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Abstract

Background

Research indicates that there are benefits tothetinother and infant of breastfeeding.
Campaigns have been launched in the UK with soffiaey in increasing the numbers
reporting an intention to breastfeed, however, ¢ifeading continuation rates remain
relatively low. It is known that women’s expectaisoof breastfeeding are important when
considering breastfeeding continuation. It is atsmwgnised, that for women there is the
potential of impact on postnatal mood and wellbeimgn expectations of breastfeeding are

not met by experience.

Aims

The study aimed to explore the relationship betwaenatal breastfeeding self-efficacy,
mood and well-being and breastfeeding expectatibtisen aimed to explore the relationship
between a discrepancy between breastfeeding exijpactend experience and postnatal mood

and well-being.

Method

Participants (N= 63) were first time mothers atiagdNHS antenatal groups reporting an
intention to breastfeed. They completed a meadunesastfeeding expectation,
breastfeeding self-efficacy and mood and well-bgrenatally. Participants were asked to
complete further measures of breastfeeding expsjeanood and well-being around 12

weeks postnatally (N=29).

Results
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It was found that women'’s prenatal breastfeediffgesgcacy correlated with their
breastfeeding expectations. Breastfeeding socfg@aations were found to positively
correlate with prenatal mood and well-being, whiteastfeeding expectations of self were

found to be independent of prenatal mood and weshdp

Postnatally women’s experiences of breastfeedimg wet found to differ significantly from

their expectations.
Conclusion

Overall, the results suggest that women’s socipketations of breastfeeding may be
associated with their mood and well being prenatéliis considered that breastfeeding
expectations of self, however, were not associtddcurrent functioning. It was observed
in the current study that breastfeeding expectatwere being met by experience, and
therefore why an impact on postnatal mood and welthwould not be expected is

discussed.
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CHAPTER 1
1. Introduction

1.1 Chapter Overview

There are two aims from the current thesis, firsiljnvestigate the relationship
between of prenatal mood and wellbeing on breaditigeexpectations, and then to further
investigate the relationship between breastfeeéexpgctations, experience and postnatal
mood and well-being. This study aimed to build arrent hypotheses regarding postnatal
depression and the role of parenting expectatidiaswood, McLean, & Durkin, 2007;
O’Mahen,, 2012; Sockol, Epperson, & Barber, 20bd},with particular focus on the role of
breastfeeding, which is just one of the many el@émemhich contributes to women’s concept
of motherhood.

This chapter initially discusses the present bfeading guidelines. These were
developed in reaction to the knowledge that godahinnutrition reduced morbidity and
mortality, with breastfeeding seen as criticalitis.t The chapter then goes on to critically
appraise the literature available reporting onloimg term benefits to health, cognitive
development and well-being of breastfeeding, fahlitbe mother and the infant. The
evidence base available and why this supportsett@mmendations made in the guidelines,
is discussed.

The current prevalence rates of breastfeedingartk are then discussed. Data from
the Infant Feeding Survey (McAndrew et al., 20E)art that rates of breastfeeding
continuation in the UK are low. Reasons for these flates are considered, particularly the
reasons given by women for discontinuing. The atragbes on to briefly discuss the current
status of breastfeeding support in the United KemgqUK) which has developed in response

to the low rates of breastfeeding.
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The second half of the chapter considers postnatald and the current status of the
research regarding the relationship between padtmadod and breastfeeding difficulties. It
is considered that Postnatal Depression (PND)af#treme end of a continuum of low
mood in the postnatal period, and as such reseagending the current status of PND is
considered. PND as a diagnosis is discussed amubtbatial consequences of PND to the
infant and the maternal infant bond are considdRedearch regarding theories of PND
development are considered.

The chapter goes on to appraise the literaturdadlailooking at the relationship
between breastfeeding and PND. Whilst it is arghatl PND more often precedes
breastfeeding cessation, the impact of breastfgadlfficulties on mood and well-being of
the mother are considered. The rationale for tmeeatistudy is discussed in relation to the
findings from the literature. The hypotheses fas tlesearch are then stated.

1.2 Breastfeeding

1.2.1 Breastfeeding guidelinedn 2002 the World Health Organisation (WHO)
outlined a global strategy for the feeding of infaand young children. The guidelines were
developed in reaction to the knowledge that 45%hdfl deaths internationally are
associated with under nutrition. It was recogniged having good infant and young child
feeding was key to improving child survival and ipating healthy growth and development
(WHO, 2002). It should be noted that the guideliaesinternational and were developed in
response to figures which may reflect the hight&anhmorbidity and mortality in
economically poor countries. The guidelines pulddsivere based on an extensive review of
scientific literature and technical consultatiohsey recommended that women exclusively
breastfeed their child for the first 6 months ditHife, with continued breastfeeding

alongside additional nutrition until they are 2 ggeald (WHO, 2002). The aim of the strategy
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was to improve, through optimal feeding, the nignial status, growth and development, and
health and survival of infants and young children.

In preparing the guidelines the WHO recognised ¢batinued breastfeeding played
a significant role in the health and developmennht#nts and mothers and in turn was central
to the greater public health. This belief has begroed in further reviews which recognise
the role breastfeeding plays in public health antlirn sustainable socioeconomic
development and poverty reduction (Dyson, Renfidaefadden, Herbert, & Thomas, 2005;
Renfrew, McCormick, Wade, Quinn, & Dowswell, 20Bgnfrew and colleagues (2012) go
as far as to state that ‘few health behaviours lsae¢hk a broad spectrum and long lasting
impact on population health with the potentialrtgorove life chances, health and well-
being'.

1.2.2 Reasons for BreastfeedindVith the above discussion and the WHO guidelines
in mind it could be assumed that the benefits eabtfeeding to both the infant and the
mother across all societies is unequivocal. Thevohg section offers a discussion of the
benefits of breastfeeding to the infant and thehmiotvith consideration as to whether there
is sufficient evidence to support the benefits astern cultures.

1.2.2.1 Benefits for the infantThe benefits of breastfeeding for the infant aigely
referred to in the literature and appear now tadmepted as fact. Large scale reviews
however suggest that the methodologies used by sbthe studies which provided the
evidence for the benefits of breastfeeding wereahways rigid or comparable; these are
discussed further below (Ip, Chung, Raman, Triledjr& Lau, 2009; Kramer & Kakuma,
2012).

1.2.2.1.1 PhysicalThe reported benefits of breastfeeding to a chiloihg term
physical health, including reduced gastro-inte$tamal respiratory difficulties, are widely

reported (Fergusson, Horwood, Shannon, & Taylo811®owie, Forsyth, Ogston, Clark, &
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Florey, 1990; Ip et al., 2009; Quigley, Kelly, & &er, 2007; Wright, Parkinson, & Scott,
2007) and are further discussed in the contexteféviews below. However, while there is
relatively robust evidence to support some phydiealefits, findings from some studies
should be generalised with caution due to methacdd shortfalls, such as not controlling
for potential confounding maternal factors and &@a bias in recruitment. It is recognised
that studies that investigate the long term impa&ireastfeeding on an infant’s health cannot
be randomised controlled trials and there is a dgaphic difference between those that
chose to breastfeed and those that do not dusdtf-aelection bias. Women that breastfeed
tend to be white, older, more educated and in ladrigducational stratum (McAndrew et al.,
2012), all factors which may independently impatipbysical health and therefore will need
to be controlled for.

A large scale review of studies investigating thggucal health benefits of
breastfeeding to the infant and mother was pubdighelp and colleagues (2009). This paper
is widely referenced and referred to in the breasting literature. The authors screened over
9,000 abstracts and reported conclusions indicéamgfits to infants based on 43 studies
investigating infant health outcomes. They recogphithat there were differences between
studies with regards to definition of breastfeedf@gme studies reported outcomes from
exclusive breastfeeding only while others were nielaxed in their inclusion criteria,
including all children who were receiving some Isteailk, e.g. if this was expressed and
given in a bottle. The lack of agreed definitiotvioeen papers made it difficult to utilise the
information to give unequivocal guidelines on oglroreastfeeding for infant health,
however they did report some general trends. Fgedgupported a lower incidence of middle
ear infections, atopic dermatitis, gastrointestinédctions, respiratory tract infections,
asthma, type 1 diabetes, type 2 diabetes, childlddemia, infant mortality and sudden

infant death syndrome in infants who were breasttedpared to those that had been
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exclusively bottle fed. However, Ip and colleag(®309) noted that many of the studies
included did not control for additional potenti@nfounders to health outcomes such as birth
weight and maternal factors including socio-ecorwst@tus, maternal education and familial
incidence of ilinesses. It has been demonstratedaihthese factors could independently
impact on incidence of the childhood illnesses emaditions assessed (Bicego & Boerma,
1993; Repetti, Taylor, & Seeman, 2002; Thompsowlddl, Rodin, Osmond, & Barker,

2001) and therefore findings should be generalisgde wider population with caution.

In a more recent Cochrane review Kramer and Kak{2042) investigated the
optimal duration of breastfeeding considering thalth benefits for children and parents.
They reviewed 23 studies from developing and dgexacountries and concluded that in
infants who were exclusively breastfed for 6 mordtspared to those exclusively breastfed
for 3 -4 months there were lower levels of morlyidibom gastrointestinal infection. Unlike
Ip and colleagues (2009), Kramer and Kakuma (2042 much more stringent about the
inclusion criteria for their review and it is théee perhaps unsurprising that they found
breastfeeding alone could account for far feweebento the infant’s physical health.

Findings from large UK only studies over the lastade reflect the findings of
Kramer and Kakuma (2012). They highlight that ia K breastfeeding duration is key
when considering the long term health benefitgtierinfant. The Infant Feeding Survey,
(McAndrew et al., 2012), further discussed in setfi.2.3.1, reported that children who are
breastfed for at least 4 months were less likelyaibdiarrhoea, constipation or vomiting than
those who had never been breastfed, however paréattfeeding was not found to be
significantly beneficial. These findings were inrp@flected in data presented by Quigley,
Kelly and Sacker (2007) who analysed data fronmtiiennium cohort study. This was a
representative longitudinal study which collectatiadrom over 18, 000 infants born in the

UK between September 2000 and January 2002. Toeyfdund that being breastfed for
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prolonged periods, and exclusively, was key toptodection against severe morbidity, and
estimated that 53% of hospital admissions for d@ea, and 27% of admissions for
respiratory infections could be prevented every yiegafants were exclusively breastfed.
They did differ from the findings of the Infant Fkeg Survey (McAndrew et al., 2012)
however in that they also recognised that partieastfeeding, while not the ideal, could have
a significant positive impact on infant health.

In summary, there is little evidence to disputd tiraastfeeding can have some long
term health benefits for the infant. It has beamfibto reduce the likelihood of infants
experiencing gastrointestinal or respiratory diffiees and this effect is not exclusively found
in socioeconomically poor countries (Kramer & Kalar@012). Duration of breastfeeding,
and exclusivity of breastfeeding are particulanhportant factors when considering the
optimal benefit for the infant. Caution should, lewer, be taken when making sweeping
statements about the other suggested health eotbteastfeeding to the infant as there is
not sufficient reliable controlled research to supphese unequivocally at this time.

1.2.2.1.2 Cognitive developmeftere has been much debate in the literature, and
reported in the media, about the possible bentfigs infant’s cognitive development of
being breastfed. However, as with the literaturielisbhed on the impact of breastfeeding on
long term physical health, it is recognised thaitican must be taken when findings are
generalised to the wider population due to methmgloal difficulties, for example the poor
control of potential confounding variables in sostedies. It is particularly important to note
that research has found that maternal intelligentee strongest predictor of a child’s
cognitive ability (Lawlor et al., 2005) and theredaf this has not been considered, or only by
using a proxy measure such as maternal educatigrfiralings are unlikely to be valid.

A number of studies in recent years have been atadwassessing cognitive

development in childhood and the relationship \bitbastfeeding using adequate controls for
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confounding variables. Findings from the studiesticme to demonstrate variance in
conclusions though. Some report a significant i@hahip between breastfeeding and
cognitive outcomes in childhood (e.g. Angelsen,,\J&cobsen, & Bakketeig, 2001,
Mortensen, Michaelsen, Sanders, & Reinisch, 20@tyCet al., 2003; Quigley et al., 2012;
Quinn et al., 2001; Whitehouse, Robinson, Li, & §d2011), while others report no
significant relationship once confounders were aulgd for (Der, Batty, & Deary, 2006;
Holme, MacArthur, & Lancashire, 2010).

Quinn and colleagues (2001) assessed cognitivemets in a large cohort at 5 years,
using the Peabody Picture Vocabulary Test — ReB@d'V-R; Dunn & Dunn, 1981), a well
validated measure of verbal intelligence. They thardose response effect with duration of
breastfeeding correlating with increased verballiigience at 5 years. This effect was also
reported by Oddy and colleagues (2003) who assessgiitive ability at 6 and 8 years in a
large Australian cohort. They had also used the\RRTDunn & Dunn, 1981) as a measure
of verbal intelligence at 6 years, and the blockigle sub-test of the Weschler Intelligence
Scale for Children- Il (WISC-III; Wechsler, 1994) 8 years to give an indication of
performance 1Q. Although they used standardised sgdoth ages the methodology
employed means that only conclusions regardingntipact of breastfeeding on cognitive
verbal ability at 6 years and performance IQ ae8rg can be made. While Whitehouse and
colleagues (2011) did not find as clear a relatmmbetween breastfeeding duration and
cognitive ability, they did recognise that breastheg for more than 6 months was related to
better language development at 10 years accordiagdres on the PPTV-R. Quigley and
colleagues (2012) reported data from the largeemmlium cohort study, described
previously. They used three sub-scales of thedBriéibility Scale Second Edition (BAS-II;
Elliott, Smith, & McCulloch, 1996), which they regged were individually robust and

interpretable assessments of verbal ability, sijat@cessing and pictorial reasoning. They
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too found that when considering the impact of kifeaging on cognitive outcome at 5 years,
breastfeeding duration was key. Angelsen and aglies (2001)conducted a multi-centre
study of more than 300 children in Norway. Theydige Bayley’'s Scale of Infant
Development (BSID; Bayley, 1969) at 13 months whaskesses both cognitive and motor
development, the Wechsler Preschool and PrimareScé Intelligence Revised (WPPSI-R;
Wechsler, 1989) as a measure of cognitive developaral the Peabody Developmental
Motor Scales (PDMS; Folio & Fewell, 1983) as a nueaf motor development at 5 years.
They reported that although breastfeeding duratias associated with benefits in cognitive
development at 13 months and 5 years, it had velgtlittle impact on motor development.
When looking at cognitive development in adults wiere breastfed Mortensen and
colleagues (2002) used data from 973 individuale tvd been part Copenhagen perinatal
cohort. They asked participants to complete thesec Adult Intelligence Scale (WAIS;
Wechsler, 1958), and used background data regand@ernal characteristics which they
had available from the original cohort when theyevwecruited between 1959 and 1961. The
study found that in adulthood breastfeeding asby lsantinued to be related to improved
cognitive outcomes, with the length of breastfegdigain being the key factor.

A meta-analytic review by Anderson, Johnstone, &g (1999) included 20
studies investigating the relationship betweenifeading and cognitive development. They
found that after adjustment for appropriate keyaors, such as socio-economic status and
maternal education, breastfeeding was associat&dswgnificantly higher scores for
cognitive development than was formula feedingrdasing duration of breastfeeding was
accompanied by a gradual increase in benefit toiteg development.

Overall the findings from studies that found a tielaship between breastfeeding and
cognitive outcome in childhood suggest that lergdthreastfeeding is key. However, one of

the shortfalls of most of the studies describedvalweas that they were large cohort studies.
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While this allowed for inclusion of data from adgarnumber of participants, extensive data
from individuals that participated in the studiezsmot available and conclusions were
drawn based on brief measures of cognitive abilityy number of cases using verbal ability
only, with little in depth detail of perceptual asgatial development and therefore little is
known about the impact of breastfeeding on thesasanf cognitive development
specifically. When spatial development was consideseparately (Quigley et al., 2012) no
impact of breastfeeding was found on this eleménbgnitive functioning. It could be
suggested therefore that future research shoulchose in depth measures of cognitive
ability. In addition the studies did not controksfically for maternal intellect, the factor
shown previously to have the greatest impact omitiog development (Lawlor et al., 2005),
instead they used maternal education level asxypneasure of intellect. Der and
colleagues (2006) are an exception to this howeas@ng a direct measure of maternal
intellect and found that once this was controlledthere was no impact of breastfeeding on
cognitive development. They report that maternalcation alone is a not a concise enough
measure to represent true intellect so findingsifstudies controlling for this alone may not
be accurate.

When considering the possible mechanism by whieladifeeding may impact on
cognitive development, it has been suggested lilea¢ is a biological component related to
the high concentrations of fatty acids in breagdk i comparison to formula (Oddy et al.,
2003; Quigley et al., 2012). However it has alserbguggested that there may be a
psychological element with the experience of bfeaging and the associated social
interactions mediating the relationship betweemsifeeding and cognitive development
(Oddy et al., 2003; Quigley et al., 2012). If theality of the interactions between mothers
and their infants is a mediating factor in the tielaship between breastfeeding and cognitive

development there is an argument that future reBelooking at the relationship between
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breastfeeding and cognitive development, should tiado account women’s experiences of
breastfeeding and the impact of this on their axteons with their child. The current
research does not take into account the impaateaistfeeding difficulties on cognitive
outcome specifically and it remains to be invesddavhether a breastfeeding difficulties
impact on the mother infant interaction, and imtan what impact, if any, this has on
cognitive outcome. Breastfeeding and the infantenmat bond is discussed in more detail in
section 1.2.2.2.2.

1.2.2.1.3 Psychological well-bein@here is less research investigating the long term
impact of breastfeeding on psychological well-bamghildhood and adulthood. Woodward
& Liberty (2005) presented a brief review of thetature investigating the link between
breastfeeding and psychosocial outcomes earlyaenvihich they had compiled to inform
interventions to increase breastfeeding rates.plper however does not appear to have been
a systematic review of the available literaturessonlikely to be exhaustive. They reported
that the relationship between breastfeeding andnmggical well-being of the child later in
life was, at best, modest once adequate controlsoftfounding variables, including social
and family background, were in place. They did repowever, that overall there may be
some benefit to the infant of breastfeeding asdtfed infants were reported to be more alert,
to cry less and be better able to engage in siteactions. It cannot be concluded however
whether breastfeeding led to more of these atedbbeing displayed or whether these infants
were easier to breastfeed because of these toam®thers were less likely to introduce
additional nutrition.

One study has investigated psychological well-beint0 years and the interaction
with breastfeeding. Montgomery, Ehlin and Sack@(06) study used data from the 1970
British birth cohort study, a study following thew®lopment of all babies born in a 5 day

period in the UK in 1970. They asked teacherst® al children on a scale of 1 to 50 of how
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anxious they thought the children were, with data8058 being available. They found that
infants who had been breastfed were less anxialisname resilient to the stresses of parental
divorce than were those that had not been, howeaugron must be taken when generalising
the findings of this single score rating from acteer. It should be considered that a teacher
may not be the best placed person to rate a claltkgety across different settings and
therefore it can only be concluded that childrerowiere breastfed were less anxious in
school settings. Cable, Bartley, McMunn and Kell§12) combined data from the National
Child Development Study (1968) and the British Bi@ohort (1970). Montgomery and
colleagues (2006)who reported psychosocial adjustasea single measure, they reported
findings from responses by teachers on questiams the Rutter child behaviour scale
(Rutter, Tizard, & Whitmore, 1970) at 10 years #mel self-report Malaise Inventory
(Rodgers, Pickles, Power, Collishaw, & Maughan, 294 33 years. They reported that
childhood psychosocial adjustment was a mediatothi®impact of breastfeeding on
psychological development in adulthood, thoughregengly they found this effect only for
women and not men suggesting possibly that brestfg alone could account for this
affect. Oddy and colleagues (2009) reported data the Western Australia pregnancy
cohort, a group of 2900 women who had been rectuaitging pregnancy between 1999 and
2001, and who have been followed up at regulanmats. The study had the most
comprehensive methodology of the studies repornted, lusing the Child Behaviour Check
List (CBCL; Achenbach, 1991) a reliable and validasure of 8 constructs of child
psychopathology, and asking parents to compleseati2, 5, 8, 10 and 14 year follow-ups.
The nature of the study meant that they were d#mta control for confounders such as
maternal education. Oddy and colleagues (2009)d@urelationship between breastfeeding
and child and adolescent well-being, with more rakeim¢alth morbidity in those that had not

been breastfed once confounders had been contfoled
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In summary, the limited findings available are supipe of breastfeeding playing a
role in childhood psychosocial well-being, andumtthere being an impact on adult
psychological adjustment. Unfortunately to dateeaesh regarding the relationship between
breastfeeding and psychological development issepand this is an area for further research.

1.2.2.2 Benefits for the motheihe following section discusses the physical bésefi
to the mother of breastfeeding and considers tipaatof breastfeeding on the maternal
infant bond.

1.2.2.2.1 PhysicalAs with the physical benefits of breastfeedinghi® infant, the
benefits to the mother are widely referred to i literature. However, also in line with the
infant research, it is recognised that many ofstinelies reporting the benefits are poorly
controlled for with regards to pre-existing varedlnd breastfeeding exclusivity (Kramer &
Kakuma, 2012).

Kramer & Kakuma's (2012) Cochrane review, the mathtagy of which was
described above with regards to infant outcomeas, @valuated the physical health benefits
of breastfeeding to women. They included only stadvhich had considered adequate
controls, such as for maternal education and pigieg health conditions, and therefore
some confidence can be assumed in their conclusibhne authors reported that
breastfeeding reduced maternal risk for developypg 2 diabetes, cardiovascular disease,
breast cancer and ovarian cancer. The reductibrest and ovarian cancer had also been
referred to in the review by Ip and colleagues @08although as already discussed this
review was less stringent in their inclusion craesf studies and therefore there can be less
confidence in findings.

Additional physical benefits of breastfeeding te thother reported in the literature

include being able to return to their pre-pregnamneight more quickly and breastfeeding
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reducing the chances of becoming pregnant agdimugh not all women may see this as a
benefit (Kramer & Kakuma, 2012).

1.2.2.2.2 Breastfeeding and the mother infant bdihe. benefits of breastfeeding to
the development of a good infant-mother bond aregdly assumed in the literature though
there is little evidence available to fully suppitme benefits of breastfeeding over bottle
feeding to this relationship. (Else-quest, HydeClark, 2003) used observational measures
and questionnaires to assess the infant maternal &ad maternal mood and perceptions of
the bond at 4 and 12 months in 570 mothers who pentecipating in a longitudinal study.
They found that overall breastfeeding dyads teridesthow higher quality relationships at 12
months and that mothers reported lower levels afgyeed stress, negative mood and
maternal attachment than did bottle feeding motHergortantly though they did not find
that bottle feeding dyads displayed poor qualitgnactions. As with the literature discussed
above regarding cognitive development, it is impmedo say whether the effects seen could
be attributed to inherent infant or maternal chinastics. It should be considered that
characteristics of the mother, or the child, mayehmeant that they found the breastfeeding
experience easier or that they were more likelyexsevere with breastfeeding where others
found it more difficult. Mezzacappa & Katkin (2002yestigated the impact of breastfeeding
on maternal mood and perceptions of bond immedgiatitér feeding. They asked 28 women
to breastfeed their child and then complete measufrstress and bonding, then asked the
same women to bottle feed their child and completesame measures. They found that after
a breastfeed mothers reported being less stressedeged than after bottle feeding their
child. They also found that mothers reported a npax®tive bond with their infant post
breastfeed than they did post bottle feed. Thewdne conclusion that the differences in
mood, and in turn bonding, could not be attributethdividual differences of the parent or

child and that breastfeeding was acting as a bidfemegative mood. What was not
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considered in this study however, was the roldhefwomen’s perceptions of themselves as a
result of bottle feeding their child. However, vms from the literature available a direction

of causality cannot unequivocally be taken, arghduld be considered that characteristics of
the mother or infant may make breastfeeding eas®ome dyads and that these
characteristics may also be those being measurad astcome from the breastfeeding
experience.

1.2.3 Breastfeeding Prevalencés discussed above, it is widely accepted thakther
are benefits to both the infant and the mother festablishing and sustaining exclusive
breastfeeding (Anderson et al., 1999; Else-quesit ,€2003; Ip et al., 2009; Kramer &
Kakuma, 2012; Oddy et al., 2003, 2009). Despite timderstanding and the use of large
scale projects to promote the benefits of breadifigeto women the prevalence remains
relatively low, particularly in the UK, the rategedurther discussed below in section 1.4.1.
Rates of breastfeeding are higher in Scandinaweamn@ny and Norway, countries with
comparable income to that of the UK, thereforeltiveinitiation and continuation rates in
the UK cannot simply attributed to socioeconomitdes as both these areas are comparable
on these factors (Renfrew et al., 2012).

1.2.3.1 UK breastfeeding prevalence and the Inf&ateding SurveyThe Infant
Feeding Survey is a national survey in the UK th@bnducted every 5 years. It aims to give
estimates of the incidence, prevalence and durafiéeeding practices adopted by mothers
in the UK. The most recent survey available atttime of writing was conducted in 2010
(McAndrew et al., 2012), collecting data at 3 tip@nts from a representative sample of
10,768 women who had given birth between August@cidber 2010. Information was
collected about women'’s feeding practices at 4-&6ks, 4-6 months and 8-10 months. The
most recent survey reported that there was a 58%ase from 2005 in the number of women

who reported that they intended to breastfeed &¥)7and a 5% increase in the number of
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women who initiated breastfeeding (76%-81%). Howetree definition of initiating was

quite broad including all women who had put theybabthe breast on at least one occasion,
and may possibly over-represent the number of wontenhad initiated breastfeeding in the
more specific sense that they were actively susigitheir child by feeding them in this way.
The survey reported that there were higher rat@sitdtion if mothers were over 30, from a
minority ethnic background, had continued in edwcabver the age of 18 years, were in a
managerial or professional occupation or were ftbenleast deprived areas of the UK. These
trends are reflected in the previous surveys (BgllGrant, Hamlyn, & Thornton, 2007).

In line with an increased breastfeeding initiatrate from 2005 to 2010, continuation
rates of breastfeeding were found to be higheh 4% of women reporting that they were
continuing to breastfeed in some form at 6 mortbspared to only 25% in 2005. The
authors have hypothesised that the increase istieeding may be reflective of the
improvements being made in support offered to womleo are choosing to breastfeed
enabling them to breastfeed for longer. In the repowever, they also document the fact
that more women had returned to work full-time 002 (45%) compared to 2010 (29%) and
of those that had returned to employment, 76% haitea until their child was over 6
months compared to 57% in 2005. The authors atatbthis change to the changes in
maternity allowance in 2007. Returning to work baen found to have an impact on
women'’s breastfeeding rates, and attitude towareisstfeeding (Cooklin, Donath, & Amir,
2008; Goodman & Gotlib, 1999; Taveras et al., 2003)

The initiation of breastfeeding has shown someatdity across the UK, with the
Infant Feeding Survey reporting the highest ratdsrgland, compared with Wales, Scotland
and Northern Ireland. Within England variabilityioftiation has also been found with the
highest rates being seen in the South East of Bdglad lower than average rates in the

North and Midlands (Del Bono & Rabe, 2012; McAndreinal., 2012). London has been
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found to have the highest rates of initiation coredao other areas, and the highest rates of
exclusive breastfeeding.

1.2.4 Factors influencing initiation and cessatioof breastfeeding.What can be
summarised from the data available from the InfE@ding Survey (McAndrew et al., 2012)
is that breastfeeding rates in the UK are low, witine regional variation, although intention
to breastfeed is relatively high. The following see will discuss the reasons women give
for not initiating and for ceasing breastfeedirigs well recognised that there is a need for
intervention to increase breastfeeding initiatiod anore particularly continuation and
research has therefore reviewed these factorsaxéiyn There appears to be a clear
distinction in the literature between women who malkdecision prenatally not to breastfeed
and those that choose to breastfeed but may cadss éhan the WHO guidelines would
recommend (DiGirolamo, Thompson, Martorell, FeinG&ummer-Strawn, 2005).
Breastfeeding is a dynamic process, rather thaat& all or nothing process, and therefore it
is to be expected that different factors will irdhce breastfeeding initiation and maintenance
over time (DiClemente et al., 1991).

1.2.4.1 Breastfeeding initiationThe strongest indicator of breastfeeding initiati®
reported intention to breastfeed in the prenatabdewomen who report they do not intend
to breastfeed are unlikely to engage in breastfegbiehaviour (Chezem, Friesen, &
Boettcher, 2003; DiGirolamo et al., 2005). Thigdfing is perhaps expected, in line with the
theory of planned behaviour (Netemeyer, Ryn, & AjzE991) people who report an
intention to engage in behaviours are more likelfotlow through and do the behaviour.
What perhaps is more interesting though is undedstg what influences women'’s intention
to initiate breastfeeding.

