. They
highlight the importance for health professionals to acknowledge the lived experience
of breastfeeding women and embrace the individual definitions of breastfeeding
success for women, as it is her experience that will dictate breastfeeding duration
(McBride-Henry & Clendon, 2010).

Health professionals, the Te Tiriti o Waitangi, and cultural safety

All  health professionals, according to health legislation in NZ, require
acknowledgement of Maori as tangata whenua [people of the land] in NZ. This
legislation is underpinned by the principles of Te Tiriti o Waitangi [The Treaty of
Waitangi — TOW], namely partnership, protection, and participation (Health
Practitioners Competency Act, 2003)

To achieve optimal outcomes a high level of quality clinical and cultural competence is
paramount when delivering healthcare (Ratima, Brown, Garrett, Wikaire, Ngawati,
Aspin, & Potaka, 2008). Maori are a high user of the health and disability services yet it
has been identified Maori are less likely to submit a formal complaint when receiving
inequitable quality care (Health and Disability Commissioner, 2009). In 1996 the Code
of Health and Disability Services Consumer’s Rights was legislated. This gave rights to
all consumers and imposed duties on providers to ensure consumers were advised of
their rights and exercise their rights. Of particular significance to this discussion is Right
one; subsection three, that states “Every consumer has the right to be provided with
services that take into account the needs, values and beliefs of different cultural,
religious, social and ethnic groups, including the needs, values and beliefs of Mé&ori”
(Health and Disability Commissioner Act, 1996, p. 1). It is, therefore, paramount that
Maori health consumers and providers alike are aware of all sections of the code of
rights and the power to exercise consumer rights within it (Health and Disability

Commissioner, 1996).



Recognising the importance of the Maori workforce to enhance Maori health and
wellbeing along with a longstanding underrepresentation of Maori health professionals,
strategies have been developed to support training, recruitment and retention of Maori
within the health sectors. Factors that support the retention of Maori staff are identified
as providing culturally safe work environments that value Maori cultural competencies
and practice models and support professional development (Ratima et al., 2008). To
support the needs and aspirations of Maori and ensure deliberate and meaningful
improvement of health outcomes for Maori in New Zealand, many Maori health
provider organisations have established Memorandum of Understanding and alliancing
agreements. The overarching aims of the agreement are to ensure high qualility,
equitable health service provision that is available, accessible, and culturally

appropriate (Ellison-Loschmann & Pearce, 2006).

In 2006, to ensure the cultural needs of Maori were met by midwifery services, Turanga
Kaupapa guidelines were introduced. Developed by a Maori midwives and consumers
association known as Nga Maia o Aotearoa, Turanga Kaupapa incorporates Maori
holistic beliefs and values to support cultural competence. Adopted by the NZ College
of Midwives in partnership with Nga Maia representatives, Turanga Kaupapa guides
midwifery practice today (Te Tatau o te Whare Kahu Midwifery Council of New
Zealand, 2012). While acknowledging the introduction of Maori values to monitor
professional performance in midwifery practice, issues around the current midwifery
partnership model are raised by Kenney (2011, as cited in Tawhai & Gray-Sharp,
2011). Kenney suggests that Maori worldview representation is now lacking in the
monocultural midwifery practices of NZ. The author identifies this risk for Maori in a
lack of acknowledgement of matauranga (indigenous knowledge) that encompass
Maori world values, such as tikanga and kawa, which suggests a violation of the
principles of the TOW and current health legislation and midwifery practices (Tawhai &
Gray-Sharp, 2011).

In New Zealand the Public Health and Disability Act 2000 Section 88 Primary Maternity
Service Notice, legally requires the LMC to transfer care of women and their infants to
a primary care provider (Ministry of Health, 2007). This usually occurs between four to
six weeks when referrals are made back to the General Practitioner [GP] and Well
Child/Tamariki Ora [WCTO] provider. Both Tamariki Ora and the Royal New Zealand
Plunket Society [RNZPS] deliver this free service, the National Well Child Health

Schedule, to over 90% of children/tamariki from birth to five years (Ministry of Health,
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2015). The WCTO programme is contracted out by District Health Boards [DHB]
throughout NZ to over 30 Maori providers who deliver Tamariki Ora services (Ministry
of Health, 2014a). The WCTO, among other services, provides breastfeeding support,
and many staff are also qualified Lactation Consultants and breastfeeding Peer
Counsellors. Recognising the need to increase engagement, reduce inequity, and
improve health and social outcomes for Maori, the Tamariki Ora programme
incorporates a kaupapa Maori (Maori view) approach to serve its proportionately high
Maori population, many of whom would otherwise fall in the “underserved” domain of a

mainstream contract (Ministry of Health, 2013c).

Historical, current socio-political, and cultural context of breastfeeding in New

Zealand

Maori, like many other indigenous peoples throughout the world, have endured many
detrimental effects of colonisation through the loss of culture, land and language. This
has impacted heavily on traditional Maori as parenting practices and support of young
Maori parents were actively discouraged and undermined as western ideologies
challenged traditional knowledge and values (Durie, 2003). Suppression of Maori
culture and practices by the Crown were aggressive and came in many forms. One
example was the introduction of the Tohunga Suppression Act in 1907 that outlawed
traditional healing practices by Tohunga who were identified as specialists of cultural
knowledge and practices. This effectively restricted Maori ways of teaching,
knowledge, and practices and, in turn, has impacted on the shift from traditional Maori

birthing and parenting practices today (Durie, 2003).

Prior to the colonisation of Maori society, pregnant and breastfeeding women were
supported by the immediate and wider whanau (Durie, 1998). Birthing generally took
place outside, often in a private area of bush away from the village (Clarke, 2012). In
some communities a traditional purpose built whare kohanga (or maternity suite of the
time) was constructed late in a woman’s pregnancy to provide a secluded therapeutic
space for a woman to birth and be supported by birthing attendants. After birth a
mother and her baby were considered tapu, or sacred, and the time spent in the whare
kohanga was fundamental in aiding the recovery of the mother, encouraging infant

bonding, and facilitating breastfeeding initiation in the first weeks (Durie, 1998).



Breastfeeding was such a valued practice its benefits were recognised in the social
acceptance of wet nursing and mothers may have breastfed a number of babies
especially if the birth mother was unable to do so (Clarke, 2012). Early reports suggest
the breastfeeding of Maori infants continued until the infant could walk and/or had teeth
(Crozet as cited in Salmond, 1992), Anderson (1998) reported that breastfeeding for
three to four years was normal for some in early Maori history and suggested
prolonged breastfeeding was a form of fertility control that may have contributed to
small Maori family sizes prehistorically (as cited in Clarke, 2012, p.14). Traditionally the
introduction of solids was begun once the infant could independently turn over (Best,
1929; Buck, 1949) and infant starter foods were reported to be taro, sweet potato, and
the flesh of young birds, all of which was chewed first by the mother or caregiver to aid
the infant’s digestion (Buck, 1949).

In the late 1920s a NZ Health Department report boasted the lowest infant mortality
rate in the world, however Maori were not included in these statistics and were
believed to be at least three times higher than European/Pakeha mortality rates at the
time (Dow, 1999). Over half of all Maori reportedly died during the first four years of life.
Maori breastfeeding rates dramatically diminished as European artificial infant feeding
trends were adopted (Pomare 1903, as cited in Dow, 1999, p.196). Buck (1908) stated
“the introduction of the feeding bottle into the Maori home has caused as many deaths
as the guns of Hongi" referring to Hongi Hika (as cited in Dow, 1999, p.198).
Inappropriate diets after weaning were also identified as contributing to high infant

mortality rates in Maori at this time (Pomare 1903, as cited in Dow, 1999, p.197).

One decade later Turbott (1940) acknowledged the extent of infant health disparity as
a national disgrace. In a country still renowned for the world’s lowest European infant
mortality rate, infant death rates in Maori were four times greater than that of
European, despite the implementation of the RNZPS care system (as cited in Dow,
1999, p. 207). The early decades of the 20th century were thought to undermine
maternal parenting and infant feeding knowledge as raising healthy well fed infants had
become medicalised and the domain of the health professional. By the 1920s artificial
formula had been widely accepted in NZ and manufacturing of artificial milk and so-
called Humanised Milk was introduced in 1927. A dramatic change in birthing practices
around this time also resulted in high numbers giving birth in maternity units, and
staying for 14 days. During these stays strict feeding regimes were implemented and

such practices as timed breastfeeding, prohibited breastfeeding overnight, and limited
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access to infants had a negative impact on breastfeeding initiation and duration
(McBride-Henry & Clendon, 2010).

Young mothers in New Zealand

How young mothers are viewed in society is influenced by social norms and culture
(Families Commission, 2011). Research studies identify many positive outcomes for
young parents when they are well supported by their immediate whanau and friends
(Rawiri, 2007).

In 2013 the median age of women giving birth in NZ was 30 years; for Maori women;
the median age was 25 years (Statistics New Zealand, 2013). In 2012, NZ was
reported to have the second highest rates of teenage childbirth in the OECD, with
increased representation of young Maori women living in areas of high deprivation
(Families Commission, 2011; Ministry of Health, 2010; Rawiri, 2007). While teenage
pregnancies in NZ have decreased significantly since the 1960s, rates still remain
comparatively high at around 6.5% of all NZ births; with Maori mothers aged 15-19
years representing 21% of all teenage pregnancies (Families Commission, 2011).
Priorities to improve outcomes for young women throughout pregnancy and parenting
have been identified. To support best outcomes recommendations include providing
culturally appropriate support for young Maori parents, which focuses on the inclusion
of young fathers and is accessible, local, and delivered by appropriately skilled

providers (Families Commission, 2011).

Young parents warrant special support for many reasons stemming from comparatively
reduced life experiences due to age and societal attitudes, assumptions and
expectations of them. Pregnancy and parenting may interrupt education and career
opportunities and young parenthood is often construed in negative stereotypical terms
(Families Commission, 2011). Many young Maori parents and their whanau do not
share the negative view of young parenthood as is often depicted in social policy
(Rawiri, 2007). Challenging the westernised view of young parents as problematic in
NZ, Ware (2014) suggests the impact of colonialism on traditional Maori parenting
practice is responsible for stigmatising young Maori parents and also calls for a change
in support with a culturally-appropriate and a family-focused approach. Ware describes

the past and current impact of colonialism that has disrupted traditional Maori parenting
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practices and highlights todays mainstream ideologies, which have set values around
parenting that are alien to traditional Maori parenting knowledge and values (Ware,
2014).

Significance of research

Throughout the introduction the benefits of breastfeeding to support optimal health and
wellbeing outcomes for individuals, whanau, and the wider the community is
documented. Contemporary Maori continue to endure significant health inequity and
disparity that in many instances span generations as a result of colonisation. NZ
statistics report Maori to have the lowest breastfeeding rates among ethnic groups.
Knowing the impact breastfeeding can have in reducing health disparity means effort at
local and government levels continue to support reinstating breastfeeding as a cultural

norm for Maori.

In 2013, the MOH released the revised WCTO Quality Improvement Framework. The
framework consists of 27 key indicators that identify target areas for improvement. It
aims to improve health equity for all population groups that can be measured by
improved whanau health and wellbeing. For WCTO providers these indicators are
instrumental to their role in supporting and promoting whanau health and wellbeing
(Ministry of Health, 2013b). Breastfeeding is included in the key indicators identified to
monitor and promote quality improvements with a targeted approach. Considerable
variations in breastfeeding rates are identified between regions and are significantly
lower for Maori, in particular Maori living in areas of deprivation. Maori are reported to
have the lowest national breastfeeding rates with 60.8 % exclusively or fully
breastfeeding their infants at six weeks, dropping to 44.6% at three months and 16.7%
at six months (Craig, Oben, Reddington, Wicken, & Simpson, 2012). Acknowledging
the improvement required to increase national breastfeeding rates, four key indicators
(Indicators 11-14) show the national DHB breastfeeding data broken down by DHB
region, age of infant, deprivation, and Maori/Pacific Island ethnicity. With such data
providing current breastfeeding outcomes regionally, a transparent benchmark to
measure ongoing improvement is set (Ministry of Health, 2013b). The WCTO Quality
Improvement Framework workshops facilitated by the MOH have been provided
regionally to a range of primary and secondary health stakeholders, giving the
opportunity for regional focus to address improving outcomes.
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Despite a vast amount of breastfeeding research and literature internationally, only one
study has specifically included the experiences of breastfeeding of four young mothers
in New Zealand (Ellison-Loschmann, 1997). Several studies have exclusively set out to
explore the breastfeeding experiences for Maori women (Glover, Manaena-Biddle, &
Waldon, 2007; Glover, Manaena-Biddle, & Waldon, 2011; Heath, Tuttle, Cleghorn, &
Parnell, 2000). Maori mothers, in particular, are of concern as they are consistently
reported to have low breastfeeding rates (Glover et al., 2007). Factors that have been
suggested to contribute towards this disparity include the effect of colonisation on
Maori breastfeeding culture (Buck, 1949; Ellison-Loschmann, 1997; Glover et al., 2007)

knowledge about breastfeeding and increased deprivation (Ministry of Health, 2010).

Another limitation of New Zealand breastfeeding research involves the dearth of recent
literature on the experiences of breastfeeding of young mothers and what influences
their infant feeding decisions. One of the ways that breastfeeding can be supported
and promoted is by understanding the reasons that influence decisions women make
around breastfeeding. It is well documented that some of the challenges which affect
decision-making include: physical challenges in initial breastfeeding, lack of support
from family, partners, society and health professionals, a lack of knowledge about
breastfeeding, conflicting advice, complications in birthing experiences, and returning
to work or study (Glover et al.,2007; Glover et al., 2011; Heath, et al., 2000; National
Breastfeeding Advisory Committee of New Zealand, 2008). This research explores a

significant group whose breastfeeding experiences have not been well researched.

Aim of research

This research project seeks to understand the factors that influence infant feeding
decisions by Maori mothers aged 15-24 years. The research question asks: What

influences infant feeding decisions for Maori mothers aged 15-24 years?
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The researcher's interest

Over the past 25 years the researcher has worked as a registered nurse in a variety of
roles in child and whanau health, both in the hospital and community setting. Over this
time she has developed a keen interest in breastfeeding, improving health outcomes
for tamariki and their whanau, and reducing health disparities. She has practiced as a
qualified Lactation Consultant [IBCLC] since 2004 and incorporates breastfeeding

support and education within her role as a Tamariki Ora nurse and Clinical Leader.

The renewed MOH breastfeeding targets include a focus to increase breastfeeding
rates for Maori. Recognising the benefits of breastfeeding to help address health
disparity, these targets are fundamental to the role of WCTO providers' quest for
improved whanau health and social outcomes. Inequity in breastfeeding rates remains
for the majority despite local and national initiatives, and significant government
investment in resourcing the workforce to improve breastfeeding rates, and though
some regions may be close to meeting these new breastfeeding targets others are a
way off. Representing the Tamariki Ora service, the researcher sits on the local DHB
breastfeeding governance group that collaboratively aims to improve breastfeeding

particularly for Maori that sit well below the target in their region.

As a Tamariki Ora nurse the researcher works in partnership with young Maori
mothers. Interest in this research project arose from concerns about the missing voice
of young Maori women due to limited quantitative data and qualitative research
examining young women’s experiences that lead to infant feeding decisions and
feeding outcomes in NZ. Despite recommendations dating back to 1997 and stemming
from qualitative studies examining the breastfeeding experiences of Maori women and
their whanau, it is concerning little improvement has been seen. In the absence of
qualitative data examining young Maori mothers' breastfeeding experiences, the risk is
that assumptions may be made by policy makers and health professionals based on
anecdotal information and overseas research with westernised ideology.

The researcher has strong reservations about some government social actions which
she believes appear to further discriminate and disempower women, particularly Maori
and young women from the natural parenting and nurturing of their tamariki. Due to
financial constraints and social policy many women are now feeling pressured to return
to the workforce or into training schemes early in the postnatal period. This often
results in separation from their infant and, therefore, compromises optimal parenting
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and breastfeeding outcomes. Paid parental leave for 16 weeks does little to support the
WHO recommendation for exclusive or full breastfeeding in the first six months of life.
Barriers to support workplace breastfeeding and or expressing are commonly reported.
Some mothers also find the choice and access of appropriate quality services, such as
a WCTO or other Maori provider, midwife, or GP is limited throughout NZ, especially in

rural areas.

Nationally inconsistent quantitative breastfeeding data collection has recently been
acknowledged as an area that requires improvement. The researcher believes national
qualitative data to capture mothers' experience and identify region, maternal and infant
age, and ethnicity would also be of benefit and has thus been an inspiration for this

research project.
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Chapter two: Literature review
Introduction

In this chapter a review of the current literature exploring infant feeding practices and
related topics is examined to support the research question “What influences infant

feeding decisions for Maori mothers aged 15-24 years™?

The first section of this literature review examines the limitations of the breastfeeding
data followed by breastfeeding experiences in a NZ context. The literature review also
documents Maori women’s breastfeeding experiences; NZ and international feeding
experiences; the factors that influence Maori women to initiate breastfeeding; and
those that influence Maori women’s breastfeeding experiences and outcomes. These
factors include: whanau influences, the physical experience of breastfeeding, practical

breastfeeding knowledge and peer support, and infant feeding concepts and idealism.

Search strategy and literature database

The literature review sourced research and articles from the EIT library database using
the Cumulative Index for Nursing and Allied Health Literature [CINAHL], Proquest, and

Google Scholar, and proved successful in obtaining full text articles.

The New Zealand research, particularly those projects that examined Maori and or
young women's breastfeeding rates and experiences proved difficult to locate and
access and often required the help of Librarians to source as the journal articles were
not available freely in the Eastern Institute of Technology [EIT] library database or
using Google scholar. Apple Safari was used to access NZ government websites, ie.
the MOH, NZBA. The search was limited from 1995 to 2015.

The key words that were utilised included:

Breastfeeding research; Maori breastfeeding; teenage breastfeeding rates; adolescent
breastfeeding; breastfeeding experience; New Zealand; initiation of breastfeeding;
cessation of breastfeeding; weaning from breastfeeding; peer support and
breastfeeding; epigenetics around breastfeeding; teenage parents/ parenting; cultural
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safety; Maori maternity services and experiences, MOH. Maori child health; traditional

Maori parenting practices; Maori health policy;
Limitations of New Zealand breastfeeding data

When reviewing NZ breastfeeding statistics it is important to acknowledge several
weaknesses in past breastfeeding statistical data due to discrepancies in reporting by

providers.

Firstly, until the late 1990s the majority of NZ breastfeeding research has been
informed from statistical data collection examining breastfeeding duration by ethnicity
and location (Ellison-Loschmann, 1997). In NZ the earliest published breastfeeding
data collection began in the 1920s by RNZPS. Today the RNZPS continue to provide
breastfeeding data that has been collected from six weeks of age onwards to the MOH
(New Zealand Breastfeeding Authority, 2014). Breastfeeding data from other WCTO
providers is not accounted for. This results in the provision of incomplete data reflected
in the MOH breastfeeding data (New Zealand Breastfeeding Authority, 2014b).

Secondly, inaccuracies have also arisen as a result of inconsistencies in provider
knowledge and interpretation of breastfeeding terms such as Exclusive, Fully, Partially
and Artificial infant feeding (National Breastfeeding Advisory Committee of New
Zealand, 2009). Additionally, discrepancies in ethnicity data collection have also been
reported as a historic issue and recognised in the NZ Health and Disability sector
(Cormack & McLeod, 2010). Ethnicity data provides timely data relevant to Maori, and
provides crucial information to measure Maori health status and the disparity between
ethnic groups. It also supports the protection of Maori by monitoring current health
issues and trends, and it guides and evaluates the effectiveness of health policy and
programmes in the quest for health equality in NZ (Cormack & McLeod, 2010).
Techniques to improve the accuracy of ethnicity reporting have undergone a review
recently to meet the Crown’s obligations to the TOW. Finally, in NZ maternal age is not
included in national breastfeeding data collection beyond six weeks. Yet there is
evidence from overseas research to suggest teenage mothers are less likely than older
mothers to initiate and continue breastfeeding (Apostolakis-Kyrus, Valentine, &
DeFranco, 2013). The only NZ published data found that examined breastfeeding
initiation and rates in relation to ethnicity and maternal age was from the National
Maternity Collection. This data is submitted by Lead Maternity Care Midwives [LMC] at
discharge from their services to MOH (Ministry of Health, 2015).
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Maori women’s breastfeeding experiences

New Zealand studies of Maori women'’s breastfeeding experiences were sought and
examined. The search exposed limited research that specifically examined the
breastfeeding experiences of young Maori women, however there have been
numerous studies exploring experiences and challenges for breastfeeding tangata
whenua wahine. Though NZ research examining teenage pregnancy and parenting is
available (Families Commission, 2011), only one qualitative study was found
specifically relating to teenage Maori woman’s breastfeeding experiences in NZ
(Ellison-Loschmann, 1997).

Eleven studies completed between 1997 and 2014 were sourced. Eight studies
specifically examined Maori breastfeeding experiences, one study examined Maori
women’s experiences of maternity services, and two studies compared parenting
practices in NZ and Sudden Infant Death Syndrome (now called Sudden Unexplained
Death in Infancy or SUDI). These latter studies were included as both explored Maori

participant’s breastfeeding experiences.

Despite the variation of time, geographical areas, and research methodologies, the
studies identified many commonalities in the breastfeeding experiences of Maori
women including: whanau influences on mothers’ infant feeding decisions, especially
breastfeeding; culturally insensitive practices and conflicting breastfeeding advice from
health professionals; early breastfeeding issues; negative community and societal

responses to breastfeeding. These studies are discussed below.

Maori women’s experiences of maternity services in New Zealand

As highlighted in the previous chapter, traditional Maori birthing practices differ greatly
to some of the medicalised birthing practices of today. Colonisation has led to the loss
of traditional childbirth and breastfeeding practices and this is reflected in today’s
breastfeeding rates. Supporting women and their whanau through breastfeeding
preparation, education, and support during pregnancy, birth and in the postnatal period

IS a very important role for midwives.
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As discussed in the introduction a need has been identified for a kaupapa Maori
midwifery model of care. The importance of accessibility and availability of quality
culturally appropriate maternity services were identified by Lancaster, Gosman,
Lawrenson, and Gibbons (2014). To assist ongoing service development and ensure
the customer needs were met, a mixed methods study by Lancaster et al. (2014)
examined rural women’s experiences of maternity services in New Zealand. Focus
groups were conducted in rural regions throughout five DHBs within the Midland area.
Of the 62 participants recruited 41% identified as Maori. Using a thematic analysis
method five key themes were identified: difficulties in service access; the quality of
clinical care; the availability and appropriateness of information; the role of partners,

family, and friends; and the cultural needs of Maori.

