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Abstract
A novel peer-support intervention using motivational
interviewing for breastfeeding maintenance: a UK
feasibility study
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*Corresponding author ParanjothyS@cardiff.ac.uk
Background: In total, 81% of women in the UK start breastfeeding, but fewer than half continue beyond
6 weeks. Peer support in the early postnatal period may encourage women to breastfeed for longer.
Objective: To develop a breastfeeding peer-support intervention based on motivational interviewing (MI)
for breastfeeding maintenance and to test the feasibility of delivering it to mothers in areas with high
levels of social deprivation.
Design: Intervention development and a non-randomised multisite feasibility study.
Setting: Community maternity services in three areas with high levels of social deprivation and low
breastfeeding initiation rates in England and Wales.
Participants: Pregnant women considering breastfeeding. Women who did not plan to breastfeed,
who had a clinical reason that precluded breastfeeding continuation or who were unable to consent
were excluded.
Intervention: The intervention Mam-Kind was informed by a survey of infant feeding co-ordinators,
rapid literature review, focus groups with service users and peer supporters and interviews with health-care
professionals and a Stakeholder Advisory Group. It consisted of face-to-face contact at 48 hours after birth
and proactive one-to-one peer support from the Mam-Kind buddy for 2 weeks, followed by mother-led
contact for a further 2–6 weeks.
Main outcome measures: Recruitment and retention of Mam-Kind buddies, uptake of Mam-Kind by
participants, feasibility of delivering Mam-Kind as specified and of data collection methods, and
acceptability of Mam-Kind to mothers, buddies and health-care professionals.
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ABSTRACT

Results: Nine buddies were recruited to deliver Mam-Kind to 70 participants (61% of eligible women who
expressed an interest in taking part in the study). Participants were aged between 19 and 41 years and
94% of participants were white. Intervention uptake was 75% and did not vary according to age or
parity. Most contacts (79%) were initiated by the buddy, demonstrating the intended proactive nature of
the intervention and 73% (n = 51) of participants received a contact within 48 hours. Follow-up data
were available for 78% of participants at 10 days and 64% at 8 weeks. Data collection methods were
judged feasible and acceptable. Data completeness was > 80% for almost all variables. Interviews with
participants, buddies and health service professionals showed that the intervention was acceptable.
Buddies delivered the intervention content with fidelity (93% of intervention objectives were met), and, in
some cases, developed certain MI skills to a competency level. However, they reported difficulties in
changing from an information-giving role to a collaborative approach. These findings were used to
refine the training and intervention specification to emphasise the focus of the intervention on providing
mother-centric support. Health-care professionals were satisfied that the intervention could be integrated
with existing services.
Conclusions: The Mam-Kind intervention was acceptable and feasible to deliver within NHS maternity
services and should be tested for effectiveness in a multicentre randomised controlled trial. The feasibility
study highlighted the need to strengthen strategies for birth notification and retention of participants,
and provided some insights on how this could be achieved in a full trial.
Limitations: The response rate to the survey of infant feeding co-ordinators was low (19.5%). In addition,
the women who were recruited may not be representative of the study sites.
Funding: The National Institute for Health Research Health Technology Assessment programme.
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Mam-Kind buddy Peer supporter who delivered the Mam-Kind intervention.
Mam-Kind supervisor A local community midwife from the study site who supported the peer
supporters with clinical queries and in liaising with other health-care professionals.
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Plain English summary

A

lthough most UK mothers start breastfeeding, fewer than half breastfeed exclusively for more than
1 week and only one in 100 breastfeed for > 6 months. Most stop breastfeeding before they had
planned to.
We wanted to see if it was possible to help women breastfeed for longer by using buddies trained in
motivational interviewing. This is a form of counselling that motivates people to change their behaviour by
exploring their thoughts and worries and helping them to set their own goals.
The intervention we studied was called Mam-Kind. Mam-Kind buddies met mothers before their babies
were born and provided support for 2 weeks afterwards. Before we embark on an expensive randomised
trial of Mam-Kind, we wanted to see if it was acceptable to women and feasible to deliver.
Eight buddies delivered Mam-Kind to 70 women from three areas with high levels of social deprivation
and teenage pregnancy and low rates of breastfeeding. We interviewed mothers, buddies and health-care
professionals to get their views.
We found that Mam-Kind was acceptable and feasible to deliver. Mothers reported that buddies provided
reassurance, were non-judgemental and were easily contactable. The buddies reported that it was
sometimes difficult to use their motivational skills while providing breastfeeding support. It is feasible to
design and collect appropriate health economic information. We used this information to refine the
training and content of the intervention. The refined Mam-Kind intervention should now be tested in a
controlled study to see if it really works to help women continue breastfeeding for longer.
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Scientific summary
Background
The benefits of breastfeeding for the health of babies and mothers are well known. However, in the UK,
although 81% of women start breastfeeding, fewer than half continue beyond 6 weeks and only 1%
meet the World Health Organization (WHO)’s recommendation of exclusive breastfeeding for 6 months.
There are marked inequalities in breastfeeding rates: younger mothers (aged < 20 years) of white British
ethnicity and of lower socioeconomic status are less likely to start breastfeeding or continue beyond
6 weeks. Professional support for breastfeeding is widely available in the UK, but new approaches to
support women who are at the highest risk of not continuing breastfeeding are urgently needed.
Breastfeeding peer supporters are lay women who have experience of breastfeeding and may come
from a similar background to the women whom they support. Compared with health professionals, peer
supporters may be more approachable, provide role models that mothers can relate to and have direct
experience of the challenges of breastfeeding within a social context where it may not be the norm.
Breastfeeding peer support (BFPS) was found to be effective for breastfeeding maintenance in low- or
middle-income countries, but not in UK-based randomised controlled trials (RCTs). The non UK-based RCTs
showed that intensive (proactive, scheduled antenatal and postnatal contact, ranging from at least weekly
to eight visits postnatally) one-to-one peer-support programmes with high uptake rates were effective for
increasing breastfeeding continuation rates. None of the UK-based trials provided proactive support in
the early postnatal period, during which there is usually a steep decline in breastfeeding rates. It is not
known whether or not peer support for breastfeeding provided in the early postnatal period and targeted
at women who have not previously breastfed, nor experienced breastfeeding in their social groups, can
increase the duration of breastfeeding in the UK.
The first aim of this study was to develop a novel early contact and proactive BFPS intervention that used a
motivational interviewing (MI) approach (MI-based BFPS). MI is a form of counselling that supports people in
changing their behaviour by exploring their thoughts and concerns and supporting them in setting their
own goals. MI has been used in breastfeeding interventions delivered by health educators and nurses with
inconsistent results. Health-care professionals and support staff (including peer supporters) can access MI
training in some settings, but the feasibility and acceptability of formally incorporating a MI-based approach
to deliver BFPS has not yet been investigated.
The second aim was to carry out a feasibility study to assess whether or not the new MI-based BFPS
intervention can be delivered as intended to women who live in areas with high levels of social
deprivation. Previous studies of BFPS effectiveness in the UK have demonstrated that it is feasible and
acceptable to randomise pregnant women in the antenatal period to receive BFPS interventions in both
individual and cluster RCTs. However, they highlighted problems with poor uptake and adherence to the
intervention. We therefore designed our feasibility study to provide evidence for what we considered to be
the key developmental and feasibility questions that need to be answered when delivering a high-intensity
BFPS intervention to mothers living in areas with high levels of social deprivation. This included an
assessment of the key recruitment and data collection challenges and how these can be addressed.
We proposed to use these data to make recommendations for the design of a full RCT to test the
effectiveness of MI-based BFPS for breastfeeding maintenance if warranted.