The factors found to be most important with regaodisitention to initiate

breastfeeding have been found to be educationas@cidl factors. Women with higher
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education and from higher SES backgrounds haveastently been found to be more likely
to initiate breastfeeding (Agboado, Michel, Jackso¥erma, 2010; DiGirolamo et al.,
2005; Ford & Labbok, 1990; Hauck, Fenwick, Dhalin&lButt, 2011; Meedya, Fahy, &
Kable, 2010; Thulier & Mercer, 2009; Wright, Pargon, & Scott, 2007). It has also been
reported that if a women was breastfed herselfitizieases the probability of her
breastfeeding her child (Meedya et al., 2010). Wk@rsidering why these factors are key
the role of social learning should be considerdus Theory suggests that if a behaviour is
modelled by those around someone then the liketiltddhem engaging in that behaviour
themselves increases. The theory states that pamplaore likely want to replicate the
behaviours of someone who they observe to havatigsahey respect and would like to
emulate (Bandura, 1977). If breastfeeding sudckgfias been modelled to women, by
their mothers, or by their peers, people that wonespect and identify with, then it can be
hypothesised that they will be more likely to engagth it themselves. Social conformity is
also likely to be playing a role in the impact aes of breastfeeding initiation. It has been
found that when people lack knowledge, or are aatalg, about a behaviour they are more
likely to conform to the norms of their group asyhare assuming that others in their group
are more knowledgeable (Sherif, 1935). Therefotkafnorm in a social group is to bottle
feed women will be more likely to engage in thifidaour, and vice versa with
breastfeeding.

In summary, breastfeeding intention is the biggestlictor of breastfeeding initiation
and social and educational factors have been fombé the most important to breastfeeding
intention. These factors have been considered whsigning interventions to increase
breastfeeding rates, further discussed below. Hewas the Infant Feeding Survey
(McAndrew et al., 2012) discussed above highlightled intention and initiation rates of

breastfeeding are now relatively high. Rates otiooimg to breastfeed for the WHO
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recommended 6 months however are particularly lighlighting that breastfeeding
cessation is an area which should be consideredcageted.

1.2.4.2 Breastfeeding cessatio@onsidering the high rates of breastfeeding cessat
that are reported (McAndrew et al., 2012) thenenderstandably a large amount of research
investigating the reasons women give for ceasimgeRrch suggests that 4 weeks is a
particularly important turning point at which theaepest decline in breastfeeding occurs
(Quigley et al., 2007) with the mean age of thamfwhen breastfeeding is ceased reported
as 4.27 weeks (Hauck et al., 2011; Kronborg & Va2@®4). This figure is slightly lower if
only considering first time mothers (Hauck et 2011). It could be hypothesised that this
time is key as it is when peri-natal services aitedvawing, mid-wives hand care over to
health visitors at 28 days, and women are receildsg support from health professionals,
alternatively it may be at this point that womea Becoming more aware of their infants
weight gain trajectory. Poor milk supply, and suhssntly poor weight gain, is the number
one reason women give for breastfeeding cessdii@s & Figueiredo, 2014; Kirkland &
Fein, 2003; Lewallen et al., 2006; Li et al., 2008ulier & Mercer, 2009). If women can
successfully breastfeed to 10 weeks this has merdfto be an indicator of longer term
breastfeeding success (DiGirolamo et al., 2005).

1.2.4.2.1 Risk factors for early cessatidmumber of risk factors have been
recognised for early cessation of breastfeedingn@fowho are first time mothers (Agboado
et al., 2010; Hauck et al., 2011) are more likelge¢ase breastfeeding early. It has been
recognised, and will be discussed further latehis introduction, that breastfeeding
expectations are often not met by experiences éBtacovou, & Sevilla, 2014; Mozingo,
Davis, Droppleman, & Merideth, 2000).Women who finst time mothers, with no personal
experience of breastfeeding may have ideals abeutreastfeeding experience which are not

met and this could be having an impact. Women wdwethad an experience of

18



Breastfeeding Expectations and Experience A.Shayle

breastfeeding are either likely to have lower exgtguns of the experience second time, or
may have chosen not to breastfeed following theriliex experience.

Further risk factors for early breastfeeding ceseahclude low maternal age (Hauck
et al., 2011; Taveras et al., 2003) and low matexdacation (Taveras et al., 2003; Wright et
al., 2006). Both these groups have been foundstolzve low breastfeeding initiation rates
(Agboado et al., 2010; DiGirolamo et al., 2005;d&rLabbok, 1990; Hauck et al., 2011,
Meedya et al., 2010; Thulier & Mercer, 2009; Witighal., 2006). The social norm, for
women in both these groups is more likely to belddteding. It is also known that the drive
to succeed in a behaviour is key to success irbifaviour (Netemeyer et al., 1991), and if
women in these groups are not experiencing the gaessure to conform to the
breastfeeding norm they may not experience the skive and may be more comfortable to
cease breastfeeding. Ethnic origin has also bemgnesed as a risk factor for early cessation
(Agboado et al., 2010) and a similar understandiag underlie this.

Other risk factors for early cessation include gearsingle parent (Taveras et al.,
2003) and returning to work early (Taveras et28(Q3; Vogel, Hutchison, & Mitchell, 2007).
These could be linked to the practical constrictiohbreastfeeding. The behaviour of
breastfeeding can be time consuming and relieb®@mther being available at all times.
When there is inadequate social support, or endotioges away from the baby, it can be
understood that bottle feeding would be practicatlyantageous. Mode of delivery may also
impact practically on whether women are able t@$tfeed immediately after birth, a time
known to be key in breastfeeding establishmentg@uglMeek, & Hawdon, 2008) and it is
therefore unsurprising that this too is a riskdador breastfeeding cessation (Hauck et al.,
2011).

Knowledge of breastfeeding has been found to bddkéyeastfeeding continuation

(Chezem et al., 2003; Hogan, 2001; McLeod, PuBo@,ookson, 2002), with those that have
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the best understanding continuing for the longesbgd. Again this is probably reflecting the
fact that people rely on the experiences and thaeiaf those around them to inform
decisions; if they have been exposed to others,théyprespect, breastfeeding this gives
them opportunity to be educated about the breaBtfgeexperience. If women offer mixed
feeds from the start this is also a risk factordarly cessation, possibly as women that report
a plan to offer mixed feeds have lower confidemctheir ability to breastfeed successfully,
and therefore this affect too could be relatedh&artexpectations of breastfeeding (Agboado
et al., 2010; Hauck et al., 2011; Lawson & TullotB95; Wright et al., 2006). Maternal
depressive symptomatology has also been found &ssmciated with breastfeeding cessation
(Taveras et al., 2003), and this is discussedduithsection 1.3.3.

1.2.4.2.2 The role of breastfeeding self-efficacireastfeeding continuatioifhe
theory of self-efficacy was first described by Baral(1977), who described a process by
which a person evaluates their ability to perforspacific behaviour, with this evaluation
informing their persistence in that behaviour. sdibed self-efficacy as being
strengthened by a number of factors, including ijores/success in the behaviour, seeing
others perform the behaviour successfully, andipsggical responses, including current
mood and emotional state. Bandura (1977) repohadself-efficacy must be behaviour
specific, as belief in ability to perform each mdual behaviour is assessed, and informed,
by previous behaviour specific experiences andianftes.

Breastfeeding self-efficacy, defined as a womeeis@ived ability to breastfeed her
infant successful, has been shown to predict hoehnedffort a women will expend in
breastfeeding and whether her thought patterndielf-enhancing or self-defeating
(Dennis, 1999). In line with self-efficacy theobreastfeeding self-efficacy has been shown
to be determined by a mother’s evaluation of het parformance, accomplishments,

vicarious experience, verbal persuasion and phygicdl and psychological states (O’Brien,
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Buikstra, & Hegney, 2008) and a measure of breegifg self-efficacy has been strongly
associated with breastfeeding initiation and doratn a number of studies (Blyth et al.,
2002; de Jager, Broadbent, Fuller-Tyszkiewicz, &&8kris, 2014; Ertem, Votto, &
Leventhal, 2001; O'Brien et al., 2008) and are niixay to continue in their behaviour in
the face of difficulties (de Jager, Skouteris, Bloant, Amir, & Mellor, 2013). It is therefore
hypothesised that all the risk factors discussevalare likely to impact on a women'’s
breastfeeding self-efficacy, or belief in her dbito breastfeed successfully, and
breastfeeding self-efficacy would correlate withnaen'’s expectations of the breastfeeding
experience.

1.2.4.2.3 Reasons for early cessatidfomen’s reasons for ceasing breastfeeding
have been shown to differ depending on the tinveha¢h they stop (Williams, Innis, &
Vogel, 1996). Reasons for ceasing in the first wieekude insufficient milk, poor latch, or
pain (McAndrew et al., 2012).While insufficient kitontinues to be the most cited reason
for breastfeeding cessation in the first 4 monHesuck et al., 2011; McAndrew et al., 2012;
Taveras et al., 2003; Vogel et al., 2007) the iti$anell-being becomes more salient a
reason after the first 4 weeks with infant hundécAndrew et al., 2012; Wright et al., 2006)
or infant physical health also being important éast(McAndrew et al., 2012).

There is a body of research to suggest that thaselh®a a biological basis for early
breastfeeding cessation. Women who ceased bredistjesarlier were also found to have the
tallest infants at 1 year. It could therefore bpdthesised that the higher nutrient
requirements of the taller infants put bigger dedsaon the mother and increased the
likelihood of them stopping feeding (Wright, BauBligylor, Sutcliffe, & Clark, 1998; Wright
et al., 2006). However, this is unlikely to be tiase for all women who cease breastfeeding.

Alternative suggestions are that women are notgyespfor the realities of the

breastfeeding experience sufficiently and therefbeedemands placed on them physically
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feel excessive and unachievable (Wright et al. 6200/omen’s expectations and experiences
of breastfeeding have been found to be importahteastfeeding continuation with those
having the most positive attitude towards breadifeg(Taveras et al., 2003; Vogel et al.,
2007) and the least negative experience and dismbmfthe first (DiGirolamo et al., 2005)
also being the most likely to continue breastfegdilomen’s expectations and attitudes
towards breastfeeding are discussed in more deggédtion 1.3 of this thesis, with regards to
women’s postnatal mental health.

1.2.5 Initiatives to increase breastfeeding prevatee.Understanding of why
women may not be choosing to breastfeed, or araphreastfeeding before the WHO
recommended time point of 6 months is graduallya@xing. In response there is an
increasing body of research investigating thetytdf interventions developed with the
intention of increasing breastfeeding behaviours.

1.2.5.1 Breastfeeding support and the National Itiste for Clinical Excellence
(NICE) guidelines.The current NICE infant feeding guidelines wergeleped considering
the outcomes of four reviews (Fairbank et al., 2000theroe, Dyson, Renfrew, Bull, &
Mulvihill, 2003; Renfrew, et al., 2005; Tedstoneyilds, Shetty, & Daniels, 1998). The
guidelines suggest that one-to-one support fromadti professional should be offered
during the antenatal period. Peer or volunteer sughould be offered by telephone to
complement face-to-face support during the earbtimdal period, with support being offered
for the entirety of the first year (Dyson et aD03)

The more recent Cochrane review of breastfeedippat (Renfrew et al., 2012)
took into account literature which had been puldtshegarding infant feeding support since
the NICE guidelines were first developed. Thideavincluded mainly papers from high
income countries and therefore findings can beiegpb the UK population with some

confidence. As the previous review had found, Remfand colleagues reported that overall
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all forms of breastfeeding support had a positmpact on breastfeeding prevalence and
continuation rates. Importantly they found that heamen accessed support was key with
only support that was actively sought being bemafitt was therefore unsurprising that they
also found that support was most effective in avelaare initiation rates were high;
willingness to ask for help has been found to eted to motivation to breastfeed (Graffy,
Taylor, Williams, & Eldridge, 2004). Qualitativeusties (Mclnnes & Chambers, 2008; Best
The Joanna Briggs Institute, 2012) investigatingng&a’s experiences of breastfeeding
support, found that key to success of support Wwastithentic presence of the support giver.
Women reported that if the support felt genuine @asly this was more likely to impact on
their breastfeeding behaviours. If they felt thesrevnot supported they reported
experiencing feelings of guilt and lack of confidenn their ability to feed their child and
were less likely to seek further help or sustageitfeeding. Giving both and positive and
realistic advice, even if this was somewhat negatnvas highly valued by women (The
Joanna Briggs Institute, 2012).

1.2.5.2 The UNICEF UK Baby Friendly InitiativeThe World Health Organisation
(WHO) and UNICEF baby friendly initiative was ediabed in the UK in 1991. It includes
10 steps to successful breastfeeding, and progueeglines for best practice for
breastfeeding support for NHS trusts, other hezdtle facilities and higher education
institutions. Services implement the standards eveumber of years and at each stage are
externally assessed and accredited by represesgafWWHO. It has been reported that
women who deliver their baby in a baby friendlytiative accredited hospital are 15% more
likely to initiate breastfeeding and are 8-9% midtely to be breastfeeding at 4-8 weeks
(Dyson et al., 2005). Current NICE guidelines fufiant feeding advocate that the Baby
Friendly Initiative should be introduced acrossN#iS trusts in the England as it provides a

recognised and accredited framework for routinetpe (Dyson et al., 2005).
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One of the steps in the Baby Friendly Initiativéasensure that there is no promotion
of breast milk substitutes, bottles, teats or duesnm any part of the facility or by any staff.
The guidelines acknowledge that there are mothbsahoose not to breastfeed or are
unable and in these instances it is recommendednbihers should be encouraged as the
value of any breastfeeding is recognised. Any iadtive methods encouraged should support
returning to full breastfeeding. The guidelinesnad appear to show much flexibility with
regards to how to work with women who choose tsedaeastfeeding; in fact they appear to
actively discourage supporting women who have ntladedecision. It should be considered
that following these guidelines may be giving wontie® message from the health
professionals around them that their choices aracaeptable. There is a potential for the
views of health professionals to impact on womeresvs of themselves if they make the
decision to cease breastfeeding. A further disoassi the impact of breastfeeding cessation
on women’s appraisals of themselves is given itiged.3.3.2.

1.2.6 Summary of breastfeedingThis section discussed the current status with
regards to the benefits to both infant and mothé&reastfeeding. There are some recognised
physical, cognitive and psychological benefitshie infant and mother, though these may not
be as extensive as previously suggested due teploeting of data from insufficiently
controlled studies. Recognising that breastfeetirsgbehaviour which offers some benefits
to the infant and mother, low breastfeeding pravadeates in the UK were then discussed.
Intention and initiation rates are relatively higithe UK, though breastfeeding continuation
rates remain low. Interventions have been putptace in the UK in reaction to the
understanding of why women chose not to initiagabtfeeding and why they may cease
early, however, these are still having limited iipan breastfeeding rates. While the
literature supports that increasing breastfeedthgation and support is likely to increase

prevalence, it does appear to be ignoring thetfattbreastfeeding intention is actually
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relatively high (McAndrew et al., 2012). The statis suggest there are a group of women
who intend to engage in breastfeeding but do natessfully and a question would be
whether the current guidelines would offer adeqgsatgort to these women. The main
reason women are reporting across the literaturbrémastfeeding cessation is poor milk
supply and concerns about their infant’s healthnWi are perceiving that they are unable to
feed and care for their child adequately and iusthbe considered that this perception has
the potential to impact on their postnatal mentalllveing.

The following section offers a discussion of therent understanding of postnatal
mental health and the potential role that breagifeecould play in this.
1.3 Postnatal mental health and well-being

The focus of this thesis is to investigate the iotjpd breastfeeding on postnatal
mental well-being, with well-being considered aatinuum, with Post-Natal Depression
(PND) considered as one end of the continuum. Hewekere is currently limited research
available which does not look at PND as a diagndsigyuide the current research therefore
PND, and theories of PND, are discussed. The fatigwliscussion highlights the potential
importance of women’s expectations of motherhoahatally on postnatal well-being. The
section then goes on to discuss more specifidadiyctrrent research regarding breastfeeding
and PND incidence, considering the potential camskeffect relationship, and links this to
the more general understanding of PND.
1.3.1 Post Natal Depression (PND)

1.3.1.1What is PNDPND is a diagnosis made when significant depresstonrs in
the first year postpartum and it is considered tamafy and treatable (Lee & Chung, 2007).
PND is thought to affect 10-15% of women in develdgountries, with higher incidences in

developing countries (Fairlie, Gillman, & Rich-Edwa, 2009; Lee & Chung, 2007)
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PND is not recognised by the American Psychiatssadtiation (APA) as a discrete
diagnosis in their Diagnostic and Statistical Mdrafdviental Disorders- IV TR (DSM-IV
TR; (APA, 2000). To meet criteria for a diagnosis?dD women must meet criteria for a
major depressive episode and in addition the ansist be within 4 weeks of delivery (APA,
2000). Recognised symptoms of PND are therefolieenwith those seen in a major
depression and may include; depressed mood mds¢ afay nearly every day, diminished
interest or pleasure in all or almost all actiatizveight loss, insomnia, fatigue or loss of
energy, feelings of worthlessness or excessiveaggropriate guilt, difficulty concentrating,
and recurrent thoughts of death, suicidal ideatiosuicide attempts (APA, 2000). It is
considered thought that there are limitations ingighese guidelines strictly when making a
diagnosis of PND as many of the symptoms discuabede would be true of mother’s in the
first months after the birth of their baby, regasd of their mental health status.

The nature of PND symptoms means that these candndetrimental impact on a
mother’s rate of speech, her eye-to-eye contachanémotional responsiveness to her child,
and on mother-infant interactions (Frankel & Harmb®96; Goodman & Gotlib, 1999; Hay
et al., 2001; Murray, Fiori-cowley, Hooper, & Coop2014). Further maternal distress
resulting from depression can adversely impactdep&amily relationships and can lead to
marital discord (Zelkowitz, Milet, Mortimer, & Ho#pl, 1996).

1.3.1.2 Consequences of PND for the infarifleurobiological and
neurodevelopmental studies have shown that thego&om birth to school age is critical in
brain development (Magagi, Irwin, Siddiqi, & Hertzm&010). Spending early years in an
environment which is not stimulating, or supportigan affect brain development and lead to
cognitive, social and behavioural delays laterfan(Glaser, 2000; Keim et al., 2012;

Kersten-Alvarez et al., 2012; Maggi et al., 20F9ychologically well caregivers, and their
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interactions with the child, are therefore essémiaormal development (Cogill, Caplan,
Alexandra, Robson, & Kumar, 1986).

It is recognised that PND may have implicationsth& social, emotional and
cognitive development of a child (Beck, 1998). kynmmpact on cognitive development as
during the first year an infant develops emotiar@itrol through normal interactions with
their caregiver (Maggi et al., 2010). If this istmeodelled by the caregiver emotional control
will not develop correctly. If infants do not leainom their mother how to correctly deploy
attention this could impact on how they attendforimation in their environment and in turn
their cognitive development (Bornstein & Tamis-Lerda, 1997; Weinberg & Tronick,
1998). With this theory in mind it could be suggesthat PND will always impact negatively
on cognitive development but this has not beenddorbe the case (Murray, Fiori-Cowley,
Hooper, & Cooper, 1996). Chronicity of PND has b&mmd to be particularly important
when considering the potential impact on cognitlegelopment, with more chronic
depression having a greater impact on developnB¥ahfan et al., 2000; Cornish et al.,
2005; Hay et al., 2001; Milgrom, Westley, & Gemmi#D04; Sutter-Dallay et al., 2011).
However, it has also been found that other factocduding socio economic status and
maternal education are better predictors of dewvetyal outcome than is PND (Brennan et
al., 2000; Murray et al., 1996), possibly reflegtimaternal sensitivity and attunement as
mediating factors (Hackman & Farah, 2009; McEIw&iBooth-Laforce, 2006).

The above discussion highlights that although PNHY tve a relatively common
diagnosis postnatally its impact can be signifidantoth the mother and the child. It is
vitally important therefore to understand why sonmnen experience PND with a view to
developing interventions which can be targetedesiting and, if possible, preventing it.

1.3.2 Should PND be considered a discrete diagndaibhe classification by the

APA of PND as a sub-class of major depressioneniBM-IV (APA, 2000) suggests that
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the causes and consequences of PND are the sdareaanajor depression. In recent years
however there has been a growing body of literaimsaiggest that PND could be considered
as a discrete diagnosis with specific risk factord therefore different subsequent
interventions (Beck, 2001; Church, Brechman-Touds& Hine, 2005; Sockol et al., 2014).

Research has demonstrated that some recognisddcaieks for depression are also
risk factors for PND including; particular biologicdispositions, certain personality
characteristics, history of depression, inadegsateal support and life stresses (Milgrom et
al., 2004; Murray et al., 1996). However, additigpastnatal specific risk factors for
developing PND have also been recognised. Thetedmbirth complications, infant
temperament, child care stress (events speciftbitdcare such as infant health care
problems, difficulty in feeding and poor sleep),rite factors, and unwanted/unplanned
pregnancy (Beck, 2001; Church et al., 2005).

As PND is currently defined as specific form of mgeneral depression and many
of the underlying risk factors for PND overlap wititose seen in general depression, it would
be logical to assume that models of general dejpresand therefore treatments for
depression, could be directly applied to PND withilar outcomes. The research discussed
below however suggests that the relationship ighaitsimple and possibly PND should be
considered as distinct.

1.3.2.1 Can Beck’s cognitive model of emotionalatigers be applied to PNDPhe
underlying principle of the cognitive models isttpaople’s emotional reactions and
behaviours are mediated by their cognitions; théteir thoughts, beliefs, and interpretations
of themselves and the situations they find thenesein (Westbrook, Kennerley, & Kirk,
2011). In line with this therefore it is understabté that individuals have different reactions
to the same experiences as their mediating cogsitiall differ. Beck’s cognitive model of

emotional disorders suggests that people who expegidepression have a negative
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cognitive bias in their perception of stressfut ldvents (Beck & Emery, 1985; Beck, 1967).
An individual's cognitive style, or bias, leave®th vulnerable to distress when a negative
life event arises which is congruent with their atiptive schema of that situation, that is
dysfunctional but pervasive themes regarding thémasend their relationship with others
that have developed and elaborated throughoutsaperlifetime (Francis-Raniere, Alloy, &
Abramson, 2006; Segal, Shaw, Vella, & Katz, 1992k link between traits, such as
particular personalities and cognitive styles, anltherability to major depression is well
established (Jones et al., 2010).

Having negative general cognitive biases has bsgocated with depression in
pregnancy and postpartum (Grazioli & Terry, 200@raér, Appleby, Whitton, & Faragher,
1997). It could be suggested therefore that tis¢-patal specific risk factors for PND are
simply experiences that happen during the postpatabd which are interpreted according to
women’s general cognitive biases. If this explaratvere accurate though PND would only
be seen in women who are also at risk of genegaedsion. While previous depression has
been found to be a strong indicator of PND (BoycHi&key, 2005; Johnstone, Boyce,
Hickey, Morris-Yates, & Harris, 2001; Leigh & Milgm, 2008; Ross, Sellers, Gilbert Evans,
& Romach, 2004) PND is also seen in women who lodiverwise been depression free prior
to having their baby (Church et al., 2005; Rosal.e2004). It could be argued therefore that
there is something about the specific experiendewing a child and motherhood which
increases the risk of depression during this period

1.3.2.2 Evidence from treatment of PNIn line with the understanding of PND as a
sub-classification of general depression it woudw de assumed that treatments which have
been found to be efficacious for general depressiauld have similar outcomes with PND.
This affect has not been reported clearly in ttegdture. Findings from the papers below add

further support to the suggestion that PND shoelddnsidered as a discrete diagnosis.
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Cuijpers, van Straten, Andersson and van Opper8{3@@sent a large scale review
of treatments for depression, reviewing 149 paparish considered the outcomes of
psychological treatments for depression. They aated that Cognitive Behavioural Therapy
(CBT) is an empirically supported treatment for @& depression. Cuijpers, Brannmark and
van Straten's (2008) subsequent meta-analyticwenidl 7 studies, which investigated the
utility of CBT for PND, had less convincing findiagAlthough they found that CBT for
PND had better outcomes than treatment as usuakaitiist, there was limited evidence that
CBT was more efficacious than other forms of psyicbapy such as Interpersonal Therapy
(IPT) and non-specific counselling, a finding retkd in other studies (Milgrom et al., 2004;
Prendergast & Austin, 2001; Sockol, Epperson, &iBar2011). In a more recent review by
Sockol and colleagues (2011) of 27 studies invastig treatments for PND, it was found
that IPT was superior to CBT for the treatment NDP Although they acknowledged that
this findings may have been the result of methogiold limitations, studies investigating
IPT were standardised using manualised treatmeetegls CBT treatments were more
variable. It was also suggested that IPT was aduoirg$actors which are particularly
important in PND including role transitions andeirgersonal disputes (Sockol et al., 2011).
Both reviews recognise that the amount of contdodieidies currently available regarding
psychotherapeutic treatments is limited and theeetonclusions should be drawn with
caution.

The current available evidence regarding therapéxgatment for PND suggests that
the benefits that are seen could be due to thespeoHic therapy factor of a one-to-one
interaction, and the social support that women gaim these interactions. Research has
demonstrated that women recognise a benefit franalsmteraction after having their baby
as the loneliness they experience was unexpectet (& Dubus, 2005). It could also be

argued that the specific elements of CBT such haweural activation, and cognitive
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restructuring were not accessed by women with PN®td factors which made these
difficult including the physical limitations of sadisation with a new born. It could also be
suggested that CBT is not as an efficacious treatme®ND as in general depression as the
underlying model of general depression is not adegto account for the symptoms seen in
PND.

In summary, while PND is currently considered asil-classification of general
depression, the findings from studies looking @atments in PND, which are known to be
efficacious in general depression, suggest thae ikesomething different about PND. These
findings appear to support the suggestion that BNd@uld be considered as a discrete
diagnosis. The following sections consider morenéevidence to support the consideration
of PND as a discrete diagnosis.

1.3.2.3 Recent evidence to support PND as a discdegnosisWarner and
colleagues (1997) suggest that the negative cogsitihat women experience in PND are
situationally specific, relating to the recent s#ion to motherhood, rather than general, as
seen in major depression. Church and colleaguéS§2&ed path analysis to test the
hypothesis that peri-natal specific and gener&lfastors increase PND symptoms indirectly
through different pathways. They asked 407 womesotoplete the Edinburgh Postnatal
Depression Scale (EPDS; Cox, Holden, & Sagovsk§7)1Maternal Attitudes
Questionnaire (MAQ; Warner et al., 1997) and Dysfional Attitudes Scale (DAS; Power
et al., 1994) at 12 weeks postpartum. They hypabdshat peri-natal specific risk factors
would activate dysfunctional maternal cognitionsafcally, that is dysfunctional cognitions
that only applied to their role as a mother, arad these were separate from women'’s general
cognitions. Further they hypothesised that riskdiecwhich are also recognised as a risk for
major depression, including educational level aaspnality characteristics, would activate

general dysfunctional cognitions and increase PitBpsoms via a different pathway. As

31



Breastfeeding Expectations and Experience A.Shayle

expected they found that the relationship betwesnmatal risk factors, problems relating to
baby’s health, sleeping, colic, feeding, crying amnithbility, and postnatal well-being was
mediated by maternal specific cognitions only. Hes@amen were appraising and
understanding their baby’s problems was key ta gh@stnatal mood, but more importantly
these appraisals were not necessarily the apmwdissithey would employ in other areas of
their lives where their cognitions may not be dystional. They found that factors which are
not maternally specific e.g. educational level de@dression prone personality, could impact
on postnatal well-being but that this was via ation of general dysfunctional cognitions
only.

The research therefore suggests that women camiexpe PND if maternal specific
dysfunctional beliefs are activated. In turn, wheeds to be understood is why do women
hold dysfunctional beliefs about motherhood whiciyrbe different from their beliefs about
themselves in other situations?

1.3.2.3.1 Importance of interpretation of the ma#drrole. It could be suggested that
the schema women develop about motherhood, priexpgeriencing it, may be idealistic.
Prior to experiencing motherhood for the first timemen will have to create a perception of
how the experience will be based on their perceptaf how others are experiencing
motherhood, either their peers, or through the medhere the perception that others give is
likely to be positively biased. Where women holdticalarly rigid beliefs about the
experience of parenting, which have not been mehéiy experience, this has been found to
negatively impact on their postnatal mood and wellhg (O’'Mahen et al., 2012; Harwood et
al., 2007; Sockol et al., 2014).

O’Mahen and colleagues (2012) conducted a theraatitysis of qualitative
interviews with 23 women during the postnatal peribhey found that those women who

demonstrated the most rigidly held beliefs aboatekperience of motherhood being
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universally positive were at the greatest risk@fihg difficulties with mood and well-being
postnatally. They suggested that it was the disereyp between their expectations and
experience of parenting, when expectation was raitined by experience, which was
particularly difficult for them. The women reportétht if their experience of parenting did
not meet their expectations this would often letlsn worrying and ruminating and result in
negative thoughts about their effectiveness asthenoSockol and colleagues (2014) recent
guantitative study recruited 210 women and askethtto complete the empirically
supported DAS (Power et al., 1994), MAQ (Warnealet1997) and a third questionnaire
designed for use in their study, the Attitude totMwhood scale (AToM). The new measure
had been developed as the authors felt that the MASNot sufficient as it did not offer an
evaluative component of women’s cognitions. Thesaeawas found to have good validity
prior to being used. They found that maternatuatés, as measured on their scale, were
strongly predictive of postnatal mood. Women whh higid beliefs about how they should
behave in the postnatal period e.g. “I should abwagnt to be with my baby”, but then
experienced thoughts that did not fit with thisestla were more likely to interpret these
thoughts as evidence of them being a poor mothdurh they were found to experience
increased symptoms of depression such as guilhesadand worthlessness.