Several limitations of access to services were exposed for these rural women. In some
instances they had limited or no choice of the LMC available to them. Furthermore,
access to culturally appropriate services was impacted by the scarcity of Maori LMC
midwives working in the area and limited availability of kaupapa Maori service
provision. Recommendations from this project included resourcing to increase the
recruitment and retention of Maori midwives and increase the availability of kaupapa
Maori health services. Other studies have also offered these recommendations
(Edwards, 2014; Ellison-Loschmann, 1997; Glover et al., 2007).

This study also identified that quality care was important to support the safety of, and
best outcomes for, rural women throughout their pregnancy, birth, and postnatal care.
The low antenatal class attendance of the Maori participants in this study (three of the
26 participants) was thought to be associated with the availability and appropriateness
of information provided to them. For the majority of women the reasons for non-
attendance were due to not knowing about the classes or being advised not to attend.
Equally women reported that antenatal classes were not required due to them being
well supported by their whanau. A woman’s partner, whanau, and friends were
identified as being significantly important and supported and influenced all aspects of
pregnancy, birthing, and breastfeeding decisions. Some women, however, reported
cultural aspects involving whanau were overlooked despite requests to include these in
their care plan. Other research has also reported that some Maori women felt their
cultural needs were unmet (Edwards, 2014; Ellison-Loschmann, 1997; Glover et al.,
2007). Lancaster et al. (2014) recommended the development and review of cultural

competency in maternity services to ensure appropriate knowledge and safety to better
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meet the needs of Maori women. Similarly, Kenney (2011) recognised unmet cultural
needs of Maori women and their whanau as conflicting with competencies set by the
Midwifery Council recommendations. Kenney suggested a framework model
underpinning Maori values and partnership be developed to support improved
maternity experiences and outcomes for Maori women and their whanau (Kenney,
2011).

Preparations for breastfeeding

Making the decision to initiate breastfeeding and breastfeeding duration is influenced
by socio-cultural infant feeding expectations, whanau, and the support and knowledge

sharing of health professionals (National Breastfeeding Advisory Committee NZ, 2008).

A study by Ellison-Loschmann (1997) examined the influences affecting breastfeeding
initiation and duration decisions for Maori women. Participants were selected to
represent reproductive life stages and included first time mothers, mothers with more
than one child, and grandmothers. Four first time Maori mothers who had initiated
breastfeeding were recruited by their independent midwife who also identified as Maori.
All four of the mothers were under 20 years old when their babies were born.
Independent interviews were conducted in the participant’s home, using open-ended
questions. Findings revealed many commonalities between the other participant
group’s examined that related to the preparation for breastfeeding. When questioned
about how the women decided to breastfeed, all women, even those who had limited
previous exposure to breastfeeding, voiced a sense of just knowing they would
breastfeed before consciously thinking about it. Overall the participant’s perception was
that breastfeeding had desired health benefits for both mother and baby and would not
be difficult. Most mothers had no preconceived ideas about how long they would
breastfeed, instead reporting breastfeeding duration would be determined by the
baby’s desire to continue (Ellison-Loschmann, 1997).

Similarities to Ellison-Loschmann’s (1997) findings were identified in a study by Heath
et al. (2000) that examined the knowledge, attitudes, and practices associated with
infant feeding in a Maori population. Fifty-nine self-selected Maori mothers aged 15-41
years were recruited and interviewed when their infants were aged between three to

eight weeks old (Heath et al., 2000). As in Ellison-Loschmann's (1997) earlier study,
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Heath et al.’s (2000) findings also revealed that the majority of mothers had decided to
breastfeed before they became pregnant. The results demonstrated high breastfeeding
initiation rates with 87% of participants exclusively breastfeeding at birth, however
exclusive breastfeeding had dropped to 68% by the time the infant was three weeks of
age. Those who had intended to breastfeed were found to be more successful at
initiating breastfeeding. As all mothers reported antenatal healthcare contact in
pregnancy, the researchers' recommendations included delivery of breastfeeding

support, encouragement and education during antenatal visits (Heath et al., 2000).

Factors that influence Maori women'’s breastfeeding experiences

Whanau influences on mothers’ infant feeding decisions

The important role of the whanau supporting Maori child rearing was identified by
Tipene-Leach, Abel, Finau, Park, and Lenna (2000) in their study examining Maori
infant care practices and sudden infant death syndrome prevention. Of significance
were the reports from young parents who identified whanau as their main support.
Acknowledging the influence of whanau and the younger age of birthing amongst
Maori, recommendations for service delivery to include whanau in the education and
promotion of breastfeeding was seen as imperative. The study further highlighted the
need for extra support, particularly to initiate breastfeeding among young parents who

are isolated from their whanau (Tipene-Leach et al., 2000).

Recognising the cultural significance of whanau in the Maori world Glover et al. (2007)
conducted a qualitative study that sought to examine the influences that affect Maori
women's infant feeding decisions within the context of their whanau. The researchers
identified parenting experiences of Maori women and their whanau were under-
represented in NZ literature, with the majority of studies including Maori women as a
subgroup within larger research projects. Inconsistencies in accurate breastfeeding
data collection, particularly representing Maori was also recognised as contributing to
an incomplete understanding of this topic. Using a naturalistic inquiry approach, 33
Maori woman and 11 of their family members were interviewed, selected from a range
of rural and urban settings in Auckland and the Bay of Plenty. Findings from this study
were similar to that of Tipene-Leach et al. (2000) and whanau was identified as
influential in the continuum of breastfeeding initiation, duration, and cessation decisions
(Glover et al., 2007).

19



An evaluative research project by McLeod (2008) sought to examine what would
support Maori women to achieve exclusive breastfeeding for six months and continued
partial breastfeeding beyond six months. Findings identified whanau as highly
influential in the success or non-success of breastfeeding. Though the participants
reported seeking breastfeeding support from a variety of sources McLeod (2008) found
women with strong whanau networks were less likely to seek help from health

professionals.

In 2009, Glover and colleagues expanded on previous research to further examine the
perceptions of Maori mothers and their whanau to barriers hindering exclusive infant
breastfeeding in the first six months (Glover, Waldon, Manaena-Biddle, Holdaway, &
Cunningham, 2009). Recruitment from both urban and rural areas in the North Island of
New Zealand resulted in 59 Maori women with a youngest child under three years old,
and 27 of their whanau participants, being interviewed using a mix of open and closed
questions. Breastfeeding was unanimously recognised by the mothers and most
whanau as providing optimal infant nutrition, with the same majority agreeing that
exclusive breastfeeding for the first six months as the ideal. However, only ten percent
of these mothers were able to exclusively breastfeed their infant for at least six months,
despite the intention of most to exclusively breastfeed for this period (Glover et al.,
20009).

A further study led by Glover in 2011 examined the role of whanau in Maori women's
breastfeeding decisions (Glover et al., 2011). To capture a wide participant
demographic, 30 Maori women and 11 of their whanau were purposively recruited
within the Auckland and Bay of Plenty regions, through late 2005 till early 2006. An
exploratory qualitative method was chosen and face-to-face interviews were conducted
to investigate, in detail, the experiences of the participants. Women reported that the
support and advice from whanau were significant influences on their breastfeeding
experience (Glover et al., 2011), similar to findings in previous research (Glover et al.,
2007; McLeod, 2008; Tipene-Leach et al., 2000). The findings from this more recent
study revealed partners were most influential in the women’s infant feeding decisions
and support, followed closely by mothers, then sisters and aunties. Furthermore,
reference to fathers feeling alienated as healthcare providers focused on the mother
and baby in isolation highlighted the importance of healthcare providers being inclusive
of fathers/partners and whanau supporting the women through pregnancy, childbirth

and beyond. Recommendations from this study included further research to support
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future education and explore healthcare policy that undermines and disempowers
fathers and whanau in their roles throughout pregnancy and childcare. Further
research should incorporate an investigation of fathers' experiences during pregnancy
and birthing to help develop improved maternity care and education for fathers and

partners (Glover et al., 2011).

The importance of whanau and the community support of Maori breastfeeding women
was again highlighted by Edwards (2014) in a study that sought to identify what
enhances breastfeeding for Maori women and examine how this was achieved. A
kaupapa Maori research approach was used to underpin a grounded theory research
design. Kaupapa Maori providers in the Eastern Bay of Plenty region supported
Edwards (2014) in the recruitment of eight Maori mothers aging from 19-35 years,
whose youngest child was less than ten years old at the time of interviews. Many
mothers had several children with ages ranging from three months to 14 years old. The
mothers' ages ranged between 14-27 years old with their first-born children. All
mothers identified strong connections with their immediate whanau and most were
active within their iwi affiliations. Ukaipotanga (nurturing) was the underlying theme
around breastfeeding within this community. The marae was breastfeeding-friendly and
all the participants had felt comfortable breastfeeding publically though some reported
negative experience outside the region. Findings identified the need for quality
Ukaipotanga from services throughout pregnancy and beyond to best support optimal
breastfeeding outcomes, and this should include partners and whanau (Edwards,
2014).

Culturally safe support

As previously discussed, there are many lasting effects of colonisation for
contemporary Maori that continue to impact adversely on their health and wellbeing. In
the late 1980s the concept of cultural safety in nursing and midwifery praxis originated
in acknowledgement of the disparity in the health of tangata whenua Maori.

Many studies consistently reported that the support Maori women received in the first
few weeks postpartum significantly influenced their breastfeeding experience
(Edwards, 2014; Ellison-Loschmann, 1997; Heath et al., 2000; Lancaster et al., 2014;

Tipene-Leach et al., 2000). In Ellison-Loschmann’s (1997) study most young women
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reported not attending antenatal classes as felt they would be discriminated against as
young Maori mothers. The young mothers reported further barriers to breastfeeding
support during their hospital experience and the involvement of health professionals
was deemed suboptimal. Discrepancies in health professional care exposed a lack of
practical breastfeeding support and consistent information, leaving the women feeling
disempowered by the attitudes and behaviours of hospital staff. The mothers
appreciated having an established and trusted relationship with their Maori midwife.
They were able to utilise the midwife’'s experiences and knowledge of breastfeeding
and felt empowered by her belief in them to succeed in breastfeeding. The researcher
recommended cultural safety and breastfeeding training for health professionals
(Ellison-Loschmann, 1997).

Glover et al. (2007) also reported the impact of colonisation on Maori breastfeeding
rates, which resulted in a dramatic shift from traditional Maori infant feeding practices.
Recommendations for health promotion directives that re-established breastfeeding as
tika, or the right way for Maori women to feed their infants, were consistent with
recommendations from Ellison-Loschmann (1997). Limitations acknowledged by
researchers included the lack of representation of woman choosing to artificially feed or
wean early with the rationale that these woman were probably less likely to want to

partake in breastfeeding research (Glover et al., 2007).

To achieve increased access to appropriately breastfeeding support, recommendations
from McLeod (2008) included training Maori support workers in breastfeeding,
acknowledging tikanga, sharing culturally appropriate designed resources, and
promoting local women'’s breastfeeding success experiences. Gaps in professional
breastfeeding service provision were exposed as result of high caseloads and limited
breastfeeding specialists in the area. Mothers believed having the experience of
another mother to support them breastfeeding would be worthwhile, however, due to
the recognised economic hardship in the area the researcher acknowledged volunteer
support programmes may be a less attractive model of support, especially given that
the study also identified breastfeeding cessation resulted for many women faced with
an earlier than desired return to the workforce. Self-determination to succeed in

breastfeeding was also associated with breastfeeding success (McLeod, 2008).

The lack of culturally appropriate healthcare and educational resources was a reason

for not accessing breastfeeding support according to Maori women when asked about
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the perceived barriers that reduce exclusive infant breastfeeding in the first six months
(Glover et al. 2009). Though the women's breastfeeding intentions were strong, many
barriers interrupted Maori mothers achieving the breastfeeding ideal. Conflicting advice
from health professionals led to distrust and few of the mothers interviewed attended
antenatal courses or sought breastfeeding advice and support from RNZPS nurses or
Maori providers in their area. Such barriers may be responsible for breastfeeding
knowledge deficit as less than half of all participants were unsure of the long term
breastfeeding benefits for baby. Despite the desire to breastfeed and the knowledge
that breastfeeding was ideal, the realities for the Maori mothers was repeatedly marred
by the lack of timely, practical, and culturally relevant support. The ideas of whanau
were very similar to the mothers in this study, highlighting the importance for
researchers to include whanau in breastfeeding support activities aimed at improving

maternal and infant breastfeeding outcomes (Glover et al., 2009).

The importance of culturally appropriate resources was highlighted in research
presented by Heath et al. (2000). This study found younger Maori mothers breastfed
for longer than older mothers, even after controlling for parity, return to work plans,
marital status, and education. The researchers hypothesised that this finding may be
due to an increase in community resources designed specifically to support young

Maori woman antenatally (Heath et al., 2000).

The importance of accessibility and availability of quality, culturally appropriate
maternity services identified by Lancaster et al. (2014) match rural women's
experiences of maternity services in the same geographical location and over the same
time frame (Edwards, 2014). As described earlier, Ukaipotanga or nurturing was the
underlying theme supporting breastfeeding identified in Edward's (2014) study.
Consistent with other NZ studies Edwards (2014) identified that whanau support was
inextricably linked with culture and the provision of culturally appropriate service
delivery. The women in Edwards (2014) study described Kaupapa Maori antenatal
classes and midwifery care as empowering. The quality of health services was also
highlighted as paramount. The support given by quality health services gained a good
reputation and was sought by Maori mothers. An example of the high demand for
Family Start and WCTO services that provided home visits and continuity of care within
a kaupapa Maori framework. Unfortunately due to contractual constrictions in some
services not all mothers have a choice of preferred kaupapa Maori services, leaving a

mainstream provider as the only option. Recognising the limited availability of Maori
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midwives and the preferences of many Maori women for kaupapa Maori practices,
Edwards (2014), like Lancaster et al. (2014), called for an increase in the recruitment

and retention in Maori midwives.

Practical breastfeeding knowledge and support

Another important influence on Maori women's feeding decisions appears to relate to
their practical knowledge and understanding related to breastfeeding. In Ellison-
Loschmann's study (1997) all the young mothers reported the benefits of breastfeeding
as being physically and emotionally healthier for baby and were aware of the increased
work and costs associated with formula feeding. Most had seen breastfeeding within
their whanau and were predominantly guided by them (in particular their mother or
grandmother) for breastfeeding support and knowledge. For several mothers the
duration of breastfeeding was guided by the breastfeeding duration of relatives who
had breastfeed for between 18 months and three years. For one mother the
introduction of first foods was commenced at three months as decided by her
grandmother. Positive relationships with health professionals enabled trusted
therapeutic relationships, which were important for breastfeeding knowledge and
support. The participants identified their Maori midwife as instrumental in guiding and
continuing their breastfeeding decisions, particularly when in conflict with direction from
whanau. For example, one mother was advised by whanau to offer a formula feed
believing baby was not getting enough from the breast as the baby was crying. After
consultation with her midwife the young mother felt reassured in her ability to provide

full nutrition through breastfeeding (Ellison-Loschmann, 1997).

As in Ellison-Loschmann’s study (1997) the majority of mothers in Heath et al.’s (2000)
study had knowledge that breastfeeding was more convenient and healthier than
formula feeding. However, many mothers revealed a deficit of practical breastfeeding
knowledge. Of significance was the belief by the majority of mothers that small breast
size and maternal diet influenced milk supply. Less than 20% of the women were
aware of the physiological effect of increased breastfeeding to increase breast milk
supply. Findings of such knowledge deficits, particularly as perceived insufficient milk
was the most common reason given by mothers for discontinuing exclusive
breastfeeding, is important to guide ongoing breastfeeding education and support to
achieve improved breastfeeding outcomes (Heath et al., 2000).
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There were many similarities in the rationale for early breastfeeding cessation relating
to a lack of practical knowledge and support in a qualitative cross-cultural study by
Abel, Park, Tipene-Leach, Finau, and Lennan (2001). This study examined and
compared infant parenting practices in Auckland. Twenty-six Maori mothers were
included in the recruitment of 150 participants who met the inclusion criteria —
identifying as Maori, European, Tongan, Niuean, Cook Island and Samoan, and where
the participants' infant or infants were aged less than 12 months. Mothers were
interviewed in focus groups defined by their ethnic group. To support cultural safety,
facilitators of the same gender and ethnicity as participants conducted the interviews.
The researchers cited the focus group interview style as a possible limitation. Though
valuable insight from focus group data was collected, the researchers acknowledged
that individual interviewing might be more useful to encourage the increased sharing of
intimate experiences. Findings from this research identified that the greatest
consensus from every group came when examining their breastfeeding experiences
compared to other childrearing practices. Shared themes emerged from the study
group who reported a common desire to breastfeed with the majority of participants
who initiated breastfeeding having a like-minded awareness of the nutritional,
emotional, and financial benefits. Conflicting breastfeeding advice from both health
professionals and family were identified as contributing factors to early breastfeeding
cessation or mixed feeding. The introduction of formula was also common amongst all
ethnic groups, as often the woman perceived they were not capable to supply enough
milk for their infant. Women who made this decision reported that once infant formula

was introduced the babies were more settled and slept more deeply (Abel et al., 2001).

Glover et al. (2009) found a lack of knowledge interrupted breastfeeding as many
women in this study were unaware of the protective factors of breastfeeding for
mothers. Uncertainty and confusing breastfeeding with bed sharing and maternal
smoking contributed to reduced exclusive breastfeeding rates and breastfeeding
cessation (Glover et al., 2009). In this study mothers and whanau associated
breastfeeding practices with infant bed sharing which increased the risk of sudden
unexpected death of an infant [SUDI]. Almost half the women interviewed were
tobacco smokers and approximately one third of mothers, and over half of the whanau,
believed smokers should not breastfeed. The researchers identified a priority focus to

increase smoking cessation in pregnancy.
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Physical experiences of breastfeeding

Most women perceived breastfeeding as convenient and easy, though agreed the
establishment of breastfeeding was difficult and was very painful for some. For most
women the initial breastfeeding experience in the first month after birth was commonly
associated with physical issues such as sore nipples, issues that were associated with

the degree of support given in the first weeks of life (Ellison-Loschmann ,1997).

Ellison-Loschmann (1997) highlighted the gap between women’s expectations of how
breastfeeding would be versus the reality of their breastfeeding experiences,
particularly in the first weeks when breastfeeding was being established. Mothers in
this study stated they did not expect to experience difficulty or pain when latching baby
to the breast. However, despite such obstacles their perseverance with breastfeeding

prevailed for six months and beyond and a sense of achievement was reported.

All mothers in Tipene-Leach et al.'s study (2000) had attempted breastfeeding and
recognised it was best for baby. The majority of women in this study found establishing
breastfeeding very challenging with physical difficulties such as painful nipples, latching
problems, breast infection, and engorgement being reported. Consistent with the
findings of Ellison-Loschmann (1997), the younger mothers in this study reported
feeling very unprepared for the breastfeeding difficulties experienced. Several mothers
stopped breastfeeding within the opening weeks due to significant breastfeeding
difficulties (Tipene-Leach et al., 2000). In some instances infant formula feeding was
introduced to negate issues such as pain caused by cracked nipples and perceived
insufficient breast milk supply. One young father reported he found it difficult to watch
his partner breastfeeding due to the pain caused by her cracked nipples. Though
aware that breastfeeding was providing baby with ideal nutrition, after two weeks of
ongoing difficulties he supported his partner’s decision to stop breastfeeding and begin
formula feeding. Though most women felt disappointed if breastfeeding was not

continued, many mothers considered formula feeding just as good in such instances.

Insufficient milk supply appears to be a dominant reason for early weaning. Mothers in
several studies report insufficient milk supply as a reason to cease breastfeeding or
introduce complementary feeding (Heath et al., 2000; Abel et al., 2001; Tipene-Leach
et al., 2000).
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Glover et al. (2007) identified a wide range of physiological factors such as premature
or caesarean births, inverted or painful cracked nipples, breast infection, and
engorgement contributed to difficulties in establishing, and in some cases maintaining,
breastfeeding. A lack of both antenatal and postnatal breastfeeding support from health
professionals resulted in some women feeling disempowered and losing confidence as
they faced breastfeeding difficulties (Abel et al., 2001; Ellison-Loschmann, 1997; Heath
et al., 2000).

Breastfeeding experiences in public spaces

Ellison-Loschmann (1997) found that though some mothers were comfortable
breastfeeding in public places nearly half of women in this study stated that public
breastfeeding was not acceptable for them. When the experience of breastfeeding in
public spaces was discussed, three of the four mothers spoken to viewed
breastfeeding as a natural right and babies should be breastfed wherever and
whenever they needed to be (Ellison-Loschmann, 1997). One mother reported feelings
of embarrassment breastfeeding in public (Ellison-Loschmann, 1997), and this has
been echoed in other studies with Glover et al. (2009) reporting that some mothers
were comfortable breastfeeding in public places but half stated that public
breastfeeding was not acceptable. Likewise, a lack of encouragement to breastfeed
and the feeling of embarrassment breastfeeding in a public place were reported by
Heath et al. (2000). Participants in Edwards (2014) study identified the marae as
breastfeeding-friendly and all the participants had felt comfortable breastfeeding

publically though some reported negative experiences outside of their community.

International and New Zealand breastfeeding experiences

International studies were also examined to give a broader understanding of the
influences on infant feeding decision-making for young mothers. Numerous
international studies identified similar factors impacting on breastfeeding experiences
both for young women and women of all ages. These include the presence or absence
of support by families, peers, and health professionals, and the tensions between these
supports, as well as socioeconomic factors, maternal age, education, and

breastfeeding knowledge.
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Many international studies show adolescent mothers are less likely to breastfeed than
older mother’s concluding that breastfeeding support and education is vital to increase
breastfeeding rates. However, few studies have examined whether the reasons for
decreased initiation and shorter breastfeeding duration are the same for adult women

living in similar social situations sharing the similar risk factors as young mothers.