Harwood and colleagues (2007) investigated 70tims mothers’ expectations of
parenthood, and the impact on mood and relatiorestijjsstment when expectations were not
met. They developed, and validated, a scale forrutes study which captured expectations
and experience of parenting. They found overall W@men’s prenatal and postnatal
parenting expectations, mood and relationship aajeist were changed by the experience of
having had children, with the majority of womenjgpectations matched or exceeded by
experience. When expectations were not met how#wey,found this had a significant

impact on postnatal mood and relationship adjustmidns study included a measure of
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parenting self-efficacy, the Parenting Sense of @etence Scale (PSOC; Johnston & Marsh,
1989). Self-efficacy is a dynamic cognitive procbkgavhich a person evaluates their ability
to perform a given behaviour and this greatly iaflaes their persistence with the given
behaviour (Bandura, 1977). As already discussesl expected that a person with high
behaviour specific self-efficacy will persist irethehaviour in the face of difficulties
(Bandura, 1977). Harwood and colleagues (2007 )hiyadthesised that parenting self-
efficacy would moderate mood and relationship adjest when expectations were not met.
They predicted that the higher parenting self-afficthe less impact expectations not being
met would have on mood, but found the reverse.athkeors hypothesised that this could be
due to those with the highest self-efficacy alsaim@the greatest expectations of
parenthood, so they also had more opportunityXpeetations not being met. Importantly
they had found that a women'’s belief in her abilitype an effective mother may not in fact
be protective in a situation where she had redaoettol of the outcome.

Evidence described above suggests that women’'s&tjmns specifically of their
experience of motherhood are important when consigi¢heir vulnerability to poor
postnatal well-being and PND. While some womeraaian increased risk of poor well-
being and PND, due to a general risk for depresstated to having a general negative
cognitive bias, there is a separate group of wowiem are at risk specifically of poor mental
well-being and PND due to situationally specifigntive biases. It is suggested that the
women’s situationally specific cognitive biases @lated to their having rigidly held beliefs
about the experience of motherhood. Parentingestfacy had been hypothesised to be a
protective factor for women’s mental well-being¥pectations of parenting were not met by
experience, however, the reverse was found. Tlas srea of ongoing research.

1.3.3 Breastfeeding and, postnatal mental health,el-being and PND.The

research discussed above suggests that PND coaldiserete diagnosis with causes and
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consequences which could be considered separabetythat of general depression, at least
in some women. While some women may be experierieMi because they have general
negative cognitions, other women appear to havenpag specific negative cognitions
which are activated during the postnatal periodnWn's expectations of the parenting
experience, how rigid these expectations are aretheh they are met by experience, have
been found to be important to women’s mental welkf during the postnatal period
(Church et al., 2005).

The transition to motherhood is a complex time wi@iny new experiences and
challenges. The research discussed above investitfag impact of expectations of
motherhood on postnatal well-being, with PND beangextreme of this. However,

O’Mahen and colleagues (2012), Sockol and colleagR@14) and Harwood and colleagues
(2007) all assessed motherhood factors as a stogleept, incorporating breastfeeding,
birthing experience, child health and other factots one broader concept, peri-natal
experience.

It has been described in section 1.2, that brezditig has some benefits for both
mother and child. However, rates of breastfeedorgioue to be low in the UK despite
projects aimed at increasing rates, such as thg Baéndly Initiative. The initiatives have
been developed in response to knowledge of spe@kdactors for women choosing not to
initiate breastfeeding and high rates of early atss of breastfeeding, these include poor
education about breastfeeding and social factas as low SES background and low
educational background. The high rates of cess#timungh suggest that there are likely to be
a sub-group of women who are well educated abaadtieeding and do not fit other high
risk criteria but cease breast feeding early. Glersig evidence discussed above with
regards to PND, it could be hypothesised women nawe an intention to breastfeed as part

of their concept of parenting, but then are unédlenay be at risk as their expectations of
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parenting are not being met. The following sectistusses the current literature regarding
the relationship between breastfeeding, one ofrthry factors which contribute to
parenting, and postnatal well-being.

1.3.3.1 Breastfeeding and PNDOnN the whole researchers agree that there i%a lin
between PND and early breastfeeding cessation (lass#Moravveji, Ghaffarian, Eslamian,
& Atoof, 2014; Henderson, Evans, Straton, PriesH&yan, 2003; Taveras et al., 2003;
Zubaran & Foresti, 2013) with mothers who scorénlyidor depressive symptoms more
likely to have discontinued breastfeeding at 12ksdd@averas et al., 2003) and to have
reported more failed breastfeeding attempts (FeoggrJamieson, & Lindsay, 2002). A
recent systematic review by Dias and Figueiredd420eviewed 48 studies investigating the
association between breastfeeding and postnatetsiapn. They included studies,
conducted internationally between 1988 and 2013y €tndies which used original data
were included, though all study designs were camne appropriate to contribute to the
review. The authors concluded that overall thers araunequivocal association between
breastfeeding and postnatal depression and wetat discuss the data available to support a
direction of causality, does breastfeeding cessairecede PND or vice versa. Below is
offered a discussion of the current status of tideustanding of the direction of causality of
breastfeeding and PND, including the findings @f teview presented by Dias and
Figueiredo (2014).

1.3.3.1.1 Direction of causality between breastiieg@nd PND — biological
argument It has been suggested that there is a bioloiidabetween breastfeeding and
maternal mental health. Breastfeeding in knowtnigmer release of the neuropeptide
hormone oxytocin (Uvnas-Moberg & Eriksson, 1996] #ms has been linked to reduced
stress (Light et al., 2000) and depressive symptology in women (Skrundz, Bolten, Nast,

Hellhammer, & Meinlschmidt, 2011). However, it ledso been suggested that a negative
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breastfeeding experience, and particularly an egpee of pain, could be linked to a
decrease in serotonin release in the brain artdym raised levels of anxiety and stress. This
association suggests that a physically negativastieeding experience could precipitate
symptoms of postnatal distress (Watkins, Meltzeyelyy Zolnoun, & Stuebe, 2011). At the
biological level therefore it can be hypothesideat &is long as breastfeeding is not painful it
is likely to have a positive impact on mental wading. However, further research discussed
below suggests that this relationship may not balack and white.

1.3.3.1.2 Direction of causality between breastiiegénd PND — current research.
The recent systematic review of Dias and Figuei(@8d4) was presented following an
extensive literature search and assimilation oftdita available investigating the association
between breastfeeding and postnatal well-beinguss it is sensible to review and consider
the findings of this study to form the central pafrthis discussion rather than repeating the
systematic review.

Dias and Figueiredo (2014) reported that in 9 stsithcluded in their review PND
symptomatology predicted a shorter duration of &ftfeading. This finding suggests that
women who experience symptoms of depression asdikety to continue breastfeeding and
therefore symptoms of PND precede, and cause,tieredsg cessation. However findings
from additional papers considering whether breasifeg status could predict depression,
highlighted that the relationship was probably that simple. They reported that
breastfeeding worries (Chaudron et al., 2001), tngareastfeeding attitudes (Galler,
Harrison, Biggs, Ramsey, & Forder, 1999; Watkinalet2011), breastfeeding difficulties
(Ali, Ali, & Azam, 2009), breastfeeding pain (Watls et al., 2011) and a lower postnatal
breastfeeding self-efficacy (Haga et al., 20125jmted higher levels of self-reported PND
symptomatology. The authors concluded that rese;argbests that depressive symptoms

predict the early cessation of breastfeeding lattlbheastfeeding difficulties and perceptions
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are important in predicting the development ofdepressive symptomatology. How women
are interpreting the breastfeeding experienceyd&aevhether or not they are developing
depressive symptomatology and in turn ceasing tiezabng. Dias and Figueiredo, (2014)
conclusions reflected those of an earlier revievDeynis and McQueen (2009). They had
reviewed 49 studies investigating the link betwisstding choice and postnatal mood and
found that there was an overall trend towards higleeressive symptomatology and bottle
feeding. They too reported that overall women Htatred higher for depressive symptoms
were also those that had more worries about besaiitfg, more difficulties and decreased
satisfaction with their feeding choice.

In summary, research to date suggests that wona¢experience difficulties with
breastfeeding are more likely to experience symptofiPND, and these symptoms are likely
to precede the actual point of breastfeeding cessalhis suggests that simply looking at
breastfeeding success or failure, when considetsnmgle in the development of PND, would
be likely to bias the understanding of the relalop. There may be women who are
continuing to breastfeed despite difficulties, vare also experiencing PND symptoms.
Further discussion and consideration is needed vewvas to why some women experience
symptoms of PND when they experience breastfeedlifigulties and others do not.

1.3.3.1.3 Why do some women experience symptdi{bivhen they have
breastfeeding difficulties, while others do n@¥hen considering why there is a link between
breastfeeding and PND symptom presentation resei@ tlave suggested that women who
report more symptoms of PND are prenatally momesstrvulnerable, emotionally reactive,
and likely to give up on their goals (Ystrom, NegdKlepp, & Vollrath, 2008). Additionally,
it has been hypothesised that women that preséntsyumptoms of PND, who have
experienced breastfeeding difficulties, are mdtel¥i to have had a pre-morbid low self-

esteem and low self-confidence in turn leading tocgie negative interpretation of the
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maternal role and higher negative affect (Roux, &sdn, & Roan, 2002; Zubaran & Foresti,
2013). These researchers are therefore suggesaihgrily those women who have general
negative cognitions, and are therefore at riskewfegal depression, are at risk of PND
symptoms when they experience breastfeeding difiésu As already described above, in
section 1.3.2.3, recent research investigating BidRests that for some women low
postnatal mood is precipitated by their beliefgcfcally about themselves as a parent,
being challenged. These beliefs being separate tinembeliefs about themselves generally.
Breastfeeding is one part of the wider experierigeacenting, and therefore it is
hypothesised here that simply attributing the dati@n between breastfeeding difficulties
and low mood to prenatal general negative cognltiases, may be over simplistic. It is
suggested that women'’s breastfeeding expectatpaafeally may be important when
considering the relationship between breastfeeelxpgrience and postnatal mental health.
The following section offers a consideration ofremt research which has investigated
women’s breastfeeding expectations, breastfeedipgreences and postnatal mental health.
1.3.3.2 Evidence to support a role of breastfeedaxpectationsQualitative studies
have investigated how women appraise and underghanekperience of breastfeeding
(Burns, Schmied, Sheehan, & Fenwick, 2010; Mignckir, & Kuan, 1997; Mozingo et al.,
2000). A consistent finding from these studied& tvomen experience a clash between their
idealised breastfeeding experience and the re&lllhen their expectations of the experience
were not met by the reality they reported expermndisillusionment, and this was linked to
early breastfeeding cessation (Mozingo et al., 200@men reported feelings of guilt,
shame, self-doubt, loss, distress and inadequa®sponse to their expectations not being
met and their breastfeeding decisions (Burns gR@l0; Mozingo et al., 2000; Renfrew et
al., 2012). The experience of breastfeeding syrsédimore than infant nourishment, for

many women it was the embodiment of the materral(Mozingo et al., 2000) and they
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equated their ability to breastfeed with their éptio bond with their infant (Misri et al.,
1997). Findings from qualitative research are tfugeesuggesting that breastfeeding
expectations may be key to women'’s appraisalsebthastfeeding difficulties they
encounter. Where breastfeeding expectations arkaiog met by experience it is suggested
that their schema of themselves as a parent itedg&ld which is resulting in an experience
of feelings such as guilt, and shame. These fezkng consistent with those expected in
women experiencing low mood.

There is currently only one published quantitatesearch study which has
specifically investigated the relationship betwéesastfeeding expectations, breastfeeding
experience and postnatal mental health. This gpuelsents an analysis of data available from
the large scale Avon Longitudinal Survey of Paremd Children (ALSPAC; Borra et al.,
2014). Researchers reviewed pre- and postnatafaa®z985 women and children and
reported that difference between women'’s plannegtleof breastfeeding, asked prenatally
and actual experience, impacted on postnatal mb8dvaeks on the EPDS (Cox et al.,
1987). Where planned length was greater than alength of breastfeeding more symptoms
of low mood were reported. This association was &ven when prenatal mood was
controlled for.

Taking the findings of the qualitative and quanitvia studies in combination the
current status of research is suggesting that wimenen’s expectations of breastfeeding are
challenged by their experience of breastfeedirg¢hn impact on their postnatal mood. It is
suggested here that this affect is universal, véhgectations are not matched by experience
this impacts on postnatal well-being.

1.4 Rationale for current research.
Research has demonstrated that there are sometbémdibth mother and infant

from breastfeeding (Ip et al., 2009; Kramer & Kakyra012) but despite this awareness and
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campaigns to increase breastfeeding prevalencénaation rates remain low (McAndrew et
al., 2012). Relatively few women are continuindteastfeed beyond four weeks postnatally
despite many reporting an intention to do so (Haetck., 2011; Kronborg & Vaeth, 2004;
McAndrew et al., 2012; Quigley et al., 2007). Thighlights that there are a large number of
women who are reporting an intention to breastfeatiare not following through with their
intentions. It is has been demonstrated that wosnexpectations of breastfeeding are
important when considering whether they will engagth the behaviour (Taveras et al.,
2003; Vogel et al., 2007) and therefore furtherarathnding of factors which are important
in the creation of women'’s expectations is warrdnkirther research however, is also
needed to understand the postnatal consequenceasiioen if these expectations are not
matched by experience.

It has been recognised that common risk factorbdth low breastfeeding intent and
early breastfeeding cessation are, younger ageepeducation and less breastfeeding
knowledge (Chezem et al., 2003; Hauck et al., 26iblyan, 2001; McLeod et al., 2002;
Taveras et al., 2003; A. Wright et al., 1998).umt it is recognised that within these groups
the norm will not be to breastfeed your child slsuggested therefore where there is less
modelling of successful breastfeeding that breadtfey expectations will be lower.
Interventions have recognised that in these grdupay be beneficial to increase
breastfeeding expectations, and women'’s belidfair @ability to breastfeed. However, it is
also recognised that breastfeeding early cessutioot confined to these groups. Even in
areas where breastfeeding intention and initiatédes are high, relatively high numbers
cease breastfeeding early (McAndrew et al., 20d8je it is suggested that for some women
expectations may still be lower, not because bieading has been poorly socially modelled,
but because other factors, such as psychologit®, stire impacting on their breastfeeding

expectations. The first aim of the current redeavi!, therefore, be to assess whether
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women’s expectations of breastfeeding, and thengtal breastfeeding self-efficacy,
correlate with their prenatal mood and well-beilh@gs considered that should a correlation be
found this could have implications for the suppbét could be offered to women prenatally
to improve expectations, and in turn could raisabtfeeding continuation rates.

The second aim of the current research is to furthvestigate the relationship
between breastfeeding expectations and experieacdsyhether when breastfeeding
expectations are different from breastfeeding eepee, this impacts on postnatal mood and
wellbeing. This will build on previous qualitatiyBurns et al., 2010; McAndrew et al., 2012;
Misri et al., 1997; Mozingo et al., 2000) and liedtquantitative (Borra et al., 2014) research
which has shown that when women’s breastfeeding@&agions, as measured as planned
length of breastfeeding are not being matched by tireastfeeding experience, measured as
actual breastfeeding length, this can impact o gestnatal mood (Borra et al., 2014). The
current research suggests that this affect is usabewith all women whose expectations are
not being met at risk of negative mood postnatdlhis study will aim to replicate these
findings using a more in depth measure of breadithgeexpectation and experience than
intended length of breastfeeding. It is anticipatest these research findings will be of utility
when considering whether interventions to incrdasastfeeding expectations would be
beneficial to women, or whether interventions stdadnsider the possible impact on women

when expectations are not met by experience.
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1.5 Hypotheses

1.

Women who report greater breastfeeding self-efficand more positive
mood and well-being, in the prenatal period wilateport more positive
expectations of breastfeeding.

Women who self-report having experienced breasitfgedifficulties will
report poorer breastfeeding experience, lower pdakmood and poorer well-
being than those that did not.

Women who report a more negative breastfeedingreequee will report lower
postnatal mood and well-being.

Women'’s expectations of breastfeeding will diffgnsficantly from their
experience of breastfeeding.

Women who experience a discrepancy between thpeatation and
experience of breastfeeding will report poorer thaad well-being at

postnatal follow-up.
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CHAPTER TWO
2. Method

2.1 Chapter Overview

This chapter gives an outline of the current stdelsign, participants and recruitment
procedure. The measures used in the study araltedand psychometric properties
reported. Ethical considerations are outlined addsxription of how these were managed is
given. This chapter concludes by giving a detadesdcription of the study procedure and
plan for analysis.
2.2 Design

The current study had two aims. Firstly, to invgste the relationship between
women’s prenatal breastfeeding self-efficacy, mand well-being, and their breastfeeding
expectations. The second aim was to investigatedirelation between women’s postnatal
mood and well-being and their breastfeeding expeggand the discrepancy between their
expectations and experience. In order to meetithe af the study a repeated measures
design was used. Women were asked to complete needisting the final trimester of
pregnancy, and then at around 12 weeks postnatdliy.design allowed for collection of
data prenatally which, it was expected, would capwomen’s beliefs about themselves in
the breastfeeding experience, uninfluenced by hetyzerience as was observed in previous
studies.
2.3 Participants

Women were invited to participate in the studyhgy were pregnant with their first
child and reported an intention to breastfeed. Woofeall ages were considered eligible to
participate in the study. While it is acknowleddkdt younger mothers are less likely to

initiate and continue breastfeeding (Hauck et2dl11; Taveras et al., 2003), it was
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considered that information about their expectatiand experience of breastfeeding would
still be valid.

2.3.1 Inclusion criteria. All women who were more than 28 weeks into their
pregnancy with their first child who had an intentito breastfeed could participate in the
study, with the exception of those who met the gigeexclusion criteria below. Only first
time mothers were asked to participate as previessarch has shown that having had an
experience of breastfeeding, successful or unssftdesignificantly impacts on women’s
breastfeeding attitude in later pregnancies (SwadsBower, 2005).

2.3.2 Exclusion criteria.Women who did not have a good understanding dfewri
English were not eligible to participate in thedstuThis criterion was set as the study was
conducted using questionnaire measures and it sgengal that participants could
understand and complete measures independentygdition, mothers who reported an
intention to bottle feed their child were not iredtto participate in the study as the concept,
and therefore the questionnaire measures, usée stidy would not be relevant.

2.3.3 Recruitment procedureln total four NHS Trusts in Cambridgeshire and
Norfolk were approached to participate in recrunm@éll Trusts approached were known to
provide community maternity services and offer Nidded antenatal groups. The Trusts
were Cambridge University Hospitals NHS Foundalionst, Hinchingbrooke Health Care
NHS Trust, Peterborough and Stamford NHS Foundatrost and Queen Elizabeth Hospital
King’'s Lynn NHS Foundation Trust.

The lead midwives from the four potential recruitinsites were approached by the
researcher, either by telephone or email, withief lexplanation of the study research aims,
protocol and what the expectations of their involeat would be. All those approached were
given the opportunity to ask questions of the redes at this stage. All four sites

approached agreed to the researcher recruitingetsttdy through the antenatal classes
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being run by their Trust and to displaying a postérertising the research in their antenatal
clinics.

Once community-based antenatal groups had beetifiddnhe researcher and a
colleague, who was conducting a related studyndéte as many antenatal classes in the
areas as was feasible, to present the study. Bigutining the number of classes attended in
each area, with the number of attendees per ciasbeseen in Appendix A.

A brief description of the study and what involverheould mean for women was
presented to all antenatal class attendees. Patpatticipants were given opportunity to ask
guestions regarding the study. On two occasionattieadees asked about dissemination of
findings of the study and it was explained thatiaflilescription of the research outcomes
would be distributed to participants on completodrthe study along with any potential
publication in peer reviewed journals. It was highted that no data would be individually
recognisable in any dissemination. No other questiwere asked of the researcher at the
stage of presentation. If participants demongirateinterest in participation they were
provided with a participant information sheet andsent form (Appendix B) and pack 1
(further described in section 2.6). Participantsenaformed that if they choose to participate
they should complete the enclosed consent formsraasures and return these to the
researcher using the envelopes and postage provided

Participants were also recruited via posters (Appe€) advertising the research in
the antenatal clinics of the four maternity uniitsthis instance the contact details of the
researcher were included in the poster and if womwene interested in participating they
were asked to contact the researcher via emaglephone for further details about the study.
If women were interested in participating they was&ed to provide their address and were

then sent the information sheet, consent form awi @ with the appropriate return postage.
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The start of recruitment was delayed due to theusnnof time taken for NHS ethical
approval and approval of the Research and Develop@iices of the participating sites. In
addition, the response rate from initial recruittn@as lower than expected. In response to
this a second method of recruitment was addedetotiiginal protocol. The poster which had
been designed to advertise the research in antetiates was adapted (Appendix D) to a
format that could be shared electronically throagbial media forums (Mumsnet, Facebook
and Twitter). Ethical approval was sought, and ggdnfor recruitment to the study through
these media. Women who saw a poster advertisingeiegarch and were interested in
participating were asked to email the researchelufther information about the study. They
were then asked to provide their address and vesrietise information sheet, consent form
and pack 1 with appropriate postage, as they woeallid they had responded to a poster in
their antenatal clinic.

2.3.4 Sample sizeThe most complex analysis planned for this study avenultiple
regression to investigate whether women who regdortere positive prenatal mood, well-
being and breastfeeding self-efficacy also repontede positive expectations of
breastfeeding. A power analysis was conducted iRd®/er (Faul, Erdfelder, Lang, &
Buchner, 2007) using thé value taken from the study conducted by Harwoatl an
colleagues (2007) for a comparable analy$is)#4). This gave an effect size of 0.T8is
analysis indicated that a sample size of at leédstduld be needed for this study to be
conducted with sufficient power. It has been sutggkbowever that multiple regression
should not be conducted with an N of less thanVahyoorhis & Morgan, 2007). Therefore
a ‘rule of thumb’ for multiple regression was emyad to calculate sample size (Green,
1991). This states that an N of greater than 5t+w8here m is the number of independent

variables) should be recruited assuming a medidectefUsing this rule the minimum
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number of participants required for this study éocdonducted with sufficient power was
calculated to be 74 (50 + (8*3).
2.4 Measures

Six self-report questionnaires and measures wee tascollect data from
participants in this study. The following sectiogsdribes the measures used.

2.4.1 Contact details questionnaireRarticipants were asked to provide their contact
details (Appendix E) including name, address, tebm@ number, email address and contact
details for their GP and health visitor if knowrll these identifiable details were contained
in one document so that the information could loeest separately from other questionnaire
measures to ensure anonymity was maintained.

2.4.2 Demographic questionnaireA questionnaire was designed for use in this
study in order to collect data about the populatut participated (Appendix F). This
included questions about age, marital status, siglegel of education, occupation and
ethnicity. It also asked for expected due datéhealate to send postnatal measures could be
calculated.

Socioeconomic status was coded, for the purpodesifribing of study participants,
based on occupation, following the guidelines ais®and Pevalin (2005). Participants were
also asked to report their ethnicity.

2.4.3 Measures of mood and well-beingood and well-being were assessed
prenatally and during the postnatal period usimgBEHinburgh Postnatal Depression Scale
(EPDS; Cox et al., 1987; Appendix G) and the Wakvidinburgh Mental Well-Being Scale
(WEMBS; Tennant et al., 2007; Appendix H).

2.4.3.1 Description of EPDS (Cox et al., 1987; Apdex G). The EPDS is a 10-item
guestionnaire designed to screen for postnatakdsmn, but has also be found to be

appropriate for use as a screen for depressidreiprenatal period (Cox, Holden, &
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Henshaw, 2014; Murray & Cox, 1990; Murray, Coodtein, 1991). The scale has been
widely used within the literature as a method @ésaning for mood during these time periods
(Cox et al., 2014; Evans, Heron, Francomb, Oke,a8d{&ag, 2001; Hewitt et al., 2009;
Parsons, Young, Rochat, Kringelbach, & Stein, 20&yn et al., 2012) and has been
employed by health visitors in the NHS as a scfeepostnatal depression in new mothers
(Hewitt et al., 2009). Cox and colleagues (198pprethat this scale has satisfactory
sensitivity and specificity, and that it is senstio change in depression over time. The scale
has been found to have good internal reliabilitthiarge general population group of
women (Cronbach’s.= .87; Cox et al., 1987). The EPDS has been udedhationally as a
screen for postnatal depression and is availalbdeén 20 languages, which have been
assessed for reliability (Cox et al., 2014). Thesuge has also been demonstrated as reliable
in the assessment of postnatal and antenatal dgpmasith mothers across the age range,
from teenagers, through to older mothers (Cox.eR@atl4).

Participants completing the EPDS, are asked totteadO statements and rate how
much each statement applies to them in the laay3. dParticipants’ responses are then
scored from 0 -3. Seven of the ten items requiverse scoring (items 3 & 5-10) before
scores across the 10 items are then added to gotalacore. A higher score on the measure
is indicative of more difficulties with low moodvEns and colleagues (2001) conducted a
review of a large sampl@£11,968) women’s scores on the EPDS at 32 weekatges and
followed these women up 8 weeks postnataiiyl(l,579). They found that the mean score
for women on this measure was 7.07 (SD=5.08) ate¥ks gestation, and 6.06 (SD=5.79) at
postnatal follow-up. It has been demonstrateddlstore of 12.5 would correctly identify
over 80% of mothers with major depression using theasure (Murray & Carothers, 1990).
A score of >13 is therefore commonly used as aitatibn that women may be experiencing

symptoms of depression which would warrant furiheestigation (Evans et al., 2001;
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Matthey, 2008). With regards to the data availdtde the study conducted by Evans and
colleagues, use of this cut-off recognised tha91@5.2%) of their sample would have met
criteria for further low mood investigation prenftawhile 1181 (10.2%) would have met
criteria postnatallyln the literature alternative cut-offs have beerpkayed, but these have
been criticised for being overly sensitive and agged with over-reporting of PND
symptoms (Hewitt & Gilbody, 2009). For the purpadeanalysis in this study raw scores on
the measure were used. However, to ensure thatipartts were receiving appropriate
support should they be experiencing difficultiesy @articipant who scored above the cut-off
of 13 on this measure were contacted and signptsteetvices, and their GP was informed.
Further details of this protocol can be found iotems 2.5.1 and 2.6.

2.4.3.2 Description of WEMWBS (Tennant et al., 200%pendix H).The
WEMWSBS is a 14 item scale developed following cdtation with focus groups in England
and Scotland to capture the concept of positivetaidrealth. The scale consists of items
covering aspects of mental health including posiaiffect and satisfying interpersonal
relationships. Those completing the measure rate, ®point Likert scale, how much they
feel each of the 14 statements described theirreme over the previous 2 weeks. The
maximum score on the measure is 70, and a mininfuld.or he measure was originally
validated with a student population. The measure fwdher validated with general
population when it was incorporated into two Sabithational surveys. The population mean
on this measure was found to be 51, for the gepe@ilation surveys, this was not found to
differ significantly from that observed in the séuid population (Stewart-Brown &
Janmohamed, 2008). Only one published study idadblaiwhich has assessed the sensitivity
of the measure to change over time (Lindsay, Str&ridavis, 2011) with a parent
population undertaking a parenting programme, thahgy found a large effect size (.71)

with regards to change before and after the progranThe WEMWBS is used as a core
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module of the Scottish Health Survey and is nomdpevidely used throughout the UK and
beyond as a measure of well-being. Internal comsest of the scale has been found to be
good (Cronbach’s = .89-.91; Tennant et al., 2007) and test-retd&thility after one week

was high (.83, p<0.01, Tennant et al., 2007).

As with scores from the EPDS (Cox et al., 1987gltaw scores on this scale were
used for the purpose of analysis. A score <32 hewkas been found to indicate very poor
well-being (Tennant et al., 2007). When scoresweélos cut-off were reported at either time
point participants in the study were contacted sigdposted to appropriate support and
informed that their GP would be informed. Detail$hos protocol are outlined further in
section 2.5.1 and section 2.6.

2.4.4 Measure of breastfeeding self-efficacit.was suggested by Bandura (1977),
when he originally outlined self-efficacy as a cept; that self-efficacy be measured as
activity specific. Therefore a measure of breaslifeg self-efficacy, and not a general self-
efficacy measure, was used in this study. A longfof the Breastfeeding Self-Efficacy
Scale (BSES; Dennis & Faux, 1999) was availableidver, participant load was considered
and it was decided to administer the shorter fofth@® measure, the Breastfeeding Self-
Efficacy Scale- Short From (BFES-SF; Dennis, 2083endix 1) as there was little
indication of a benefit of administering the longeeasure.

2.4.4.1 Description of the BFSES-SF (Dennis, 2008)pendix I). The 14 item
BFSES-SF is an abbreviated version of the BreatitigeSelf-Efficacy Scale (BFSES,;
Dennis & Faux, 1999). This is a self-report insteamhdeveloped to assess a mother’s
breastfeeding confidence. Participants responthtersents about breastfeeding on a 5 point
Likert scale from 1 (not at all confident) to 5walys confident). All items are positively

worded as recommended by Bandura (1977) for alésaahich have been developed to
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assess self-efficacy. A total score for breastfegdelf-efficacy is calculated by adding
scores achieved on each of the items in the scale.

The original scale, the BFSES, was found to hawelgoeternal reliability
(Cronabach’s =.96; Dennis & Faux, 1999). Internal consisterteyistics suggested
redundancy of items in the original scale and thiereviated BFSES-SF was developed in
response by Dennis (2003). The BFSES-SF has beed fo have good construct validity in
a general UK population (.90; Gregory, Penrose,ridon, Dennis, & MacArthur, 2008).

2.4.5 Measures of breastfeeding expectations andpexience.At the time of
preparing this study no measure was available wexgticitly asked women to describe their
expectations of the breastfeeding experience. Asrited in the Introduction a measure had
been developed which aimed to capture the impaitteoparenting expectations not being
met on postnatal mood and well-being (Harwood .e28I07). As no measure was available
to capture breastfeeding expectation a new measewed to be developed.

The measures that Harwood and colleagues (2007 J), developed to capture
parenting expectation and experience in their stualy used here as a basis for the
development of the measure of breastfeeding exji@ctand experiences. Harwood and
colleagues (2007) measure of parenting expectatidnexperience was also administered to
all participants in this study in order for a cormemt validity for the new measure to be
calculated.

2.4.5.1 Parenting expectations measure (Harwoodlet2007; requested for use in
this study; Appendix J)The parenting expectations measure was used inesesrch as
validation for the breastfeeding expectations mesa&uther described below in section
2.4.5.3. The parenting expectation measure isieBbmeasure assessing parenting

expectations in first time mothers. This was depetbby Harwood and colleagues (2007) for
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use in their research. It includes original itearsg others developed from items and concepts
in previous work.

The 55 items in this measure is sub-divided insuldscales: Infant Expectations —
women'’s expectations of caring for their infantrtRar Expectations — women’s expectations
of parenthood on their relationship; Social Expgctes — women'’s expectations of the
impact of parenting on social functioning and $&{pectations — women’s expectations of
how parenting will affect her physical and psyclgital well-being.

Responses to items on this measure are on a 7ipkant scale from 1 (strongly
disagree) to 7 (strongly agree). Twenty-six ofitens were reverse coded and need to be
adjusted before total scores can be calculatedr{trExpectations items 6-9; Partner
Expectations items 5-10; Self Expectations item&Q2Social Expectations items 7-13).
Total scores for each of the sub-scales and fomi@sure as a whole can then be calculated
by summing the scores for each of the questions.

The measure was developed with a sample of 87 &lissirfirst time mothers during
pregnancy. Concurrent validity was established withpregnancy and baby scale of the
Maternal Adjustment and Attitudes Questionnaire (¥ Kumar, Robson, & Smith,

1984), with a Pearson’s Product Moment Correlatibi64. The scale as a whole was found
to have good reliability (Cronbach’s=.94; Harwood et al., 2007). Adequate reliabiitgs
also found for each of the individual sub-scales @m be seen in Table 1 below.

2.4.5.2 Parenting experience measure (Harwood et 2007; requested for use in
this study but unpublished; Appendix The parenting experience measure was also
developed by Harwood et al. (2007). The measurs tiigesame questions as the
expectations measure described above, but quesgtiahng is adjusted to capture women’s
actual subsequent experience of parenting. Hanaoddcolleagues published reliability data

for the 87 women that participated in their reskaiitey found a Cronbach’sof this
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measure as whole was .94, with individual subscaks having adequate reliability (see
Table 1 for values).
Table 1

Cronbach’s Values for Sub-scales of Parenting Expectation Exglerience Measures.

Sub-scale Expectations Experience
Infant 71 T7
Self .86 .82
Partner .82 .89
Social .75 .73

2.4.5.3 Breastfeeding expectations measure (devedpr use in this research;
Appendix K) The majority of measures available which aim toteegpwomen’s
breastfeeding experience focus on the physicaligcof breastfeeding and omit to
investigate the psychological impact of the expearge(Chambers, Mcinnes, Hoddinott, &
Alder, 2007).

For the purpose of the current study a new meagasedesigned to capture women’s
social expectations of breastfeeding and their etgpiens of themselves in the breastfeeding
experience. This measure was based on the questomswo of the sub-scales of the
measure developed by Harwood and colleagues (26f@gctations of self and social
expectations. The wording of the original questinas adjusted so that they applied
specifically to breastfeeding rather than parentmgeneral. One questions were excluded as
they did not translate suitably (There will notdreough money for non-essential items or
services (for example going to the movies, buyils©r gifts)). Participants were also
asked to indicate how long they planned to breadtfer and whether they would consider
bottle feeding should they experience difficulties.

As the measure was developed for use in this reflséafiormation about reliability or

validity was not available prior to the currentdstbeing conducted. The current study has
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been presented as a pilot study as it was knowvintthvauld be necessary to perform analysis
of the measure post hoc to calculate reliability.akalysis of the internal reliability of the
measure (Cronbach’g and the concurrent validity with the parentingeatation measure
can be found within the results section of thisihe

2.4.5.4 Breastfeeding experience measure (develdpedse in this research;
Appendix K).As already discussed with regards to the breastfgexkpectations measure,
no measure was available prior to this researclehwvtaptured the psychological impact of
breastfeeding. In line with the methodology emptbipgg Harwood and colleagues (2007), in
their development of their measure to capture piergmexperience, a measure to capture
breastfeeding experience was created here by i®pgrquestions in the breastfeeding
expectations measure into the past tense. In addgrticipants were asked to report on this
measure how their child was delivered and givendication of how long they had
exclusively breastfed. They were also asked taatdiwhether they had experienced
breastfeeding difficulties and described qualieiwvhat their breastfeeding difficulties had
been.

As with the breastfeeding expectations measuréate regarding reliability of the
measure was available prior to the current studtygbeonducted. Analysis of internal
reliability of the measure (Cronbach’sand concurrent validity with the parenting
experience measure, can be found within the resatiBon of this thesis.

2.5 Ethical considerations

2.5.1 Confidentiality. All measures distributed to participants were demevith a
pre-assigned participant number and site numbes. kant that participants were able to
return measures separately from identifiable infatran, retaining respondent anonymity.

Participants’ personal details and data were thaned separately, electronically on an
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encrypted memory stick and in paper version incadd filing system at the University of
East Anglia (UEA). There were three possible inség when anonymity may be broken:

Firstly, if participants contacted the researchet mformed them that they would
like to withdraw from the study and their data lestdoyed, anonymity would be broken to
identify which data points should be removed fréva dlatabase and destroyed. It had been
explained at the point of recruitment that showdipipants choose to withdraw, data
collected up to the withdrawal would be retaineddioalysis, unless participants explicitly
asked for this to be removed.

Secondly, participants completed the EPDS (Cox €1887) and WEMWBS
(Tennant et al., 2007) at both pre- and post-rigted points. It was recognised that responses
on these measures may indicate that the participasiexperiencing distress for which it
may be helpful for them to seek further support @tiscores of >13 for the EPDS and <32
for the WEMWABS were employed as an indication thparticipant may be experiencing
distress. These scores were selected based onyseaesearch (Matthey, 2008; Tennant et
al., 2007) as described in sections 2.4.3.1 an@.2.4bove.

If participants were found to score above or beditlver of these cut-offs at the pre-
natal time point, anonymity was broken and theyensemtacted by telephone to discuss the
concerns further and to recommend that they segkostifrom their GP, health visitor or
midwife, if they have not already done so. Furtlaestandardised letter would be sent to their
GP (Appendix M). This letter indicated to the G articipant was taking part in the study,
and that their scores on the measures suggeshéyamay be having difficulties with mood
or well-being. Details of the measure(s) wouldmeuded along with score(s). This letter
would be sent in place of the standard GP notibcadf participation letter (Appendix N)

which is further described below in section 2.6.
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If participants scored above or below the pre-defiout-offs at the postnatal time
point the same protocol was employed. The partitipeould be contacted via telephone by
the researcher to discuss concerns and recommeyngeakk support, and a standardised
letter (appendix O) was sent to their GP infornohghe concerns.

Participants were made aware at the point of reoant that should their responses
on measures indicate poor well-being the protoestdbed above would be employed. This
was also explained in their participant informatgheet. Participants were also reminded that
a letter would be sent to their GP when they werdacted by phone to discuss concerns if
indicated.

The third situation in which anonymity may be brokeas if participants indicated
that they would be interested in participating iiuher research study being conducted by
another trainee clinical psychologist at the Unsigrof East Anglia. Participants were
informed at the point of recruitment and in thartgipant information sheet that they would
be invited to participate in a further study at gost-natal time point. Included in
guestionnaire pack 2 was a form asking participmisdicate whether they would like to be
contacted by the researcher about this furtheygtdidpendix P). This form explained to
participants that should they wish to be contaetgalt the further research anonymity would
be broken to access their contact details andathesearcher would then contact them by
telephone to discuss this study further. If pgpticits indicated that they did not want to
participate, or did not return this form with thgestionnaire responses, anonymity would
not be broken and their details would not be a@tkss

2.5.2 ConsentParticipants were provided with a consent form (&qmgtix B) at the
time of recruitment and were asked to return tbimgleted with their completed initial
guestionnaire pack. As explained, they were givéficeent postage in order for their

consent form to be returned to the researcher atghafrom questionnaire measures, but
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consent forms were marked with participant andrait@bers in order that these could be
cross referenced.

It was explained to participants in the participafidrmation sheet that they could
withdraw from the study at any time without giviageason. Participants were also informed
that should they chose to withdraw, data colletbeithe point of their withdrawal would be
retained as part of the data analyses, unlessetk@icitly asked for this to be removed. In
this case all details and data to the point of aviélval were removed and destroyed.

As it was necessary to contact participants’ heatthor or GP prior to sending
follow-up measures, to ensure that only contactmade where appropriate, where both
mother and infant were considered well, participam¢re asked to consent to their health
visitor or GP being contacted. If participants dat explicitly consent to this contact they
were excluded from the study.

2.5.3 CoercionMost participants had the study protocol explaiteethem verbally,
either in the form of a presentation at their aatahgroup, or when they phoned the
researcher requesting further details about thaysiwo participants requested further
details of the study via email and these instaacgstten explanation was provided with
consideration of participants’ questions. Partioigavere all provided with the participant
information sheet, consent form and questionnaak pvith sufficient postage to return this
to the researcher should they chose to participateicipants were not followed up by the
researcher if they did not return completed measaté¢he pre-natal time point; this was
taken as an indication that they did not wish tdipigate.

2.5.4 Risks and benefitdt was not anticipated that participating in thedst would
cause distress. However, should participants bedhstreessed they were encouraged to
contact the researcher who would be able to sigripdke correct source of support for their

difficulties, for example their midwife, health itisr or GP. Participants were also provided
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with the help line number for the National Childhiifrust (NCT) who offer support for
difficulties relating to pregnancy and the posthpt&iod. As described above there was a
possibility that participants measures may haveatad that they were experiencing
symptoms of low mood or poor well-being. The praoladescribed in section 2.5.1 was
employed if this were the case.

There were no direct benefits to taking part fatipgoants in this study other than
opportunity to contribute to the research arourehstfeeding. Participants were told
however, that participation in both stages of tiuelg would enter them into a prize draw for
£50 Mothercare vouchers.

2.5.5 Data storage.All documents and measures were pre-assigned \articipant
and site numbers prior to distribution to particifsa This allowed for identifiable
information to be returned to the researcher séglsiriom other measures in order to
maintain anonymity. At the post-natal time pointasres were sent with the measures pre-
marked with the participant number. This meant tia¢n measures were returned no
identifiable information was included.

Data were input into IBM SPSS (version 22) for pluepose of analyses, and
databases were stored on an encrypted memory Bagler questionnaires were stored in a
locked filing system at the UEA with identifiableformation stored separately from
guestionnaire measures. These were accessible bgdbarcher and supervisor only

2.5.6 Ethical approval.Ethical approval was obtained from the Norfolk NHS
Research Ethics Committee (Appendix Q). A substhathendment was submitted to, and
approved by, the committee when it was recognisatimethodological changes needed to
be considered to increase recruitment (AppendixAditionally, NHS permission was

obtained from the four NHS trusts acting as pgvéot identification centres (Appendix S).
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2.6 Procedure
The recruitment protocol for the current study basn described above in section

2.3.3. As described, participants were approacheaiticipate in the study if they were
attending an NHS run antenatal group run by ortbeparticipating community midwifery
services, if they responded to a poster advertisemeheir antenatal clinic, or if they
responded to the advertisement for the study @tedlon social media. When participants
indicated an interest in taking part in the reded&iney were given, or sent in the post, the
participant information sheet and consent form (@&ix B) and pack 1. This pack
contained the following which took around 20 mirsute complete (copies of all measures
can be found in Appendices E-K):

Contact details form, including contact details & and health visitor

Demographic questionnaire

Edinburgh Postnatal Depression Scale (Cox et &7)19

Warwick-Edinburgh Mental Well-being Scale (Tennanal., 2007)

Breastfeeding Self-Efficacy Scale — Short Form (fden2006)

Parenting Expectations Scale (Harwood et al., 2007)

Breastfeeding Expectations Scale (designed forqgaa® of this study)

Participants were asked to return the completederarform and measures to the

researcher directly using the addressed envelogepa@stage enclosed with the
guestionnaire pack. Participants were provided with envelopes so that they could return
documents that contained identifiable informatiooansent form and contact details form)
separately from questionnaire measures to ensorgyamty was maintained. Questionnaires
had all been pre-marked with a participant andrait@ber so that they could be cross

referenced to break anonymity if this was required.
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Participants were asked to indicate on the corfeemt that they were happy for the
researcher to contact their GP. As part of thequalttherefore a standardised letter was sent
to the GP of all participants to indicate that tmesre participating in the study (Appendix
M). The exception would be if participants’ scoagsthe EPDS and/or WEMBS fell
above/below the cut-off to indicate a cause forceon. If this were the case the GP would be
sent the letter to inform of participation and ohcerns regarding mood or well-being
(Appendix L).

Participants were asked to provide their estimdtezidate at the time of recruitment.
This was then used to calculate when their childldde approximately 12 weeks old, the
time at which they were sent postnatal measure$0Ateeks after participants expected due
date a letter was sent to their health visitoiGGBrif they were unable to provide details of
their health visitor (Appendix U). This explaindtht the intention was to send follow-up
measures to the participant. The letter asked veh@ththe professional’s opinion it would be
appropriate to send measures considering the oetcbithe pregnancy. They were asked to
complete a tick sheet indicating their opinion agidirn to the researcher in an enclosed self-
addressed envelope. If health visitors or GPs dideturn the completed tick sheet a phone
call was made to the health visitor or GP surgskyrg that this be completed and returned
as soon as possible.

If forms were returned indicating that the healtbfessional felt that it would be
appropriate to send follow-up measures to partidgpehey were then sent pack 2 (described
below). If the health professional had indicateat this would not be appropriate to contact
the participant they were not sent measures and xeuded from the second stage of the
study. This protocol had been explained to paricip at the point of recruitment and was

described in the participant information sheet.
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Pack 2 contained the following which took aroundiiutes to complete (copies of

all measures can be found in Appendices E-L):
Cover letter
Edinburgh Postnatal Depression Scale (Cox et @871
Warwick Edinburgh Mental Well-Being Scale (Tennahal., 2007)
Parenting Experience Scale (Harwood et al., 2007)
Breastfeeding Experience Scale (developed for tinegses of this study)
Indication of interest in related qualitative study

Prior to being sent all measures had been pre-rdavika the participant’s number,
so that when measures were returned responses watute identifiable. Participants were
provided with an addressed envelope and postagiion measures directly to the
researcher.

Participants had been informed that they woulddrgacted via telephone or email
by the researcher if their measures were returngdnigwo weeks.

Included in the pack was a tick form asking papteits whether they would be
interested in being contacted about a separatéajuad research study being conducted by
another trainee clinical psychologist at UEA. ItdHzeen explained to the participants that
this would be an option in the participant inforiroatsheet at the point of recruitment.

2.7 Plan of analysis

This section describes the plan for data analyassdon the research hypotheses.
Any deviations from the plan based on the dateectdld are described in Chapter 3. All data
was analysed using IBM SPSS (version 22). Thewiotlg section briefly outlines the
planned data analyses for each of the hypotheses.

2.7.1. Planned data analyses for hypothesisifiwas planned that an initial multiple

regression would be conducted to assess whetheaitptdreastfeeding self-efficacy, mood
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and well-being predicted expectations of breastfepdh stepwise multiple regression was
planned with breastfeeding self-efficacy, and prgehmood and well-being as independent
variables,, and breastfeeding expectation totalkesas the dependent variable.

It was planned that two further multiple regressamialyses would then be conducted
to investigate the relationship between the thmdependent variables, described above, and
each of the two sub-scales of the breastfeedingaapons measure, breastfeeding social
expectations and self expectations of breastfeeding

4.7.2 Planned data analyses for hypothesisI2was planned that Independent
Samples t-tests would be conducted to comparerdestieeding experience scores, postnatal
mood and postnatal well-being, of those womenriadrted that they had experienced
breastfeeding difficulties with those that did not.

4.7.3 Planned data analyses for hypothesisiBwas planned that Pearson’s Product
Moment Correlation Coefficients would be condudbetiveen women's total breastfeeding
experience scores and ratings of postnatal moodvaticbeing

4.7.4 Planned data analyses for hypothesis Mwas planned that a repeated
measures t-test would be conducted to compare wasrtwal scores and sub-scale scores on
the breastfeeding expectation and breastfeedingriexjge measures.

4.7.5 Planned data analyses for hypothesis Ibwas planned that two Pearson’s
Product Moment Correlation Coefficients would badwocted between women'’s
breastfeeding discrepancy score, as described palaiheir ratings of postnatal mood and
well-being. |

It was considered that calculating a discrepanoyesby simply subtracting
expectation score from experience score, wouldadufficient. It was noted that using this
simple means of calculating discrepancy it woultlbepossible to attribute variance

observed to variance in expectation score, varianegperience score or a combination of
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both. Therefore it is planned that a regressiotyarsawill be run, with breastfeeding
expectation total score as the independent variabl breastfeeding experience total score
as the dependent variable. A residual score woellcalculated for each individual and this
score would then be taken as the measure of deecgbetween breastfeeding expectation

and experience.
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CHAPTER THREE
3. Results

3.1 Chapter Overview

The chapter begins with a description of the sartiéeparticipated in the current
research, with an account of the number of paditip lost to follow up and a description of
the demographic characteristics of the populafidrve chapter then goes on to outline how
the data which were treated prior to further aredyiseing conducted, with particular
consideration of how missing data, due to partiogmaloss to follow-up, were managed.

Descriptive data analyses of all variables aregitesl, including a description of the
internal reliability and concurrent validity of tiheeastfeeding measure designed for use in
this research. Explorations of data distributiomisich informed appropriateness of further
analyses and choice of statistical test, are ptedeRinally results of the statistical testing
are presented for each hypothesis in turn and ansuynof the results is provided.
3.2 Sample Description

The following section offers a description of tlzargle that participated in the
current research.

3.2.1 Initial recruitment. Overall, 33 antenatal classes were attended wihtatal
of 265 attendees across all classes. Of the 265 altendees 219 women (80.21%) took an
information sheet and initial questionnaire packtli@ women who took an information
sheet and initial questionnaire pack 56 (29.22%}eated to participate in the study by
completing a consent form and prenatal questioargack and returning this to the
researcher. A further eight participants were néeduthrough social media£3) and word
of mouth (=5). One participant was excluded at the poinecfuitment as it was found that
her gestational age at response was 23 weekshartiexefore did not meet inclusion

criteria for the study, which dictated that papgamts must be in their final trimester of
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pregnancy (+28 weeks gestation). Therefore dasafisen 63 women were available from
the prenatal time point.

A full break down of the distribution of recruitntesicross the four participant
identification sites can be seen in Appendix Avdts observed that there was a recruitment
bias towards groups being run by Cambridge Unitsek$ospital Foundation Trust
(CUHFT). There are a number of reasons this biagroed. Firstly this site ran the highest
number of antenatal and breastfeeding groups dbtiveareas recruited from. Secondly, they
offered groups in evenings and at weekends whicinirthat the researcher was able to
attend more groups at these times around placernemitments, and attendance at these
groups was observed to be higher due to bettessitaiéty for women. Thirdly, consent for
other sites was delayed by difficulties gaining &esh and Development approval, therefore
recruitment from other sites could not commenceaay so more CUHFT classes were
attended,; this was patrticularly true of Peterboloagd Stamford NHS Trust.

3.2.2 Postnatal follow-uplt was observed that there was a significant atdiriin
participant numbers in the follow-up stage of tegearch. Of the 63 women that consented to
participate in the research, and met inclusioreat only 29 (46%) completed postnatal
measures.

Of those women that were lost to follow-up, sevemanhighlighted by their GP as
being unsuitable for follow-up based on reviewldit medical files, or were no longer
registered with the GP so a screen of their medigtds was not possible. At the time of
analyses 10 GPs had not returned the completediguesire regarding appropriateness to
contact participants postnatally. For the remairdidgparticipants, a GP letter had been
returned, and they had been sent postnatal medsutresmpleted measures had not been
returned to the researcher. A description of haawtiissing data, as a result of the high drop-

out rate at follow-up, was managed is given inieac3.4.
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The following section offers a consideration of faenple characteristics of those
women that participated in the current study. A panson of the sample characteristics of
those that participated in the full study is madenthose that were lost to follow-up. This
comparison allowed for judgement of whether thdse participated in follow-up were
representative of the wider sample.

3.2.3 Sample characteristicsThe mean gestation at which women completed
prenatal measures was 36.05 weeks (SD = 2.89)gdstation of those who completed both
pre and postnatal measures was 36.41 (SD= 2.39§ thlke gestation of those who only
completed prenatal measures was 35.74 (SD=3.21ndependent Samples t-test did not
reveal a significant difference in the gestaticage between those that completed the follow-
up stage of the research, and those that weré&ldsiiow-up (t=0.94, p=0.35).

Two women declined to give their date of birth @inerefore the age of these women
could not be calculated, one of these women wasddsllow-up, while the other completed
both stages of the study. The age range for all @othat participated in the study, excluding
those that declined to give their date of birth@1), was 19-45 years with a mean age of
30.59 years (S 5.0). The mean age of participants who completegtk and postnatal
measuresn=28; excluding one who declined to give data) wa3 2 (SD= 5.27) years while
the mean age of those who did not complete postmetasuresn=33, excluding one who
declined to give data) was 31.33 (SD = 4.79). Adejrendent Samples t-test revealed that
there was not a statistical difference betweenwlmegroups with respect to age at
participation (t=1.26; p=-.21).

Participants were asked to report their currentipation, or occupation immediately
prior to maternity leave, in order to code for seeconomic status. Based on their
occupation participants were then assigned an tpesahcategory according to the

guidelines of The National Statistics Socio-Ecomo@iassification (Rose & Pevalin, 2005).
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The mean operational category for the total sawple5.45 (SD= 2.63; 3.1-13.2), indicating
that the mean occupation of participants was irelonvanagerial and administrative roles,
with participants from the full range of operatibnategories. The mean operational category
for those that completed follow-up measures was 850=3.03; 3.1-13.2). The mean
operational category for those lost to follow-upsvBa54 (SD=2.28; 3.1-12.7). An
Independent Samples t-test indicated no signifidéfdgrence in operational categories of
these two groups (t=.28; p=.78). A summary of fertlemographic information can be seen

in Table 2.
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Table 2
Summary of Demographic Characteristics of Partici{sa
Prenatal only Pre and
. Total sample postnatal
Question Response measures
n (%) n (%) measures
0 n (%)
Highest level CCSE/O-level
Ofge Fatior (O €quivalent) 1 (1.6%) 1 (2.9%) 0 (0%)
A-levels 0 o 0
(or equivalent) 11 (17.5%) 7 (20.6%) 4 (13.8%)
0, 0 0,
Certificate of higher education 2 (3.2%) 1(2.9%) 1(34%)
Diploma of higher education, 8 (12.7%) 5 (14.7%) 3 (10.3%)
foundation degree or HND
) 0, 0
Bachelors Degree 15 (23.8%) 9 (26.5%) 6 (20.7%)
Masters degree or 24 (38.1%) 11 (32.4%) 13 (44.8%)
postgraduate qualification
0, 0, 0,
Doctoral level qualification 2 (3.2%) 0 (0%) 2 (6.9%)
Nationality *  White British 39 (61.9%) 21 (61.7%) 8162.1%)
British 5 (7.9%) 3 (8.8%) 2 (6.8%)
White 6 (9.5%) 4 (11.8%) 2 (6.8%)
Chinese 1 (1.6%) 1 (2.9%) 0 (0%)
Japanese 1 (1.6%) 1 (2.9%) 0 (0%)
0, 0 0,
Sri Lankan British 1 (1.6%) 0 (0%) 1 (3:4%)
0, 0 0,
White Australian 1(1.6%) 0 (0%) 1(34%)
0, 0 0,
White European 1 (1.6%) 0 (0%) 1 (3.4%)
White Irish 1 (1.6%) 0 (0%) 1 (3.4%)
0, 0 0,
White Non-British 1(1.6%) 0 (0%) 1(3.4%)
0, 0, 0
White South African 1(1.6%) 1(2.9%) 0 (0%)
0, 0 0,
White Ukranian 1(1.6%) 0 (0%) 1(34%)
Catholic 1 (1.6%) 1 (2.9%) 0 (0%)
Did not say 1 (1.6%) 0 (0%) 1 (3.4%)
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Marital Married 44 (69.8%)  23(69.7%) 21 (72.4%)
status
Co-habiting 14 (22.2%) 9 (26.5%) 5 (17.2%)
4 (6.3%) 1 (2.9%) 3 (10.3%)

In a relationship

0, 0 .
Declined 1(1.6%) 1 (2.9%)

* Nationality as self-reported.

3.2.3.1 Demographic breastfeeding dafdl women were asked prenatally whether
they would consider bottle feeding their childhiéy experienced breastfeeding difficulties
postnatally. Of the 63 women that completed prdmaé&asures, 53 (84.1%) women reported
prenatally that they would consider bottle feedinwgile four (6.3%) reported that they would
not consider bottle feeding, a further seven @a).declined to answer this question.

Women were also asked to indicate prenatally hawg they intended to breastfeed.
Women were asked to indicate the length of timg giianned to breastfeed exclusively and
this was categorised according to their responsmiaed feed from birth; <6 weeks; >6
weeks — 3 months; >3 months — 6 months; >6 mowtisyear; or as long as possible. Data
regarding planned length of breastfeeding canla¢sseen in Table 4. Women who only
completed follow-up measures were asked to repitht &xperience, whether they
experienced breastfeeding difficulties (yes/no) acthal length of exclusive breastfeeding.
Actual length of breastfeeding was categoriseddid not breastfeed’; < 3 weeks; 3 weeks -
<6 weeks; 6 weeks - < 3 months; ongoing (>3mordhg)did not say. These data are

reported in Table 3.
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Table 3

Summary of Breastfeeding and Birth CharacteristicBarticipants.

A.Shayle

Total sample

Prenatal only

Pre and post

Question Response n (%) measures measures
n (%) n (%)
Would you 53 (82.8%) 28 (82.4%) 24 (82.8%)
consider bottle Yes
feeding? 4 (6.3%) 3 (8.8%) 1 (3.4%)
No
7 (10.9%) 3 (8.8%) 4 (13.8%)
Did not say
1 (1.6%) 1 (2.9%) 0 (0%)
Planned length Mix from start
of breastfeeding 1 (1.6%) 1(2.9%) 0 (0%)
< 6 weeks
8 (12.5%) 3 (8.8%) 5 (17.2%)
6 weeks — 3 months
34 (53.1%) 17 (50%) 16 (55.2%)
>3months — 6months
8 (12.5%) 6 (17.6%) 2 (6.9%)
>6months — 1 year
9 (14.1%) 5 (14.7%) 4 (13.8%)
As long as possible
3 (4.7%) 1(2.9%) 2 (6.9%)

Birth
experience

Actual length of
breastfeeding

Did not say

Vaginal delivery
(no complications)

Vaginal delivery
(complications)

Assisted vaginal
delivery

Planned Caesarean
Section

Emergency
Caesarean Section

Did not breastfeed
Mix feed from birth
< 3 weeks

3 weeks - < 6weeks
6 weeks — 3 months
Ongoing

(> 3 months)
Did not say

14 (48.3%)

1 (3.4%)

7 (24.1%)

0 (0%)

7 (24.1%)

2 (6.9%)
0 (0%)
7 (24.1%)
1 (3.4%)
3 (10.3%)
15 (51.7%)

1 (3.4%)
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3.3 Treatment of Data

All data were entered into, and analysed, usingBiv SPSS (Version 22) software
package. Data were screened initially for missiatadand then for errors in the data set. The
following section presents a description of howsimg data was managed in the data set
prior to analyses being conducted.