Factors that influence young women'’s decisions to initiate breastfeeding

Antenatal infant feeding decision-making

A qualitative study in Ontario, Canada by Nesbitt et al. (2012) that examined
breastfeeding experiences of teenage mothers resonated with Maori studies described
previously. Using an interpretive descriptive methodology the study sought to explain
the factors that influence adolescent mothers' decisions about breastfeeding practices.
Purposeful recruitment (poster advertising and presentation in health and social
agencies commonly attended by teens) of 16 mothers aged 15-19 years who had had
babies in the past 12 months was carried out. Participants were given the choice of
interview location, which resulted in most being interviewed in their homes. Semi-
structured open-ended questions were asked along with a selection of written

demographic questions.

In this study themes are identified as part of analysis and demonstrated that despite
influences of family and peers the mother determined the decision to breastfeed. For
most, this was decided in the antenatal period and those choosing to breastfeed at this
time had reported improved breastfeeding initiation and duration compared to those
who decided after birth to breastfeed (Nesbitt et al., 2012). This finding is consistent
with many of the findings in NZ studies (Ellison-Loschmann, 1997; Heath et al, 2000).

Similarly, a study in the United Kingdom [UK], which examined young mothers'
experiences of breastfeeding promotion and support, reported that young mothers
were determined to make their own informed choice to breastfeed or not (Condon,
Rhodes, Withall, & Tapp, 2013). Recognising exclusive breastfeeding rates in the UK
fall well short of WHO recommendations, and the dearth of research of young mothers'
experiences of breastfeeding promotion and support, a social marketing approach was
implemented. With the aim to improve the promotion of breastfeeding to young

mothers this study looked at how breastfeeding fits into everyday life. Twenty-nine
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participants were recruited using snowball sampling from stakeholder groups working
with young mothers. Participants’ eligibility included pregnant women aged 18 years
and younger, and young mothers with babies aged two years and younger. Semi-
structured interviews were carried out with a choice of focus group or individual
interviews offered. This study revealed that, for most mothers, breastfeeding promotion
was first initiated by their midwives during the antenatal period. Despite an awareness
of individual family preferences of feeding, the mothers in this study wanted to make
their own informed choice and regardless of their decision to breastfeed or not, were

well aware of the health benefits of breastfeeding (Condon et al., 2013).

A large retrospective population-based study in Ohio, USA found young mothers were
57% less likely to breastfeed than older mothers (Apostolakis-Kyrus, Valentine, &
DeFranco, 2013). Data collected from all live births in the years 2006 and 2007 was
used to compare breastfeeding initiation rates of women under 19 and over 19 years of
age. The purpose of the study was to identify the determinants that most influenced
breastfeeding initiation for young mothers so more targeted support and education
could be provided to increase breastfeeding rates. In the study, births to young
mothers accounted for 10.5% of the 288,242 birth records examined. Results revealed
lower breastfeeding initiation by teenage mothers; 44.3% initiated breastfeeding
compared to 65% of mothers aged over 19 years. When the identified determinants
were adjusted for all women with low breastfeeding rates, including antenatal care,
ethnicity, education, marital status, income and smoking status, young mothers were
33% less likely to breastfeed than older women. The most influential factor supporting
young mothers’ breastfeeding was strong social support networks and socio-economic
stability. A lack of antenatal care and knowledge of breastfeeding also correlated with
lower initiation rates and breastfeeding initiation was lowest for mothers aged 15 years
and less. Researchers highlighted opportunities to include breastfeeding and learning
relating to normal infant feeding cues and care in school programmes. (Apostolakis-
Kyrus et al., 2013).

Women under the age of 25 were reported as less likely to initiate breastfeeding in a
large longitudinal study conducted in the USA (Kornides & Panagiota, 2013) The
researchers examined the effect of antenatal exposure to breastfeeding information,
knowledge, and support on breastfeeding outcomes. Participants were recruited from
500,000 households across the USA, using a previous database from a 2008 infant

feeding study by the USA Food and Drug Administration (FDA) and Centres of Disease
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Control and Prevention (CDC). Participant information was collected from a mailed
questionnaire. The questionnaire responses from 3033 women were examined to
determine breastfeeding initiation rates and 2546 of those were further examined for
breastfeeding practices at two months after birth (Kornides & Panagiota, 2013).
Women over 25 years old and those with higher education were significantly more
likely to initiate and continue breastfeeding. This study also identified that antenatal
knowledge of breastfeeding and its benefits were strongly associated with

breastfeeding initiation and duration.

Factors that influence breastfeeding experiences

Family influences

As identified in the NZ studies (Abel et al., 2001; Edwards, 2014; Ellison-Loschmann,
1997; Glover et al, 2007; Glover et al., 2009; Glover et al., 2011; Heath et al., 2000;
Lancaster et al, 2014; McLeod, 2008; Tipene-Leach, 2000) international studies show
the availability and quality of social support significantly impacted on women's
breastfeeding experience. In one study those who were supported and encouraged to
breastfeed by their partners and family reported the most positive breastfeeding
experiences (Nesbitt et al., 2012). Despite having professional breastfeeding support
available to participants in their community, none felt the need to access these facilities
even when faced with breastfeeding challenges. Instead participants sought advice
and support from female relatives with breastfeeding experience. Contrary to this,
participants whose family portrayed negative breastfeeding attitudes, and lacked
experience in breastfeeding, reported poor breastfeeding support and when

breastfeeding difficulties arose recommended formula feeding (Nesbitt et al., 2012).

A mixed-method, quantitative-descriptive study by Tucker, Wilson, and Samandari
(2011) sought to gain an increased understanding of teenage mothers' breastfeeding
practices, including influences on initiation and continuation and barriers to
breastfeeding. This study was conducted in the USA with a sample of 389 mothers
with a mean age of 16 years. The qualitative component involved the purposeful
recruitment of 22 young mothers who were aged under 18 years and had given birth to
their first child. The group was made up of White, Hispanic, and African American
participants, with a minimum of three in each group to represent both rural and urban
areas. Semi-structured interviews were conducted, usually in the mothers' home.
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Seventeen of the 22 young women initiated breastfeeding. Marked ethnic differences in
breastfeeding initiation and duration were identified as nearly 90% of the Hispanic
mothers, compared with 52% White and 35% African American mothers, initiated
breastfeeding. The Hispanic mothers also breastfed for longer than the other groups.
These differences were attributed to breastfeeding being viewed as a cultural norm for
the Hispanic participants and many of these were new immigrants to the study area.
Though 14 mothers reported family exposure and encouragement led to them to
initiate breastfeeding, the Hispanic mothers experienced strong family support to
breastfeed and African American mothers reported little support. At four weeks
postpartum 25% of the mothers in this study were still breastfeeding their infants, and
only 17% were exclusively breastfeeding. All mothers who breastfed for longer than
two months reported the influence of multiple female family members who encouraged
them to do so. This is consistent within NZ studies (Ellison-Loschmann, 1997; Glover
et al, 2011; McLeod, 2008). Family support did not always equate to increased
breastfeeding duration. Though family members offered moral support and
reassurance, this study found that when women were faced with breastfeeding
challenges family members were unable to provide the technical skills to support
mothers. To increase effectiveness of breastfeeding support the researchers

recommend the inclusion of female family members in antenatal education.

Research suggests family, friends, and health professionals do influence women’s
breastfeeding initiation and continuation. Kornides and Panagiota (2013) found
mothers who received antenatal breastfeeding support from family members were
most likely to initiate and continue breastfeeding beyond two months. There was also a
significant increase in breastfeeding initiation when both parents were breastfed as
infants. Lower breastfeeding rates were also identified in participants whose family
supported artificial or mixed feeding (Kornides & Panagotia, 2013). To support
increasing breastfeeding rates recommendations from this study suggested the family
be included in all targeted breastfeeding interventions. These factors are similar to
previous studies discussed (Edwards, 2014; Ellison-Loschmann, 1997; Glover et al.,
2009; Glover et al., 2011; Heath et al., 2000; McLeod, 2008; Tipene-Leach, 2000).

31



Physical experiences of breastfeeding

The physical demands of breastfeeding were often cited as the most significant factor

that determined breastfeeding outcomes both in international and NZ studies.

Many mothers have reported that breastfeeding was more difficult and time consuming
than they were expecting. Feelings of exhaustion and tiredness were commonly
experienced, and in some instances mothers viewed supplementary feeding with
artificial milk by bottle and/or breastfeeding cessation positively, as infant feeding times
were reduced and the infant could be given to someone else to feed (Kornides &
Panagotia, 2013; Nesbitt et al., 2012)

Both NZ (Abel et al., 2001; Ellison-Loschmann, 1997; Glover et al., 2007; Heath et al.,
2000; Tipene-Leach et al., 2000) and international studies (Tucker et al., 2011 cite
more ) report many mothers cease breastfeeding despite understanding the benefits it
presents to both them and their infants. Reasons, which were predominantly physical,
include: nipple pain, bleeding nipples, mastitis, unable to latch infant to breast,
unsettled baby that lead mothers to perceive insufficient milk supply. Tucker et al.
(2011) suggest increased breastfeeding assistance, especially to support mothers with
breastfeeding techniques, is required in the early postnatal period. The researchers
highlight the need for mothers to have increased access to practical breastfeeding

supports both in the hospital and at home.

Brown, Dodds, Legge, Bryanton, and Semenic (2014) identified perceived insufficient
milk supply as the most common reason (given by mothers under 25 years) to stop
breastfeeding. This longitudinal cohort study in Nova Scotia, Canada examined the
breastfeeding initiation and duration of all live singleton births of women over a two-
year period from January 2008. The aim of the study was to identify factors that
influenced the reasons why mothers stop breastfeeding in the first six months (Brown
et al., 2014). Of the 1,500 women who initiated breastfeeding, and were breastfeeding
at hospital discharge, only 293 were still breastfeeding by six months. The data used in
the study was collected from 500 participants who were known to have given up
breastfeeding completely by six months and who agreed to provide updates regarding
the duration of their breastfeeding and reasons for cessation. Public health nurses
collected qualitative data, through face-to-face or telephone questioning, and
demographic data that provided information on the participants' birth, health, and social
backgrounds. One hundred and twenty seven participants had stopped breastfeeding
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within the first week, and 241 or 48.2% breastfed between one and six weeks.
Perceived insufficient milk supply was the most common reason cited for breastfeeding
cessation. Mothers aged less than 25 years and first time mothers mostly reported this.
Women also reported difficulty with breastfeeding technique as a reason for giving up
in the first six weeks. This has many implications for health and peer support in the

community and early effective breastfeeding intervention.

An Australian longitudinal study by O’Brien, Fallon, Brodribb, and Hegney (2007) found
perceived insufficient milk supply, poor weight gain and baby not sleeping through the
night were the most common reason for not breastfeeding. Data was collected from
182 participants with an average age of 28 at six months postpartum. Of the
participants 132 had given up breastfeeding in the first three months and the remaining
50 women had stopped breastfeeding between three and six months. The researchers
identified a lack in the mother’s breastfeeding confidence as the main reasons for
breastfeeding cessation. Women also felt they did not have enough milk for their baby
and reported that baby woke in the night to breastfeed and had less than expected
weight gains. Of significance is that over half the participants weaned due to perceived
insufficient milk supply and the women who had little knowledge of breastfeeding
before pregnancy were near two times more likely to stop breastfeeding, reporting that
their baby was not gaining enough weight through breastfeeding. Those who had not
decided on breastfeeding before birth were over three times more likely to report
weaning due to cracked, painful nipples. The study identified two overarching
components that impact on breastfeeding: The first is the influence of breastfeeding on
the wellbeing, confidence, and comfort of the mother. The researchers found the loss
of breastfeeding confidence by mothers stemmed from common breastfeeding issues
that with appropriate support could be much improved. Secondly, the mothers' concern
for the overall well-being and comfort of their baby, blaming insufficient milk supply for
an unsettled baby, undermining breastfeeding confidence. Researchers did comment
on the lack of representation of young, unmarried women in this study as a limitation
(O'Brien et al., 2007).

Consistent with the Glover et al., (2009) NZ study, international research has identified
that a mother is less likely to breastfeed, or breastfeed for a shorter period, if she is a
smoker (Riordan & Wambach, 2012). Kornides and Panagiota (2013) reported lower

breastfeeding rates in participants that smoked while pregnant.
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Breastfeeding experiences in public spaces

Nesbitt et al. (2012) found breastfeeding impacted on the intimate and social
relationships of over half the participants in their study, who reported that breastfeeding
compromised relationships with their friends and interfered with maintaining intimate
relationships with their partners. Negative experiences of breastfeeding in public
dominated the conversation. Overwhelmingly participants felt uncomfortable, watched,
judged, and embarrassed when breastfeeding in public and they sought private areas
to breastfeed or chose to bottle feed in these instances (Nesbitt et al., 2012). Social
embarrassment about breastfeeding was a significant barrier in a later study as many
of the participants did not equate breastfeeding to the social norm of teenage
behaviour (Condon et al., 2013). The public response to breastfeeding was also said to

influence negative breastfeeding outcomes (Condon et al., 2013).

Practical knowledge and support

Neshitt et al. (2012) found the mothers’ knowledge of breastfeeding practices and the
benefits of breastfeeding was an important theme. The majority of mothers in this study
had unrealistic expectations about their breastfeeding experience and prior to
breastfeeding were unaware of issues such as latching problems and painful feeding.
In many instances the participants' breastfeeding knowledge was conflicting with
current evidence based information, such as issues related to maternal nutritional
intake impacting on breast milk supply. Only a small number of participants understood
the positive benefits of breastfeeding for themselves, mostly recognising the health
benefits it offered their baby. The majority of young women in this study (Nesbitt et al.,
2012) found the practical support and encouragement from nurses in the postpartum
period was beneficial to their breastfeeding experience, though the women had rarely
accessed professional support after hospital discharge.

This is consistent with the findings of Kornides and Panagiota (2013) who reported
participants found the practical support and encouragement from nurses in the
postpartum period beneficial to their breastfeeding experience despite the women
rarely accessing professional advice when faced with breastfeeding difficulties.

Similarly, the majority of mothers in a UK study felt well supported by health
34



professionals during the antenatal period regarding breastfeeding education, however
postnatal breastfeeding support from health professionals appeared to be less
beneficial (Condon et al., 2013). The explanation given for the drop off in breastfeeding
support from the health professional in the postnatal period (as early as after the first
feed) was attributed to early breastfeeding success. Health professionals assumed that
no further support was required and that mothers would signal if they were needed. In
reality most mothers did initiate breastfeeding in the hospital, however once home, and
faced with breastfeeding challenges, breastfeeding guidance and support was sought
from family members. In many instances this initiated the introduction of formula
feeding (as the behavioural norm) to resolve the perceived breastfeeding issues, such

as regular feeding (Condon et al., 2013).

The findings reported by these studies highlight how important understanding young
mothers’ experiences and perceptions of breastfeeding can be to improving the
provision of appropriate care by health professionals. This research showed most
participants made decisions around infant feeding antenatally, therefore best practice
for health professionals would be to establish antenatal rapport, give appropriate
antenatal education, and maintain relationships through early visits in the postnatal
period. With timely identification of potential breastfeeding barriers during antenatal
care, and including the mothers' social supports during this time, breastfeeding rates

may be improved (Nesbitt et al., 2012).

Pentecost and Grassley (2014) also highlighted the need for breastfeeding support by
health professionals early on. Their North American study examined the need for nurse
support by adolescent mothers when initiating breastfeeding. A sample of 101 mothers
aged between 15-20 years, who had intended to breastfeed and had delivered term
healthy babies were selected from three urban postnatal wards in Southwest USA.
Data was collected using a written scale that was developed to evaluate adolescents’
perceptions of nurses’ breastfeeding support immediately after birth. Two open ended
questions were included to examine further what nurses did that helped them with their
breastfeeding, and to establish what else could have been done by nurses to improve
the initial breastfeeding experience. The results showed that nurses were most valued
when they took the time to explain information and offer mothers the opportunity to
discuss issues, ensuring their needs were met in a combination of emotional,

instrumental, informational and appraisal support (Pentecost & Grassley, 2014).

35



These findings resonate with an Australian study by Gleeson, Flowers, and Fenwick
(2014) that identified the importance of time spent by midwives with mothers to support
improved breastfeeding outcomes. In the absence of Iliterature examining
breastfeeding support from midwives in the early postnatal period, Gleeson et al.
(2014) conducted a qualitative descriptive study in Australia to examine the
experiences of women in the first three days of postnatal care provided by midwives.
Six women aged between 20-44 years in age were interviewed in their homes within
one month of birthing. Overwhelmingly the theme of quality time spent with the midwife
was reported as critical to supporting the breastfeeding experience. The women placed
high value on this relationship and some likened the time spent with the midwife as a
gift. They reported the importance of one-on-one time as critical to learning the art of

breastfeeding.

Getting the breastfeeding message right is crucial to achieving optimal breastfeeding
outcomes (UNICEF, 2012). Traditionally communications on breastfeeding convey the
benefits of breastfeeding. Generic catch phrases, such as "breast is best" and
"exclusive breastfeeding for six months" remain popular in breastfeeding promotional
messaging, however they offer little explanation for such recommendations and have
been found to have little effect on behavioural change (Stuebe, 2009). To motivate
breastfeeding behavioural change in targeted communities UNICEF (2012) advocate
adopting a community-based response. The aim of this would be to encourage debate,
empower communities to find their own solutions, and ensure a few key breastfeeding
messages are developed that are influential, meaningful, and realistic within their
community. UNICEF (2012) recommends priority messages should include promoting
small achievable actions that are realistic and appealing, and hold the attention of the
participant. They should also be culturally appropriate, relevant to individuals, and
address the social norms and circumstances of the community. By promoting the
benefits of breastfeeding using messages, such as "breast is best" may actually
devalue breastfeeding messages, particularly in communities where infant formula is
commonly accepted as normal and an adequate way to feed infants. In such instances
breastfeeding may be seen as extra, ideal, not necessary, or unattainable (Stuebe,
2009).

To reinforce breastfeeding as the cultural norm UNICEF (2012) recommends health
messages should include the risks of artificial or suboptimal breastfeeding. The use of

multiple communication strategies to convey formulated and tested core breastfeeding

36



messages is recommended. It is important that messages are consistent and regular,
directed through a variety of communication channels, and able to span age and
literacy levels in the community. UNICEF suggests that interpersonal communications,
face-to-face or group discussions, both formal and informal be prioritised as the
preferred communication strategy, followed later by mass communication via social
media. Printed materials should only be used in conjunction with interpersonal

communication and never as a stand-alone tool (UNICEF, 2012).

Infant feeding concepts and idealism: Family versus health professional

Hoddinott, Craig, Britten, and Mclnnes (2012) conducted a serial qualitative study in
Scotland to examine the infant feeding experiences and perspectives of women and
their wider family and network, from late pregnancy till six months after birth. The
researchers aimed to investigate what would make a difference to the experiences of
breastfeeding and the introduction of alternative infant nutrition. Recognising that
women living in areas of high deprivation in the United Kingdom are less likely to
breastfeed, the research planned to focus on health inequalities, with the intention to
inform authorities of study findings that may improve infant feeding outcomes.
Recruitment criteria included women who identified an intention to breastfeed, women
who had previously breastfed, and those living in areas of higher deprivation as defined
by their address. Participants comprised of 36 pregnant women and 37 significant
others (defined by those who most influenced the women's infant feeding decisions)
who, other than two health professionals, were mostly partners and several close

female relatives.

Interviews, using semi-structured questions, were conducted at four weekly intervals
commencing in the last trimester of pregnancy up until six months after birth.
Participants were given the choice of face-to-face or telephone interviews at a time and
place of their choice. Data analysis used a thematic approach involving all four

researchers and a software framework tool.

Results revealed a conflict in infant feeding idealism and the actual experience as the
central theme. This idealism discussed was thought to have arisen from the WHO
recommendation of exclusive breastfeeding till six months and continued breastfeeding

till two years of age (World Health Organization, 2015), that strongly underpins health
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professional practice in the delivery of infant care knowledge and support both in the

hospital and community setting.

This idealism, they suggest, was often repeatedly instilled in mothers by various health
professionals and was a challenge for most women, when the realities of the
breastfeeding experience began to interfere with overall family wellbeing. Family
wellbeing was paramount and generally regarded as more important than the known
health gains of exclusive breastfeeding by the women and their families. To preserve
family wellbeing, participants sought solutions, such as the introduction of other fluids
and infant solids, to relieve the stressors they associated with breastfeeding. This was
reported to enable the women to rest so others could partake in the infant feeding
paradigm, associated with important bonding time. By applying an interview continuum
method researchers identified the most critical times to provide breastfeeding
support/intervention for the mothers was immediately after birth and when their infant
was approaching three to four months. At these times most woman and their families
considered the introduction of alternative infant feeding methods as the balance of
family wellbeing was being threatened. To help combat such issues the researchers
recommend healthcare professionals adopt a more holistic approach, setting
incremental infant feeding goals in partnership with women and their families so that
actual and/or potential issues are recognised early and resolved through discussion
(Hoddinott et al., 2012).

Other research also recommends the delivery of breastfeeding education at a family
level to improve breastfeeding experiences in the antenatal and postnatal period. An
Australian study found that fathers are actively involved in infant feeding decisions and
practices and prioritise family wellbeing over breastfeeding (Hansen, Ayton, & Tesch,
2014). In this research aimed at investigating the fathers' role in infant feeding
experiences 51 participants — 26 fathers, 14 mothers, and 11 community workers were
recruited. The research initially wanted to include five socioeconomically
disadvantaged fathers under the age of 20 years, however due to the unsuccessful
recruitment of young fathers, two focus groups of young mothers and community
workers, who had extensive knowledge to explore the role of the young father in
supporting breastfeeding, were interviewed (Hansen et al., 2014). Fathers viewed their
parenting role as a shared partnership and felt that this role was often overlooked,
leaving them feeling undermined and not valued by service providers. Many fathers

reported conflicting advice from health professionals as confusing and impacting
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adversely when mothers were learning to breastfeed in the maternity hospital. Most
fathers knew the health and emotional benefits of breastfeeding for their baby, however
were unaware of exclusive feeding benefits, and many had introduced solids and infant
formula before six months of age. Fathers valued a healthy, happy mother and baby
over breastfeeding. When breastfeeding was seen to challenge this state,
supplementation with formula or stopping breastfeeding was considered. The fathers
liked bottle-feeding their baby (either formula or expressed breast milk) as it gave them
time with the baby and made them feel closer to the baby. This study again highlights
the current exclusion of fathers in the antenatal, birth and postnatal breastfeeding
education, and identifies the importance of recognising the fathers’ role in

breastfeeding support and education.