3.3.1 Prenatal dataFollowing initial screening it was found that otenn score was
missing for one participant who had completed tlematal Edinburgh Postnatal Depression
Scale (EPDS). For the Parenting Expectations questire there were found to be nine
missing data points, with a maximum of two poirtsdne participant. There were no
missing data points for the Warwick Edinburgh MénYell-Being Scale (WEMBS). For the
Breastfeeding Expectations Questionnaire no missatg points were found in the
guantitative data. For all of these measures, tissing data values were replaced using the
mean as a measure of central tendency. It is ribgdising this method of substitution can
reduce the variance of a variable as the mearbeitloser to itself than the missing value it
replaces (Tabachinick & Fidell, 2013). This willpact upon any the correlation the
variables have with other variables. However, Shrtuart, Quan and Ghali (2006)
compared six ways of dealing with missing dataluiding mean substitution, and found that
when <30% of scores were missing all methods paddrequally well. Therefore this
method was employed in this study to replace ngsdata points, with the assumption that
there would be little resultant impact on subsetjaealyses.

For the Breastfeeding Self-Efficacy Short Form goesaire it was observed that all
data points were missing for six questionnairesirgle data point was missing from a
further questionnaire. The missing data point waemeted using means substitution as

described above for other measures. Missing data fhe six further questionnaires were
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imputed as part of the multiple-imputation, furtlesscribed in section 3.2.2 with regards to
treatment of missing postnatal data.

3.3.2 Postnatal dataPostnatal data were limited due to the poor follqppwesponse
rate as described above in section 3.2.2, theréfarenethodologies were used for dealing
with the missing data in the postnatal data set.

Firstly questionnaire responses for each individoaR9) were screened for missing
data points. Where missing points were found meastgution was used to enable
calculation of total scores for inclusion in anagsAs has already been reported (Shrive et
al., 2006), as long as <30% of data is missing,msedystitution is as reliable as alternative
methods for handling missing data. No missing gaiats were found for the post-natal
EPDS or WEMWBS. Multiple missing data points webserved for individuals who had
completed the parenting experience measure andtf@eding experience measure. A
breakdown of the missing data points can be se&alite 4 below. It was observed that two
women had declined to complete the breastfeediragsure as they reported that they had not
breastfed their child. Analyses were conducteduigiclg this missing data as part of the
multiple imputation described below and excludingse women and no significant

differences between the two data set were obseseediurther discussion below.

73



Breastfeeding Expectations and Experience A.Shayle

Table 4

Count of Missing Data Points on Parenting Expereaad Breastfeeding Experience
Measures.

Parenting Breastfeeding
Experience Experience
Infant Partner Social Self Social Self
Experience Experience Experience Experience Experience Experience
1 missing : 6 6 3 1 1
data point
2 missing
data points 2 i i 1 1 i
3 missing i i i i 1 i
data points
Did not i i i i 5 5
complete

It was observed that a large number of participmt83; 52.3%), had not completed
the postnatal stage of the research. The highwellip drop-out rate meant that the
population size for follow-up analyses was sm@#29). It was considered that using a pair-
wise deletion of data for those that had not cotegi@ostnatal measures would have a
significant impact on further analyses. Shrive aaleagues (2006) reported that when
>30% of data was missing multiple imputation is ltlest method for managing missing data
and it is currently considered the most respectatdthod of dealing with missing data
(Tabachinick & Fidell, 2013). As 33 (52.3%) pantants had not returned follow-up
guestionnaires multiple imputation, with five imations, was run, and the resulting data set
was used for further analyses. As described abasgimy questionnaire responses for the
prenatal breastfeeding self-efficacy measure wiseiacluded in the analyses to account for
the missing data sets for this measure.

A comparison of imputed data sets imputing valwegsHose women that had not
breastfed, and therefore not completed the postoegastfeeding measure, and treating
these data points as missing data was made wisigndicant differences between scores

found.
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Suspected errors in the data were detected by sgaftaquency and descriptive data
for all variables: in total two errors were detecénd corrected.
3.4 Descriptive Data Analyses

In this section data are presented for the stagiables, EPDS, WEMWAB,
Breastfeeding Self-Efficacy, and Breastfeeding Exa@ons and Experience. Descriptive
data are provided for each variable, along witlexgploration of the distribution of the data.
The internal reliability of the Breastfeeding Exfamns and Experience measure and its
concurrent validity with the Parenting Expectatiansl Experience measure are also
presented.

3.4.1 Descriptive statistics for measures

3.4.1.1 Descriptive Statistics for the Edinburgh $toatal Depression Scale (EPDS;
Cox, 1987).The mean score for the women that participatedigresearch on the prenatal
EPDS, was 5.2(n€ 63,SD= 3.23, range 0 — 14). The large scale Avon Linagnal study,
which reviewed women’s scores on the EPDS duriegmpancy and postpartum, reported a
mean score of 7.07 (SD=5.08) at 32 weeks gestatimm data from 11,968 women were
combined (Evans et al., 2001). They also found 1840 (15.2%) of their sample at 32
weeks gestation scored above the threshold of i@rédable depression. The data from this
study found that only one woman scored above tteshiold score of 13, giving an incidence
of probable depression in the prenatal period % in the current study. Overall, the mean
prenatal score on the EPDS for the current sarnoplterlthan would be expected in the
general population, as is the number of women veHorf the probable depression range.

The mean score for women who completed the pos$tBRE2S was 5.79 (N=29; SD
= 4.76). One participant (3.5%) scored above tigadr threshold of 13 to indicate probable
depression. Postnatal data available for the 1lws#fien who participated in the Evans

(2001) study, described above, at 8 weeks postpareported a mean score of 6.06 (5.79),
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with 1181 (10.2%) falling above the higher threshal 13 to indicate probable depression.
As with prenatal scores, the scores observed ipastatal period fell below that observed
in the larger population study. The mean scorthempostnatal EPDS considering the
imputed data filer{=378), was 5.81 (SD = 3.70).

An Independent Samples t-test, comparing pren®8lEscores for women who
subsequently completed the postnatal measureshase who did not, found a significant
difference in scores (t=-2.02, p=0.47). Those whimgleted postnatal measures were
reporting significantly less symptoms of low moodhe prenatal period than those who
were lost to follow-up.

3.4.1.2 Descriptive statistics for Warwick Edinburd/iental Well Being Scale
(WEMWBS; Tennant et al., 2007)'he mean score for the prenatal WEMWBS was 55.25
(n=64, SD = 6.45, range = 44-68). Validation datatiics measure (Stewart-Brown &
Janmohamed, 2008) reported the mean score fohlggaipulations on this measure is 51,
with a cut-off of below 32 previously used as agi¢gation of poor mental well-being. No
scores were obtained in the current study indiggbimor mental well-being (<32).

The mean score for the postnatal WEMWBS was 586PF(4.79), with no
participants’ scores falling below the lower threlshof 32. No data are available regarding
the use of the WEMWABS with a postnatal populatipec#ically, but comparison with the
data for healthy populations described above suggest the current study sample scored
slightly higher on average than would be expeatetié general population. The mean score
for the imputed data filenE378) was 54.10 (SD=5.79).

An Independent Samples t-test found no significhffiérence in scores on the
WEMWABS for those who had completed postnatal messand those who did not (t=1.54,

p=0.13).
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3.4.1.3 Descriptive statistics for Breastfeedindf&dficacy-Short Form. The mean
score for the raw data for the Breastfeeding S#i€&cy- Short Form was 47.84%58, SD=
7.71), the mean score for the imputed data sethwhiass used in further analyses was 48.01
(n= 372, SD=7.42). As discussed regarding the usleeo$cale in section 2.4.4.1, there is
limited data available regarding the use of thissuee in the antenatal period, though it is
recognised that breastfeeding self-efficacy inahtenatal period is an important factor in
breastfeeding initiation and continuation (Deni899). Data are available for the BFSE-SF
in an adolescent population during the antenatabgewith the mean score for this group
being 51.62 (SD= 7.62). The data from the currardyspopulation fall slightly below that
seen in the adolescent population, suggesting loveastfeeding self-efficacy.

An Independent Sample t-test was used to comparprénatal breastfeeding self-
efficacy total scores for those women who werelosttto follow-up (=26; M= 47.56;
SD=6.69) and those who weme=@31; M= 48.26; SD= 8.61). This showed no significan
difference in scores between the two groups (t3; $3.74).

3.4.1.4 Descriptive statistics for breastfeedingegtation measureDescriptive
statistics for the breastfeeding expectation meascan be seen in Table 5. This includes a
comparison of those women who were lost to follgmand those who continued in the
study. As can be seen from this table there wasgroficant difference in the breastfeeding
expectation reported by those that completed follpameasures and those that were lost to

follow-up.
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Table 5

Summary of Descriptive Statistics of Breastfeeéixigectation Measure and Comparison of
Scores of Participants Returning Follow-up Measwaed Lost to Follow-up

Variable All participants Lost to follow up Follow up meassrreceived
n Range M(SD) n Range M(SD) n Range M (SD) t
63 53-115 93.96 34 73-115 96.29 29 68-108 92.6 1.46
(11.16) (10.6) (8.91)
Social 63 43 — 87 34 49-87.1 66.77 29 44-79 65.83 0.44
65.97 (8.47) (8.26)
(8.76) ' '
Total 63 96-190 159.94 34 126 -190 163.06 29 112-185 158.48 1.21
(18.05) (16.73) (163.06)

A Cronbach’s analysis of reliability was conducted for all iteron the measure of
breastfeeding expectations, this showed a religitafi =.80, this indicates that the
breastfeeding measure had good internal reliabHityther analyses revealed the Cronbach’s

's of the sub-scales were.70 for the social experience sub-scale and6 for the self
expectations sub-scale, indicating that both thesaales also have good internal reliability.
A Pearson’s Product Moment Correlation indicateat the breastfeeding expectations scale
total score had a significant correlation with tb&l score given by women on the measure
of parenting expectations (r=.70, p<.01). The artf social expectation sub-scales of the
breastfeeding measure were also found to corrsigteficantly with the self (r=.60, p<.01)
and social (r=.68, p<.01) sub-scales of the pangrgkpectations measure. This demonstrates
that the measure of breastfeeding expectationssenged good concurrent validity with the
measure of parenting expectation

3.4.1.5 Descriptive statistics for breastfeedingexence measureDescriptive
statistics for the breastfeeding experience meaguréoth the raw data set and the imputed
data set used in further analyses, can be seesbie 6. Although 29 women had completed
postnatal measures thdor available raw data here is 27. Two women declito complete

the measure of breastfeeding experience as theyteelthey had not been able to breastfeed
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their child, and therefore did not have an expegecto report. As already discussed this
missing data was included as part of the multiplputation.
Table 6

Descriptive Data for Breastfeeding Experience Measexcluding raw data and imputed
data set as used for further analyses

Raw data Data set with imputations
Variable N Min Max M (SD) n Min  Max M (SD)
88.53 378 68 115 94.61 (9.88)
Self 27 45 130 (20.26)
. 63.32 378 44 87 66.33 (8.27)
Social 27 29 80.17 (11.60)
Total 27 74 200 151.86 378 112 190 54.11 (5.79)

(27.0)

A Cronbach’s analysis of reliability was conducted for all iteron the measure of
breastfeeding experience, this showed a reliatkolity=.79, this indicates that the
breastfeeding measure has good internal reliabHiyther analyses revealed the Cronbach’s

's of the sub-scales were.60 for the social experience sub-scale and6 for the self
experience sub-scale, this indicates that the lsexperience has adequate reliability while
the self experience sub-scale had good internabikty. A Pearson’s Product Moment
Correlation indicated that the breastfeeding exgqmee scale total score had a significant
correlation with the total score given by womertlo® measure of parenting experience
measure (r=.60, p<.01). The self and social expeeisub-scales of the breastfeeding
measure were also found to correlate significanttia the self (r=.47, p<.01) and social
(r=.55, p<.01) sub-scales of the parenting meadims.demonstrates that the measure of
breastfeeding experience here showed good contwakdity with the measure of parenting

experience.
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3.4.2 Distribution of data.

The distribution of the scores for each independedtdependent variable were
examined using skewness values, histograms andatitynests. Skewness values and
results from the Kolmogorov-Smirnov test for norityalor all independent and dependent
study variables can be seen in Table 7 below. d@ble presents skewness values and results
from Kolmogorov-Smirnov test for normality for botaw data, and the imputed data set
which was used for further analyses.

It was found that postnatal score on the EPDS vwgasfisantly positively skewed.
Review of histograms revealed that this was dusntoutlier score from one participant who
was self-reporting, and was receiving treatmentgostnatal depression. Skewness analyses
of imputed data files used for further analysee avealed a positive skew in the data for
postnatal EPDS. A positive skew was also foungtmtnatal WEMWBS in the imputed data
set. In order to account for this outlier, non-paetric analyses were used where postnatal
EPDS scores were used in analyses.

Social breastfeeding expectations scores were foauheve a significantly negatively
skewed distribution, as were social breastfeedipgreence scores. Analyses of imputed
data sets reflected this pattern. As these vasabre not normally distributed a decision
was made to use non-parametric statistical tesesemmeasures of breastfeeding expectation

and experience were used.
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Table 7

A.Shayle

Skewness and Kolmogorov-Smirnov Analyses of Indepeand Dependent Variables
including Raw Data Values and Values for Imputedal@et

Time point Sub-scale Skewness Kolmoaorov Smirnov
Variable (N) (SE) 9
Statistic p
Prenatal -
(63) 215 (.3) A1 0.08
EPDS POSt(”ZaS;)"’" raw 1.16 (.44) 16 0.05*
Postnatal with -
imputed values 1.14 (.13) .07 .00**
(378)
Prenatal
(63) 27 (.3) .08 5
POSt(”Zagt)""' raw 46 (.43) 15 10
WEMWBS
Postnatal with
imputed values - -.50 (.13) 13 .00*
(378)
Prenatal raw
(57) - 27 (.31) A2 .05
BFSE- SF Prenatal with
imputed values - A2 .00*
(378)
Prenatal
(63) Self -1.01 (.3) 11 .07
Breastfeeding Pr(%ré?tal Social 51 (.3) A5 .001**
Expectations Prenatal
(63) Total -1.02 (.3) .10 A7
Postnatal raw
27) Self -.13 (.45) .09 .20
Postnatal with
imputed values Self -.48 (.13) 0.09 .00**
(378)
POSt(”Za;)""' raw Social  -1.27 (.45) 20 o1
Breastfeeding .
Experience Postnatal with
P imputed values Social -.38 (.13) 14 .00**
(378)
Postnatal raw
27) Total -.77 (.45) 14 .18
Postnatal with
imputed values Total -.59 (.13) 10 .00**

(378)

*p<0.05; **p<0.01
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3.5 Hypotheses testing

The following section presents the analyses tha¢ wenducted, and outcomes of the
analyses, for each hypothesis in turn. Level afificance was considered as 0.05 as is
conventional within exploratory studies (Field, 2Dlunless otherwise stated. Effect sizes
have also been considered as it was appreciatethibatudy was an underpowered pilot
study as it was considered that this would helptifiefindings which could be replicated in
a larger sample where statistical significance m@agpchieved. Cohen’s convention for the
classification of effect sizes (19880.1 = small, 0.3 = moderate, 0.5 = large).

3.5.1 Hypothesis 1. Women who report greater bredsteding self-efficacy, and
more positive mood and well-being, in the prenatgberiod will also report more positive
expectations of breastfeedingnitially it had been planned to run multiple reggmn
analyses to investigate the relationship betweeadtfeeding self-efficacy, mood and well-
being and breastfeeding expectations. It was rasednhowever, that the distribution of the
social expectations of breastfeeding scores waativety skewed and therefore non-
parametric analyses would be appropriate. Therafmiéiple Spearman’s rho correlations
were run to assess the relationship between beealstiy expectations breastfeeding self-
efficacy, and prenatal EPDS and WEMWABS scoresak acknowledged that use of multiple
comparisons in this way increases the possibifity dype | error and therefore a Bonferroni
Correction was considered. However, due to theivels small sample size here it was
considered that this increase the probability pety errors. Instead a conservative p value of
0.01 was used throughout analyses.

Spearman’s Rho Correlations were conducted betvatahbreastfeeding
expectations score and total scores on the BFSEEBBS and WEMWBS using the
multiple-imputation data set as described abovelitkahal correlations were then conducted

between total scores on these measures and thexalds-of the breastfeeding expectations
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measure, breastfeeding expectations of self, atidlsxpectations of breastfeeding. Output
from these analyses can be seen in Table 8 below.

Table 8

Spearman’s Rho Correlations Between the Breastigedkpectation Total Score and Sub-

scale Scores, and Scores on the BreastfeedindeBel&cy Scale, EPDS, and WEMWBS.
(n=378

Breastfeeding

: EPDS WEMWBS
Self-efficacy
0 (") (")
Social A1** -.34** A4**
Self 63** -12 .23
Total H59** -.24 37**

*Significant at p<.05, **Significant at p<.01,

Breastfeeding self-efficacy was found to correlatghly with total score on the
breastfeeding expectation measure, and with scoré®th sub-scales, self and social
expectations. An appraisal of the effect sizesciaig that these correlations were large (Total
and Self) and moderate (Social). This was to Ipeeted as women who report that they
expect the breastfeeding experience to be pogtealso likely to be those who report
strong beliefs in their abilities to do so.

With regards to mood and well-being and breastfegdkpectations, a significant
positive correlation was observed between breafitigdotal expectations and well-being,
with a moderate effect size. This indicates thahgreater reported well-being women were
reporting greater expectations of breastfeedingigaificant correlation was not observed
between score for mood and breastfeeding totalaapens with a small effect size.

Analyses of the sub-scales revealed that womewislsexpectations of the
breastfeeding experience scores correlated netyativtd prenatal EPDS scores, that is with
where women were reporting more symptoms of low antleey were also reporting lower
social expectations of the breastfeeding experiedhg@msitive correlation was observed
between breastfeeding social expectations and falemeall-being, indicating that with
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greater well-being women were reporting greaterat@xpectations of breastfeeding with
both correlations showing a moderate effect sizeohtrast however, self expectations of
breastfeeding were not found to correlate withegiffrenatal EPDS or WEMWBS, in both
cases the effect size was small.

In summary, the hypothesis that women’s prenatiks$igcacy, mood and well-being
will correlate with their prenatal expectationsboéastfeeding was partially supported.
Breastfeeding self-efficacy was found to signifitaicorrelate with total breastfeeding
expectations, and with both the social and seltetaiions of breastfeeding sub-scales.
Women who reported lower social breastfeeding egpiens were also found to have lower
prenatal mood and well-being.

3.5.2 Hypothesis 2. Women who self-report having pgrienced breastfeeding
difficulties will report poorer breastfeeding expelience, lower postnatal mood and
poorer well-being than those who did notA comparison of women who reported
breastfeeding difficulties with those who reportkdt they had not experienced breastfeeding
difficulties was conducted using the independentfsas Mann-Whitney U. This test was
selected as a smaller number were reporting nicdlfies (N=7), than those who were
(N=22) and therefore a non-parametric analysescaasidered appropriate. The analyses
revealed no significant differences between womba were reporting breastfeeding
difficulties and those who did not for total brdastling experience (p=.18), social
breastfeeding experience (p=.94) and self expezigore.13) sub-scale scores.

Further Mann-Whitney U analyses were conductedpaoing the EPDS and
WEMWABS scores for those women who reported breadifg difficulties with those who
did not and these too revealed no significant imhpabreastfeeding difficulties on postnatal
EPDS (p=.67) and WEMWABS (p=.50) scores. Theserigsltherefore suggest that

experiencing breastfeeding difficulties is not Hisient measure of risk for poor postnatal

84



Breastfeeding Expectations and Experience A.Shayle

well-being; having breastfeeding difficulties dowg mean you will necessarily have poor
well-being postnatally.

In summary, the hypothesis that women who reparinigeexperienced breastfeeding
difficulties will have lower breastfeeding experen postnatal mood and postnatal wellbeing
must be rejected.

3.5.2.1 Further investigation of breastfeedingidifities. As described in relation to
the breastfeeding measure in the method sectiomerwavere also asked to describe their
breastfeeding difficulties qualitatively. Whilstishmeant that the data obtained for specifying
breastfeeding difficulties was not categorical &ume, to enable analysis of the data a
classification was generated based on the desmigpWwomen gave of their difficulties. A full
description of the breastfeeding difficulties whigbhmen reported can be found in Appendix
V. Classification suggested that there would be tategories of difficulties that women
reported, these included: poor milk supply, matediféiculties (including pain and mastisis),
infant difficulties (including hungry baby, jaund@icpoor weight gain, poor latch and tongue
tie), and social difficulties (including lack of lpeand support). Of the 21 women who
reported they had experienced difficulties withdstéeeding three reported poor milk
production, 14 reported maternal difficulties, #parted infant difficulties and five reported
social difficulties. Of the 21 women that reportéfficulties with breastfeeding seven
women had reported difficulties in one area, 11 womeported difficulties in two areas and
three women reported difficulties in three aredse Tudimentary classification of difficulties,
however, suggests that further statistical analys#sout more in depth qualitative analyses
of the reported difficulties, would not be reliable

3.5.3 Hypothesis 3. Women who report a more negaéwreastfeeding experience
will report lower postnatal mood and wellbeing.As social experience of breastfeeding

scores had not been found to be normally distribatan-parametric analyses were used.

85



Breastfeeding Expectations and Experience A.Shayle

Spearman’s rho correlations between breastfeedipgrence scores, and the sub-scales of
this measure, and postnatal EPDS and WEMWBS weréumbed. Findings from these
analyses can be seen in Table 9.

Table 9

Spearman’s Rho Correlations between Breastfeedipgfience and Total Postnatal EPDS
and WEMWABS Scores (n=378; imputed data file)

EPDS WEMWBS
(n (n
Social -.48** -.46%*
Self -.37 .32
Total -.44* .39*

*p<0.05; **p<0.01

These analyses demonstrated that women who repoore negative experience of
breastfeeding also reported lower postnatal wettgdand mood. This effect was only
significant for the social expectations of breastiiag subscale, but not the breastfeeding
expectations of self sub-scale. However, an apgrafshe effect sizes here in line with
Cohen’s convention (1988) would suggest that tfiecesize was moderate and there is an
argument that a significant effect would have bsesn if the power of the research had been
achieved.

In summary, the hypothesis that women who reparinigehad a more negative
experience of breastfeeding will also report lopestnatal mood and postnatal well-being
was partially supported by testing for levels gisiicance. Women'’s social breastfeeding
experience was found to be significantly correlatétt both mood and well-being. However
while self breastfeeding experience was not fowngkt significantly correlated, though it
was noted that the effect size for this correlati@s moderate and may have reached
significance in a larger study. This pattern ofretations reflected the pattern observed

prenatally between breastfeeding expectations eemafal mood and well-being. However, it
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was noticed that the effect size for the corretabetween breastfeeding experience of self
and mood and well-being was greater post-natally.

3.5.4 Hypothesis 4. Women'’s expectations of breéstding will differ
significantly from their experience of breastfeedig. As social expectations of
breastfeeding were not found to be normally disted, a non-parametric Wilcoxon Signed
Rank comparison was carried out to compare scardéiseobreastfeeding expectations and
experience measures. No significant difference feasd between total breastfeeding
expectation, and total breastfeeding experienceesdp=0.35). Further, when comparing
scores for the breastfeeding expectations of selfmeastfeeding self experience sub-scales
no significant difference were found (p=.35). Wibemparing scores for the social
expectations of breastfeeding and those for theksexperience of breastfeeding sub-scales
again no significant difference between scores vi@rad (p=.23). This indicates that in
general the women in this study were reporting thait experiences of breastfeeding were
not significantly different from their expectatiorEhis hypothesis is therefore rejected.
However, it was considered that where women wegerteng an individual discrepancy
between their breastfeeding expectation and expegithis may correlate with their postnatal
mood and well-being. This was considered with rdgan hypothesis 5 below.

3.5.5 Hypothesis 5. Women who experience a disceszy between their
expectation and experience of breastfeeding will port a decrease in their mood and
well-being at postnatal follow-up.As already described in section 2.7 of the metitdthd
been recognised that simply calculating the dissinep between women’s expectation and
experience of breastfeeding by subtracting one titwarother would make it difficult to
establish the cause of any variance observed. fidnereesidual scores were calculated for

individuals as a measure of discrepancy betweeamstieding expectation and experience,
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following the planned method as described in sac2id@. This residual score was then used,
as a measure of discrepancy between expectatioaxqadience, for further analyses.
Residual discrepancy scores were calculated fal boeastfeeding
expectation/experience scores, and for the twossales, self-expectation/experience and
social expectation/experience. These scores wérelaged prior to multiple imputation
being run, and therefore these scores were usatbton the multiple imputation values.
Spearman’s rho Correlations were conducted betweeresidual discrepancy scores
and postnatal mood scores on the EPDS and postnaltabeing scores on the WEMWABS.

Findings from these analyses are presented in T&bkelow.

Table 10

Spearman’s Rho Correlations between Breastfeedipg&ations and Experience
Discrepancy Score, Total Score and Sub-scale scanesTotal Scores on EPDS and
WEMWBS (n= 378; imputed value file)

EPDS WEMWBS
(N (N
Social -14 .10
Self -.01 .02
Total -.08 .02

The analyses show that the discrepancy between weregpectation and experience
of breastfeeding, as reported on the measure deselior this research, were not
significantly correlated with their reported moadveell-being during the postnatal period.
An appraisal of the effect sizes in all analysis ba seen to be small according to Cohen’s
convention (1988). Therefore the hypothesis tHamthere is a discrepancy between
women'’s prenatal expectations of breastfeedingtlagid postnatal breastfeeding experience,

they will report a decrease in their mood and weilg at follow-up must be rejected.
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CHAPTER 4
4. Discussion
4.1 Chapter Overview

The current research aimed to explore the relatiprisetween breastfeeding
expectations and experiences, and their assocwttbrpre- and postnatal mood and well-
being. In the first instance it investigated whetvemen'’s breastfeeding self-efficacy, and
prenatal mood and well-being, were associated thilr breastfeeding expectations. It then
went on to explore whether women'’s breastfeedimpe&nce, measured as a presence or
absence of breastfeeding difficulties and as arselbrt of their experience, correlated with
postnatal mood and well-being. Finally the reseapgblored whether there was a
discrepancy between women’s expectations and epEs of breastfeeding, and whether
discrepancy between expectation and experiencen@rdst experience, was associated
with postnatal mood and well-being.

In this chapter the outcomes of the study will benmarised for each hypothesis.
Theoretical and clinical implications will be dissed with reference to existing research and
literature. A critique of the strengths and weakessf the study are provided and
suggestions made for future research. Finallyctisoter closes with an overall summary and
conclusions.

4.2 Evaluation of findings in relation to each hypthesis

4.2.1 Hypothesis 1. Women who report greater breasteding self-efficacy, and
more positive mood and well-being, in the prenatgberiod, will also report more
positive expectations of breastfeedindghe findings from this hypothesis will be discussed
in two stages, the first considers the correlatietween breastfeeding expectations and

breastfeeding self-efficacy; the second discudsesarrelations between breastfeeding
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expectations and prenatal mood and well-being,rbdfese are considered together in the
final part of this section.

4.2.1.1 Breastfeeding expectations and breastfegdialf-efficacy.The findings
from these analyses indicated that there weregtrorrelations, with a large effect size,
between the breastfeeding self-efficacy, or behethility to breastfeed, and breastfeeding
expectations and with both sub-scales of the eihg expectations scale; breastfeeding
expectations of self and social expectations chdtfeeding. These findings demonstrate that
as breastfeeding self-efficacy increased, womer negyorting more positive expectations of
the potential impact of breastfeeding on themselwetuding feeling happy to breastfeed
and feeling fulfilled by breastfeeding, and sogiaihcluding that social relationships would
be supportive of their breastfeeding, that breaslifeg would impact positively on
relationships and that breastfeeding would notdogadly restrictive. Further analyses
demonstrated strong correlations between breastigsdl|f-efficacy and prenatal mood and
well-being, with women who were reporting poorerad@nd well-being also reporting more
negative beliefs about their ability to breastfeed.

4.2.1.2 Breastfeeding expectations and prenatal thand well-beingOverall, this
study found that there was a significant positiveeation, with a moderate effect size,
between breastfeeding expectations and prenatkbeiely, measured on the scale of general
well-being. A significant correlation between prealanood and breastfeeding expectations
was not observed, with a small effect size. Furtmalyses assessed the correlation between
prenatal well-being and prenatal mood and the bessting sub-scales of self and social
expectations of breastfeeding. Women'’s expectatbtise social experience of
breastfeeding were positively correlated with bibiir prenatal well-being and their prenatal
mood, with moderate effect sizes. Women who regagteater expectations of the social

experience of breastfeeding, were also those wharted better mood and well-being during
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the prenatal period. However, the same relationsiaip not found for breastfeeding
expectations of self. Women, who were reportin@tgeself-expectations of breastfeeding,
were not necessarily those who reported better rmaddvell-being during the prenatal
period. Women'’s expectations of the impact of btfe@ding on themselves were
independent of their prenatal mood and well-beivith small effect sizes.