Breastfeeding peer support

Acknowledging an increasing trend of breastfeeding peer support in the United
Kingdom, and the lack of research to evaluate its effectiveness, a systematic literature
review by Kaunonen, Hannula, and Tarkka (2012) sought to evaluate peer support
interventions of breastfeeding during the pregnancy and postnatal period. In this study
peer support was defined as those supporting breastfeeding, other than the health
professional. Peer supporters identified in this review were: mothers who had had
varying breastfeeding experience, grandmothers, and partners. Most peers had
received some breastfeeding training, though variable in content and duration. The
review analysed thirty-four articles from studies conducted in Europe, North America,
Australia, and New Zealand, published between 2000 and 2008. Results revealed that
only continuous support from pregnancy through till weaning produced the optimal
results. Peer support, combined with support by health professionals who are trained
and experienced in supporting breastfeeding in the postnatal period, was cited as
critical to improved breastfeeding rates (Kaunonen et al., 2012). Recommendations
from the review were that providing standardised breastfeeding education for peer
support, partners, and professionals together could enhance continuity of
breastfeeding. The review also highlights the opportunity for professionals to improve
ongoing breastfeeding support by providing education to those who continue to support

the mother (Kaunonen et al., 2012).
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Summary

When reviewing breastfeeding studies which examined the experiences of Maori
women and women living in other OECD countries, many similarities were identified
that were not always particular to maternal age, ethnicity, or geographical location.
Shared similarities included a strong intent to breastfeed in the antenatal period with
the knowledge that breastfeeding was healthier than infant formula, easy and
convenient, and provided emotional bonds for mothers and infants. Antenatal decisions
to breastfeed were associated with high breastfeeding initiation rates. The expectations
of breastfeeding, however, were often marred by unexpected breastfeeding difficulties
during the first weeks. These unexpected breastfeeding difficulties were identified in
some studies as leaving women and their whanau feeling undermined and inadequate
to provide for their baby. Several studies identified a lack of breastfeeding knowledge
that may have unnecessarily interrupted exclusive breastfeeding and/or led to
cessation of breastfeeding. The appropriateness of antenatal breastfeeding education
was questioned and service provision gaps were identified in NZ due to a lack of
quality, culturally appropriate services. Health professional support during women's
hospital maternity experience was frequently identified as critical in determining
breastfeeding outcomes. In NZ issues around cultural safety within maternity hospital

services continue to be identified as area requiring improvement.

Common breastfeeding difficulties included physical experiences of breastfeeding,
such as painful nipples, latching difficulties, perceived milk insufficiency, unsettled
baby, and maternal tiredness. These physical difficulties frequently contributed to
breastfeeding cessation and were compounded by a lack of access to appropriate
resources/education, as well as conflicting advice from health professionals and
whanau. Both NZ and overseas studies revealed that when faced with breastfeeding
difficulties women are more likely to seek advice from whanau than health

professionals.

Whanau, particularly female relatives and fathers/partners, were recognised as
significant influences on infant feeding decisions and breastfeeding duration. Many
studies identified maternal and infant wellbeing as paramount to whanau and when
breastfeeding was seen to disrupt whanau wellbeing, interventions to negate the

imbalance, such as the introduction of infant formula were justified. Many researchers
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recognised the need to include whanau and fathers/partners in breastfeeding
education.

Mixed views were reported here and overseas about breastfeeding in public. While
most NZ women thought the needs of the child came first, and the marae was reported
as a safe place to breastfeed in public. Some women overseas reported feeling

breastfeeding was not acceptable or felt embarrassed to feed publically.

In acknowledging the NZ Government's historic awareness of breastfeeding inequity,
and its quest for improved breastfeeding outcomes (New Zealand House of
Representatives, 2013), one must question why breastfeeding research representing
Maori, and more specifically young Maori mothers, is so limited and out of date
(Ellison-Loschmann, 1997). Gaps in the literature reviewed suggest further research is
crucial to include the important voice of Maori and young Maori breastfeeding mothers.
Likewise, historic inconsistencies in provider breastfeeding data reporting and
collecting have resulted in inaccuracies, and even exclusion of important groups in the

dataset (New Zealand House of Representatives, 2013).
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Chapter three: Methodology
Introduction
In this chapter the methods used within this research project are described.

The first section provides a summary of the research aims and objectives, and
research question development. The second section discusses the research design,
sampling method, inclusion criteria, interview technique, and participant recruitment.
The third section describes the collection and organisation of data and includes ethical
considerations. The fourth section describes the data analysis of the interviews and

trustworthiness of this analysis.

Research aim and objectives

The research aim was: To develop an understanding of the influences on infant feeding
decisions of young Maori women. The research sought to explore why young Maori
women chose to initiate and continue breastfeeding, or not, and what influenced their
infant feeding decisions. Their experiences of infant feeding decisions within the first
two years since birth were also sought to further examine what influenced the
introduction of complementary feeding, breastmilk substitute and solid foods, and when

this was initiated.

Research question

What influences infant feeding decisions made by Maori mothers aged 15-24 years?

In order to best capture a range of women's infant feeding experiences, the
development of the research question was guided by recommendations from Glover et
al. (2007). This study highlighted the importance of framing the research question to
avoid potential barriers in recruitment. Glover et al. (2007) reported under-
representation of women who had not continued breastfeeding and reasoned this may
be avoided by a recruitment method attracting those who had attempted breastfeeding.
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Research design

A qualitative, descriptive, thematic analysis research design was chosen to best
capture women's infant feeding experiences. The goal of qualitative descriptive
research is to produce a straightforward description of participants' experiences (in
their words) without requiring explanation of the phenomena (Lambert & Lambert,
2012) and it allows the researcher to remain close to the data (Sandelowski, 2000).
Often qualitative descriptive research may share characteristics of other research
types, for instance this study has overtones of grounded theory. However, unlike
grounded theory, descriptive research will not formulate a theory from the data analysis
(Sandelowski, 2000). Collection of rich data is continued until a sense of data

saturation is established.

Inclusion criteria

The inclusion criteria for this study were: Maori women aged between 15-24 years with
an infant(s) aged between birth and 24 months old, who have experienced nutritive
breastfeeding (at least one attempt of nutritive breastfeeding). Initially, the inclusion
criteria for infants was aged birth to 18 months however, after difficulty recruiting
participants meeting this criteria the principal research supervisor agreed to extending
the infant age to include infants aged up to 24 months in accordance with the WHO

recommendation to breastfeed for the first two years.

Ethical considerations

As a non-Maori researcher many ethical decisions were carefully considered before
deciding to proceed with this project to examine Maori women's experiences. Following
the principles of the TOW, ensuring participation and protection of the rights and mana
of participants was paramount, and the researcher knew it imperative to safeguard
both the participants and researcher from harm. To ensure partnership with Maori,
consultation was sought with the Pou Tikanga (cultural advisor) within her workplace.
The Pou Tikanga offered the researcher an introduction to tangata whenua in the area
the research took place. A Maori health research advisor, Dianne Wepa (PhD

candidate, Ngati Kahungunu), provided supervision throughout the research period.
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Consultation with an EIT Maori research professor prior to ethics approval for advice
on tikanga and process was carried out. Though a first generation New Zealander of
Scottish decent, the researcher has a large blended whanau who also provided
ongoing cultural support and guidance to maintain safety and awareness of potential
risks. Some whanau members of the researcher whakapapa to the area where the
research was conducted and whanau connections with participants were identified in

some instances.

Ethics approval required: EIT, DHB, and Maori provider

To negate a conflict of interest, the researcher recruited participants from outside the
geographical area she currently worked to ensure she had no clinical relationship with
the participants. Recognising the importance of relationships within Maori this was
initially seen as a barrier as the researcher was required to move out of the area where

she had established relationships.

Before applying for EIT and local ethics approval, the researcher consulted with
management of the Maori provider in the area of intended study. The research
proposal and all information available before the research were offered to the Maori
provider for their consideration. A meeting followed this with the manager and kaimahi
at the Maori provider's premises. Valuable questions, guidance, and feedback were
provided by the kaimahi about the intended research, and accordingly adjustments

were made as their request.

Ethical approval was gained from the EIT Research Approvals Committee and locality
approval from the DHB prior to commencing this project. To protect anonymity of the
participants the name of the DHB is purposefully not included throughout the text or in

the appendix.

Participant recruitment

After gaining research approval from the Maori provider, locality approval from the DHB

and ethical approval from EIT, the participant recruitment flyer was developed. A
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variety of health and social community workers within a Maori Health non-government

organisation and two DHB midwives agreed to distribute these.

To support the recruitment of participants that met the study criteria a hui (meeting)
with a group of community Maori health kaimahi was arranged. Over morning tea the
proposed research was discussed and the recruitment criteria fully explained. This was
to ensure correct representation of women across the age group and, in particular, to
avoid the exclusion of those who may have only breastfed once or for a very short
time. After the informal research presentation, time for questions and valuable provider
feedback was given. Kaimahi attending the presentation agreed to circulate the flyers,
which included the researcher’'s contact details. In acknowledging the cost of cell
phone calls as a potential barrier for participants to contact the researcher, a
representative of the kaimahi agreed to pass on names of those interested (with the

women'’s consent) so the researcher could contact them directly, if preferred.

Following the hui with kaimahi, the researcher was invited to stay on to meet and
discuss her project with mothers and fathers who were attending a Mama and Pepi
parenting support group. Though the mothers attending the morning support group did
not meet the participant inclusion criteria, they willingly shared their infant feeding
stories and agreed to take a copy of the flyer and pass this on to other mothers they

knew.

The researcher also met with two of the community midwives at the local hospital who
agreed to support the research. These midwives were given a copy of the flyer,

participant information and consent forms.

With the support of the above health professionals, eleven women who met the criteria

were recruited.

Participants

Purposive sampling is commonly used in qualitative research as rich information can
be collected from a relatively small sample size (Schneider, Whitehead, & Elliott,
2007). Eleven women were purposefully recruited. All participants were Maori women
aged between 17-23 years at the time of the interviews. They had a mean age of 19.7

years at the time of the interviews and a mean age of 18.7 years at the time of their
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infant’s birth. The participants' infants were aged between five weeks and 23 months at
the time of the interview. Two mothers had second babies so 13 infant feeding

experiences were discussed.

Questionnaire design

A series of eight open-ended questions and prompts were developed that sought to
guide the researcher in collecting data relevant to the participants’ infant feeding
experiences (see Appendix E, pl24). Due to the limited studies that examine
breastfeeding experiences of young women in NZ the questions were based on those

of overseas studies that examined young women's breastfeeding experiences.

To check the cultural and health literacy appropriateness, the questionnaire was piloted
with two young Maori mothers who were not part of the study. Both mothers reported
they felt comfortable the questions would be easily understood, and that these were
culturally safe and non-threatening. A small demographic profile questionnaire was
developed to confirm geographical location, maternal age, ethnicity, and number and

age of pépi/tamariki.

The right to self-determination

Participant consent was gained after a written explanation of the purpose of the
research and any potential hazards were explained. The information sheet noted the
conditions for participant involvement and outlined the confidentiality requirements
before the participant signed the confidentiality form. The researcher informed
participants of the potential study benefits (improved understanding of young Maori
woman’s breastfeeding experiences), explained participants' rights (the right to refuse
to answer any question and to stop being involved in the study without any
repercussions), information protection (no identifying information will be divulged to
other parties), and the right to have a support person(s) at interviews. The
guestionnaire was also offered for the participant to read before the consent was
signed enabling the women to have greater insight into the interview process.
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Data collection

The interviews were conducted over a total of three days, two consecutive days in

November and one day in December 2014.

Having worked with many mothers who fit the recruitment criteria the researcher
initially intended to hold individual interviews only, as it was felt that focus groups may
limit or influence the contribution of some participants. Abel et al. (2001) and Glover et
al. (2007) also discussed possible limitations of focus groups for this reason. It was
decided to offer the choice of individual and focus groups (with the option of a follow up
one-on-one). However, this was not necessary as the majority of women chose one-
on-one interviews in their home. The one focus group held was attended by three
women aged 20-23 years, all knew each other and felt comfortable with the group
setting. A demographic questionnaire was completed prior to the start of the interviews
(see appendix E, p123). Due to a slight delay in starting interviews, one of the three
women had to leave three quarters of the way through the interview to attend an
appointment. The interviews conducted by the researcher took between 30-90 minutes.

A template of semi-structured, open-ended questions that were iterative depending on
responses was used. An advantage of using open-ended questions is that one can get
information not anticipated by the researcher (Bryman, 2008). This allowed
interviewees to take the lead with minimal interjections from the interviewer.
Participants could be interviewed in their home or in a local community drop in centre,
and have support person(s) present if they chose to. All interviews were audiotaped

using a dictaphone, with a notebook used to collect additional field notes.

Transcriptions

In the focus group setting the researcher initially noticed that the dictaphone was
obvious (as was first checked to ensure it was operating). Its presence was forgotten
quickly as the momentum of the discussion took over. Contrary to this, during the one-
on-one interviews the researcher found the majority of mothers were more hesitant and
several women voiced at the end of the interview that the dictaphone was a barrier. In
three instances once the dictaphone was turned off at the end of the interview the
women opened up and provided a rich description of their experiences. At these times

the researcher gained consent from the women to write down their ongoing dialogue
47



verbatim and use this as part of their interview. These notes were reread back to the

women to confirm the accuracy thereof.

Data analysis

An inductive, thematic approach was used to analyse the data. A thematic analysis
method discussed by Bryman (2008) was utilised to identify patterns in the data and
developing themes. Thematic analysis is a method for identifying, analysing, and
reporting patterns (themes) within data. An inductive approach means the themes
identified are strongly linked to the data themselves and not the researcher's
preconception. The data collection was analysed using a four-staged qualitative
analysis approach suggested by Bryman (2008). Stage one involved looking deeply
and repeatedly at the text as a whole to get a sense of the data. The process began by
listening to all the audiotaped interviews and then the process was repeated with brief
notes of interest documented. The researcher transcribed each of the nine interviews
verbatim. This supported immersion back to the shared experiences and assisted in

the early recognition of emerging themes.

Stage two involved looking at the data in more detail. To accomplish this a cut and
paste method was used to group each of the participants' responses together under
the heading of each of the set interview questions. Colour coding was used to highlight
regularities in the text, such as repetition of key words, people, descriptions, and

feelings, as well as irregularities in data.

Stage three of the analysis required systematic coding of the text. This stage identified
repetition in themes that had presented in different interview questions. In some
instances the codes could be merged and renamed to represent a broader theme.
Groupings are often distinguished in this stage, as was the case when reviewing these
transcripts.

Stage four dealt with the interpretation of the data and how the codes relate back to the
research question by identifying and making sense of the key ideas that have
emerged.

Bryman (2008) recommends that it is ideal to commence the data analysis as soon as

possible after the interview. This was beneficial advice and early transcription enabled
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vivid recall of the environment, voices, facial expressions, body language, and
interpretation of the silences and laughter. It added depth, and in some instances extra
meaning, to that spoken in isolation. Early dictation enabled participant voice
recognition of the focus group interview therefore allowing the researcher to
individualise this data within the focus group. The above analysis method was applied
to address the research question: “What influences infant feeding decisions for Maori

mothers aged 15-24 years?”

Limitations

A small homogeneous sample was recruited. The participants all lived in the same
rural district, not necessarily reflective of a larger demographic area. There was no
representation of women aged 15-16 years old despite the researcher intending to
examine infant feeding decisions in women aged 15 -24 years. This was because no

women under the age of 17 were available during the recruitment process.

Being a non-Maori researcher from outside the geographical region and with limited
connections in the community where the research took place was a potential limiting
factor. To minimise barriers support and guidance was sought from a cultural advisor

before and during this project, as described in Chapter three — Ethical Considerations.

Assessing trustworthiness of data

When undertaking qualitative research the integrity of the project is paramount to the
researcher, those reading the research and those contemplating use of the research
findings (Polit & Beck, 2014). To achieve reliability or trustworthiness throughout this
project, assessment criteria suggested by Lincoln and Guba (1985) were implemented.
The criteria include; credibility, dependability, confirmability and transferability and are
discussed in relation to this study.

Credibility is considered the main criterion and relates to a confidence that the truth of
the findings has sufficiently addressed the research objective. Guba and Lincoln (1985)
identify confirmation of interpretation by members known as member checking as the

most important validation check. In this study member checking took place at the time
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of the interview. After each interview a summary of the discussion was given by
researcher and time allowed to revalidate, or revisit any unanswered or misinterpreted
questions. This often resulted in repetition of key points and clarification to affirm
accuracy when transcribing and is clearly seen throughout the transcripts. Where field
notes were used (in lieu of dictaphone) the notes were read back to the participant who
confirmed the content as an accurate account of her interview. All interviews were
recorded using a dictaphone and all transcripts were written verbatim and are
presented as unedited quotes in the findings section. All participants will receive a final
copy of the findings however this process was not completed in time to include before

thesis submission.

Adding to the credibility of the study (as discussed earlier in chapter) was ensured by
voluntarily participation with informed consent, knowledge of the right to withdraw from
the interview or not answer questions at any time and an opportunity to withdraw from
the study completely. The independent status of the researcher was established so to
ensure and encourage the participants to freely express their experience without fear

of consequence.

To negate potential researcher bias and offer perspective throughout this project

consultation with the research supervisors was sought often.

Silverman, (2000) as cited in Shenton, 2004 p. 69 believes relating research findings to
an existing knowledge of comparable research as key to evaluating credibility of
qualitative inquiry. In this project the literature review served as a backdrop to expose
current knowledge from qualitative research and was used in the discussion section to

highlight commonalities and differences.

Dependability refers to how reliable the findings are and would these findings be found
in replication of a similar study. To achieve dependability Lincoln and Guba (1985)
suggest the researchers adopt an auditable process to capture all phases of the
research process that is transparent and accessible. In this project the research
process has been guided and approved according to criteria set by EIT standards. To
ensure correct processes have been adopted auditing was conducted throughout this

project by the researcher's supervisors.

According to Guba and Lincoln (1985) confirmability refers to the objectivity of data and

suggests it is confirmed by auditing. This can be demonstrated as the findings are
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clearly linked to the informant data rather than to researcher preferences, beliefs or
interpretation. In this study researcher objectivity was supported by supervisors and
was achieved by acknowledging the potential bias of the researcher’'s background:
within the community she worked as a Tamariki Ora Nurse, Clinical leader and IBCLC.
Therefore the project was conducted outside of the researcher’s geographical area of

practice.

Transferability refers to the extent to which findings from one study can be applied to
others in a similar situation (Guba & Lincoln, 1985). Given qualitative research is
specific to small numbers of individuals and/or environments it is important readers
understand the results in relation to the context of the participants and geographical
area of study determine how transferable the results and conclusions are to other
situations. Though this small study examined a homogeneous group in a small rural
town, transferability of findings may be possible from the study findings and conclusion.
This is hypothesised as many similarities found in this study were consistent with other
studies examined in the literature review with similar research questions within both NZ

and international studies.

Summary

This chapter has described the qualitative, descriptive, thematic analysis research
process and the reasons why this design was chosen to best reflect the infant feeding
experiences of the purposive sample of young Maori mothers. The ethical and cultural
considerations are explained along with the selection, interview, and data analysis
methods. Consideration of the trustworthiness of the data analysis was considered with

examples to highlight how this was achieved.
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Chapter four: Findings
Introduction

In this chapter the findings of this research project are presented. As discussed in the
previous chapter Bryman’'s (2008) thematic analysis method was used to analyse the
transcriptions. This resulted in four key themes being identified. These were: Theme
one: Breastfeeding as natural, easy, healthy, and normal; Theme two: Breastfeeding
support is crucial especially in the early stages; Theme three: Knowing it's best and
being determined despite adversity; and Theme four: Making the decision to introduce

infant formula or stop breastfeeding.

The four themes are chronologically discussed from the influences that affected the
women's decisions to breastfeed, through to their expectations and the realities of
breastfeeding. Verbatim accounts from participants are included as direct quotes. To
maintain anonymity the eleven mothers are identified using letters A-K when quoting

their transcripts.

At the time of the interviews seven of the participants' thirteen infants were aged less
than six months, with ages ranging from five weeks to five months. Of those infants
under six months, one baby aged five weeks was exclusively breastfed. This was the
second baby for an eighteen-year-old mother who described an improved
breastfeeding experience compared with the experience with her first-born 13 months

earlier.

Four babies, aged seven weeks, eight weeks, and five months were mixed fed (breast
milk and infant formula), with mothers of the younger two babies reporting they mostly
breastfed. Two babies aged 14 weeks and ten weeks were weaned fully from the

breast at aged three and six weeks respectively.

Theme one: Breastfeeding as natural, easy, normal and healthy

When asked how the women came to decide how they would feed their baby, the
mothers overwhelming first response was a sense of knowing that they should
breastfeed and voiced breastfeeding as the natural thing to do. All of them discussed
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this innate knowledge that they wanted to breastfeed before the birth of their child. This

consideration of breastfeeding as the normal thing to do was expressed below.
One participant commented:

“l just like the thought of breastfeeding, you have to do something natural with another

human being” (Participant E).
And for another:

“Just thought it's a normal way, like when you have a baby just breastfeed”(Participant
A).

For some mothers the decision was made before they were pregnant as the following

comments illustrate:

“From the time even when | was little | knew it was easier to breastfeed”

(Participant E).

“Before | got pregnant | knew | was going to breastfeed. When | had my first baby that

was the plan” (Participant H).

Another commonality amongst the participants was the high exposure to breastfeeding,
mainly from whanau and friends. Predominately female relatives with past
breastfeeding experience were identified as the most significant influence in the

women's decision making. One of the participants reflected:

“My sister in law breastfed till her son was like one, and all my cousins they all
breastfed, my friends who are my age who have had babies they all breastfeed. So it
was just the natural thing, | just thought it was the natural thing just to breastfeed, |
didn’t take in bottle feeding to any consideration or anything, | just thought it was

normal to breastfeed. It’s a natural thing for Maori, ae” (Participant A).
Most women had seen breastfeeding happening throughout their lives.
One mother said:

“Like everyone in my family breastfed, so they kind of influenced me to breastfeed”
(Participant H).
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And another:

“l was breastfed and I'm used to seeing breastfeeding. | felt comfortable” (Participant
G).