At the time of writing there was no available rasbaexplicitly investigating the
correlation between breastfeeding expectationsvaatl during the prenatal period,
however, it is possible to hypothesise why thesesat relationships were seen by
considering Beck’s cognitive model of emotionaladders (Beck & Emery, 1985; Beck,
1967) and Bandura’s theory of self-efficacy (19&f) these are considered further in
section 4.3.1.2.

4.2.1.3 Summary of hypothesis th summary, hypothesis 1 was partially supported.
Women who reported greater breastfeeding selfaffialso reported the greatest
expectations of breastfeeding. Women also rep@teater social expectations of
breastfeeding when they reported better mood atiebemg, though no correlation between
mood and well-being and expectations of self wasenled. A consideration of why a
disparity between these two sub-scales was obs&\gden in section 4.3.1.

4.2.2 Hypothesis 2. Women who self-report having perienced breastfeeding
difficulties will report poorer breastfeeding expelience, lower postnatal mood and
poorer well-being than those who did notThe findings from this research did not support
this hypothesis. A comparison of breastfeeding Bgpee and postnatal mood and wellbeing
of those women who reported difficulties and tha® did not found no significant
between-group differences. These findings are densd in 4.3.2.

4.2.3 Hypothesis 3: Women who report a more negagvreastfeeding experience

will report lower postnatal mood and well-being.This hypothesis was patrtially supported
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by the analyses conducted here. Breastfeedingl ®xparience was found to correlate
significantly with both postnatal mood and posthetall-being, with a moderate effect size.
While women’s breastfeeding self experience, wagownd to correlate significantly with
either postnatal mood or well-being, the effecezthe correlation was moderate. It is
considered that should the study be repeatedargar population this correlation could
reach significance. . This analysis alone couldtaelbtvhether it was the same women who
were reporting lower breastfeeding expectationd,lawer prenatal mood and well-being,
and lower breastfeeding experience and lower ptatnmeood and well-being. Hypothesis 4
attempted to address this and offer further undedshg of whether the women'’s
expectations of breastfeeding were being met hy éxperience.

4.2.4 Hypothesis 4. Women’s expectations of breaséding will differ
significantly from their experience of breastfeedig. The findings from this analysis did
not support the hypothesis. It was found that womerpectations of breastfeeding were in
line with their experience of breastfeeding.

Whilst overall it was found that breastfeeding eotpgons were being met by
experience, it was considered that where a disnmpeaxisted this would correlate with
women'’s postnatal mood and well-being. It was higpsised that women who interpreted
that their breastfeeding expectations had not bestnwould report lower mood and poorer
well-being in the postnatal period. The followingplothesis investigated whether this was
the case.

4.2.5 Hypothesis 5: Women who experience a discrepzy between their
expectation and experience of breastfeeding will port a decrease in their mood and
well-being at postnatal follow-up.It was hypothesised that the discrepancy between
women’s breastfeeding expectations and breastfgediperience would correlate with their

postnatal mood and well-being. The analyses coeduntre did not support this hypothesis
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being accepted. The discrepancy between womenéstieeding expectations and
experience did not correlate with their postnatabchand well-being.

4.2.6 Summary of findings In summary, a positive correlation was found lestw
women’s prenatal breastfeeding self-efficacy amir thxpectations of breastfeeding. Women
who reported lower mood and well-being prenatakyp aeported lower social expectations
of breastfeeding. No correlation was observed betvpgenatal mood and well-being and
prenatal self expectations of breastfeeding. Audismon of why this difference was observed
is offered in section 4.3.1.2.

With regards to breastfeeding experience and ptadtmepod and well-being the
findings from this research demonstrated that $esigectations of breastfeeding, but not
self expectations of breastfeeding, correlatediogmtly with postnatal well-being. It was
important to note however, that the effect sizethercorrelation between breastfeeding
expectations of self and postnatal mood and wetigokad a moderate effect size. Although
at the level of significance this reflected thet@at of correlations between prenatal mood
and well-being and breastfeeding expectations & ezasidered that the effect sizes were
indicative of women’s breastfeeding experience p@more associated with their postnatal
mood and well-being than their prenatal. Furthralygses revealed that women'’s
breastfeeding expectations were not significanffgicent from their experience of
breastfeeding. This hypothesis and alternativeamqgilons for this pattern of findings are
considered further in section 4.3.1.3. The finalgses did not find a correlation between
breastfeeding expectations and experience disargpand postnatal mood and well-being.
This hypothesis was developed in line with previmsearch which found that when
women'’s expectations of parenting were not metithfgacted on their postnatal mood and
well-being. A consideration of why this relationghwvas not observed in the current research

is offered in section 4.3.1.3.
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The following section offers a consideration of whgse patterns of results may have
been observed with consideration of existing liteas presented in the introduction of this
thesis.

4.3 Theoretical implications of findings

The current research was conducted to further steteding of the relationship
between prenatal mood and breastfeeding expectapostnatal mood and breastfeeding
experiences, and to investigate whether a dispbetyeen expectations and experience
impacted on postnatal mood and well-being.

4.3.1 Breastfeeding expectations, prenatal breasdding self-efficacy, and
prenatal mood and well-being.The following section offers a consideration of tuerent
findings with regards to breastfeeding expectatibnsastfeeding self-efficacy and mood and
well-being during the prenatal period. Discussidresv upon the theory of self-efficacy
(Bandura, 1977) and Beck’s cognitive theory of eaor@l disorders (Beck & Emery, 1985;
Beck, 1967). A consideration of the current finding given within the context of the wider
breastfeeding and postnatal mental health litegatur

4.3.1.1. Breastfeeding expectations and breastfegdielf-efficacy Prior to the
current research a number of studies, and reviaddben published which discussed
breastfeeding self-efficacy as a concept. Thesergagefined breastfeeding self-efficacy as a
women’s perceived ability to breastfeed her infardcessfully (Dennis, 1999). A number of
studies had shown positive correlations betweeadieeding self-efficacy and breastfeeding
initiation and duration (Blyth et al., 2002; de éagt al., 2014; O’'Brien et al., 2008)
indicating that breastfeeding self-efficacy couéddn important factor to consider when
developing interventions to increase breastfeedites. It was recognised however, that the
majority of the research investigating breastfegdielf-efficacy, and its impact on

breastfeeding behaviour, had recruited women ptaipathat is once they had had an
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experience of breastfeeding (Dykes & Williams, 199%is point is important when
considering how self-efficacy develops.

Bandura (1977) stated that self-efficacy in a gileehaviour is strengthened by a
number of factors: previous experience of perfogritre behaviour successfully; seeing
someone else perform the behaviour successfuligupsion from others that they can
perform the behaviour successfully; and psychoklgiesponses, that is current mood and
emotional state. Further, Bandura (1977) arguetdsetl&efficacy should therefore be
considered as behaviour specific. General selta&tfy would not be sufficient to predict
specific behaviours as each behaviour is assesskeimfarmed by previous, behaviour
specific experiences and influences. Breastfeeskffgefficacy, in line with self-efficacy
more generally, has been demonstrated to be detednand influenced by past performance
and accomplishments, vicarious experiences, v@drauasion and physiological and
psychological states (O’Brien et al., 2008). Frdnis,tit can be concluded that previous
research, where self-efficacy is measured postypatall therefore be influenced by actual
experience. The current research in contrast ilgagst prenatal breastfeeding self-efficacy
with only first time mothers. These women had nevus experience of breastfeeding and
in turn were reliant on the other factors, inclugas above, vicarious experience, verbal
persuasion and psychological states, to infornr fhreinatal breastfeeding self-efficacy.

The current study demonstrated that women’s prebhegastfeeding self-efficacy
correlated positively with their breastfeeding estpéions, and their prenatal mood and well-
being. That is women who had greater breastfeesbifepfficacy also had the most positive
expectations of breastfeeding and more positivedhamal well-being. It can be suggested
that, in the absence of experience, and in link thié self- efficacy theory, other factors had
informed their belief in their ability to perforrne behaviour of breastfeeding. Those who

had the more positive expectations, likely to hlagen informed by positive vicarious
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experiences of breastfeeding, and more positivelfudggical state, in turn also reported the
greatest belief in their ability to breastfeed.

It was observed however, that although overall stfeading self-efficacy was
correlated with both breastfeeding expectationd,@enatal mood and well-being, the sub-
scales of the breastfeeding expectations measdimgotiibboth correlate with prenatal mood
and well-being. Breastfeeding expectations of dielfnot correlate with prenatal mood and
well-being, while breastfeeding social expectatiaese observed to. The following section
considers why these different patterns may hava bbserved.

4.3.1.2 Breastfeeding expectations and prenatal chand well-beingA review of
the existing literature suggested that prior todiveent study no research had specifically
investigated the relationship between prenatal nasmtlexpectations of breastfeeding.

The findings of the current research found that woisi1social breastfeeding
expectations positively correlated with their pahanood and well-being; that is, those who
reported more positive social expectations of lifeading were also those reporting better
mood and well-being. This positive correlation was$ observed for breastfeeding
expectations of self. This section will initiallpesider why the relationship between
breastfeeding social expectations and mood wagswdsebefore going on to consider why it
may not have been observed for breastfeeding eatpmts of self.

4.3.1.2.1 Social expectations of breastfeedingmedatal mood and well-being.
Although a positive correlation was observed indheent study between breastfeeding
social expectations and prenatal mood and wellgheire direction of causality of the
relationship could not be established from the datalable here. Drawing on literature
relating to Beck’s cognitive model of emotionalaliders (Beck & Emery, 1985; Beck, 1967)

and the theory of self-efficacy (Bandura, 1977)diasussed above, it is hypothesised that
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low mood precipitated poorer social expectationsrefistfeeding. The following offers a
discussion of the theory which suggests this hygmh

Beck’s cognitive model of emotional disorders hypmsises that people’s emotional
reactions and behaviours are mediated by theiritogs, and interpretations of themselves
and situations they find themselves in (Westbrdald.e2011). The model posits that
people’s cognitions develop over the course of tiifetime, with their experiences shaping
whether they have positive or negative pervasiasds in their cognitions (Beck & Emery,
1985; Beck, 1967; Francis-Raniere et al., 2006abeigal., 1992).The theory suggests that
the cognitions that people develop impact on thelraviour as they are more likely to seek
situations where their cognitive biases are nollehged (Veale, 2008).

Research has shown that having more general megatgnitions is associated with
lower mood in pregnancy (Grazioli & Terry, 2000; kver et al., 1997). It was hypothesised
therefore that, in the current research, women wéi@ reporting fewer symptoms of low
mood prenatally were also those with more posi@eeral cognitions, and vice versa those
with more symptoms of low mood had more negativeegal cognitions. When people have
a more negative bias in their general cognitiong, known impact is on their willingness to
engage in social interactions where their negatiselsed cognitions may be challenged
(Veale, 2008). In line with this, it is hypothegisherefore that the women who reported
lower mood here may have also been experiencingepgocial interactions. In turn their
current social behaviour may have been impactinthein predictions of future behaviour.

When considering someone’s confidence in theiitghd complete a behaviour in
the future, or their self-efficacy about completthgt behaviour, as already discussed in
section 4.3.1.1, the theory suggests that thimacted by a number of factors. These
include previous performance of the task, vicariexiseriences of the behaviour and

psychological responses (Bandura, 1977). As neetiefficacy is behaviour specific,
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informed by previous, behaviour specific experienaed influences. As already, discussed
women who participated in this study were firstegimothers and as such these women did
not have previous experience of breastfeeding anhatb base their perceptions of self-
efficacy about this future behaviour. It is hypdised, in accordance with the theory, that
women in the current study were able to utilisesjsnes similar behaviours to inform future
behaviour expectations. Here it is hypothesisetitloanen who reported lower social
expectations of breastfeeding were drawing on thairent social behaviour to inform their
belief about future social behaviours, one elenoétthe breastfeeding experience. They had
a model of their social interactions, which cortethwith their current mood, which they
were able to draw on to inform beliefs about theiure breastfeeding social behaviours.
Breastfeeding expectations of self, in contrastewmt found to positively correlate with
prenatal mood and well-being. The following sectodfers a consideration of this.

4.3.1.2.2 Breastfeeding expectations of self aedaal mood and well-beingVhile
social breastfeeding expectations were found teetaie with prenatal mood and well-being,
breastfeeding expectations of self were not. Asaaly discussed, self-efficacy is behaviour
specific and informed by a number of factors (Baad®977). With regards to social
expectations it is hypothesised that previous sstesocial behaviours could be drawn on
to inform beliefs about future social behaviourstiWegards to breastfeeding expectations
of self however, there is less clear previous depee to inform predictions of future
behaviour, as breastfeeding is a unique behaviestead it is hypothesised that women are
more reliant on vicarious learning, through sonoialdelling and social persuasion, to inform
their belief in their own abilities to breastfe®ksearch investigating Post Natal Depression
(PND) which explored the role of women'’s parentaxpectations and beliefs in the
development of PND, highlighted that women deveglapenting attitudes and beliefs which

are idealistic and tend to be independent of dileéefs they hold about themselves (Sockol
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et al., 2014). When women have no previous expegi¢minform their future behaviour self-
efficacy, they instead rely on other sources ofadaunodelling to inform them what parenting
will be like and their likelihood of success. Fuattsupport for this hypothesis can be taken
from previous research which has shown that theréigher breastfeeding intention and
initiation rates in women who are educated to adidevel and are from higher SES
backgrounds as breastfeeding is more prevalehesetgroups (Agboado et al., 2010;
DiGirolamo et al., 2005; Ford & Labbok, 1990; Hawtkal., 2011; Meedya et al., 2010;
Thulier & Mercer, 2009) and those who had beendifed themselves (Meedya et al., 2010).
In the introduction to this thesis it had been higpsised that these relationships may have
been observed as in these situations women were expiosed to experience of other
women successfully breastfeeding, which in turnaoted on their belief in their ability to
breastfeed.

It is hypothesised therefore that no correlati@s wbserved in this study between
breastfeeding expectations of self and prenataldama well-being as the self expectations
of breastfeeding were created mainly from vicari@asning of role models and existing
sources of information available to the women is #tudy, who could not rely on previous
experience.

4.3.1.3 Summaryln summary the current research found that overathen’s
breastfeeding self-efficacy positively correlatethviheir expectations of breastfeeding and
prenatal mood and well-being. This finding wasite lwith self-efficacy theory. People who
have more positive expectations of a behaviouorméd by previous experience and
vicarious learning, and a more positive psycholalgstate will display more confidence in
completing a behaviour in the future (Bandura, 3977

The current research however, goes on to suggestifferent factors impact on a

women’s perception of their ability to breastfeadd these factors differ between women,
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depending on their actual experience, vicariougggpce, persuasion by others and
psychological state. The research here found tbatem’s pre-natal mood significantly
correlated with their social expectations of brisesting, while it did not correlate with their
self expectations of breastfeeding. It was hypagieelsthat when women are making
predictions about their social expectations of stfeading they are able to use more general
social experiences, which in turn were impactedhieyr current mood. In contrast however,

it was hypothesised that their expectations of $edues to breastfeed were directed more by
their vicarious experiences, and encouragement fibrers, as the experience of
breastfeeding was new and unique for them andftirerthey were not able to draw upon
previous experience to inform it.

Previous research has argued that breastfeediingfBeacy correlates with
breastfeeding continuation (Dennis, 1999), andetloee more should be done to increase
women'’s breastfeeding self-efficacy. What the autrresearch is suggesting, however, is
that breastfeeding self-efficacy is multi-factonaiich could have particular clinical
implications. These are further discussed in sectid.

4.3.2 Breastfeeding experience and postnatal mooddwell-being. The second
aim of the current thesis was to build on previmsearch and understanding of
breastfeeding experience and its relationship patstnatal mood and well-beingrevious
gualitative studies investigating women’s experesnof breastfeeding reported that women
consistently experience a clash between theirigkghbreastfeeding experience and reality
(Burns et al., 2010; Misri et al., 1997; Mozingaaét 2000; Renfrew et al., 2012). Women
have reported feelings of guilt, shame, self-doladsts, distress and inadequacy in response to
their decisions around breastfeeding (Burns e2@llQ; Mozingo et al., 2000; Renfrew et al.,
2012). It has been demonstrated, in a large safiNplé3,985), that when women’s

expectations of breastfeeding, defined as expdeteydh of breastfeeding, are not met by
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their experience, this impacts negatively on tpestnatal mood (Borra et al., 2014). These
findings would suggest that universally women eigrere lower mood when they experience
difficulties which impacts on their length of brdfagding. Dias and Figueiredo (2014), and
Dennis and McQueen (2007), however, suggestedHhisatlirect relationship is unlikely to
be true for all women. Individual factors such esdstfeeding worries, negative
breastfeeding attitudes and breastfeeding pain alhbeen found to impact on women’s
interpretation of the breastfeeding experiencéyin impacting on postnatal mood. The
current study supported the conclusions of DiasFagdriedo (2014), and Dennis and
McQueen (2007), in that when simply looking at Btéseding difficulties, presence or
absence of them was not sufficient to discrimivedenen’s postnatal mood and well-being.
Women who reported experiencing difficulties weot automatically those who were
reporting lower postnatal mood and well-being. Women here having had difficulties with
breastfeeding did not necessarily equate to a ivegateastfeeding experience, in line with
previous research findings.

The current research directly investigated theticeiahip between breastfeeding
experience, captured by the measure of breastigedimerience, and postnatal mood and
well-being. It was found that postnatal mood ardl\weing were significantly correlated
with social experiences of breastfeeding but niftesgoeriences of breastfeeding. It was
considered however that the effect size of theetation between breastfeeding expectations
of self and postnatal mood and well-being were mateeand that had a larger sample been
available this may have reached significance. raalicomparison of the correlations
prenatally, as discussed in section 4.3.1.2, asthptally showed some differences when
effect sizes were considered. Prenatally the catiogl between expectations of social

experience and mood and well-being was moderatiehwias reflected in the postnatal
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correlations. However, the prenatal correlatiortsvben breastfeeding self expectations and
mood and well-being had been weak, but had risennb@derate correlation postnatally.

As already discussed considering self-efficacy thea person’s confidence in
completing a behaviour is informed by a numberagtdrs including previous performance
of the task, vicarious experiences of the behavamar psychological responses (Bandura,
1977). It had been hypothesised that in the prépatéd a correlation was observed
between women'’s social breastfeeding expectatindsraood and well-being as women
were modelling their social expectations of bresetfing from their more general social
experiences which was in turn correlated with the&maod. In the postnatal period it is
hypothesised that as expectations had been medpayience, performance on the task was
in line with their expectations which had been infed accurately by previous experience.

With regards to breastfeeding self expectationspradatal mood however, it had
been hypothesised that a correlation was not obdeas without previous experience of
breastfeeding women were creating expectationseshselves based on vicarious experience
and observations of others with who they identifi€llis fits with recent models of PND
which suggest that women create a belief about gagenting abilities which can differ from
their general cognitions of themselves. It is hjpgstsed that that their beliefs about their
abilities are based on positively biased vicariexiserience of those around them (Sockol et
al., 2014). Postnatally however women it is hypstbed that actual experience, which is
more likely to be influenced by other factors sashmood and general cognitions about self,
becomes more important. It would therefore be etgukthat the correlation between mood
and well-being and breastfeeding self experiencaldvioe more strongly correlated during
the postnatal period as was observed here. Itpsitant however to note that even though
the correlation between breastfeeding self expeei@md mood is stronger in the postnatal

period overall women were reporting that their bteseding expectations were being
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matched by their experience and the discrepaneydeest breastfeeding expectations and
experience did not correlate with postnatal moadi\aell-being.

Sockol and colleagues (2014) had investigateddlagionship between parenting
expectations and postnatal mood and the currertrodd pattern supports the findings of
their study. These authors reported that matettinldes to parenting were predictive of
postnatal mood. They found that when women helgfsehbout how they should behave in
the postnatal period, but then experienced thouglatsdid not fit with these schema, they
would interpret this as evidence of them being er poother. When women in their research
experienced a dissonance between their expectatfdhemselves and their experience of
parenting, they reported a rise in symptoms of elepon, such as guilt, sadness and
worthlessness. In line with these research findthggattern of interaction in the current
research would be expected. Women in the curradistere reporting that their
expectations of breastfeeding were being met. Thereheir prenatal schema of the
breastfeeding experience, captured as breastfeegpegtation, were not being challenged.
As they were not perceiving that their breastfegdixpectations had been challenged, they
were not experiencing negative thoughts about tetras, and their abilities as a parent. If
women'’s experiences are not challenging their teetileen onwards impact on mood would
not be expected, as observed here.

In summary, women who participated in the curréwmdy were reporting that their
breastfeeding expectations were being met by thgierience, and in turn it is hypothesised
that their beliefs about themselves as parents n@rbeing challenged and no onwards
impact on mood was observed. These findings fihwie findings of Dias and Figureido
(2014), and Dennis and McQueen (2007), who repdhatdinterpretation of breastfeeding
experience is more important when considering @atmood than actual experience.

However, whether women in the current researchhaadrealistic expectations prenatally of
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breastfeeding which had been met by experiencethn@heizomen participating in the current
research had positive bias in their interpretatibtheir breastfeeding experience or whether
women were not honestly reporting their experiesfdereastfeeding cannot be concluded
here. This lack of understanding however, suggesigection for future research and is
further discussed in section 4.6.

4.3.3 Summary of theoretical implicationsin summary it was found that the
prenatal breastfeeding self-efficacy of women whdipipated in this research positively
correlated with their expectations of breastfeedindine with self-efficacy theory (Bandura,
1977), women who were reporting that they had npoative expectations of an experience
were also reporting more confidence in their aptiit complete that behaviour. The research
however, then went on to assess different aspégisrmen’s expectations of breastfeeding,
their social expectations and their expectationsetff and the relationship with prenatal
mood and well-being. It was found that women'’s ablsreastfeeding expectations positively
correlated with their prenatal mood, but their etpBons of self did not. Drawing on the
Beck’s cognitive theory of emotional disorders (B&Emery, 1985; Beck, 1967) and self-
efficacy theory (Bandura, 1977), it was hypothesiget this disparity in findings may
reflect the fact that women are able to draw oir tharent social experiences, which may
also have been impacting on their general moodnwjeaerating social expectations of
breastfeeding. With regards to self expectationgdwver, women were not able to draw upon
current experiences of breastfeeding, as they balad any, and were then creating
expectations which were independent of their cogmibiases but were instead influenced by
vicarious learning and social experiences. Thisrpretation should be treated with caution
however as these associations have been hypotthesideghere are insufficient data
available in the current study to support this.rEfae it is considered a direction for future

research and is further discussed in section 4.4.
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With regards to the second aim of the current sttidyfindings were unexpected.
Previous qualitative research had found that woreported that their breastfeeding
expectations were not being met by their experieacd as a consequence they were
experiencing negative feelings about themselvedlaidabilities as a parent. These findings
were not replicated here; women were reportingttheit expectations were being met by
experience, and the pattern of correlations betveeastfeeding experience and postnatal
mood and well-being reflected those observed padlgatt was hypothesised that in the
current study women’s breastfeeding expectations Wweing met, and as a result their
schema of themselves as a parent had not beeermpadl. It was recognised that there was
insufficient information in the current study taasish whether women'’s breastfeeding
expectations were being met as they had beentregienatally, whether their interpretation
of the experience had been positively biased, @thdr they were reporting accurately their
postnatal experience of breastfeeding and futwgeareh should investigate this further.

4.4 Clinical implications of findings

In light of the findings of this study clinical imipations are explored. Previous
research has demonstrated that there are bemefitgh the infant and mother of
breastfeeding (Ip et al., 2009; Kramer & Kakumal 20 Despite this awareness, and
campaigns to increase breastfeeding prevalenceasuttie Baby Friendly Initiative,
breastfeeding continuation rates remain low inUke(McAndrew et al., 2012).
Consideration of the research findings with regaodsossible implications of increasing
breastfeeding rates are first considered in sedtidri. The clinical implications of the
findings from this study with regards to breastiagxperience, and the disparity between
expectations and experience and impact on postmatadl and well-being are considered in

section 4.4.2.
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4.4.1 Prenatal social expectations of breastfeedingnproving social experience
prenatally. The current research found that women'’s breastfigeghkpectations positively
correlated with their breastfeeding self-efficattgt is, women with more positive
expectations of breastfeeding also reported manédance in their ability to breastfeed.
This research, however, went on to find that sinipbking at breastfeeding self-efficacy as a
single concept, that could theoretically be impbtg increasing women'’s belief in their
abilities through vicarious learning and social miidg, may be too simplistic. It is
hypothesised that breastfeeding self-efficacy nmeaynhbltifactorial.

It has been shown that women'’s beliefs in theilitsio breastfeed, or their
breastfeeding self-efficacy, are central to themtmuation in the behaviour and their
willingness to continue in the face of difficultiéde Jager et al., 2014; Dennis, 1999). It is
therefore argued that breastfeeding support prignateould focus on increasing
breastfeeding self-efficacy. This research sugdestgever, that interventions should not
simply focus on the positive education of breasliieg and increasing women’s confidence
in their ability to breastfeed, it should also adies women’s prenatal mood and well-being
as these could contribute to their expectatiorth®Bocial experience of breastfeeding and in
turn could impact on their willingness to accesiphe

All forms of breastfeeding support have been fotmidave a positive impact on
breastfeeding prevalence (Renfrew et al., 2012)itadmak been demonstrated that women
who are more willing to ask for help are those ah® most motivated and likely to continue
to breastfeed (Graffy et al., 2004). This suggtsiscreating an environment where women
feel that they are able to access support is goimgcrease the probability of them doing so,
and in turn increase breastfeeding continuatiogsrafonsidering that women'’s prenatal

mood and breastfeeding social expectations wendftw positively correlate, it may be
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possible to recognise those women prenatally wa@ba greater risk of not accessing
breastfeeding social support postnatally.

It is therefore argued that using a measure, ssiéhraood and well-being screen,
may help recognise those women who are at graakeofrnot accessing social support
postnatally, and put interventions into place tiptseipport these women. It may be of
benefit to encourage women to attend postnataktiesaling groups prenatally where not
only would realistic breastfeeding experience beletied, but where women would have
opportunity to build social relationships and shdper postnatal social expectations of
breastfeeding and possibly increase their williregnt® access breastfeeding support
postnatally.

4.4.2 Impact of breastfeeding expectations being men postnatal interventions.

It had been hypothesised that the current reseeoald demonstrate that women'’s
expectations of breastfeeding were not being mehéy experience, based on the findings
of previous qualitative literature (Burns et aD1B; Misri et al., 1997; Mozingo et al., 2000;
Renfrew et al., 2005). In line with this it had bhesnticipated that the research findings
would be of use in informing considerations of bptanatal education of breastfeeding, and
postnatal support. This study found however, tbathe women participating in it
expectations of breastfeeding were being met, wveraen’s prenatal expectations had been
better their experience had been better and viayvdas it stands little can be taken from the
findings to inform postnatal interventions.

It is considered that one of the major shortfaflthes research, the small sample size
and low follow up response rate, which are furtiscussed in section 4.5.1, may have
limited the data available. It is impossible to clmde why a large number of women chose
not to complete the follow up stage of the resebrdht could be hypothesised that those that

had not responded had experienced greater difesyldespite perhaps being more optimistic
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in pregnancy. It is considered that extending thdyswith a larger population, and
considering factors in order to retain participaattéollow up may provide more meaningful
data for informing postnatal interventions.

The following section offers a discussion and gt of the methodology of the
current research.

4.5 Methodological critique

The strengths of the current research are firssidened. This is then followed by a
discussion of the methodological weaknesses inosedt5.2.

4.5.1 Study strengthsA significant strength of the current study was tberuitment
of women to the study during the prenatal period fatiowing the same women through to
the postnatal period. This was a real strengtlomparison to past research deigns where
women had been asked to report on their prenapaatations during the postnatal period
where they will have had an experience of breagtfgeimpacting on their report of their
expectations (O'Brien, Buikstra, Fallon, & Hegn2909). Other studies had used a cross-
sectional design comparing two groups of women,iorgeprenatal condition and a second in
a post natal condition (Sockol et al., 2014). Bkiag women to report their expectations
pre-natally, and following the same women up pdsihachanges in scores could be more
confidently attributed to changes as a consequeherperience.

It was highlighted that the findings of the curretudy differed from previous
gualitative research findings which found no dipergcy between women’s expectations and
experiences (Burns et al., 2010; Mozingo et aOR2®Renfrew et al., 2012) because these
studies had all recruited women postnatally. Tvese therefore likely to be representing
the experience of a sub-group of women who areelgtreporting breastfeeding difficulties
for which they require support. Women who expergeddficulties, but manage the

difficulties effectively, are less likely to havedn recruited to previous research. This
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research highlighted that previous research firglmgy be biased by postnatal recruitment
and this should be considered in future researiais. i$ further discussed with regards to
future research in section 4.6.
4.5.2 Study limitations.

4.5.2.1 Sample including recruitmen# significant limitation to the current research
was the small sample recruited to participate.g¥suitment was of a non-clinical population
it had anticipated that recruitment would be reki straightforward, however, a number of
factors contributed to the low initial take up dngh follow-up drop out.

4.5.2.1.1 Initial recruitmentnitial recruitment was significantly delayed byetklow
speed of processing documents for ethical and redsead development approval. This
significantly impacted upon the amount of time &/ale to recruit to the study. As the study
had a pre-post design delays impacted on timenfbali recruitment as sufficient time needed
to be allowed for follow-up data to be collectetheTstudy was limited further as only a finite
number of antenatal groups were run each montlhahge was made to the recruitment
protocol, to include recruitment through social metut response from this recruitment
method was very low.

There was a discrepancy in the time taken for rekeend development approval to be
given at different study recruitment sites, andg #iso impacted on the number of
participants who could be recruited from each gitiditionally each site ran antenatal
breastfeeding support classes differently; sonss sitnning classes on weekday afternoons,
while others ran evening and Saturday groups. Wénesaing and Saturday groups were
offered this was easier for both the researchemaotthers to attend and it was observed that
attendance at these groups was higher. This, howeag an onwards impact on the study
sample, with a bias towards recruitment of motlfens one particular area. Four

recruitment sites had been identified across thmtyon order to increase socio-economic
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variation in recruitment but practicalities medmttthis variation was lost and there was an
overall bias in the sample to highly educated nrsthEhis makes it difficult to generalise
findings to the wider UK population.

Initial power calculations for this study had sugfgel that a sample of 74 was needed
in order to conduct a multiple regression analisiexplore the relationship between
breastfeeding expectations, prenatal breastfeesdiligefficacy and prenatal mood and well-
being. However, it should be noted that the samale smaller (N=63) than was calculated
(N=74) and the low power should be considered tarpreting the research findings.

4.5.2.1.2. Loss to follow-uft.is acknowledged that there was a significantiotion
in participants who completed the follow-up measuf@f the 63 participants that consented
to participate in the research, only 29 completestipatal measures. There were a number of
reasons why this number was so low. Firstly, fer$tudy to be ethically sound it was
important that participants’ and their infants’ hieavere checked prior to sending follow-up
measures to safeguard against potential distréss mieant that the GP of the participant
needed to return a form to indicate that they wauipport contact based on a review of the
participants’ medical notes. This added an extagesto the recruitment process, was often
delayed and in many cases involved phone callsa@tP to chase the status of their
response. A total of 12 participants were losolofv-up due to non-response or refusal to
respond by their GP. A further three were losuitofv-up because they were no longer
registered with their GP, while the GP indicatedouar cases that they would not recommend
sending postnatal measures. A further 14 weredoistiow up as, although their GP
indicated it was appropriate to go ahead with atinthe participant did not return postnatal
measures. In these cases participants were sentiader e-mail to the address that was
provided two weeks after the measures were sgmerabe ethically approved protocol. If

participants did not respond following the emaéyttwere sent one further follow-up email
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after another week and following non-response itottiey were excluded from the study as
at this stage as four months would have elapsed fheir estimated due date and their data
would not fit within the wider study protocol.

The amount of missing follow-up data was in parhaged by the use of statistical
multiple imputation, but there are drawbacks ts thethod which are discussed in section
4.5.2.4. It was recognised though that in previesgarch those who were lost to follow up
were those women at the greatest risk of psychodbdgifficulties in the postnatal period
(Sockol et al., 2014) and therefore when genergjihe findings of the current research it
should be appreciated that findings may be biasdldse who experience the least
psychological difficulties postnatally and therefanay not accurately represent the general
population.

4.5.2.2 Study follow-up protocoWhile it was appreciated that using a pre-post
design was a strength of the current study, theti@ans in timing of follow-up as discussed
above meant that the actual point of follow-up @dracross participants and this was not
adequately controlled for. It had been anticipated participants would return measures
quickly and no date of completion was included aliofv up measures. However, this meant
there was no way of monitoring at what point potgtitya participants had completed
measures. As it was not clear at which point eyagtimen were completing the postnatal
measures, this has implications of the generalinabf findings.

In addition it could also be considered that ndbfeing up with women prior to 12
weeks postnatally may have impacted on their resgmnt is known that breastfeeding
cessation is most likely to occur at week 4 (Haetcél., 2011; Kronborg & Vaeth, 2004),
indicating that this is also the point at which wenrare likely experiencing the most
difficulties. By choosing the time point of 12 weagbostnatally it had been anticipated that

women would have settled into a feeding patterchoice, either overcoming difficulties and
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ongoing with breastfeeding or moving to mixed ottledfeeding, and women would
therefore reflect their true beliefs about the fegaxperience at this time. However, leaving
follow up till this time may have meant that womeay have been in a space where they
were not in the moment of distress, and therefble @ be more reflective of their
breastfeeding experience with the difficulties irtipag less on their current breastfeeding
perceptions.

4.5.2.3 MeasuredAll data which were analysed in this study werdeméed through
the use of self-report measures. The use of sptfrteneasures is widely believed to be a less
than ideal methodology for data collection. In ih&tance of this research common method
variance should be considered, that is that ppeids completed multiple questionnaires
which were then analysed for correlations. It guad that when participants complete
multiple self-report measures the correlations #natobserved are attributable to common
variance due to data being collected in the same Wsing a correlational analysis of
multiple measures from the same participant theeditases the estimation of the inter-
construct effect (Campbell & Fiske, 1959). Thisagmsits however, that all self-report
measures are susceptible to the same social dégrabt this is not always necessarily the
case (Chan, 2008). To reduce the probability ofetations being observed due to common
method variance it is argued that non-self-repaasnres should be used. Using more
objective measures would improve validity and Iss lefluenced by social desirability. This
study however was interested in assessing a parself:referential perceptions, and as such
it has been reported in these cases it is morellusefsk an individual for their perception,
rather than relying on translation from other olsable behaviours (Chan, 2008). Although it
is acknowledged that self-report measures may @@ainbdeal for data collection, these were
considered appropriate in the current study in oraleecruit as many women as possible to

the current study within the time frame available.
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The majority of measures used within the curres¢aech were measures that had
been used previously within the wider literaturd &dad been adequately assessed for
reliability and validity. The exception to this hewer, was the breastfeeding expectation and
experience measures. The current study was prelsasi pilot as the researcher was aware
prior to conducting it that this issue was goindpéoa limitation. Reliability analyses,
presented in sections 3.4.1.4 and 3.4.1.5, reptmegdnternal reliability for both the
breastfeeding expectation and experience meastine icurrent study was good, as was the
internal reliability of the sub-scales of the maas’he measure was also found to have good
concurrent validity with the parenting expectataord experience measures from which it
was adapted. It is recognised, that creating ame®asure for the use in this study was
always going to be a significant drawback of therent methodology. However, at the time
of design there were no measures available thajuadiely captured the concept of
breastfeeding expectations and experience, aneftitercreation of a measure was
necessary.

The final drawback of the measures used in theystwldich will be briefly
mentioned here, was the use of an open ended guéstcapture breastfeeding difficulties.
This meant that further analyses investigatingetfiects of different types of breastfeeding
difficulties could not be conducted. It could bgw@ed however, that this had not been an
initial aim of the current study. That women wiltérpret whether their breastfeeding
expectations have been met, according to the tiygdficulties they have experienced, is a
consideration for future research and is consid&rgter in section 4.4.

4.5.2.4 Statistical analyse# limitation of the current study was incompletdala
This was due to both missing data points on thergpbrt measures completed, possibly due
to measures being completed without support ofékearcher, and loss of participants in the

postnatal stage of the study. As described witbatisn 3.3.2 missing data points on
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individual measures were managed by the use afrthatation of the mean as a measure of
central tendency, a methodology which is suppartete literature to be adequate when
<30% of the data is missing (Shrive et al., 2008)th regards to the management of
complete missing data sets, both of complete ngssieasures, complete data sets at follow-
up, multiple imputation was used to create new data for analyses. Multiple imputation is
currently considered the more respectable methal@aing with missing data (Tabachinick
& Fidell, 2013), but even with this considerationvould have been preferable to have a full

data set for follow-up participants. Multiple imptibn relies on estimation of values utilising

observed in previous research with those at thatgserisk of psychological difficulties
postnatally least likely to respond to follow-up(Rol et al., 2014). Had a similar response
bias been evident in the current research, thedaaset which was created from the data
available would be likely to perpetuate this bldad a complete data set been used in
analyses a different pattern may have been obs&vitkdegards to the postnatal follow-up
data.

It had been planned, prior to the current studyrmencing, to conduct a multiple
regression when considering the relationship betvea@ectations of breastfeeding, prenatal
breastfeeding self-efficacy and prenatal mood aelitHbeing. As already described, it was
not possible to run this analysis due to a negatkesv in the data, instead multiple
Spearman’s correlations were conducted. It is asteaged that conducting multiple
analyses in this way increases the probability typa | error, and a Bonferroni correction
had been considered. However, it was recognisédiitiathe relatively small sample here
use of this correction may increase the probabuilits type Il error. Instead a conservative
level of significance of <.01, was used in the gsa$ which required these multiple

correlations.
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4.6 Future research

The current research study was presented as ashildy, in main due to the use of a
measure of breastfeeding expectation and experighiod had been created for use here and
was previously untested for reliability and valditWhile conclusions and suggestions can be
drawn it is appreciated that the limitation of usanpreviously unused measure means that all
findings should be taken with caution. There isiggestion therefore, that future research
should focus on developing the measure of breabtfgeexpectation and experience further
and carry out this research with a more diverseiacidsive sample. The current study has
been useful in highlighting that there are likedybie difficulties in recruitment and retention
of participants to further research studies ingading breastfeeding expectations and
experiences. Liaison and closer joined up workiriy wiaternity services, and GPs is likely
to be key to more successful recruitment and rieteif participants. In addition, using
electronic media for completion of measures cogadnsidered to increase participation
and retention rates, though it is recognised thetet may be ethical limitations to this.

This research has been helpful as it has highligtitat there may be a shortfall in the
majority of the breastfeeding experience literajpublished to date. Recruitment to studies
investigating the impact of breastfeeding difficedton postnatal mood and well-being have
tended to recruit postnatally (Burns et al., 20M0zingo et al., 2000; Renfrew et al., 2012),
with a resulting bias in the sample to those priasgnvith breastfeeding difficulties for
which they are recognising they need support. Tdgsarch has highlighted that
breastfeeding difficulties are often experiencedMaoynen, but that women process the
experience of breastfeeding difficulties differgntt is argued that future research should
focus on investigating further why some women agseeencing breastfeeding in line with

their expectations, while others are reporting thair expectations are not being met.
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The current research generated hypotheses abouhelpatterns of correlations
were observed, particularly why women were repgrtivat their social expectations of
breastfeeding correlated with their prenatal modd|e there self expectations of
breastfeeding did not. It would be important faiuhe research to investigate whether these
hypothesised explanations are supported. Futueares could consider using a measure that
would capture women’s general attitudes prenatailgh as the Dysfunctional Attitudes
Scale (DAS; Power et al., 1994), alongside the oreasf breastfeeding expectations. It
would then be possible to see whether women’s kexfectations of breastfeeding
correlated with their general cognitions of themeg| while their expectations of themselves
in breastfeeding did not. This research would suppo dispute, the conclusions of the
current research which have been inferred throunglerstanding of the interaction between
social avoidance and mood.

Finally, it is suggested that future research stheohsider the type of breastfeeding
difficulties that women are experiencing. The cotnesearch highlighted that the
breastfeeding difficulties women were reporting evearied, some related to difficulties as a
consequence of concerns about the health of thfaint, including in a large number of cases
experience of tongue tie, while others relatingvtomen’s personal experiences and health. It
would be interesting in future research to focusinderstanding the impact of different
breastfeeding difficulties on perceived experiefidaes was beyond the scope of the current
study.

4.7 Final summary and conclusion

The current study had two main aims, firstly taler understanding of the
relationship between breastfeeding expectationpegmhatal breastfeeding self-efficacy,
mood and well-being. Secondly it aimed to furthrereistigate the impact of breastfeeding

difficulties on postnatal mood and well-being, wgtarticular investigation of the role of
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breastfeeding expectations not being met by breeditig experience. In this chapter the
outcomes of the analyses in response to each bffhetheses were initially presented and
summarised. Following this the findings from thedsés were discussed with reference to the
previous literature.

With regards to the first aim of the current thebis findings partially supported the
hypotheses. It was found that women’s prenataldbieading self-efficacy correlated with
their prenatal breastfeeding expectations and paemood and well-being. Previous
research had reported a relationship between lbeedstg self-efficacy and breastfeeding
behaviour, however the majority of these studiasihaestigated breastfeeding self-efficacy
postnatally (Dennis, 1999) that is following an expnce of breastfeeding. The current
research was novel in that here breastfeedingefiethicy had been measured at a point at
which women'’s experience of breastfeeding was aotributing to her belief in her ability to
breastfeed.

Although breastfeeding self-efficacy was found alldo correlate with breastfeeding
expectations, and prenatal mood and well-beingctineslations between breastfeeding
expectations and prenatal mood and well-being wetas clear. It was found that social
expectations of breastfeeding were correlated prgmatal mood and well-being while
breastfeeding expectations of self were not. It diasussed that this pattern of findings may
have been observed as when women were creating sapiectations of breastfeeding they
were recalling their current social functioningnéorm future behaviour, with their current
functioning correlating with their current mood andllbeing. It was considered however,
that when women created beliefs about how they slebras would experience breastfeeding,
a novel experience, their current functioning asgcpological state did not impact on their

expectations.
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The second aim of the current research was to tigats the relationship between
breastfeeding experience and postnatal mood arebeiely. This study reflected the
conclusions of previous reviews (Dennis & McQued()7; Dias & Figueiredo, 2014), as it
was found that breastfeeding difficulties aloneldaot account for variations in women'’s
reported breastfeeding experience, or for variatiormood postnatally. However, this
research had further hypothesised, based on fiadimog previous qualitative research
(Burns et al., 2010; Misri et al., 1997; Mozingaét 2000), that women would report a
discrepancy in their breastfeeding expectationsexip@rience. This was not observed in the
current research. Here women’s expectations ostesding was being met by their
experience. It is suggested that methodology ottheent study, recruiting women
prenatally rather than through postnatal suppatigs, meant that participation was a better
representation of the expectations and experiesic&smen that were planning to
breastfeed, previous research may have been bhmsadds those perceiving that their
expectations had not been met. In line with thé ttaat women here were reporting that their
breastfeeding expectations were being met, thenpadt relationships between breastfeeding
experience and mood and well-being reflected tbawden breastfeeding expectations and
mood and well-being. It is suggested that as wombreéastfeeding schema had not been
challenged by their experience their mood was remagistable across the pre- and postnatal
time points.

In light of the outcomes of the study two potentiahical implications were
presented. It was considered that interventiongweeded that would further increase
women'’s breastfeeding behaviour. It had previobslgn shown that having better
breastfeeding expectations was positively corrdlatieh breastfeeding behaviour (Taveras et
al., 2003; Vogel et al., 2007), and where womerehaere belief in their ability to

breastfeed, or breastfeeding self-efficacy, theylditve more likely to persevere in the face
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of difficulties (Dennis, 2009). The current studadraimed to understand whether women’s
mood and well-being prenatally influenced their @xations of breastfeeding which had
been hypothesised to increase their breastfeedhgvour. The current findings highlighted
that simply increasing a women’s belief in her iptlo breastfeeding, or her breastfeeding
self-efficacy, may be insufficient. It is suggesthdt future interventions should consider
women’s mood and wellbeing in the prenatal peribdias recognised that women’s prenatal
mood and well-being were correlated with women&aoexpectations of breastfeeding and
therefore interventions could focus on increasingod and well-being prenatally.

It had been anticipated that the current reseamiidweflect the findings of previous
research (Borra et al., 2014; Misri et al., 19906zwgo et al., 2000), with breastfeeding
expectations not being met by experience. It haah laamticipated therefore that there would
be scope for discussion of the clinical implicai@upporting women when breastfeeding
expectations were not met. However, the curremtyssuggests that, on the whole, women
were realistically prepared for the breastfeedixgeeience. It could be inferred, therefore,
that the support and education being offered to @om the area is adequate. It was
highlighted though that the methodological flawgh# current study, and particularly the
high drop out rate at follow-up, would warrant gantwhen generalising the findings to a
wider population.

The main strength of the current study has bedmedt that is the use of a pre/post
design with women recruited to the study within émeenatal period. It was recognised
however, that there were limitations to the curstatly including the small sample size, the
high drop out rate at follow up, and the use of-sgport measures, including one designed
for use in this study. While the high drop out nates managed with the use of an appropriate

statistical technique, the limitations of usingstmethod of management were discussed.
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Recommendations for future research have been ritagias particularly recognised
that the current research had been limited byntadlssample size and loss to follow-up. It
has been recommended that further research be caado extend the current study and
further validate the use of the measure createel IRarticular consideration should be given
to the difficulties with recruitment and attriti@mcountered here within any future research
design. The current research also highlightedttieae may be a bias in the qualitative
research investigating women'’s experiences of Hesating to those that are encountering
difficulties, due to postnatal recruitment. It igthlighted that future qualitative research may
convey a more balanced view of women’s experienteseastfeeding if they were to recruit
antenatally. Finally it was recognised that manyhefconclusions of the current research had
been inferred from hypothetical relationships &g. mood as a measure of general negative
biases, and future research could measure for thet®s explicitly.

The application of findings from the current studve been limited due to
methodological considerations, however, they hadecated future directions in the

research.
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University of East Anglia
PARTICIPANT INFORMATION SHEET
Breast-feeding Expectations and Experience: Impact on postnatal mood and
well-being.
Researcher: Amy Shayle, Trainee Clinical Psychologi st

APPENDIX B

We would like to invite you to take part in our research study. Before you
decide we would like you to understand why the research is being done and what it
would involve for you. We would be happy to go through the information sheet with
you and answer any questions you have.

Part 1 of this information sheet tells you the purpose of this study and what
will happen if you decide to take part.

Part 2 of this information sheet will give you more detailed information about
the conduct of the study

Ask us if there is anything that is not clear.

PART 1
What is the purpose of the study?

Research with small groups of women has shown before their baby is born
women have expectations about what the breastfeeding experience will be like for
them. Women’s expectations of breastfeeding are often different from their actual
experience of breastfeeding. When women'’s expectations of breastfeeding are
different from their experience some women report that they can view themselves as
a bad parent and this has been found to impact on their mood and well-being.

The first aim of this research is to find out more about women’s expectations
and experiences of breastfeeding and the differences between the two. The research
will then go on to look at whether a difference between expectation and experience
can be linked to low mood after women have had their baby.

The findings from this study will be helpful in expanding our knowledge about
the experience of breastfeeding for women.

Why have | been invited?

We would like around 80 first time mothers who are planning to breastfeed to
participate in this study. You are being approached as you are more than 30 weeks
pregnant with your first child and you intend to breastfeed your child.

147



Breastfeeding Expectations and Experience A.Shayle

Do | have to take part?

It is up to you to decide to join the study. We will describe the study and go
through the information sheet. If you would like to take part we will ask you to sign a
consent form. You are free to withdraw from the study at any time and do not have to
give us a reason. This will not affect the standard of care you receive.

What will happen to me if | take part?
Part 1 — Prenatal Measures

Once you have consented to participate in the study you will be given a pack
of questionnaires. We would like you to complete these questionnaires before your
baby is born. The questionnaires will ask about your expectations of breastfeeding
and parenting, and your current mood and well being.

Part 2 — Postnatal Measures

Around 3 months after you have had your baby we will send you a second set
of questionnaires in the post. These measures will ask about your experience of
breastfeeding and parenting and your postnatal mood and well-being. We will send
these measures in the post with an envelope and stamp to return the questionnaires
to the researcher. If we do not receive your questionnaires we will follow up via
telephone after 2 weeks to confirm whether you would like to continue to participate
in the study.

We understand that you might not want us to make contact with you at the
follow-up time point. We would like to check with your health visitor or GP before
sending measures to you that they think it is appropriate for us to send you follow-up
measures.. We will send a letter to your health visitor or GP explaining that you have
consented to participate in this research. We will ask them to complete and return a
reply slip indicating whether they feel it would be appropriate to send you the
measures. We will not ask the health visitor or GP for any other information about
their decision.

When we send you follow-up measures we will also send a form asking if you
would like to participate in a further research study being conducted by a trainee at
the University of East Anglia. This study is an interview study looking in more depth
at women’s experiences of breastfeeding. If you would like to participate in this study
please complete the form and return with your other measures. A researcher will
then contact you by phone to discuss this further. You are under no obligation to
continue into this study.

Expenses and payments
All participants who complete both stages of the questionnaire study will be
entered into a prize draw for £50 worth of Mothercare vouchers.

What are the possible disadvantages and risks of ta  king part?

While there is no immediate risk to you of taking part in this stud, we are
aware that the measures being used may tell us that your mood is low. If your scores
on the measures indicate to that your mood is low we would like to break anonymity
to give you a call to talk about this. We would recommend you seek further support
from your GP, midwife or health visitor. We would also send a letter to your GP
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explaining that we have concerns and that we have recommended that you seek
further support.

If at any time point you feel that you would like further support with any aspect
of pregnancy, childbirth, parenting or feeding, we would recommend that you contact
your midwife, health visitor or GP. They will be able to signpost you to support
services available through the NHS in your area.

Alternatively you can contact the National Childbirth Trust (NCT) helpline
0300 330 0700, who are able to offer practical and emotional support in all areas of
pregnancy, birth and early parenthood.

What are the possible benefits of taking part?

While this study is unlikely to have a direct benefit to you as a participant, the
information from this study will help inform considerations with other women who
plan to breastfeed.

What happens when the research study stops?

This is intended to be a brief research study. After taking part in the study
you will be offered the opportunity to participate in a further research study. This is
an interview study investigating women'’s breastfeeding experience. If you take part
in this study you will be under no obligation to take part in the second study.

We would like to share overall findings from the research with professionals
and other groups for which the findings may be of interest. At no stage will we share
an individual's data.

What if there is a problem?

Any complaint about the way you have been dealt with during the study or any
possible harm you might suffer will be addressed. The detailed information on this is
given in part 2.

Will my taking part in the study be kept confidenti al?
Yes. We will follow ethical and legal practice and all information about you will
be handled in confidence. The details are included in part 2.

This completes part 1. If the information in part 1 has interested you and you
are considering participation, please read the additional information in part 2 before
making any decision.

Part 2
What will happen if | don’t want to carry on with t he study?

If you decide to withdraw from the study you can do so at any time without
giving a reason. We would like to include data collected up to the time you withdraw
in our final analysis. If you would rather all data was withdrawn and destroyed we
would be happy to do this.

What if there is a problem?

If you have a concern about any aspect of this study, you should ask to speak
to the researcher, Amy Shayle, who will do her best to answer questions; she can be
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contacted via telephone (07899 666922) or email (a.shayle@uea.ac.uk). If you
remain unhappy you can contact the researcher’s supervisor, Dr Imogen Hobbis on
email (i.hobbis@uea.ac.uk), or telephone (01603 593581).

Will my taking part in this study be kept confident ial?

Data will be stored using coded participant numbers. Identifiable data
(consent forms, contact details) will be stored separately from other information in a
locked storage system. Electronic data will be stored on an encrypted storage
system, accessible only by the researcher. Paper questionnaires will be stored in a
locked filing system, accessible only by the researcher and supervisor. Data will be
stored for 5 years following the completion of data collection at which point it will be
disposed of securely.

Involvement of other professionals.
We will be asking you to consent to us making contact with your health visitor
and GP and for the contact details of your health visitor and GP.

As explained above we would like to contact your health visitor or GP to check
that they would be happy for us to send you follow-up measures. We will ask them to
make a decision on whether it would be appropriate based on their knowledge of
your pregnancy and subsequent health. We will not ask health visitors or GPs to give
reasons for their decision.

If at any time your scores on the measures completed show us that you may
be having difficulties with your mood or well-being we would like to contact you to
discuss this further. In this instance we would need to break anonymity in order to
access your contact details. We will contact you by telephone to discuss our
concerns and recommend that you seek further support from your GP, midwife or
health visitor. We will also send a letter to your GP to inform them that your
responses on the measures indicate that you are experiencing low mood or poor
psychological well-being and that we have made the recommendation to you that
you contact them to seek further support.

What will happen with the results of the research s tudy?

The study forms part of the researcher’s Clinical Psychology Doctorate. As
such the study will be presented as a doctoral thesis for assessment. In addition the
researcher is aiming to publish the findings from the study in a peer reviewed journal.

A brief summary of findings will be sent to all participants following completion
of the study for their information.

Who is organising and funding the research?

The study forms part of the researcher’s doctoral studies and as such is
funded by the University of East Anglia and organised in collaboration with NHS
services in Cambridge, Huntingdon, Kings Lynn and Peterborough.

Who has reviewed the study?

All research in the NHS is looked at by an independent group of people,
called a Research Ethics Committee, to protect your interests. This study has been
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reviewed and given favourable opinion by NRES Committee East of England —
Norfolk.

Further information and contact details
If you have any further questions regarding the research, or would like
to speak further with the researcher please contact

Researcher

Amy Shayle

Trainee Clinical Psychologist
E-mail: a.shayle@uea.ac.uk
Tel: 07899 666922

Research Supervisor

Dr Imogen Hobbis

Clinical Tutor in Clinical Psychology
E-mail: |.Hobbis@uea.ac.uk

Tel: 01603 593581

Postal address for all researchers
Elizabeth Fry Building

Norwich Medical School
University of East Anglia

Norwich Research Park

Norwich

NR4 7TJ
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Participant Identification Number:

Site number: I : -
CONSENT FORM

Breastfeeding Expectations and Experience: Impagtostna University of East Anglising
Researcher: Amy Shayle, Trainee Clinical Psychologf

Please initial in the box to indicate that you a&gnath the statements below and sign at the
bottom.
1. | confirm that | have read and understand the gpgnt information sheet (version
1.2; 15/04/2013) for the above study. | have hadojbportunity to consider the
information, ask questions and have had these aadwatisfactorily.

2. lunderstand that my participation is voluntary #mak | am free to withdraw at any
time without giving any reason, without my medicate or legal rights being
affected.

3. | agree to the researcher contacting my healthovier GP prior to my being sent
follow-up questionnaires and the reasons for thigelbeen explained in the
information sheet

4. | agree to take part in the above study.

Name of participant Date Signature

Name of researcher Date Signature

When completed 1 copy for participant and 1 copyésearcher file
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APPENDIX C

University of East Angtia

Cambritdge University Hospitals ﬂhj

MES Fouasat=n Trasl

BREASTFEEDING RESEARCH

Are you 30 — 40 weeks pregnant?

Is this your first baby?
Are you planning to breastfeed your baby?

Would you be interested in participating in a study about your
breastfeeding expectations and experience?

We are looking for women to participate in a questionnaire study to find out
more about women's expectations and experiences of breastfeeding and whether
this impacts on their mood and well-being in the postnatal period.
Participants in the study will automatically be entered in to a

prize draw for £50 Mothercare vouchers!!

Please contact Amy Shayle [Trainee Clinical Psychologist, University of East Anglia) for further details

E-mail: a.shayle@uea.ac.uk
Tel: 07890 6660922
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APPENDIX D

e,

-3

K\ @

University of East Anglia

BREASTFEEDING RESEARCH

Are you 30 — 40 weeks pregnant?

Is this your first baby?
Are you planning to breastfeed your baby?

Would you be interested in participating in a study about your

breastfeeding expectations and experience?

We are looking for women to participate in a questionnaire study to find out
more about women's expectations and experiences of breastfeeding and whether
this impacts on their mood and well-being in the postnatal period.

Participants in the study will automatically be entered in to a

prize draw for £50 Mothercare vouchers!!

Please contact Amvy Shayle [Trainee Clinical Psychologist, University of East Anglia) for further details

E-mail: a.shayle@uea.ac.uk
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APPENDIX E

Participant number:
Site number: +

University of East Anglia

PARTICIPANT CONTACT DETAILS
Breastfeeding Expectations and Experience: Impagostnatal mood and well-being
Researcher: Amy Shayle, Trainee Clinical Psycholosjfi

Name

Address

Preferred contact telephone number

E-mail address

GP name and address

Health visitor name and contact details
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APPENDIX F

Participant number: I !
Site number: +

University of East Anglia

DEMOGRAPHIC QUESTIONNAIRE
Breastfeeding Expectations and Experience: Impagtostnatal mood and well-being
Researcher: Amy Shayle, Trainee Clinical Psychologf

This questionnaire has been designed for usesmréisearch. It was designed in order to give
us background information about the women who Iparécipated in the research.

It will be helpful if you can complete the infornat as fully as possible but if there are any
guestions that you are not happy completing plgatdeave them blank.