“l was breastfed, my friends breastfeed and my mum breastfed my younger sisters and
that” (Participant J).

The women also spoke of their partners influencing and supporting their breastfeeding

decision. One woman commented:
“My partner wanted me to breastfeed” (Participant E).

Ten of the eleven participants stated they were breastfed as babies. Two of the

participants could remember their own experiences of being breastfed.
One woman said:

“l was breastfeed till | was four, yeah | remember that” (Participant I).
Another had been breastfed for longer and commented:

“l was on the breast for six years, so | remember being on the breast and | loved it, it
brought me closer to my mum, and | always wanted to breastfeed when | had kids”
(Participant E).

Only one participant was unsure if she had been breastfed and had comparably low
exposure to breastfeeding compared with the other participants in the study. She
recalled her first breastfeeding experience occurred while visiting a relative in hospital,

not long before the birth of her first child.

Antenatal concepts of the convenience of breastfeeding were also frequently discussed
as influencing the women's breastfeeding decisions. Because of this many of the

women perceived breastfeeding would be easy. One commented:

“l was brought up with my Nan who brought up a lot of mokos from a young age. They
were all bottle-fed and | saw what she went through with bottle-feeding. She was
always tired getting up in the night time, sterilising the bottles all the time, washing the
bottles after the baby fed, waiting for the formula to cool down, its like oh my gosh it

just looks like so much of a hassle” (Participant E).
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Another mother said:

“l just thought breastfeeding would be much easier for me and that’s just the way |

would go. My aunties had breastfed around me and it looked easy enough” (Participant

).
Breastfeeding as a free option was considered favourably. One said:

“It's cheaper, way cheaper, easier option and didn’t have to buy all this stuff to keep up
with it” (Participant C).

The associated health benefits of breastfeeding to baby appeared to be known by the
majority of the mothers with a themed response of “ its healthier”. However few
elaborated on the health benefits other than in general terms such as it “stops them

from getting sick” (Participant C), “it's a natural antibiotic”(Participant B).

Weight loss and uterine contractions during breastfeeding were the only maternal
physical advantages of breastfeeding reported by the participants, however mental
health or emotional benefits of breastfeeding were recognised by describing these as

an increase in bonding and attachment by most women.
One woman commented:

“l just wanted to breastfeed him and | wanted to have that connection, you know, not

just giving him a bottle” (Participant F).
Another commented:

“The whole time | was pregnant | knew | wanted to breastfeed, my sister breastfed and

| wanted to lose weight and it was healthy” (Participant D).

A range of health professionals influencing breastfeeding initiation in the antenatal

period was acknowledged. One woman commented:

“l just knew | wanted to breastfeed | knew because the midwives encourage you to

breastfeed and | just know its better for them” (Participant F).
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Another spoke of her midwife and lactation consultant:

“I had the support from midwife and lactation consultant as well, when | used to go up
for my midwife appointments she used to tell me about breastfeeding and that”

(Participant 1).

Several women spoke of the Family Start workers informing her and supporting her

decision to breastfeed. One said:

“I was ten weeks pregnant with him when | started on Family Start, breastfeeding is
one of the questions they ask and they have a big thing on it, like all the benefits of

breastfeeding” (Participant B).
And another commented:

“The (Maori provider) nurses came over nearly every week and they would talk to me

about it (breast feeding) so felt quite confident” (Participant J).

Several mothers reported they received breastfeeding information and encouragement

to breastfeed from their General Practice team.

“Health Professionals encouraged me to breastfeed, yes all the time from the doctor”
(Participant E).

Antenatally most mothers assumed that breastfeeding would be easy. Many
commented that they were oblivious to any potential physical issues or difficulties
associated with breastfeeding. On questioning if the mothers had considered how long
they would breastfeed before they gave birth to their baby, the responses varied. The
most commonly shared response was wanting to breastfeed until at least six months

and most of the women knew of the recommendation to breastfeed for six months.
One said:

“Till six months, if | get to that point and | want to keep going | will, but at the moment
that’s what | want to do, because they say to feed them for the first six months, so | just
want to” (Participant F).
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One mother mentioned she would continue till six months so her baby wouldn’t get

sick. She said:

“I wanted to breastfeed till at least six months, cause | think that's a good age to

breastfeed them to cause | know he won't get sick” (Participant C).

Theme two: Breastfeeding support is crucial, especially in the early stages

The second theme arose from the postnatal period and begins with the first breastfeed

and lasts till approximately four weeks postpartum.

Initial breastfeeding support in the maternity unit

The majority of women in this study breastfed soon after birth, with the assistance of
midwives to directly latch the baby to the breast, and for most women their partners
and whanau were also present at this time. The women reported the satisfaction when
successfully initiating breastfeeding. One woman who had an emergency caesarean

stated:

“| felt stressed and scared, but | got to breastfeed soon after birth and once | had babe

on me it made everything feel worthwhile” (Participant D).

Most women spoke of initial breastfeeding support by the midwives to help position the

baby onto the breast and to latch. One mother reported:
“They (midwives) stuck her on and she fed straight away” (Participant I).
And another said:

“After she was born she straight away latched onto the breast and | was really happy
about that. | just had help to get her into position, but after that she just latched on

herself, it was a good start” (Participant H).

One mother identified her increase in breastfeeding knowledge enhanced her
breastfeeding experience with her second child. She said:
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“The experience was real good (with second baby) | knew | was going to breastfeed
and | said I'd try and then it was alright 10 minutes after he was born he latched on

perfect and fed real well” (Participant K).

One mother who was unwell after birth spoke of support from the health professionals

to ensure exclusive breastfeeding was maintained.

“l can’t remember the first two or three days, | got quite sick and as was on heaps of
drugs, my mum and my nan and my partner’s mum were with me there and helping me
in hospital. The first few days the nurses put him on and he only had breast milk”

(Participant J).

Several mothers were unable to directly latch their babies to the breast within the first
day due to baby their baby’s admission to the Special Care Baby Unit (SCBU). This
mother spoke of expressing from her breast to provide colostrum to her baby in the
SCBU. She stated:

“The first day we didn't breastfeed her, they were just getting me to try and express
and taking little bits at a time. | think she was a day and a half when | first got her on”
(Participant D).

Most mothers spoke of the presence and support of their partner and/or whanau during

the birth and initial breastfeeding.

Experiences in maternity care that supported breastfeeding

A mixed response to maternity services care was shared in the interviews. Most of the
babies born required the facilities of secondary hospital care, which meant the mother
had to leave her community, her LMC and, in many cases, her whanau supports to
birth her baby.

The mothers valued established relationships with the midwives from their area. One

mother who had delivered in the local maternity unit commented:

“The midwife tried to show me with her own breast so | could see what it would look
like and it made it much easier, and | feel more comfortable as | know her” (Participant
E).
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As many of the mothers birthed out of the area, the time to establish new relationships
with a midwife(s) was compromised, however the women spoke positively when they

felt they had a developed a connection. One said:

“l thought they (the midwives) were awesome, and because | was there for two weeks

(I got to know them)” (Participant A).

One mother spoke of her appreciation of ongoing care given by a midwife during her
labour. Although this mother had only known the midwife a short time, her continuity of
care and the time spent was valued and attributed to a therapeutic relationship. As she

said:

“l liked it when | was in labour as | had the same midwife with me the whole time. | felt
like 1 had a relationship with her, she sat with me for the whole time. It was hard cause

all my family were back home” (Participant D).

Mothers valued the continuity of care from health professionals. One woman

commented:

“I would want the same person, yeah cause there’s nothing worse than showing your
boobs to everyone, showing to one person you feel comfortable with aye” (Participant
B).

Of the 11 participants, two women had a second baby. Both reported improved birthing
and breastfeeding experiences with their second baby. One mother who after having a
lot of different midwives with her first born, appreciated the continuity of care with her
second born and recalled the names of the midwives that had supported her

breastfeeding experience. She said:

“The midwives were awesome in hospital my second experience | had the same
midwives. It was good cause didn't have to explain everything all of the time to all the

different people that come in” (Participant K).

The mothers repeatedly stated they valued when health professionals spent time with
them to support and guide with breastfeeding and related issues. One noted:

“(Name of midwife) was lovely she would come talk with me even before | had him and
get me to hand express my colostrum and as soon as | did that that's when it came in

like milk and | was like holy shit, but she was good she taught me how to hand
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express, if | didn't have an expressing machine, and how to massage, cause a lot of

woman don’t get taught to massage” (Participant B).

One mother talked about the support of a student midwife who encouraged her to

breastfeed. She reported:

“I had a midwife who was doing her training and she was a student and they asked me
is it alright if she comes in, and | said yeah no she’s fine and she was one of the ladies

who really pushed me to breastfeed” (Participant B).

Another mother was appreciative of the various resources available to her to support

her breastfeeding while in hospital. She commented:

“Have all the help we need there’s the lactation consultant, they told me to go to her,
but | was just reading and reading about breastfeeding and pregnancy that really
helped me, | watched the DVD, my midwife made me watch the DVDs, don't shake the
baby one, in hospital” (Participant H).

Experiences in maternity care that did not support breastfeeding
As discussed earlier in the findings, quality breastfeeding support was strongly

associated with the time spent by those supporting the women to breastfeed.

Many of the women reported difficulties when they felt unsupported because of lack of
time and practical support. Several mothers reported difficulties in latching baby to the
breast that led to feelings of frustration at being told how to latch by the health
professional. Practical/ technical breastfeeding assistance was valued over “ being told

“ how they should breastfeed.
One mother commented:

“l just hope they create a lot more help for mums breastfeeding, cause its really
frustrating when you can’t latch your baby on, and you've got someone that's been
doing it for years saying “ this is what you got to do, this is what you got to do, | found it
a lot more easier latching him on with my aunties and that, easier having my family
around, but with the midwives they’re like, do it like this, do it like this” (Participant B).

60



Another mother stated:

“I felt pushed in hospital even though uncomfortable and sore but felt left, had to call

midwives to help, but they weren’t that supportive” (Participant D).

Feelings of negative attitudes from health professionals towards several of the mothers
and their partners were expressed. In some instances the mothers were reluctant to
call for further breastfeeding assistance as they felt they might make the midwife angry
and that the expectation was that they should just know how to breastfeed. One mother

commented:

“They (midwives) were quite rude, if | couldn’t do it (breastfeed) they would get angry,

so | felt | couldn’t call back, | had two like that” (Participant D).

A mother of a baby admitted to the SCBU described some communication with the

nurses as authoritarian, and felt she was being told off. She said:

“The older nurses were strict and rough with the baby, younger student nurse more
cautious with baby like me. The older nurses were a lot stricter than the younger
nurses. | think it was the way they talked to me, like my mum, strict, more like a

growling rather than just having being said something to” (Participant E).

Two mothers spoke of less than ideal experiences involving their partners that

impacted on their breastfeeding experience. One said:

“The midwife walked in as | had called her to ask for help to latch baby on. She thought
| should know how to do it, and was getting annoyed with me cause | was asking her
questions.... then she walked out without helping, my partner followed her out as he
could see | was getting upset and | needed the help. They had an argument and he got
kicked out. | didn’t know what was going on, another midwife came in to tell me what
had happened. At that point | wanted to give up (breastfeeding) | was stressing out and
tired and | felt bad that | couldn’t do my son. It was hard, | was on my own in this
hospital away from my family back home, my partner came back the next day”
(Participant D).

One mother spoke of being angry as her rights as tangata whenua were breached as
traditionally the placenta (whenua) of a newborn baby is kept and buried in a significant
place. As one mother said:
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“They weren’t good to my partner back then it was just real bad, just the way they
treated him. It was like we were more of a burden to be there, like they wanted us to
have baby and quickly get out pretty much, it was just when we got into the (named
post natal ward) part that's when they started being mean to him, like they made him
sign some little contract thing saying that he could stay with me after | had had baby or
something like that. Yeah, they sent away my son’s placenta without my consent,
cause | told them before that | wanted to keep it, yeah, they all knew | wanted to keep it
because I'm Maori. Yeah, but they sent it away anyway and that sort of pissed me off,

cause | didn’t know about it until we got discharged” (Participant K).

In the interview one young woman disclosed that this was the first time she had shared
her feelings and thoughts about her negative experience. Over one year on her
experience was still raw and had impacted on her future infant feeding decisions as

she stated she would not breastfeed next time.

The mothers repeatedly raised the lack of continuity of care by health professionals as
a barrier to breastfeeding support. They spoke of feeling unsupported and left alone,
and even when they knew they could ring the bell, some were reluctant to. One

suggested:

“Need to have someone there that spends the time with you for the feed, not just there,
waits till they latched on and goes away, yeah cause that’s frustrating like oh | don't
want to have to call for them (having to call for the nurse) cause some mums are really

shy and don’t want to call for them again” (Participant B).

The women's experiences included feeling bewildered as the baby was placed onto the
breast by a health professional then being left to manage on their own, being confused
and frustrated by multiple attempts to latch baby to the breast from multiple staff

members. One mother commented:

“l had three or four different nurses come and help me. There was a lady that was a bit
forceful, she was just grabbing the baby and chucking her on and it was like
...ohhhhhh”( Participant H).

Breastfeeding latching difficulties were commonly experienced amongst the group. The
mothers spoke of the many different approaches and resources used by the health

professional. One mother recalled:
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“l had to try six different ways to latch him on, and they didn’t give me a good enough
try with the first way. They tried to show me, each day | was told to feed a different

way” (Participant B).

Appropriate breastfeeding resources
For some women the use of educational resources, such as DVDs and breastfeeding
cards, offered little support in the absence of technical breastfeeding guidance from a

health professional. As one mother found:

“I told her (midwife) it was painful so she showed me these little um pictures on cards
and it had step by step ways of as how you put baby on properly, cause she told me its
not meant to hurt, and so | kept trying to do it but every time | kept trying to do it, but
every time | kept trying to do it got sorer” (Participant G).

Another mother commented:

“They made us watch this breastfeeding video before we left, which was a bit weird
cause they don't have anyone telling you about it, they just put this movie on and you
watch it” (Participant K).

Many mothers valued practical breastfeeding support over written information. One

mother reported:

“The midwives visited every week, some of them with their info about breastfeeding
and how to get a good latch wasn't really helpful, | kind of needed hands on help”

(Participant I).

Conversely, one mother found practical breastfeeding support was ineffective without

an explanation of the practical intervention. She commented:

“l couldn’t get her to latch. They wouldn’t explain it to me properly they were just trying
to put it in her mouth. They wouldn’t actually explain to me to me how | should feed”
(Participant E).
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Breastfeeding support from partners and whanau

The majority of mothers indicated their primary source of breastfeeding support was
their whanau. When reviewing the transcripts, it was highlighted that significant women
who had had breastfeeding experience were sought to provide ongoing breastfeeding
support and advice by the mothers, in particular their mothers, mothers in-law, sisters,

aunties, nans, and female cousins. One mother recalled:

“Having my mum with me, she really pushed me, cause there was heaps of times | was
going to give up when it got really sore. Most people give up cause it gets sore, but my
mum pushed me till | got over that soreness, and yeah it just came naturally after that”
(Participant A).

Another mother stated:

“If 1 didn’'t have the support of my mum | would have grey hairs already, | am so

grateful of the support cause | know some people don’t even get that” (Participant F).

Repeatedly, the mothers turned to these significant women when faced with adverse

breastfeeding situations. One woman said:

“l got quite sick and as was on heaps of drugs. My mum and my Nan and my partners

mum were with me there and helping me in hospital” (Participant J).

Consistent and regular breastfeeding support and advice was valued, particularly when

establishing breastfeeding. One mother recalled:

“l got a lot of help from my mother-in-law, before she went to work, she would come
and tell me which way to breastfeed and what was comfortable. Her and her mother

would come in and tell me things like nose to nipple, bring babe to you” (Participant K).

When experiencing breastfeeding difficulties the women valued the availability and
time given by their whanau to provide practical help and hands on support to help latch

baby to the breast. One mother commented:

“My main support was my mum cause she had breastfed before, she would help me,
she would physically help me, not just tell me but help me put baby on. So that was
great to have her help in that time, like with my mum to show me, cause its easy
enough to tell somebody but to actually try and do it was much harder, and so having

my mum there was helpful cause she could help and support me and if | started to get
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frustrated and wanted to give formula she was there just to talk me down and you know

just stick with it, it's alright it will get better soon” (Participant I).

For the majority of mothers their partners stayed with them throughout the hospital
period, which was viewed positively as they believed this helped them both physically

and emotionally with breastfeeding. A mother commented:

“My partner was there (in hospital) and he would help me position her” (Participant H).
Another said:

“Just had my partner there (hospital) for support” (Participant D).

Once at home continued support from partners was reported. The comment below is
from a woman who was living in a remote area and was thankful her partner was off

work and could be with her at home.

“When it was sore (breastfeeding) my partner was mainly my support. He was around

for the first three months” (Participant E).

Breastfeeding support from health professionals in the community

The mothers reported receiving a range of breastfeeding support from various health
professionals. Midwives offered home and/or clinic visits after hospital discharge
before transferring care to WCTO providers. Many of the mothers also engaged health
and social supports from local Maori providers. One mother living in a remote area

reported:

“My midwife was pretty good she came up every week to see me at (name of place)

and keep an eye on me, if | didn't come into town that is” (Participant E).

One rural mother spoke of feeling disadvantaged with a lack of access to healthcare
services, such as a GP and a midwife. She reported that the midwife was not always
available to home visit so it meant mothers had to travel into town with their newborn

babies to get the support they required.

She said:
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“l reckon they should just have a midwife that comes to you, yeah cause not all mums
can go into town when they (midwife) say to, and there’s not much after care. The last
thing you want to do with your newborn baby is travel into town, especially when they
are being paid to come out, like if any thing goes wrong with our newborn they expect
us to drive into town to see a midwife or to see anyone who knows something about

babies” (Participant K).

Another spoke of support from her WCTO nurse after experiencing difficulties with

latching baby to breast. She commented:

“The Tamariki Ora nurse was supportive (with breastfeeding), she was awesome”
(Participant G).

Often when experiencing breastfeeding challenges, such as sore nipples or perceived
insufficient milk supply, many of the women did not seek help from the community
health professionals. Several women justified this decision by acknowledging how busy
their midwives were and noted that they didn’t have time to observe actual breastfeeds.

As one mother said:

“l would just feed her like | was told 10 mins on one side, burp, then 10 min on other
side, but she would do like half an hour on each side every 2 hours cause she wasn't
getting full, | didn’t know | wasn't eating properly wasn't making enough milk, wouldn't

sleep, told | had to eat more” (Participant G).
When the researcher asked if anyone had observed her breastfeeding she replied:

“No, cause they're busy peoples the midwives, eh” (Participant G).

Community support for breastfeeding

The mothers had a mixed response to breastfeeding in public spaces. Some of the
women talked about feeling uncomfortable and unsupported when breastfeeding in
public, and chose to breastfeed covertly. The majority of mothers stated they had and
would continue to breastfeed in public, as responding to the needs of their infant was
their priority. One mother said:

“I don't really care about breastfeeding in public” (Participant K).
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However, most said when breastfeeding publically they did so discretely by sitting with
their backs to people or ensuring a blanket was available to cover themselves and

baby.

“Even though it's natural, | don’t feel comfortable breastfeeding in public, would have to

have a cover” (Participant F).
“Oh | have a blanket just to cover her up, but yeah” (Participant I).
Another said:

“l was sweet as, | used to get a blanket and put it over my shoulder. | didn't care where
| was if my baby was crying for kai-kai, but you get these funny looks, but I'm like oh

well” (Participant C).
Another mother agreed breastfeeding seems to attract public attention and stated:

“Yes everyone looks. I'd have to sit down with him, or be in a quiet spot, cause he
would try and look around, he’d be hungry and screaming but still look around. But I did
it (breastfeeding). Around all my friends and family and like they didn’t care, they were
like no you go ahead he’s hungry” (Participant B).

One woman said she would not publically breastfeed.

“l wouldn't breastfed in public, just at home, or | would go and sit in the car or

something, wouldn't feel comfortable out in public” (Participant G).

For the majority of women meeting the needs of their baby was the determining factor
to breastfeed in public, however most reported the need to cover while feeding for

them to feel comfortable.

Peer support of breastfeeding
The women were supportive of other breastfeeding mothers, both within their whanau
and peer group, and within their community. Several mothers spoke of sharing their

expressed milk to support other women. As one woman said:

“l was going to my friends, you need any colostrum for your babies? And my friend, her

baby is almost three and yip, gave baby the colostrum and yip they drank it. Cause
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they were sick at the time | gave it and she (B s friend) reckons yip no snotty nose after
that, | really do believe that's the best medicine for them, that's why | started

breastfeeding” (Participant B).

The same mother talked about encouraging and supporting her friend through

breastfeeding difficulties, showing her ways to improve latching baby to the breast.

“I helped one of my mates out cause she couldn’t latch babe on, but because | had so
much help with my baby | could help, cause she was like I'm just going to give him a

bottle and give up straight away and | said no” (Participant B).

Several mothers discussed breastfeeding other people’s babies, though most said they

preferred not to, but would if necessary. One mother said:

“My sisters do, but I tried and it felt awkward so | don’t. My mum told me my aunty used
to feed me, and | was like oh my goodness me, | was on everyone’s titty! If someone

was sick or something | would” (Participant C).
One woman spoke of supporting other women to breastfeed in public. She said:

“l just smile when | see people doing it (breastfeeding) so they know I think it's alright,

I’'m not going to be one of those who thinks, oh hell Maori girl " (Participant C).

Access to acute maternity services

Ten of the 13 babies were delivered in a secondary care maternity hospital out of the
district. Though the women understood the safety rationale of the medical criteria that
influenced their birthing location, many reported that they just wanted to “come home”,
and several requested to be discharged early so they could be back home. Some felt

abandoned and mourned the loss of their whanau support.
One woman commented:

“I was in hospital for two days, then | wanted to go home. | had been in hospital too
long and | wanted to go home and just chill in my own space, but they made us watch
this breastfeeding video before we left, which was a bit weird cause they don't have
anyone telling you about it they just put this movie on and you watch it, yeah. | didn’t
want to stay there, | went home” (Participant K).
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Another mother said;

“My mum, little sis and partner were there with me, up for two days then came straight

home and I felt a bit better then” (Participant H).

Participant H was seventeen at the time of her first baby’s birth and she went home two
days after a caesarean section. Her statement highlights a feeling of indifference or
abandonment by the health professionals, while breastfeeding information was
conveyed via a DVD. Her response towards receiving the information in this manner
was not positive and she felt she was “made to watch it” with no health professional

there to support her.
Another mother stated:

“That’s what's bad eh, they’ll send you to (name of place) but like you don’t want to go

there” (Participant A).

There were also financial consequences to being away from home. Many of the
women discussed the costs of petrol, living away from home, and being away from the
workforce impacted on their whanau support. One young mother who stayed in
hospital seven days due to developing a secondary wound and chest infection after a

caesarean section reported:

“It wasn't easy for my family, cause they don't have a lot of money. My mum had to go
back cause she was broke, back to work, my nan too, would have been better to have

him here” (Participant J).

Other participants also mentioned similar issues:

“But, you know some people wont have that money for gas” (Participant B).
Another mother says:

“Yeah you know when you have those consultations with the midwife, if you say you
want your baby down there you have to find your own ride down there, but if you say
you want your baby here and you get in distress they have to fly you to (name of town)”
(Participant C).

And another mother said:
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“Would have been better to have had him here, but | had to be induced, and break my

waters cause he was too big” (Participant 1).

Theme three: Knowing it's best and being determined despite adversity.

The women's intention to breastfeed, alongside their knowledge of the benefits of
breastfeeding, impacted on their perseverance to continue breastfeeding and
overcome difficulties. Many women put the baby’s needs ahead of their own physical
comfort and wellbeing in their quest to provide breast milk to their baby. Armed with
some knowledge mothers persevered with breastfeeding despite considerable

discomfort.

Learning the art of breastfeeding
The majority of mother’s spoke of their initial breastfeeding experience as more difficult

than expected. One said:

“But no it's (breastfeeding) definitely not as easy as | thought it would be. | thought it
would be a walk in the park but no, well for some people it can be obviously, but its

quite hard actually” (Participant ).

The majority of the mothers’ initial breastfeeding experiences were associated with
pain, mostly breast related, though for two participants the associated pain was

secondary to the medical intervention received at birth.

Assistance from the health professional, mainly midwives, was critical to supporting
their breastfeeding experiences. Latching baby to the breast was a commonly reported
difficulty and an incorrect latch was associated with painful nipples, cracked nipples,

bleeding nipples, mastitis, and engorgement. As one mother found:

“The midwives kept on checking on me, cause sometimes I'd have trouble trying to
latch on and they’d tell me how to latch on and it was sore, they were kind of bleeding,
but I didn't really care cause all that mattered was getting her on and giving her a feed”
(Participant H).

Another mother commented:
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“Couldn’t do it properly, he would start off ok, then he would move around and it would
hurt” (Participant D).

Many mothers spoke of the need to express their breast milk by hand and using a
breast pump. This was reported as necessary to provide breast milk for their infants

and also rest painful nipples. One mother said:

“On day two | got sore and babe wouldn't latch on properly. | stayed in hospital a week
cause my breasts got sore. | got an abscess that needed draining so | had to stay in
hospital; my other breast had no milk. | had to express and feed from a cup”

(Participant D).
One mother recalled her experience of hand expressing her breastmilk:

“It was frikken sore, | didn't like it, probably cause at first | was like doing it a bit wrong
and making it hurt, but umm this lady came in and showed me the right way to do it

and after that | got it” (Participant F).
Another mother commented:

“l had a quick birth, they stuck her on and she fed straight away. | gave her a feed and
she seemed to latch on pretty good, that was the first feed, but then when | tried to put
her back on it hurt and | didn't like it and it was quite painful and she (the midwife) said
| had an incorrect latch or something, but every time | kept trying to do it, it got sorer
and sorer and my nipples got cracked and my nipples got raw and | just ... they got
blistered within a day or so. So it was pretty tough, and then | asked her (midwife) how
long it would take for it to stop hurting, as | wanted to stop breastfeeding. It had been
about two days and | just wanted to stop breastfeeding cause it hurt so much. On day
three | ended up giving it (breast milk) to her in the bottle as | refused to breastfeed. My
nipples were really cracked, bleeding and raw because when | was pumping the milk
out. | was like why is the milk pink? | ended up asking my mum why are they bleeding?
So | ended up, tipping the milk out and then the midwife said | didn’t need to tip the
milk out, but I didn’t know and being a first time mum, | just tipped it out anyway cause
of all the blood, so yeah (sighs)” (Participant I).

This mother was annoyed at not knowing she could feed her baby the blood-stained
expressed breast milk; her midwife informed her it was safe to give during a visit

several days after. The mother gave infant formula supplements during this time and
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continued with formula top-ups after baby breastfed till full breastfeeding was

established at four weeks. She said:

“I'm mainly breastfeeding her, it doesn’t hurt any more but it took weeks for it to come
that way. It didn't just happen in a couple of days it took about three to four weeks for it
to fully come right. | just kept putting her on, there were a lot of times | just wanted to
give up and not breastfeed but | knew if | stuck in there and persevered | would
eventually get there... yes it took around four weeks for me to actually get a good

latch” (Participant I).

This mother had an understanding of the physiology of breast milk supply and was
determined to keep baby to breast, however she did not fully understand that cluster
feeding was a non-pathological breastfeeding behaviour and she experienced doubt

about her breastfeeding capability. She commented:

“I knew if | didn’t put her on (breast) | would eventually stop making it, so even though it
hurt | still tried to put her on, but | was still giving her a top up of formula and things like
that if | felt like that | didn’t have enough milk to give her and she was still hungry.
Cause she was cluster feeding | felt like there wasn't enough milk in there; there
probably was, but | just thought maybe there wasn't, so | would just give formula as

well” (Participant I).

Another mother spoke of persevering with the support of her midwife to attain a

comfortable breastfeeding position. She said:

“My midwife ended up coming the next day and she helped me to properly hold baby
and bring her on to me, but it still wasn't happening. It was still sore and babe still
wasn't latching properly. She told me why it was hurting and that if it's not right in her
mouth or something? She pretty much just told me that it wasn’t in her mouth properly,
it was rubbing on the roof of her mouth, so would obviously give me blisters and that’s
why it hurt and why | was having problems, it hurt so much. We tried to get a proper
latch, but man it just didn’t happen. I tried different holds, some ways weren't as painful
as others, but | was getting a bit tired of trying and trying and trying” (Participant G).

One mother spoke of how despite experiencing significant nipple trauma and pain, she
had persisted and breastfed for one month. Adamant that her breastfeeding future

would be safeguarded she spoke of expressing to ensure breast milk availability and to
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facilitate nipple healing. However, after nipple healing her attempts to direct breastfeed

resulted in the return of nipple trauma and pain.
The mother reflected:

“l breastfed for one month, but was ripping at my nipples, ended up being both sides,
began to be too painful to latch so gave him formula, (I was) expressing blood. It
healed slowing after | stopped breastfeeding, | did try to breastfeed again after healing,

but it was no good, (baby) fully on formula at one month” (Participant D).
Another recalled:

“There was heaps of times | was going to give up when it got really sore, most people

give up cause it gets sore, took two weeks to get it” (Participant A).

Breastfeeding knowledge deficits that challenged breastfeeding experiences

Breastfeeding knowledge deficits were often identified during the interviews. Several
mothers made recommendations to forewarn other mothers of some commonly
experienced breastfeeding issues so these problems could be dealt with promptly. As

one mother said:

“Nobody ever told me you could get cracked nipples and mastitis. It only really got
brought up when | was going through it; | did get lumps and | had to massage it out”

(Participant ).

One mother was unaware of mastitis/ breast infection until informed by the midwives in

hospital after the birth of her baby. She commented:

“Midwives warned me of mastitis and milk getting jammed, didn'’t really know about that

mastitis. They talked to me about it and it sounded scary” (Participant K).

Another mother spoke of having a breast abscess secondary to mastitis that led her to
stop breastfeeding from the affected side, however she continued to fully breastfeed till
six months and was still partially breastfeeding her child aged 22 months. When asked
if there was anything she would do different next time she answered:
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“l think |1 would try on this side (pointing to breast) as this is the side that got mastitis,
after | got that | just gave up on it. | had it quite bad, had to come to the doctor they
numbed it and they drained it with syringe. He (the doctor) used so many syringes, |
went back for check ups, but | was too scared to put him back on cause | thought if |
use it, it will bring more milk on and then it might happen again, so I let that side dry up”
(Participant A).

The mothers acknowledged the importance of achieving a “good” or “proper” latch as
promoted by the health professional, reciting phrases such as “nose to nipple”. The
women recommended providing new mothers with information and education regarding
the possible outcomes of an incorrect latching technique to avoid potential

breastfeeding issues. One mother commented:

“So yeah | just hope they find a better way to help mums latch their babies on, cause
the most frustrating thing is hearing your baby cry and you can't latch them on, that’s
why mums instantly go ‘I'm going to give them a bottle” (Participant B).

Another suggested:

“l think they should give out info about what can happen if you don't get a good latch,
cause they give info for a good latch, but they don't tell you if you don't have a good
latch it can damage your nipples and be really sore and how it can mentally want to
make you give up breastfeeding. They should give you more info about that, that's
what they didn't talk to me about. They pretty much just gave me booklets about what's
good about breastfeeding not what can happen if your baby doesn't latch properly”

(Participant I).

Antenatal education and learning to breastfeed

Only two mothers’ spoke of attending a formal antenatal education class. Both reported
the classes were beneficial and relevant to their breastfeeding experience. One woman
reported the antenatal classes were not well attended, but did not elaborate why. She

commented:

“When we had antenatal classes that we went to they said it was more healthier and its

all natural, so that encouraged me to breastfeed. It was good, they (antenatal class)
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gave us packs when we were pregnant with DVDs about breastfeeding and that, |

watched it and it was good, it was awesome” (Participant G).

The mothers who chose not to attend formal antenatal classes spoke of access
barriers as some lived in very remote areas and, at times, without transport. One
mother prioritised completing her schoolwork and had no time to attend the classes. As

she remarked:

“Didn’t go to antenatal classes cause | was too busy; | was still going to school when |
was pregnhant. | made sure | finished all the way so | could get my education”

(Participant H).

One mother spoke of being encouraged by her midwife to attend the antenatal classes.
She said:

“When | used to go up for my midwife appointments she used to tell me about
breastfeeding and that | could go to support group things, to learn about breastfeeding,
but | never really took it in, and | never went there. | don’t know why, | just didn't get
any info about breastfeeding from other health professionals” (Participant I).

This mother also suggested inviting new parents who have overcome breastfeeding
difficulties to antenatal classes to share their breastfeeding experiences would
enhance expectant parents' insight into the realities of breastfeeding. As she

suggested:

“In community there are classes. | think if they had someone like me who has had
problems with breastfeeding and who are wanting to breastfeed, actually told them to
go to that breastfeeding class, cause | didn't and maybe | really needed it, cause |
really did have trouble with breastfeeding. Maybe coming from someone with the
experience, cause it's different coming from a midwife cause obviously a midwife is

going to want you to go to the classes so they going to tell you to go” (Participant I).

Resolution of breastfeeding plans
Two mothers who aimed to breastfeed till at least six months prenatally, continued to
breastfeed their babies till twelve months and beyond. One said:
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“l thought | would stop (breastfeeding) at six months, but | ended up carrying on as it

was hard to get him off then” (Participant C).

One mother was still breastfeeding her 22-month old infant, while in her third trimester

of pregnancy. She said:

“I didn’t think | would breastfeed till now (22 months). I didn’t think my baby would still
be on it, and cause she still wants it I'm not really going to stop her...yeah well there’s

milk in there she may as well have it” (Participant A).

Occasionally the lack of breastfeeding knowledge came from health professionals. This
mother who was in her third trimester of pregnancy reported she had been advised by
her midwife to stop breastfeeding her child as breastfeeding may cause uterine
contractions and initiate early labour. However, this mother continued breastfeeding

after receiving advice from another health professional.

When reflecting on their decisions to persevere and continue to breastfeed the
mothers returned to their original reasons for breastfeeding. A mother who breastfed

for six months commented:

“I kept him on because he hasn't gotten sick. He hasn't got to the point where he’s
needed medication, cause he’s a winter baby, everyone told me you need to breast

feed him cause it's the best thing for him” (Participant B).
Another said:

“Yeah, like it's a bonding thing too and | felt he bonded a lot more from me
breastfeeding. See he won't even take the bottle unless | put him down by himself,

cause | have the boob on me” (Participant C).

Theme four: Making the decision to introduce infant formula, solids, or stop

breastfeeding

Of the six infants aged over six months at the time of the interview, three had been
breastfed beyond six months, one was breastfed exclusively, one fully, and one
partially till around six months. For two infants breastfeeding was continued into their
second year of life. Seven of the thirteen infants were not breastfed at the time of
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interviews and had stopped breastfeeding at three, four, five, six, seven and eight

weeks of age and one at eight months and another at twelve months.

For most mothers the decision to introduce infant formula was realised within the first
four weeks postpartum, supported and guided by whanau members. The majority of
women reported early introduction of formula was initially used as an interim solution to
alleviate breastfeeding difficulties and restore maternal and infant wellbeing. For some
this was successful and full breastfeeding was restored. For others despite
perseverance their breastfeeding difficulties were not overcome and led to

breastfeeding cessation. One mother commented:

“My mum stayed for a week and it was my first night at home. | tried to feed her and
she just wasn't latching. | ended up getting really upset about it, so | came down to the
lounge where my mother was and the fire was on and | ended up crying cause |
couldn’t latch her on. | told mum | was so set on breastfeeding and she said just in
case buy some bottles and buy some formula. So | did anyway, and when | came in
that night and | was crying and just couldn’t do it, she (mum) ended up taking baby off

me telling me to have a sleep and gave babe a formula bottle” (Participant I).

Physical demands

The physical demands of breastfeeding were the main reason given by the participants
for their decision to stop breastfeeding. This theme is closely intertwined with theme
two and three as the majority of mothers experienced unexpected physical
breastfeeding difficulties during the first four weeks postpartum. Pain, followed by
perceived insufficient milk supply, was the main reason given for the women beginning

mixed feeding and breastfeeding cessation.

Four babies had been fully weaned onto infant formula at three, four, five and six
weeks of age due to painful breastfeeding and insufficient milk supply. None of the
women intended, or wanted to give up breastfeeding, but due to difficulties they were
unable to overcome gave up breastfeeding much earlier than they had anticipated.

The majority of mothers’ initial breastfeeding experiences were associated with
significant pain, mostly breast related, though for two participants the associated pain
was secondary to medical intervention received at birth. In the postpartum period, after
hospital discharge these mothers identified the ongoing effect of emergency birthing

interventions — pain and mobility issues, and secondary complications such as
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pneumonia and wound infections significantly compromised their breastfeeding

experience. One commented:

“My partner was at home with me, hard after caesarean section cause | couldn't move
and it was hard to get up and feed him properly so it was easier for my partner to make
a bottle for him.... | wanted to breastfeed till at least six months, not give up on the third

week. I'd be keen to breastfeed my next till at least six months old” (Participant J).
Another remembered her experience:

“Breastfeeding was very sore. | started formula at a month; | sort of weaned her off as |

had to get her used to the bottle, it was that sore” (Participant E).

One mother used formula feeding intermittently as a solution to avoid the extreme

nipple pain she experienced while breastfeeding. She comments:

“Cause he was just on there the whole time, | gave it (formula) at times, but not
everyday, it satisfied him, which gave my nipples a rest cause they got real sore”
(Participant F).

Several mothers associated weaning practices with baby's tooth eruption. Anticipating

teeth would cause breastfeeding to be too painful to continue. One said

“I will give up (breastfeeding) when the teeth come” (Participant K).

Perceived insufficient milk supply — tired, stressed mother and baby
Many of the women reported that a perceived insufficient milk supply led to the
introduction of infant formula to resolve both maternal and infant physical and

emotional needs.

“The only reason | started formula as | thought | didn’t have enough milk. He was real
hungry, he was having 200 ml bottles and he would latch onto my tit, drain that, then
I'm like, OMG, and my dad like came home with all this like baby food, it says from four
months on it so he was alright. He'd have like half a tin, and he’s like crash out and
sleep six to eight hours at night” (Participant B).
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Generally infant formula was reported by the mothers as beneficial and was justified as
the babies seemed more satisfied after feeds, more settled, and slept longer than when

they were exclusively breastfed.

“At about five months | didn't have enough milk to feed her, she was getting hungry so |

put her on the bottle, with the formula she was satisfied” (Participant G).

Several mothers reported a combination of physical and social issues affecting
breastfeeding cessation and introduced infant formula as relief. As one mother

commented:

“But once | started running out of milk | had to (stop breastfeeding) | couldn’t handle
the pain anymore and | was tired and stressed out for being at home all the time,
partner works long hours, so put her on formula. At about a month old started putting

her on the formula as | couldn’t handle the pain anymore” (Participant E).
Another mother commented:

“l just stopped with him (older boy) cause it was just hard it was too draining | just felt
he was always on me. | couldn’'t do many things even like simple housework it was
tiring, but then | just stopped all together, it was stressing me out. | breastfed him for a
couple of months maybe and then | ended up giving up cause it was too hard, too

draining felt like he was always hanging off me” (Participant K).

For several mothers the infant formula was introduced periodically during times when

baby fed more frequently than they expected. One mother stated:

“| started to give him formula (six weeks) when he had growth spurts as you can see
he’s a big boy and | couldn’t keep up. But (I still) mainly breastfeed him; it got so bad
like sore cause he was just on there the whole time (with) growth spurts. Emotionally |
couldn’t handle it, me being a new mum and him being a big boy wanting to be there all

the time but I'm sweet as with it now” (Participant F).

In some instances formula was used to settle the baby prior to latching baby to
breastfeed. One mother said:

“Started formula when we’d gotten out of hospital. She was about two weeks old and
that's because | still hadn’t quite gotten it (breastfeeding) yet so she started getting

hoha and | was taking too long at getting her on and so we would try her on the formula
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bottle and she would have not even 100 mls — bout 50-70 and after a titty and she

would be sweet” (Participant A).

Another mother reported her dilemma as breastfeeding was impacting on the
recommended safe sleep practices and introduced formula when her baby was around

five weeks old. She said:

“I stopped (breastfeeding) cause she was so hungry, feeding and feeding, and |
thought am | giving her enough? | was getting tired, sometimes | would fall asleep, then
wake up and she was still there feeding so | thought | just couldn’t do it falling to sleep

and breastfeeding, | was worried” (Participant F).

A lack of confidence in their breastfeeding due to not knowing what volumes baby was
getting from the breast, together with babies' regular demand for feeds, was another

reason for some mothers to introduce infant formula. One mother stated:

“It was just like not knowing how much he was getting and I'm like am | starving him?
That's the only reason | started on formula cause | thought he wasn’t getting enough,
started formula going on a month” (Participant B).

External influences on decisions to formula feed

“So if I'm leaving the house or leaving her with my mum | just give formula, but umm if
sometimes if she’s been really cluster feeding like she’s really emptied them | know
she starts getting fussy when I'm feeding her so | give her some formula, just as a top

up” (Participant I).

Some mothers reported health professionals had informed them that maternal dietary
habits influenced milk supply. Two mothers in the study interpreted this as saying their

diet was responsible for an insufficient milk supply. One said:

“Cause | wasn't eating properly, so he wasn’t getting enough kai from me, and | had to

put him on the bottle as well” (Participant J).
Another said:

“l didn’t know | wasn't eating properly wasn’'t making enough milk, wouldn't sleep, told |
had to eat more” (Participant G).
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Whanau influences
Whanau members guided the majority of mothers with the introduction of infant formula

feeding and solid food information.
“My mum showed me, how to sterilise, make up the formula” (Participant I).
Another commented:

“l asked my parents, my mum and dad, how to do it, | expressed first to see if she
would have the bottle, but she didn't cause | had the teats all mixed up, | had the birth
— three months when she was eight months but once | got the teats right she got it and

found the formula ok” (Participant G).
And another mother said:

“With the formula | read the instructions and my sister helped me cause we bought the
sachet to start her on. | thought it was a bit too much cause there was a lot in the
sachet but it was all right she liked it. My sister said sterilise the bottle and | didn’t know
that so | do that” (Participant E).

Several mothers had had past experience using infant formula to feed other whanau

members. One mother reported:
“Being bought up with my Nan | knew how to make formula for the kids” (Participant E).

One mother with a baby aged seven and a half weeks raised the subject of solids
stating she would wait till her mother was available to support before starting. She

commented:

“Well my mum said | could start soon giving solids, but umm I'm going to wait till | go
see her to help me out, cause with solid foods | don't really know how running its

meant to be, I'm not really sure” (Participant I).
Another stated:

“With solids my dad told me, my dad like, came home with all this baby food. It says
from four months on it, so he was alright, we just tried him on a little bit and he loves it ”
(Participant B).
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Several mothers were aware of the recommendation to start solids around six months

of age as guided by whanau and health professionals.

“| started solids probably about six months or seven months, my mum was real strict
about that” (Participant A).

Another recalls infant solids education:

“l was scared (to start solids early), cause | was told it does something to their stomach

lining or something when they get older" (Participant C).

Summary

The mothers in this study reported strong intentions to breastfeed. For most this
intention was described as intuitive; knowing breastfeeding was how they would feed
their baby. The majority of these mothers had been breastfed as infants and had high
exposure to breastfeeding within their whanau and through peers, indicative of a
positively supportive breastfeeding culture. Support from the partners' mothers, and
wider whanau, was strong and influential of breastfeeding initiation and duration. Most
women intended to breastfeed till at least six months, however there was no
consensus as to why, rather a generalised perception that six months seemed like a

good age to breastfeed till.