Date of birth

Marital status
Married

Co-habiting

In a relationship
Single

Divorced

Separated

Widowed

Other

Would rather not say

Education

No formal qualifications

GCSE’s/O-levels (or equivalent)

Apprenticeship

A-levels (or equivalent)

Certificate of higher education

Diploma of higher education, foundation degree biCH
Bachelors degree (or equivalent)

Masters degree or postgraduate qualification RQGLCE)
Doctoral level qualification

Please describe your ethnicity below

Occupation (or occupation prior to taking matermhégve)
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What is your baby’s Estimated Due Date (EDD)?
(We will use this information to calculate whenstend you follow up measures)

THANK YOU
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APPENDIX G

Participant number:
Site number:

EDINBURGH POSTNATAL DEPRESSION SCALE (EPDS)
J.L. Cox, J.M. Holden, R. Sagovsky (1987)

Because you are expecting a baby, or recently had a baby, we would like to know how you are feeling.
Please TICK the answer that comes closest to how you have felt IN THE PAST 7 DAYS, not just how

you feel today.

1. I have been able to laugh and see the
funny side of things.

As much as | always could
Not quite so much now
Definitely not so much now
Not at all

3. | have blamed myself unnecessarily when
things went wrong.

Yes, most of the time
Yes, some of the time
Not very often

No, never

5. I have felt scared or panicky for no very
good reason.

Yes, quite a lot
Yes, sometimes
No, not much

No, not at all

7. | have been so unhappy that | have had
difficulty sleeping.

Yes, most of the time
Yes, sometimes

Not very often

No, not at all

2. | have looked forward with enjoyment
to things.

As much as | ever did

Rather less than | used to

Definitely less than | used to

Hardly at all

4. | have been anxious or worried for no
good reason.

No, not at all

Hardly ever

Yes, sometimes

Yes, very often

6. Things have been getting on top of me.

Yes, most of the time | haven't
been coping as well as usual

Yes, sometimes | haven't been
coping as well as usual

No, most of the time | have coped
quite well

No, | have been coping as well as
ever

8. | have felt sad or miserable

Yes, most of the time

Yes, quite often

Not very often

No, not at all
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APPENDIX H
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Participant number:
Site number:
The Warwick-Edinburgh
Mental Well-being Scale
(WEMWBS)

Below are some statements about feelings and though ts.

Please tick the box that best describes your exper  ience of each
over the last 2 weeks

STATEMENTS None of Rarely Some of Often All of
the time the time the
time

I've been feeling
optimistic about the
future

I've been feeling useful

I've been feeling relaxed

I've been feeling
interested in other
people

I've had energy to spare

I've been dealing with
problems well

I've been thinking clearly

I've been feeling good
about myself

I've been feeling close to
other people

I've been feeling
confident

I've been able to make
up my own mind about
things

I've been feeling loved

I've been interested in
new things

I've been feeling cheerful

“Warwick Edinburgh Mental Well-Being Scale (WEMWBS)
© NHS Health Scotland, University of Warwick and University of Edinburgh, 2006,
all rights reserved.”
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APPENDIX |

Participant number:
Site number:

Breastfeeding Self-Efficacy — Short Form
Cindy Dennis (2006)

For each of the following statements, please chtwsanswer that best describes
how confident you are with breastfeeding your nalvyb Please mark your answer by
circling the number that is closest to how you feel

| will always ........ Not at all Very
confident confident
1 2 3 4 5

Determine that my baby is
getting enough milk
Successfully cope with
breastfeeding like | have with
other challenging behaviours
Breastfeed my baby without
using formula as a supplement
Ensure that my baby is properl
latched on for the whole feeding
Manage the breastfeeding
situation to my satisfaction
Manage to breastfeed even if my
baby is crying

Keep wanting to breastfeed
Comfortably breastfeed with my
family members present

Be satisfied with the
breastfeeding experience

Deal with the fact that
breastfeeding can be time
consuming

Finish feeding my baby on one
breast before switching to the
other breast

Continue to breastfeed my baby
for every feeding

Manage to keep up with my
baby’s breastfeeding demands
Tell when my baby is finished
breastfeeding

~
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APPENDIX J

Participant number:
Site number:
EXPECTATIONS OF PARENTING
Harwood et al., (2007)

The statements below have been designed to camiureexpectations of parenting. Please place a
tick in the box that you feel indicates how muclu ygree with the statement, from 1 (strongly
disagree) to 7 (strongly agree).

Infant Expectations

Strongly
Disagree

Strongly
Agree

N/A

1

7

I will enjoy my baby’s
company

| will feel that my baby loves
me

My baby will be fun to play
with

Breastfeeding will make me
feel close to my baby

I will enjoy breastfeeding my
baby

Caring for a baby will be
very difficult

I will find breastfeeding
uncomfortable

| will be disturbed by feelings
| have towards my baby

I will resent being the main
caretaker of my baby

Partner Expectations

Strongly
Disagree

Strongly
Agree

N/A

1

7

My partner will be able to
take care of the baby when |
go out

| will feel satisfied with my
partner’s involvement in the
daily care of the baby

My partner will help out
more with household chores

My partner and | will have
more fun together

My partner will get on my
nerves

The arrival of the baby will
cause difficulties in my
relationship with my partner

My partner will be less
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sensitive to my feelings

My partner will show less
attention to me

| will feel more distant from
my partner

My partner will show too
little attention to the baby

Self Expectations

Strongly
Disagre
e

Strongly
Agree

1

7

| will feel proud to be a
parent

Being a parent will make me
feel happy

Being a parent will be the
most important thing in my
life

Being a parent will fit into
the life that | want to live

My life will change for the
better

I will have a feeling of
“fulfilment”

Being a parent will make me
feel satisfied

Being a mother will make me
feel fulfilled as a women

Being a parent will be the
best thing that ever
happened to me

| will return to my normal
physical self within a few
months of the birth of the
baby

Being a parent will increase
my sense of independence

There will not be enough
money for non-essential
items or services (for
example going to the movies,
buying CDs or gifts)

| will feel more vulnerable to
being criticised by others

| will feel “edgy” or
emotionally upset

I will be less sexually
responsive

| will feel confined to the
house

Being a parent will make me
feel frustrated
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I will have more periods of
boredom

My life will lack variety

I will feel disappointed by
parenthood

Social Expectations

Strongly Strongly | N/A
Disagree Agree
1 7

| will receive emotional
support from my family and
friends

| will be able to go to my
family and friends for advice

My family and friends will
help me out after the baby is
born

| will form new friendships

I will have an increased
appreciation for family
tradition

My relationship with my
relatives will be closer

The demands of being a
parent will restrict my social
life

There will be unwanted
interference from other
people in my life

| will continue my social
activities as usual

| will feel that my friends
without children will no
longer understand me

I will have less contact with
friends

My friends and colleagues
will think that | am less
interesting

| will become too dependent
on others when the baby is
born
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Participant number:
Site number:
EXPERIENCE OF PARENTING
Harwood et al., (2007)

The statements below have been designed to camiureexpectations of parenting. Please place a
tick in the box that you feel indicates how muchiygree with the statement, from 1 (strongly

disagree) to 7 (strongly agree).

Infant Experience

Strongly
Disagree

Strongly
Agree

N/A

1

7

| enjoy my baby’s company

| feel that my baby loves me

My baby is fun to play with

Breastfeeding made me feel
close to my baby

| enjoyed breastfeeding my
baby

Caring for a baby is very
difficult

| find breastfeeding
uncomfortable

I am disturbed by feelings |
have towards my baby

| resent being the main
caretaker of my baby

Partner Experience

Strongly
Disagree

Strongly
Agree

N/A

1

7

My partner takes care of the
baby when | go out

| feel satisfied with my
partner’s involvement in the
daily care of the baby

My partner helps out more
with household chores

My partner and | have more
fun together

My partner gets on my
nerves

The arrival of the baby
caused difficulties in my
relationship with my partner

My partner is less sensitive
to my feelings

My partner shows less
attention to me

| feel more distant from my
partner

My partner shows too little
attention to the baby
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Self Experience
Strongly Strongly | N/A
Disagree Agree
1 7

| feel proud to be a parent

Being a parent makes me fee
happy

Being a parent is the most
important thing in my life

Being a parent fits into the
life that | want to live

My life has changed for the
better

| have a feeling of
“fulfilment”

Being a parent makes me fee
satisfied

Being a mother makes me
feel fulfilled as a women

Being a parent is the best
thing that ever happened to
me

| returned to my normal
physical self within a few
months of the birth of the
baby

Being a parent increased my
sense of independence

There was not be enough
money for non-essential
items or services (for
example going to the movies,
buying CDs or gifts)

| feel more vulnerable to
being criticised by others

| feel “edgy” or emotionally
upset

| am less sexually responsive

| feel confined to the house

Being a parent makes me fee
frustrated

| have more periods of
boredom

My life lacks variety

| feel disappointed by
parenthood
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Social Experience

Strongly Strongly | N/A
Disagree Agree
1 2 3 4 5 6 7

| receive emotional support
from my family and friends

| am able to go to my family
and friends for advice

My family and friends help
me out after the baby is born

| formed new friendships

| have an increased
appreciation for family
tradition

My relationship with my
relatives is be closer

The demands of being a
parent restricts my social life

There is unwanted
interference from other
people in my life

| continue my social activities
as usual

| feel that my friends without
children no longer
understand me

| have less contact with
friends

My friends and colleagues
think that | am less
interesting

| have become too dependen
on others when the baby is
born
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APPENDIX K

Participant number:
Site number:

EXPECTATION OF BREASTFEEDING

| plan to exclusively breastfeed my child for
| would consider bottle feeding my child if | exparced difficulties Yes/No

The statements below have been designed to cagmiurexpectations of breastfeeding.
Please place a tick in the box that you feel ingig@ow much you agree with each
statement, from 1 (strongly disagree) to 7 (strpagjree).

Self Expectations of Breastfeeding

Strongly Strongly
Disagree| Agree
1 2 3 4 5 6 7 N/A

| will feel proud to
breast feed.

Breast feeding will
make me feel happy.

Breast feeding will be
the most important
thing in my life.

Breast feeding will fit
into the life that | want
to live.

My life will change for
the better

| will have a feeling of
“fulfilment”.

Breastfeeding will
make me feel satisfied\

Breastfeeding will
make me feel fulfilled
as a woman.

Breastfeeding will be
the best thing that ever
happened to me.

| will return to my
normal physical self
within a few months of
the birth of the baby.

Breastfeeding will
increase my sense of
independence.

Breast feeding will

make me feel more
vulnerable to being
criticised by others.
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Breastfeeding will
make me feel “edgy” of
emotionally upset.

Breastfeeding will
make me less sexually
responsive

Breastfeeding will
make me feel confined
to the house.

Breastfeeding will
make me feel
frustrated.

Breastfeeding will
make me have more
periods of boredom.

Breastfeeding will
mean my life will lack
variety.

| will feel disappointed
by breastfeeding.

Social Expectations of Breastfeeding

Strongly
Disagree

Strongly
Agree

N/A

1

7

I will receive emotional
support from my family
and friends for
breastfeeding.

I will be able to go to
my family and friends
for breastfeeding
advice.

My family and friends
will help me out while |
am breastfeeding

Breastfeeding will
mean | will form new
friendships

Breastfeeding will
increase my
appreciation for family
tradition.

Breastfeeding will
mean my relationship
with my relatives will
be closer.

D

The demands of being
breastfeeding will
restrict my social life.

There will be unwanted
interference from other
people in my life with
regards to my
breastfeeding
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Breastfeeding will
mean | will continue
my social activities as
usual.

Breastfeeding will
mean that | will feel
that my friends without
children no longer
understand me.

Breastfeeding will
mean that | will have
less contact with
friends.

My friends and
colleagues will think
that I am less
interesting because | a
breastfeeding

| will become too
dependent on others
because | am
breastfeeding.
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Participant number:
Site number:

EXPERIENCE OF BREASTFEEDING

Please can you describe how your child was deldzre

Vaginal delivery, no complications
Vaginal delivery, complications
Assisted vaginal delivery e.g. forceps
Planned caesarean section
Emergency caesarean section

Other

| breastfed my child exclusively for
| encountered difficulties with breastfeeding Yes/N

If you are comfortable to, please can you briedgatibe your difficulties?

The statements below have been designed to cagiurexperience of breastfeeding. Please
place a tick in the box that you feel indicates houch you agree with each statement, from
1 (strongly disagree) to 7 (strongly agree).

Self Experiences of Breastfeeding

Strongly Strongly
Disagree| Agree
1 2 3 4 5 6 7 N/A

| felt proud to breast
feed.

Breast feeding made
me feel happy.

Breast feeding was the
most important thing in
my life.

Breast feeding fit into
the life that | wanted to
live.

My life changed for the
better

| had a feeling of
“fulfilment”.

D

Breastfeeding made m
feel satisfied.

Breastfeeding made m
feel fulfilled as a
woman.

D

Breastfeeding was the
best thing that ever
happened to me.
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| returned to my norma
physical self within a
few months of the birth
of the baby.

Breastfeeding
increased my sense of
independence.

Breast feeding made
me feel more
vulnerable to being
criticised by others.

Breastfeeding made me
feel “edgy” or
emotionally upset.

Breastfeeding made me
feel less sexually
responsive

Breastfeeding made me
feel confined to the
house.

Breastfeeding made me
feel frustrated.

Breastfeeding meant |
had more periods of
boredom.

Breastfeeding meant
my life lacked variety.

| felt disappointed by
breastfeeding.

Social Experiences of Breastfeeding

Strongly Strongly| N/A
Disagree Agree
1 7

| received emotional
support from my family
and friends for
breastfeeding.

| was able to go to my
family and friends for
breastfeeding advice.

My family and friends
helped me out while |
was breastfeeding

Breastfeeding meant
that | formed new
friendships

Breastfeeding increased
my appreciation for
family tradition.

Breastfeeding meant
my relationship with
my relatives was closer.

The demands of
breastfeeding restricted
my social life.

There was unwanted
interference from other
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people in my life with
regards to my
breastfeeding

Breastfeeding meant |
could continue my
social activities as
usual.

Breastfeeding meant
that | felt that my
friends without children
no longer understood
me.

Breastfeeding meant
that | had less contact
with friends.

My friends and
colleagues thought that
| was less interesting
because | was
breastfeeding

| became too depender
on others because | wa

breastfeeding.

n ~
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E\

University of East Anglia

APPENDIX L

Norwich Medical School
Department of Psychological Scienc es
Norwich, NR4 7TJ

Researcher: Amy Shayle
Telephone

07899 666922

Email

a.shayle@UEA.ac.uk

: 6 6 <= $(

We are contacting you regarding the above namety sthich you consented to participate
in earlier this year.

We understand that you have now given birth to yaaly and we would like to offer our
congratulations to you.

As we explained previously at the point of recratity the study you are participating in is
investigating women'’s expectations and experiedgeastfeeding and therefore requires
participants to complete measures during the pataat postnatal periods.

As around 12 weeks have now passed since you hadgby could we please ask you to
complete the enclosed questionnaires, which comfines second stage of the study, and
return them in the enclosed envelope?

What happens next?

At this time we would like to invite you to partuate in a further study being conducted by
another trainee clinical psychologist at the Unsitgrof East Anglia. This study involves a
one-to-one interview where a female researcherashklyou in more detail about your
experience of breastfeeding and your general watigh

If you would like further details of this studyaalse indicate by ticking the enclosed form
and returning with your completed questionnairesegearcher will then contact you by
telephone to discuss this study further and proyaewith further information.

If you have any further questions about this redeptease do not hesitate to contact us. We
look forward to receiving your completed questianegsoon and entering your name into
the prize draw for £50 Mothercare vouchers.

Yours sincerely,

Amy Shayle
Trainee Clinical Psychologist
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APPENDIX M
University of East Anglia
Norwich Medical School
Department of Psychological Scienc es
Norwich, NR4 7TJ
Researcher: Amy Shayle
Telephone
07899 666922
Email
a.shayle@UEA.ac.uk
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APPENDIX N
University of East Anglia
Norwich Medical School
Department of Psychological Scienc e
Norwich, NR4 7TJ
Researcher: Amy Shayle
Telephone
07899 666922
Email
a.shayle@UEA.ac.uk
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APPENDIX O
University of East Anglia
Norwich Medical School
Department of Psychological Scienc es
Norwich, NR4 7TJ
Researcher: Amy Shayle
Telephone
07899 666922
Email
a.shayle@UEA.ac.uk
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APPENDIX P

: E\

University of East Anglia
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APPENDIX Q

NHS

Health Research Authority
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M t Isslon or must be obtained from each host to the
stan of the study at the site concerned.

Management permission (RED approval”) should be sought from ail NHS organisations
nvomednmesmdynxmancewmwsmgommmngemem.

Guidance on applying for NHS permission for research Is avallable in the Integrated Research
Application System or at http AwWww.raforum. ins.uk.

Where 3 NHS organisation’s role in the study Is imifed to identifying and referring potential

participants fo research skes (“participant \dentiication centre?), guidance should be sought
thmemmmm,mwmmﬂmm.

For non-NHS sites, site management permission should be obtained in accordance with the
procedures of the relevant host organisation.

Sponsors are not reguired to notify the Committee of approvals from host arganisations.
Registration of Clinical Trials

All cinical triais (defined as the first four categories on the IRAS fiter page) must be registered
on a pudlically accessible database within & weeks of recrultment of the first participant (for
medical gevice studes, within the timeline determined by the current registration and pudlication
trees).

There Is no requirement to separately notify the REC but you should do so at the earllest
opportunity .g when submitting an amendment. We wil audit the registration detalls as part of
the annual progress reporting process.

To ensure fransparency In research, we strongly recommend that il research Is registered but
for non clinical trials this Is not currently mandatory.

If 3 sponsor wishes to contest the need for ragistration they should contact Catherine Blewett
(catherneblewettfdinhs net), the HRA doss not, however, expect excaptions to be mage.
Guidance on where to register Is provided within IRAS.

You should notify the REC In writing once all conditions have been met (except for site
approvals from host organisations) and provide coples of any revisad documentation
with version numbers. The REC will acknowledge racelpt and provide a final
list of the approved documentation for the study, which can be made avallable to host
organisations to facilitate their permission for the study. Fallure to provide the final
versions to the REC may cause delay In obtalning permissions.

It Is the responsibliity of the sponsor to ensure that all the conditions are complied with
umﬂnotutoﬂ:oy.tMyonhlnMondaporﬂcumuto(aapplm::ip

181



Breastfeeding Expectations and Experience

Approved documents

The documents reviewed and approved by the Committee are:

Document Version Date

Advertisement Recruitment Poster version 1.1 11 December 2013

Covering Letter Sgned by Amy Shayle 03 April 2014

Evidence of insurance or indemnity Zurich Municipal 22 May 2013

GP/Consuitant Information Sheets GP Prenatal cause for concem |11 December 2013

GP/Consuitant Information Sheets GP lenm{ l11fommg of participation| 11 December 2013
version 1.

GP/Consultant Information Sheets GP postnatal cause for concem |11 December 2013
version 1.1

GP/Consuitant Ihformation Sheets Health visitor/GP letter postnatal |11 December 2013
measures version 1.1

Investigator CV Amy Shayle

Investigator CV Imogen Hobbis

Letter of invitation to participant CovgfL?n;efPostnatalMeasues 11 December 2013
version 1.

Participant Consent Form 11 11 December 2013

Participant information Sheet 12 15 April 2013

Protocol 11 10 January 2014

Questionnaire: Edinburgh Postnatal

Depression Scale

Questionnaire: Warwick Edinburgh Mental

Wel-Being Scale

Questionnaire: Breastfeeding self-efficacy -

Short Form

Questionnaire: Expectations of Parenting

Questionnaire: Expenence of Parenting

Questionnaire: Demographic Questionnare 11 11 December 2013

Questionnaire: Participant Contact Details 11 11 December 2013

Questionnaire: Breastfeeding Expectation 11 11 December 2013

Measure

Questionnaire: Breastfeeding Expenence 11 11 December 2013

Measure

Questionnaire: Notification of interest 11 11 December 2013

qualtative research

REC application 147754/580805/1/846 25 March 2014

Referees or other scentific crtique report Thesis Proposal Pass Document |27 March 2013

Response to Request for Further Information  |Letter Amy Shayle 15 April 2014

Statement of compliance

The Committee is constituted in accordance with the Governance Arrangements for Research

Ethics Committees and complies fully with the Standard Operating Procedures for Research

Ethics Committees in the UK.

A.Shayle
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After ethical review
Reporting requirements

The attached document "After ethical review — guidance for researchers” gives detailed
guidance on reporting requirements for studies with a favourable opinion, including:

Notifying substantial amendments

Adding new sites and investigators
Notification of serious breaches of the protocol
Progress and safety reports

Notifying the end of the study

The NRES website also provides guidance on these topics, which is updated in the light of
changes in reporting requirements or procedures.

Feedback

You are invited to give your view of the service that you have received from the National
Research Ethics Service and the application procedure. If you wish to make your views known
please use the feadback form available on the website.

Further information is available at National Research Ethics Service website > After Review

| 14/EE/0158 Please quote this number on all correspondence |

We are pleased to welcome researchers and R & D staff at our NRES committee members'
training days — see details at http-//www.hra.nhs.uk/hra-training/

With the Committee's best wishes for the success of this project.

Yours sincerely

==

Dr Michael Sheldon
Chair

Email: NRES Committee Eastofengland-Norfolk@nhs.net

Enclosures: “After ethical review — guidance for researchers”
Copy fo: Mrz Sue Steel

Mr Stephen Kelleher, Cambndge University Hospfials NHS
Foundation Trust
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APPENDIX R

NHS

Health Research Authority
NRES Committee East of England - Norfolk
The Oid Chapel
Royal Standard Place
mgham
NG1 &FS
Tal: 01158839390
26 August 2014
Mrs Amy Shayle
& Copse Way
CBa
Dear Mrs Shayle
Study title expectations and experience. Impact on
ll:gdmd-ell—heim
REC reference: 14EE0158
Amendment number SAz01
Amendment date 05 August 2014
IRAS project ID 147754
The above amendment was reviewed on 18 August 2014 by the Sub-Committee in
comespondence.
The members of the Committee taking part in the review gave a favourable ethical opinion
of the amendment on the basis descnbed in the notice of amendment form and supporting
documentation.
Approved documents
The documents reviewed and approved at the meeting were:
| Document Varsion Date
Coples of aovertisement malenals for resaarch panicipans 11 22 July 2014
 poster oniine] - _
Evidence of Sponsor surance or ndemnity (non NHS Sponsors 08 May 2014
only) Zunch municipal - Professional negligence Insurence] _
Evidence of Sponsor NSUrance or ndemnity (non NHS Sponsors 09 May 2014
onfly) Zunch Municipal - Publc liabilty Insurance] _ _
Notice of Substantal Amenament (non-CTIMP) 05 August 2014
147754648839 13'43831571)
Rasearch prolocol or project proposal [Changes highighied] 12 22 July 2014

A.Shayle
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The members of the Committee who took part in the review are listed on the attached
sheet.

R&D approval

All investigators and research collaborators in the NHS should notify the R&D office for the
relevant NHS care organisation of this amendment and check whather it affects R&D
approval of the research

Statement of compliance

The Commitiee is constituted in accordance with the Governance Arrangements for
Research Ethics Committees and complies fully with the Standard Operating Procedures for
Research Ethics Committees in the UK.

We are pleased to welcome researchers and R & D staff at our NRES commitiee members
training days — see details at hiip:f'www hra nhs ul bra-traning/

[F9EEDise: Please quo this number on all Corme Sponde nce ]
Yours sinceraly

A s

Dr Michae| Sheldon
Chair

E-mail: NRESCommitiee_EastofEngland- Noriolk@nhs.net

Endosures: List of names and professions of members who took part in the
review

Copy to: Mr Stephen Kelleher, Cambridge University Hospials NHS
Foundsson Trust
Mrs Susan Stedl
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APPENDIX S

radenguiriesfaddenbrookes nhs, uk

Dear Mrs Taylor

Re:  Breastfeeding expectations and experience. Impact on postnatal mood and
well-being.

In sccordance with the Department of Health's Research Govermnance Framework for Health
and Scaal Care, all research projects taking place within the Trust must receive a favourable
opinion from an ethics committee and approval from the Department of Research and
Development (R&D) prior to commencement,

| am pleased to confirm that Cambrdge University Hospitals NHS Foundation Trust has
reviawed the above study and agree to act as a Participant Identification Centre (PIC)
referring potential participants to the relevant research teams based at University of East
Anglia.

Please note that as a PIC the Trust does not provide indemnity for this study.
Sponsar: University of East Anglia

Funder: PhD study award

End date: 15/01/2015

Protocal: version 1.1, dated 10/01/2014

The project must follow the agréed protocol and be conducted in accordance with all Trust
Policies and Procedures especially those relating to research and data management.,

Please ensure that you are aware of your responsibilities in relation to The Data Protection Act
1998, NHS Confidentiality Code of Practice, NHS Caldicatt Repart and Caldicott Guardians, the
Human Tissue Act 2004, Good Clinical Practice, the NHS Research Govaernance Framework for

Health and Social Care, Second Edition April 2005 and any further leqislation redeased during
the time of this study.

Members of the research team must have appropriate substantive or honarary contracts with
the Trust prior to the study commencing. Any additional ressarchers who join the study at a
later stage must also hold a suitable contract,

Innovation and excellence in health and care Addenbrooke's Hospital | Rosie Hospital
NIHR - Camerdge Bomeakcal R oh Centre | A Hanth Contre - Cambradge University Health Pariners
VS Feb 09
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APPENDIX T
Norwich Medical School
Department of Psychological Scienc es
Norwich, NR4 7TJ
Researcher: Amy Shayle
Telephone
07899 666922
Email
a.shayle@UEA.ac.uk
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APPENDIX U

Mo initial milk production and hungry baby, resdlti@ using formula from day 2. For 8

weeks expressed milk and fed baby with formula’

‘My baby got thrush in her mouth so passed it om#&so | became very sore and had to stop

breastfeeding’

‘My father in law died a week after my son was bamich meant my husband had to go

away for three weeks causing quite a lot of stneaking breastfeeding hard’

‘I have hypoplastic/tubular breasts and had cosmsetigery as one did not develop. Baby
had slow initial weight gain, mood and behavioubi@ast suggested not getting enough from
me. As a newborn he would hardly suck/swallow amnd ¢pours without a feed (he probably
didn’t have enough energy). Have started suppleimgand weight gain normal and he’s

happy post feed’

‘I ended up expressing for 7 weeks. | felt | did get the help with breastfeeding when | got
back from hospital. My baby was hungry and jusided and chewed my breasts. | felt a lot

of pressure was placed on breastfeeding’.

‘In the first 6-8 weeks | developed sore crackgupteés which made breastfeeding extremely

painful, and also got mastitis but | continued tedstfeed and now have no discomfort at all’
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‘As | was diabetic | was forced to give baby tophgitles in hospital for her sugars to be
checked. Fighting to breastfeed ever since andexmlusively breastfeeding, also had

mastitis’

‘It was difficult for the first week or two. Initléy | struggled with her latching on, then |

struggled with incredibly sore nipples, but sincepnoblems’

‘High birth weight so needed formula top ups (agregth midwife) to satisfy hunger while
waiting for milk to come in and to ‘flush out’ sgsh as had jaundice. Top ups small. Does

now have occasional top up formula, some days remrae days one, occasionally 2’.

‘I had a deep fissure on left nipple which was @dlbpen on feeding from that side causing a
lot of pain. Eventually prescribed Canestan asaagnosed by Dr as having a fungal

infection. Initially had bleeding nipples from rlatching on properly’.

‘Severe cracked nipples and mastitis, 4 times gb fa

‘Baby would not latch on, later discovered baby wawyue tied. Baby had tongue tie
snipped successfully but refused the breast andrergsdistressed each time | tried to feed

him. | expressed for 2 weeks then got an infecfimuk antibiotics which were not
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conducive to breastfeeding. Did not find any helgetting baby to latch on despite attempts

to seek help and was disappointed by this’

‘| breastfed from the start till 7 weeks but alwagpped up with formula due to jaundice and
low baby weight. | stopped breastfeeding after icasd pain due to high arched palate and

posterior tongue tie’.

‘Initial latching difficulties — lack of support&m hospital. Thankfully my mum spent an
afternoon helping me latch my baby on and holdiffeint positions (left hospital 12 hours

after birth)’

‘Tongue tie, sore cracked nipples, strong let doavfficulty maintaining latch (even after

tongue tie divided), milk everywhere!?’

‘Baby had difficulty latching, posterior tongue tieagnosed and divided at 10 weeks, low

supply of milk as a result. Encouraged to top up aeeks, felt unsupported by HV and GP’

‘Anaemic, therefore didn’t make enough milk so adupplement with formula’

‘Baby doesn’t latch on without breastsheilds. Tamtje was snipped. | had mastitis’
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‘Initial difficulties with latch, a lot of pressun® establish breastfeeding quickly. Baby had
jaundice and | had bleeding painful nipples. Laotatonsultant diagnosed tongue tie at 10
weeks. Division done privately at 12 weeks. Howgdee to nipple pain/soreness had to
supplement with formula to aid healing. Returneéutbbreastfeeding but supply had
dropped, baby was not happy alternating betweethelanrtd breast so moved to fully bottle

feeding’

‘Baby wouldn’t latch on and | got very upset whetmiéd to breastfeed my baby’

‘Baby did not gain sufficient weight, introducedattles and eventually baby chose bottles

rather than breast. Otherwise no issues’
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