When questioned about what supported the women's experience with feeding
decisions, all the mothers related the question back to those who offered practical,
emotional, and educational breastfeeding support. The mothers reported an equal
support from their whanau and health professionals in their initial infant feeding
decisions. Few mothers attended formal antenatal classes. Those who did felt these
were beneficial and increased their breastfeeding knowledge. Mothers spoke of access
to breastfeeding information from various sources in the antenatal period. Many
mothers spoke of receiving breastfeeding information from their general practitioners,
midwives and Maori health providers. Knowledge that breastfeeding was healthy for
baby was widely identified; several women also reported examples of health gains for
them. The majority of mothers believed breastfeeding would be easy and convenient.
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Quality care and relationships with those who supported breastfeeding were highly
valued amongst the young women. Very often quality care was defined by, or
associated with, the time given to support them. Many mothers spoke of their
preference for continuity of care from health professionals, identifying those who spent
the time supporting their breastfeeding as paramount. Many could recall the names of
the health professionals that supported them in this way, and of the positive outcomes
that arose from that support. Some mothers reported feelings of not being supported
by midwives in the maternity unit, feeling left alone, and not wanting to call on the

midwives when the mothers were experiencing breastfeeding difficulties.

The majority of women did not anticipate the early breastfeeding difficulties they
experienced. They felt unprepared and for some this resulted in a loss of confidence in
their breastfeeding. Though for the majority the initial breastfeed took place soon after
birth, for varying reasons during the first few weeks many mothers were unable to
maintain direct breastfeeding as latching difficulties presented early and breastfeeding
or breast milk removal required extra support and intervention. Many mothers
recommend that information should be given early to forewarn of commonly

experienced breastfeeding issues.

Whanau members were often described as providing the most breast-feeding support
as they were able to spend the time the mothers required. Perseverance to continue
breastfeeding through adversity was commonly supported by the women's mothers
who encouraged them through the difficulties. Several women spoke of appreciating
the breastfeeding support offered by health professionals in the community, however
when faced with breastfeeding difficulties they did not always seek out support from
them and timeliness of the health professional visits sometimes missed critical times
where intervention may have potentially diverted many of the breastfeeding difficulties.
The introduction of infant formula was common in the first four weeks postpartum and
mostly given out of desperation to alleviate ongoing breastfeeding difficulties to restore
whanau wellbeing mixed feeding was mostly supported and guided in these
circumstances by the women’s partner/ whanau. The mothers of the four infants who
had stopped breastfeeding did so within the first six weeks. Rather than a desire not to
breastfeed, breastfeeding cessation was mostly decided to alleviate physical issues
such as painful, cracked, bleeding nipples and an unsettled baby that undermined their
confidence in their breastfeeding. Three of the six infants over six months were

breastfed beyond six months and for several beyond a year. These mothers reported
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once breastfeeding was established it was easy and they were guided by the infant as
to breastfeeding duration. The introduction to infant foods was again generally guided
by whanau for the majority of women. Several mothers guided by health professionals
were aware of the MOH recommendation to introduce infant food around six months
and had waited to around this time; others were guided by information provided on the

baby food suggesting suitable from four to six months.
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Chapter five: Discussion
Introduction

In this chapter the implications of the findings are discussed in relation to the research
question: What influences infant feeding decisions for Maori women aged 15-24 years?
Many striking similarities in breastfeeding experiences from research, both in NZ and
overseas, were identified in this study. Some of the literature reviewed will be
discussed here to identify similarities or differences to this study, and support the

implications of the findings.

Expectations of breastfeeding versus the reality of breastfeeding experience.

In this research the women shared positive breastfeeding attitudes and a strong intent
to breastfeed that was well supported by whanau and health professionals alike.
However the overall perception breastfeeding would be “easy” was often shattered as
many women experienced common breastfeeding difficulties they were unprepared for,

particularly in the first six weeks when establishing breastfeeding.

Expectations of breastfeeding

In the pre-pregnancy and antenatal period the young Maori women's aspiration to
breastfeed was compelled by an innate sense of knowing that breastfeeding was the
natural and best way to feed their pépe. Breastfeeding was perceived as normal, the
Maori way, providing free and convenient optimal nutrition and emotional comfort for

mother and infant.

All but one (who was unsure) of the mothers reported they were breastfed as infants,
several could remember being breastfeed. A study by Kornides and Panagiota (2013)
reported a significant increase in breastfeeding initiation when parents were breastfed.
Most women in this study reported prevalent exposure to breastfeeding during their
lives from their close and extended whanau and friends, suggesting a positive
breastfeeding culture within their social environment. The perceived easiness of
breastfeeding was also a common consideration in the women's decision to

breastfeed. These findings are supported by previous studies (Edwards, 2014; Ellison-
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Loschmann, 1997; Glover et al., 2011; Heath et al., 2000) that also identified Maori
women's intuitive knowledge that breastfeeding was the natural and best choice of

infant feeding.

The women in this study reported that their decision to breastfeed was well supported
by their partners, whanau, and health professionals in their community. All women
either lived with their whanau and/or partner or had the support of extended whanau
living within close proximity. This is consistent with the findings of Ellison-Loschman
(1997) who noted all the young mothers in this study lived with their whanau, and Abel
et al. (2001) who reported Maori (and Pacific) peoples were more likely to live with
extended whanau than other ethnic groups. Maori study participants, both in this
research project and others reviewed (Edwards, 2014; Glover et al., 2007; Glover et
al., 2011; McLeod, 2008; Tipene-Leach et al., 2000) repeatedly voiced the importance
of women's partners and whanau as significantly influencing antenatal breastfeeding
decisions and supporting breastfeeding. The importance of including close whanau
when supporting mothers to continue breastfeeding was highlighted by Ellison-
Loschmann (1997) who reported significant influence came from whanau living in the
same home. Tipene-Leach (2000) noted this was particularly important when dealing
with young Maori parents who identified whanau as their main support and highlighted
the younger age of childbearing in Maori women. This is an important consideration for
health professionals who need to include whanau and fathers/partners when building
supportive relationships with mothers, especially where breastfeeding is viewed as a

cultural norm and supported by whanau.

Breastfeeding education is a component of antenatal classes yet the majority of
women in this study did not attend antenatal classes; rather they discussed
breastfeeding during the antenatal period with their midwife, other health professionals,
and whanau. The researcher postulates the women's high exposure to breastfeeding,
together with the view that breastfeeding is natural, not a learned skill, and an
expectation their breastfeeding experience would be easy, may explain why the
mothers did not attend formal education session to learn more about breastfeeding.
This may be a useful insight for health professionals to consider when they promote
breastfeeding and, in particular, take opportunities to impart breastfeeding knowledge,

which can occur in any setting and should ideally include partners and whanau.
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Low attendance of Maori women at antenatal classes is consistent with many NZ
studies reviewed, which examined Maori women over the last 17 years (Edwards,
2014; Ellison-Loschmann, 1997; Glover et al., 2007; Lancaster et al., 2014). In a study
by Lancaster et al. (2014) Maori women reported not needing antenatal classes as
they were well supported by whanau. Issues around limited access to quality, culturally
appropriate, antenatal breastfeeding education has been identified in most studies as a
possible reason for not attending formal antenatal classes (Edwards, 2014; Ellison-
Loschmann, 1997; Glover et al., 2007; Lancaster et al., 2014). However, the young
mothers in this study did not identify cultural practices as a batrrier, rather geographical
access and time were identified as reasons for non-attendance by several living rurally,
and by one mother attending school. The two participants who attended antenatal

education reported the information was beneficial to their breastfeeding experience.

The WHO recommends exclusive or full breastfeeding for the first six months of life to
provide optimal nutrition and many protective factors. This recommendation is widely
promoted by health professionals and through written resources to expecting and new
parents. The intention of most mothers in this study was to breastfeed until at least six
months. This may be indicative of the MOH recommendations dissemination from
health professionals. Most mothers had knowledge that breastfeeding was healthier for
baby. One spoke of breastfeeding as a means of preventing her baby from being
hospitalised, however, the majority spoke of breastfeeding as being optimal in general
terms. Although the emotional advantages of breastfeeding were well known, few
mothers described the physical health benefits to her, a finding that is consistent with
other studies (Ellison-Loschmann, 1997; Glover et al., 2009). This highlights possible
gaps in the pre-pregnancy/antenatal breastfeeding knowledge or full understanding of
why exclusive/ full breastfeeding is recommended as optimal during the first six months
of life.

Reality of breastfeeding

In this study all women initiated breastfeeding. This was consistent with other studies
that identified strong antenatal intent to breastfeed and high rates of breastfeeding
initiation (Ellison- Loschmann, 1997; Heath et al., 2000; Nesbitt et al., 2012; Tucker et
al., 2011). The BFHI ideal to breastfeed within the first hour of birth (WHO, 2003) was
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achieved by the majority of mothers and was generally facilitated with the support of

the midwife and whanau.

When establishing breastfeeding the role of health professionals, particularly the
midwives, was significant to the initial breastfeeding experiences and outcomes.
Experiences that supported the young women's breastfeeding within the maternity unit
were repeatedly identified in terms of having an established therapeutic relationship
with a health professional. This was not necessarily related to the amount of time the
women spent in the maternity service, but rather the quality of time spent with a
midwife. Rapport was sometimes established during a single shift. Quality
breastfeeding experiences equated to midwives/health professionals having the
necessary technical skills to provide practical assistance and theoretical knowledge,
and who spent time with the mother to enable best breastfeeding outcomes. Gleeson
et al. (2014) and Pentecost and Grassley (2014) support this finding and identified the
quality of time spent by midwives in the first three days postpartum was most valued by
the women and critical in supporting positive breastfeeding experiences. Partners in
another study recommended early breastfeeding support and practical help, as this
had been beneficial to achieving positive breastfeeding outcomes (Hoddinott et al.,
2012).

Continuity of care from health professionals was also valued by the women in this
study and was associated with establishing therapeutic relationships. The presence of
whanau and partners in the maternity unit was also highly valued and provided much
needed breastfeeding support at this time. Several women reported that the midwives
assisted their partners to position baby at the breast when mothers were unable to, and

predominantly the women's mothers, aunties, nannies or sisters were present.

Conversely, some experiences did not support breastfeeding within the maternity unit.
Women described feeling unsupported, particularly when trying to achieve the “correct”
latch and facilitate comfortable and effective breastfeeding. Reasons for feeling
unsupported included a lack of time for midwives to provide practical assistance and
conflicting advice from the health professional. Inconsistencies in care and conflicting
advice by maternity staff was identified by young mothers in another study and
suggested that this undermined their breastfeeding experience (Ellison-Loschmann,

1997). Hansen et al. (2014) reported that fathers in their study identified conflicting
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advice from maternity health professionals adversely impacted on their partners

learning to breastfeed.

Latching baby to the breast was a commonly reported difficulty and an incorrect latch
was often associated with painful cracked and bleeding nipples, mastitis and breast
engorgement. When experiencing breastfeeding difficulties several women spoke of
calling the midwife to help latch baby to the breast. Once the baby was latched on the
breast the midwife left the room, however as the latching difficulties persisted mothers
were reluctant to call back the midwife for help. In some instances the women reported
repeat calls for help led to displays of negative staff attitudes, such as frustration,
anger, and authoritarian behaviours towards them and their partners. To negate such
issues the women in this study thought the midwife/health professional should have
stayed with them during the breastfeed, rather than assume because the midwife got
the baby onto the breast then they would continue to breastfeed with the correct
latching technique and they could leave the mother and baby.

A significant finding from this study was that most mothers indicated their whanau was
the primary source of initial and ongoing breastfeeding support, similar to studies both
in NZ and overseas (Edwards, 2014; Glover et al., 2007; Glover et al., 2011; Kornides
& Panagiota, 2013; McLeod, 2008; Nisbitt et al., 2012; Tipene-Leach et al., 2000;
Tucker, 2011). The women in this study valued the availability and time given by their
whanau to provide practical help and hands on support to help latch baby to the breast.
When experiencing breastfeeding difficulties most women sought the support of their
whanau, a finding that resonates with a study by McLeod (2008) that identified Maori
women with strong whanau networks were less likely to seek help from health
professionals. Glover et al., (2009) identified reluctance to seek breastfeeding help
from health professionals was caused by conflicting advice which resulted in a lack of
trust in health professionals and Ellison-Loschmann (1997) reported young women felt
their breastfeeding experience was empowered by the trusted relationship established

with their Maori midwife who believed in them succeeding in breastfeeding.

Recommendations to involve the partners and whanau in breastfeeding education are
not new concepts and have been repeated throughout the literature reviewed. Adopting
a family, or holistic, approach to breastfeeding education and support was also a
strong recommendation in many overseas studies examined (Hansen et al., 2014,
Hoddinott et al. 2012; Kaunonen et al., 2012). Kaunonen et al. (2012) identified
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combined breastfeeding support, involving both peers and health professionals, was
critical to improving breastfeeding rates in the postnatal period. They recommended
providing standardised breastfeeding education throughout pregnancy till weaning and
include those who support breastfeeding, namely partners and family, in partnership

with health professionals.

The majority of the women in this study birthed outside their community which
potentially impacted on their breastfeeding experiences as some felt isolated when
accessibility to whanau and additional supports were compromised. This was often
compounded by financial constraints that for many determined the availability of the
women's important partner and whanau supports. Several women spoke of further
isolation as conflict occurred between the women's partners and maternity staff. In one
instance a young father was asked to leave the hospital grounds as he became
frustrated at the lack of breastfeeding help his partner was receiving. In this research
some women sought early hospital discharge with the perception they would be more
relaxed and breastfeeding would improve if they went home. Several did self-discharge

from hospital earlier than medically recommended.

The young women discussed their early birthing and breastfeeding experiences with
clarity. Many women spoke of the people whose behaviours and attitudes had
impacted on them, evoking both positive and negative memories. The vivid recall of
these events was also reported by Ellison-Loschmann (1997). This may be due to the
women's relatively recent breastfeeding experience and/or enhanced by personal
reflection of their breastfeeding experiences prior to being interviewed. However, for
the majority of woman their antenatal perceptions of breastfeeding were challenged
early in their breastfeeding experience as they encountered unexpected difficulties.
The impact of such unexpected experiences may be responsible for the vivid recall.
Some women voiced their sense of guilt and/or feeling disempowered for being unable
to mother their child as they expected they would. One mother stated: “she felt bad she
couldn’t do her son” as she associated being unable to breastfeed initially with being
unable to provide for her baby fully. Similar experiences were shared in overseas
research. Hoddinott et al. (2012) identified how maternal confidence was undermined
by unrealistic and overly technical antenatal education, resulting in the mothers feeling
like they had failed. A health professional confident in their knowledge of breastfeeding
should provide information which both supports and alerts women to potential issues.

Discussion about commonly experienced breastfeeding problems may avert potential
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difficulties or at least this information may empower mothers with more realistic

expectations so they might not view difficulties (perceived or real) as a failure.

Contrary to findings in other studies breastfeeding inconvenience and embarrassment
were not identified as contributing factors to early breastfeeding cessation in this
research. Most mothers reported they prioritised breastfeeding to meet the infants'
physical and emotional needs over any discomfort they may have publically
breastfeeding. Most women felt they should be able to breastfeed publically, though for
the majority who did this was done as discretely as possible. Other studies also found
breastfeeding in public was supported within the women's community and suggested
this may be due to an increased community acceptance of breastfeeding (Edwards,
2014; Heath et al., 2000).

The realities of breastfeeding for both Maori women in NZ and women in overseas
studies were often far from the pre-pregnancy and antenatal expectations. The majority
of women in this study acknowledged a gap between their expectations of
breastfeeding and the reality of their early breastfeeding experience. Their experiences
were similar to the young women in Ellison-Loschmann's study (1997) who were not
expecting the early breastfeeding difficulties they encountered. These women reported
a sense of achievement when they persevered to achieve breastfeeding beyond six

months.

Most breastfeeding issues for women in this study arose early and many spoke of
nipple pain and latching difficulties as early as the second day. For the majority
breastfeeding took four to six weeks to establish fully. In that time many demonstrated
a strong perseverance to continue breastfeeding. Many of the breastfeeding issues
reported were avoidable had appropriate advice and support been available
antenatally, at birth, and beyond. Glover et al. (2007) identified a lack of antenatal and
postnatal breastfeeding support resulted in a loss of confidence when facing
breastfeeding difficulties leaving some women in the study feeling disempowered.
Hoddinott et al. (2012) recommended increased breastfeeding support and education
at the time of the birth in preference to antenatal breastfeeding education. One mother,
who despite adversity persevered and succeeded in breastfeeding her baby, spoke of
wanting to hear in antenatal classes how “breastfeeding really was”. She suggested
that parents like her should visit antenatal groups to speak about potential

breastfeeding challenges, a similar recommendation made in earlier research
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(Hoddinott et al., 2012). Hoddinott et al. (2012) thought antenatal breastfeeding
education gave an unrealistic view of breastfeeding as easy and potentially set women
up to feel like they had failed when they were faced with difficulties. Participants in this
study spoke of the need for women to be informed of potential breastfeeding issues.
They highlighted what appeared to them to be an apparent avoidance of health
professionals to do so, an issue commonly identified in numerous other studies within
NZ and overseas (Glover et al., 2007; Hoddinott et al., 2012; Kaunonen et al., 2012).

The WHO advocates exclusive breastfeeding begins within the first hour of life and
continues for the first six months of life, with continued breastfeeding and
complementary foods until two years or more (World Health Organization, 2015b). In
this study most women had said they had intended to breastfeed for at least six months
or more, however this expectation was not always met, a finding consistent with other

research (Glover et al., 2009).

Almost all of those who had stopped breastfeeding or supplemented breastfeeding with
infant formula did so within the first six weeks. Breastfeeding cessation was associated
with ongoing difficulties establishing breastfeeding, such as nipple pain, breast
engorgement, and cracked nipples, and perceived insufficient milk supply. For some
women these difficulties compounded their already compromised physical and
emotional wellbeing. Most of the women who introduced complementary formula

and/or foods were supported and guided by their whanau.

Knowledge deficits around achieving comfortable breastfeeding and milk insufficiency
were the most common reason for the introduction of infant formula and breastfeeding
cessation. These findings were consistent with many national and international studies
(Abel et al., 2001; Brown et al., 2014; Ellison-Loschmann, 1997; Glover et al., 2009;
Heath et al., 2000) that also cited pain and perceived milk insufficiency as the reason
for introducing complementary infant feeding or breastfeeding cessation. Abel et al.
(2001) identified conflicting breastfeeding advice from health professionals and whanau
members contributed to mothers in this study weaning their babies or beginning
complementary feeding.

As NZ has incomplete national statistics on breastfeeding, our understanding of
breastfeeding according to maternal age and ethnicity is limited. Much of the overseas
literature reports a decrease in breastfeeding initiation and duration in young women
(Apostolakis- Kyrus et al., 2013; Kornides & Panagiota, 2013). Conversely, the young
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women in this study all initiated breastfeeding. Duration cannot be assessed fully due
to the varying ages of babies at the time of interviews. However, half of the infants
older than six months had continued breastfeeding beyond six months. The mothers of
these infants reported once breastfeeding was established it was easy and “hard to get
the babies off”. They reported breastfeeding duration was longer than they had initially
anticipated and determined by the infant. Similarly, several of the NZ studies which
included young Maori women (Ellison-Loschmann, 1997; Heath et al., 2000). Heath et
al., (2000) found an increased breastfeeding initiation and duration rate in young Maori
women compared to older mothers (Heath et al., 2000). The researchers thought this
may be due to exposure to specifically designed antenatal resources tailored
specifically to support young Maori women. Ellison-Loschmann (1997) also reported
that the four young Maori women in her study breastfed beyond six months. This may
be attributed to their shared Maori midwife who provided timely breastfeeding
knowledge and support, and instilled confidence in the women’s belief they could
achieve their breastfeeding goals.

As discussed earlier, all of the mothers in this study initiated breastfeeding and most
mothers wanted to breastfeed till at least six months. The mothers were aware of some
breastfeeding benefits and commonly spoke of these in terms of emotional bonding
and practical factors, such as easier, free, and convenient. However, the majority of
women interviewed did not discuss the overall health benefits to mother and baby in
detail. Instead the health benefits of breastfeeding were given in generalised terms as
healthier for baby, and few spoke of the maternal health gains. This is consistent with
other studies. Hansen et al. (2014) reported fathers were unaware of the benefits of
exclusive breastfeeding and Glover et al. (2009) believed the unknown long-term
benefits of breastfeeding to baby, mother, and whanau may prematurely interrupt
exclusive breastfeeding.

This could suggest that the women were not informed or did not understand fully the
many health and social advantages of breastfeeding, or the increased health risks to
them or their baby by not breastfeeding. Such knowledge deficits surely impact on the
aim to exclusively breastfeed infants till around six months and again highlights the
need to include those supporting women with breastfeeding when educating mothers.
This lack of knowledge may expose gaps in health provider dissemination or
appropriateness of breastfeeding information available to mothers. There is the

potential to improve present practices by reviewing current resources and the delivery
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of key messages including the health and social benefits of breastfeeding. Previous NZ
studies have highlighted the lack of culturally appropriate resources and services
(Edwards, 2014; Ellison-Loschmann, 1997; Glover et al., 2007; Glover et al., 2008;
Heath, 2000; and Lancaster et al., 2014). The majority of women in this study concur
with the UNICEF (2014) recommendations that printed resources alone are of little

benefit and should ideally be used when supporting interpersonal communication

Hoddinott et al. (2012) suggest the challenges of idealism advocated by healthcare
professionals stems from the WHO recommendation for exclusive breastfeeding till six
months and continued breastfeeding till two years of age. They suggest timely,
incremental breastfeeding support to women and their family to improve outcomes.
Critical periods where breastfeeding intervention would be most beneficial were
identified as at the time of birth, over the opening weeks, and around three months of
age (Hoddinott et al., 2012). As an experienced Lactation Consultant and WCTO nurse
the researcher agrees that breastfeeding mothers would benefit from receiving support
at these key times. It is common for mothers and their partners/whanau to perceive
many natural breastfeeding behaviours as problematic. Gaps in knowledge,
compounded with breastfeeding difficulties, were also identified in the study and the
researcher believes timely intervention by skilled providers could avert commonly
reported problems, such as painful latching and perceived milk insufficiency, and

support mothers with knowledge deficits and unrealistic expectations.

For some in this study the overall whanau wellbeing was valued over breastfeeding
and infant formula was commonly used to alleviate increasing breastfeeding difficulties
affecting mother and/or infant. For most the decision to introduce infant formula was
supported and guided by the woman'’s partner/ whanau and justified as the women
could rest, nipples could heal, and babies slept longer. This was a common finding in
other studies (Abel, et al., 2001; Hansen et al., 2014; Hoddinott et al., 2012). Tipene-
Leach et al. (2000) reported a young father supported his partner to stop breastfeeding
to remedy the pain and physical impacts of ongoing breastfeeding difficulties despite
knowing breast milk provided optimal nutrition. Hoddinott et al. (2012) found parents
and significant others greatly influenced feeding behaviours, and emotional distress
was seen as key to changing breastfeeding behaviours and improving family wellbeing.
This was also a key finding in a study by Hansen et al. (2014) that reported fathers’
valued maternal infant wellbeing over the exclusivity of breastfeeding. The fathers also

reported they liked bottle-feeding as it gave them time and increased infant bonding.
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Whanau were also reported to influence and guide the women with introductory solids
information. Two mother’s who introduced solid foods around six months, were made
aware of the MOH recommendation and potential risks of the early introduction of solid
foods by a whanau member and health professional. Several mothers had introduced
solids much earlier than six months and one mother highlighted inconsistencies in
messaging as baby food labels state suitable from four months. Several mothers with
babies younger than three months were considering when to start solids and spoke of
seeking the guidance of their mothers to support them with this. Again the influences of
whanau is highlighted as strongly influencing infant feeding decisions and it is
important for health professionals to understand this when delivering introductory solids
information. To mitigate the risks associated with early introductory solids, and support
exclusive/full breastfeeding, it may be worth reviewing the timing of such information so
parents and whanau are fully informed in the antenatal period and/or within the first

three months postpartum.

In the NZ studies reviewed many of the authors referred to the effects of an extensive
history of colonisation within NZ as being responsible for the diversion from traditional
Maori infant breastfeeding practices and contributing to an already over-represented
health disparity for Maori (Edwards, 2014; Ellison-Loschmann, 1997; Glover &
Cunningham, 2011; Glover et al.,, 2007; Glover et al., 2011; Glover et al., 2009;
Lancaster et al., 2014; Moewaka Barnes et al., 2013). Unequivocally the majority of
Maori women in the studies examined sought quality, culturally safe care, with
preference for a kaupapa Maori whanau ora (holistic) care approach to support them
and their whanau. In this study the displacement of birthing outside of their community
did impact on the women’s maternity and breastfeeding experiences, and, in many
instances, limited the women’s access to their established support resources. Several
young women reported attitudes and behaviours from health professionals in the
hospital were not supportive of their cultural and breastfeeding needs. Once home the
the majority of women in this study accessed a choice of kaupapa Maori health and
social services available to them. Unfortunately, demand for quality services can limit
service availability. This is true for many kaupapa Maori health and social providers as
regulated by contractual constraints. In some instances this results in Maori women
and their whanau being denied a choice of preferred healthcare services (Edwards,
2014; Lancaster et al., 2014). The impact of unmet demand for appropriate services is

far reaching and may contribute to further health disparity for already over-represented
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Maori women and their whanau (Edwards, 2014; Ellison-Loschmann, 1997; Heath et
al, 2000; Lancaster et al., 2014; Tipene-Leach et al., 2000).

Conclusion

The aim of this study was to examine what influenced infant feeding decisions of young
Maori women with an overarching aim to increase understanding of experiences that
impact on breastfeeding rates for this group. In this section the conclusions are
outlined based on the findings and discussion and the strengths and limitations of this
study are presented. Finally, recommendations for future research and considerations
of prospective practice and policy developments to support women actualising their

infant feeding ideals are proposed.

The New Zealand literature reviewed repeatedly acknowledges inequities in
breastfeeding are not a new experience for Maori women (Abel et al., 2001; Edwards,
2014; Ellison-Loschmann, 1997; Glover et al., 2007; Heath et al., 2000). However,
despite the known protective benefits of breastfeeding and the significance of
improving breastfeeding rates to help close the gaps in health inequalities for Maori,
Maori breastfeeding rates remain low (Abel et al., 2001; Edwards, 2014; Ellison-
Loschmann, 1997; Glover, Manaena-Biddle, et al., 2007; Heath et al., 2000; New
Zealand Breastfeeding Aurthority, 2014).

The findings in this study shared many striking similarities to others examined in the
literature review presented. In this study the intent to breastfeed was strong and
women had a positive expectation that they would breastfeed. The breastfeeding
experiences, however, were for most far from the idealistic perceptions they had and
were often marred with difficulty. These breastfeeding problems were often
complicated by birthing displacement from their community and the support they gave
them. The intent to breastfeed identified in the NZ studies reviewed was strong for the
vast majority of Maori women. Nearly all Maori women had decided to breastfeed
before or during pregnancy, with most women reporting a strong sense of knowing
breastfeeding was natural and the right way to feed baby (Ellison-Lochmann, 1997,
Edwards, 2014; Glover et al., 2009; Heath et al., 2000).

Most women associated breastfeeding with nurturing; providing maternal-infant bonds

and emotional comfort. They viewed breastfeeding as practical, easy, and convenient.
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Most were aware that breastfeeding was healthier than infant formula feeding. Whanau
and fathers/partners played a significant role in influencing breastfeeding decisions in
the antenatal period, as well as influencing the duration of breastfeeding. Numerous
studies highlighted the need for whanau and fathers/partners to be included in

breastfeeding education and support.

Issues around access to quality, culturally appropriate, antenatal breastfeeding
education were consistently reported in most NZ studies. Often this resulted with Maori
women not attending formal antenatal classes for breastfeeding education; rather their
LMC/midwife informed them of breastfeeding in the antenatal period. Many similarities
were found when reviewing international studies that examined the timing and
influences of breastfeeding initiation in young women. Relationships between health
professionals and the women, their partners, and whanau were highly valued when
supporting breastfeeding. Often this was described in terms of quality time spent and
availability for skilled breastfeeding support. It highlights the importance of skilled
health professionals to spend the time necessary to facilitate a trusting and therapeutic
relationship with mothers to support best breastfeeding outcomes. This researcher and
the authors respond with a call for increased accessibility to kaupapa Maori/Whanau
Ora services to help women and their whanau achieve optimum health and social
outcomes (Edwards, 2014; Glover et al., 2009; Lancaster et al., 2014).

The introduction of the BFHI has significantly increased the rates of early initiation of
breastfeeding and established optimal feeding practices within NZ maternity units.
However, this initiative seems to have limited impact on exclusive and continued
breastfeeding after discharge as demonstrated by the dramatic drop in breastfeeding
rates within the first two weeks and beyond (Ministry of Health, 2013b). This was also
evidenced in this study as many women turned to infant formula within the first two

weeks.

In this study the majority of infant formula was introduced alongside breastfeeding
within the first six weeks, generally in response to resolve various breastfeeding related
difficulties. Most breastfeeding issues arose early in the postnatal period. Many talked
of the nipple pain and latching difficulties in the second day and the majority said
breastfeeding took four to six weeks to establish fully. In that time perseverance was

strong to continue breastfeeding.
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Many reported the difficulty in establishing breastfeeding as physical issues, such as
nipple pain, breast engorgement, and cracked nipples began early. Perceived
insufficient breast milk supply was the most commonly cited reason for introducing
complementary feeding. When faced with difficulties the woman mostly sought support
and advice from their whanau before health professionals and in many instances the

introduction of infant formula was justified as baby became more settled.

To ensure sustained, exclusive, and continued breastfeeding is achieved, strategic
support through primary healthcare and community-based services is required.
Solutions to improving breastfeeding rates and duration may vary between regions. By
implementing a community centred approach, involving health professionals,
consumers, and local breastfeeding services, the knowledge gaps, needs, strengths
and weaknesses of mothers in the community can be identified and strategies tailored

accordingly.

The researcher has worked for the vast majority of her nursing career in child health;
both in primary and secondary care settings in New Zealand. Many of the rich
experiences shared by the mothers interviewed felt very familiar to her. Many of the
trials and tribulations expressed by mothers are experiences the researcher sees in her
nursing practice. A stimulus for the research question was a need to acknowledge
young women's voices of their breastfeeding experiences. These voices are often
underrepresented in formal feedback to many mainstream health providers they
encounter on their parenting journey. The researcher believes that ongoing evaluation
and research to benchmark improvements against previous recommendations is
imperative for health care providers and the Government. This will guide improved
breastfeeding support within service provision, particularly in areas where key

disparities, such as breastfeeding rates between Maori and non-Maori, are identified.

Furthermore, this study presented many consistent themes and recommendations
previously seen in research examining Maori women’s breastfeeding experiences.
Striking similarities in the breastfeeding experiences voiced by young Maori women
some eighteen years ago (Ellison-Loschmann, 1997) continue to present and impact
on the breastfeeding experiences of Maori woman today (Edwards, 2014a; Glover et
al., 2011). This is despite the recognition of a disparity in Maori women’s breastfeeding

rates and subsequent breastfeeding initiatives by past and present governments. The
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link with the current research findings and those of past studies only strengthens the

recommendations.

Regarding the MOH breastfeeding targets, the findings from this study are consistent
with many overseas studies that identify a large drop in exclusive/ fully breastfeeding
rates within the first four to six weeks after initiating breastfeeding. This is an area
requiring critical review especially as handover to the WCTO service occurs by week
six. By this time many women have already potentially abandoned breastfeeding,

leaving unrealistic MOH targets for the WCTO providers to achieve.

Recommendations

Throughout this study, and in many others examined, the influence of partners and
whanau in supporting and promoting breastfeeding (or not) is clearly evident. The
researcher supports recommendations from previous studies to include
partners/whanau in all aspects of breastfeeding education and support, and ensure
that these sessions are relevant, and appropriate both culturally and from a health

literacy perspective.

In antenatal classes it is recommended to include recent breastfeeding experiences
from parents where the mother has successfully breastfed to give a balanced view and
ensure the long-term benefits of breastfeeding to mother and baby are known. Given
that the uptake for antenatal classes is low, health professions should take all
opportunities in the antenatal period and beyond to deliver key breastfeeding
messages that support informed decision-making. Thus ensuring women, partners and
their whanau are informed of the benefits of breastfeeding, as well as the risks of not
breastfeeding to mother and infant, and include the facts that identify potential health

outcome differences.

To support informed decision-making it is important for health professionals to have
easy access to a variety of options that can link mothers, partners, and whanau to
appropriate breastfeeding resources. These include websites, literature, phone apps
and contacts for community services and it is important that these messages are
accurate, consistent, and meet the health literacy levels of the consumer. The majority
of women in this study reported they found the breastfeeding resources (pamphlets/

DVD) most beneficial when the health provider was also present to discuss the
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information provided. UNICEF (2012) also recommends interpersonal communication

as most effective resource and printed resources should never be used in isolation.

Breastfeeding education needs to be mandatory for all healthcare workers in primary,
secondary, and tertiary care working with pregnant women and mothers to ensure
consistent baseline knowledge to offer appropriate information and breastfeeding
support. During the first day(s) while mothers are in hospital breastfeeding under
observation, it is paramount that support and education is provided. This education
needs to include the common potential breastfeeding issues they may encounter and
strategies to overcome these so problems can be avoided or amended quickly. It is
important to have someone skilled present to offer practical assistance, support and
reassurance throughout the initial breastfeeds. If not from the midwife, support should

be from someone who is trained accordingly.

In this study, like others, the majority of breastfeeding issues presented within the first
six weeks. This was also the time breastfeeding was interrupted as some mothers
(supported by their partners and whanau) introduced infant formula to temporarily or
permanently help resolve issues. It is, therefore, crucial to prioritise breastfeeding
support in the first six weeks postnatally. This will require time and due to resourcing
may not be realistically achieved by the LMC. Where LMC/Community midwives
cannot spend the necessary time with women to support establishing breastfeeding,
skilled persons within their service or in related supporting services ie. WCTO should

be made available.

Working in partnership with whanau, additional home visits from WCTO services an
increase in additional visits should be available as necessary in the first three to four
months to support ongoing breastfeeding. These visits should also provide information
and reassurance about normal infant developmental/behavioural stages and changes,
and information about the introduction of solid food.

National breastfeeding initiation and duration data collection is recommended and
should be inclusive of the entire breastfeeding population, and include maternal age
along with ethnicity and socio-economic status. Incomplete national quantitative
breastfeeding data has been repeatedly acknowledged throughout the NZ literature
examined. This is particularly concerning as currently national data representing Maori
breastfeeding rates are reported only from those enrolled with RNZPS and with a LMC.
Breastfeeding data for those enrolled in other WCTO programmes, such as Tamariki
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Ora, or enrolled with DHB community midwives, are excluded. Another anomaly is that
maternal age is not generally included in national statistics. This restricts the insight
into breastfeeding trends amongst age groups that, together with ethnicity and
deprivation, gives added depth of understanding and guides future policy. The NZ
Government recognises the inequities in Maori breastfeeding rates, that Maori birth
rate is significantly higher than non-Mé&ori, and that Maori women birth at a younger
age. Targeted responses to improve Maori breastfeeding rates have been
implemented over the years with little change seen in the current data set. To guide
purposeful strategies to support improved breastfeeding rates for Maori, it is paramount
to have accurate data that reflect all NZ breastfeeding populations and includes
breastfeeding initiation and duration rates in relation to maternal age, ethnicity, and

socio-economic status.

To support realistic target setting, particularly where past strategies have not
influenced changes in breastfeeding behaviours and outcomes, it is advised that the
Government ensure transparent consultation at a community level that involves strong
representation of local (tangata whenua) Maori. As highlighted in various studies, this
will enable a more realistic insight into the cultural norms and idiosyncrasies of the
community. It will empower communities to celebrate its bright spots and identify issues
so solutions can be developed that are realistic, meaningful, and achievable within the

community.

Other recommendations include the need for health professionals to be realistic about
the discussion of exclusivity of breastfeeding for six months, and empower mothers by
giving timely information that supports informed infant feeding decisions. It is
recommended that breastfeeding advocacy move away from catch phrases such as
'‘breast is best'. Past studies have identified that this phrase can be interpreted as
indicating formula is “good enough”. The 'breast is best' message also has strong
connotations to being the best parent and might act as a barrier to breastfeeding.
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Recommendations for future research
Recommendations for future research include:

e An exploration of the experience of breastfeeding support from the perspective
of the father, in particular young fathers;

e To explore young women’s experiences of breastfeeding support from health
professionals in the community;

e To explore young women'’s experience of breastfeeding in maternity services.

o An exploration of the history and experiences of breastfeeding from the kuia's
perspective. Reflections from older women of their own and memories from the
past — from their mothers, grandmothers, experiences of shared breastfeeding,
etc;

e NZ Research to examine the experience of breastfeeding in the first three days
postpartum;

e NZ Research to examine the experience of breastfeeding in the first six weeks
postpartum;

o A Kaupapa Maori study that examines the breastfeeding experiences of young
Maori mothers (and their partners) that reflects a wider demographic to include

urban and rural women.

Kahore taku toa i te toa takitahi, he toa takitini

We cannot succeed without the support of those around us
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le Aho o Maui
CONSENT FORM

“What influences infant feeding decisions made by
Maori mother's aged 15 - 24 years?”

Researcher : Helen Gosman

| have read and | understand the Information for Research Participants sheet dated 20/10/14 for
volunteers taking part in this study. | have had the opportunity to discuss this study and am satisfied
with the answers | have been given.

I understand | am able to withdraw all of my information until 31/12/14.

| understand that taking part in this study is voluntary (my choice) and that | may withdraw from the
participation at any time and this will in no way affect my future health care or continuing health
care.

| understand that my participation in this study is confidential and that no material which could
identify me will be used in any reports on this study.

| have had time to consider whether to take part, and know who to contact if | have any questions
about the study.

| agree to take part in this research

Yes No
| consent to my interview,/activity being videotaped/audiotaped

| wish to receive a summary of the results

Signed:

Name:

Signature of Research Participant’s Support Person (if applicable)

Date:

Witness:

| as the researcher undertake to maintain the confidentiality of information gather during the course
of this research.

Signed

Dated

This study has been approved by the Eastern Institute of Technolegy Ethics and Approvais Committee, 27/6/14,
Reference 35/14 pending sucessful locality assessment. | Locality opproved by the Howkes Bay District Health
Board Research Office, 8/7/14, Reference 14/7/168).
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“What influences infant feeding decisions made by Maori

mothers aged 15 — 24 years?”

Kia ora tatou

Ko Helen Gosman taku ingoa. | am a nurse doing a research
paper to complete my Masters of Nursing at Eastern Institute
of Technology (EIT)

If you are a Maori mama aged between 15 and 24 years with a
pépi aged from birth to 18 months, | would love to invite you
to be part of my study to look at your experiences of infant
feeding

Kai will be provided during the hui plus koha for your time

If you are interested in taking part of this study please contact
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Demographic Questions

What is your age? 15, 16, 17, 18, 19, 20, 21, 22, 23, 24 (please circle)
What is the age (s) of your pépi/ tamariki?

What ethnicity do you identify with?

How many children do you have?

Do you live in town or rural?

Indicative questions to guide individual and focus group interviews

1. All pregnant women are faced with the decision of how they are going to

feed their baby. Can you tell me about how you made that decision?

Prompt - What have you heard about feeding your pépi? How did most people around

you breastfeed their babies? Do you know if you were breastfed?

Did you plan to how you were going to feed (breastfeed/ formula) prior to the birth of
your baby? If so did you have an idea how long you wanted to breastfeed for? Was
breastfeeding discussed by anyone (ie your friends, whanau, health providers) before

baby born?
2. Can you tell me about your breastfeeding experience?

Prompt — Have you breasted fed before? When did you first breastfeed your baby?
How long did you exclusively, fully, partially breastfeed your baby(s) for? What was
your reason for continuing? Stopping? Did you and your baby have any trouble with

latching on in the early hours or days immediately after delivery?

3. Can you discuss the things that supported your experience with feeding
decisions? Were you happy the way you feed your pepi?

Prompt- Did you have any help with breastfeeding in hospital? At home? Would you do

anything different next time?

4. Can you discuss the things that made your experience with breastfeeding
difficult?
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5. Some people say that social support (whanau, friends, neighbours,
people you meet at school, work, and support groups) really affects your
attempt or experience with breastfeeding. Can you tell me how the people
around you affected your breastfeeding experience?

6. Some people say that support from professionals (doctors, nurses,
midwives, counsellors, lactation consultants, community groups and
prenatal classes) can affect their attempt or breastfeeding experience.
Can you tell me about your experience with any health professionals or
services?

7. What could health professionals do better to support your feeding? What
could whanau, community, government do?

8. Is there anything you would like to bring up or discuss further before we

close the interview?
The following definitions should be used when describing breastfeeding:

» Exclusive breastfeeding: The infant has never, to the mother’'s knowledge, had any
water, formula or other liquid or solid food. Only breast milk, from the breast or

expressed, and prescribed* medicines have been given from birth.

 Fully breastfeeding: The infant has taken breast milk only, no other liquids or solids

except a minimal amount of water or prescribed medicines, in the past 48 hours.

« Partial breastfeeding: The 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 food in the past 48 hours.

(MOH, 2009)
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“What influences infant feeding decisions made by Maori mother’'s aged
15-24 years?”

Information sheet.
Introduction
Kia ora koutou,

My name is Helen Gosman. | am a Registered Nurse and work as a Tamariki Ora

nurse and Team Leader in Hastings.

| am completing a research project as part of my Masters degree at Eastern Institute of
Technology (EIT).

Purpose of the research

This research project seeks to understand the factors that influence infant feeding

decisions by Maori mothers aged 15 — 24 years.
Who can be a research participant?
I am looking for participates for this research who:

e Are aged between 15 -24 years old, with a pépi or tamariki aged from birth to
eighteen months;
¢ Identify as Maori; and

e Have breastfed your baby at least one time or more.

If there is a large response, potential participants will be chosen by ballot to ensure

representation across the 15 — 24 year age group.
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What will you do as aresearch participant?

If you agree to this research you will be asked some questions about your experiences
that lead you to how you feed/ fed your baby. You have the right not to answer

anything you feel uncomfortable about.

You will have the option of discussion in a group setting, the group will be with 5-8
other mothers in age group 15-19 or 20- 24 years, or if you prefer the discussion can

be done alone.

| expect these interviews would take between 30 minutes to 1.5 hours. The group
interviews will be held in Te Whare. Individual interviews can take place in your choice

of your home or at Te Whare.
If you agree to take part in this research you will be asked to

¢ Sign a consent form agreeing that you are willing to take part;

¢ Sign a confidentiality form agreeing that you will not discuss what was said in
the interview;

¢ Choose if you would prefer to meet in-group or individual setting;

e Attend the hui to discuss experiences; and

¢ Fill out a form with your age, ethnicity and the ages of the children you have.

Morning / afternoon tea during the hui and koha for your time will be provided.
How will the information collected be used for the research
Participants will be informed of the confidentiality requirements of the study.

I will be leading the discussion, which will be audiotaped; no names or identifiable
information will be included in the final written research and the audiotape will be

destroyed when the research is complete.

Data will be stored on a computer with password protection. Written data will be

scanned and stored in computer with password protection.

Only the researcher, academic supervisors will have access to the raw data. Analysed

data will be anonymous.
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Data will be retained for 10 years in a secure home office, following this period all data

will be wiped or destroyed.
What are the possible risks to you participating in this research?

As (name of town) is a small community, to protect anonymity of the participants and
providers the location of this study will be described as a small town in the North

Island.
Participants rights

You are under no obligation to participate in this project. If you decide to participate,

you have the right to:

¢ Decline to answer any particular question;

e Withdraw from the project at any time prior to, during or following the discussion
group session till 31/12/14;

e Ask any questions about the project at any time during participation;

¢ Provide information on the understanding that your name will not be used;

e Be given access to a summary of the project findings when it is concluded.

You will be asked to sign a consent form prior to the group discussion.

You will also be asked to sign a confidentiality form agreeing not to share any

information discussed within the groups with anyone.
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For more information about his project you may contact:

Helen Gosman

Researcher/ Master’s student
Phone or text

Email

Kathy Manhire

Principal Supervisor

Eastern Institute of Technology

kmanhire@eit.ac.nz

Phone 06 9748000 ext 5473
Leanne Pool

Associate supervisor

Whitireia Community Polytechnic
Phone 237 3103 ext 3729

Email l.pool@whitireia.ac.nz

Jennifer Roberts

Head of school

Phone 0674800 ext 5480

jroberts@eit.ac.nz
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This study has ethics approved by the EIT ethics and approval committee on the
30/5/14 and the District Health Board Research Office 8/7/14.

For any queries regarding ethical concerns please contact:

Chair David Skelton, Research Approvals committee, EIT. Phone 9748000 ext 5457.
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