Methods
The research was carried out in two parts: (1) intervention development and (2) feasibility testing.
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Intervention development
Understanding existing practice
We conducted a web-based survey of infant feeding co-ordinators in the four UK nations to map current
service provision and understand the content of BFPS and delivery methods, including any underpinning
theories, models of best practice, facilitators of, and barriers to, implementation. This was supplemented
by a rapid literature review to identify the features of one-to-one peer support that contributed to the
successful delivery (or otherwise) of BFPS interventions.

Qualitative research
We conducted one focus group with fathers (n = 3), three focus groups with mothers and pregnant
women (n = 14) and three focus groups with peer supporters (n = 15) to understand the expectations and
required functions of BFPS interventions and to clarify and validate the key messages from our rapid
evidence review. One-to-one in-depth telephone interviews (n = 14) were conducted with health-care
professionals to enable them to discuss their views on, and experiences of, BFPS within their local service
and perceived facilitators of, and barriers to, implementation. We also explored the challenges for
participation and optimal strategies for recruitment and consent to a research study evaluation of BFPS.

Development of the intervention specification and corresponding logic model
Using the behaviour change wheel (BCW) as a framework, we identified the sources of behaviour to be
addressed by the intervention. This used the findings from the rapid evidence review, qualitative research
and discussion with the Stakeholder Advisory Group categorised according to the capability opportunity
motivation – behaviour (COM-B) model. We linked these behaviours with the relevant functions of the
intervention and service requirements for implementation. By the end of the process we produced the
specification and corresponding logic model for the Mam-Kind intervention, which was endorsed by our
Stakeholder Advisory Group.

Feasibility study design
The feasibility study was a non-randomised multisite before-and-after study with process evaluation.

Setting
The study was carried out in three community maternity sites, which were in the 20% most deprived
communities based on the English/Welsh Index of Multiple Deprivation, with breastfeeding initiation
rates lower than the UK average (< 70%) and a higher than average rate of teenage pregnancy
(> 41.9 conceptions per 1000 women aged < 18 years).

Participant recruitment
Pregnant women considering breastfeeding were eligible for the study. Women who did not plan to
breastfeed, who had a clinical reason that precluded breastfeeding continuation or who were unable to
consent were excluded. Community midwives introduced the study to women at 28 weeks’ gestation
onwards and provided details of potential participants to the research team, who obtained consent and
completed the recruitment process.

Study intervention
The intervention, MI-based BFPS (Mam-Kind), was characterised by face-to-face contact at 48 hours after
birth, proactive alternate-day one-to-one peer-supporter (Mam-Kind buddy)-led contact for 2 weeks after
birth and mother-led contact for up to 6 weeks. Mam-Kind buddies were women from a similar locality to
the women who they were supporting, who had breastfed and who had completed accredited BFPS
training and MI training.

Outcome measures
Quantitative data were used to describe intervention uptake and the completion of scheduled contacts
with peer supporters according to age group and parity; the recruitment and retention of peer supporters;
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and intervention costs from the perspective of the UK NHS and women and their families. We assessed the
feasibility of different methods (structured telephone interviews with all mothers, data collected by health
visitors and routine NHS data from child health systems) of collecting outcome data at 10 days and
8–10 weeks (exclusive and partial breastfeeding, maternal and child health, well-being, satisfaction and
health-care resource utilisation). Mam-Kind buddies completed structured diaries and audio-recorded their
face-to-face sessions with mothers.

Process evaluation
We conducted semistructured interviews with a purposive sample of mothers who provided informed
consent (n = 28), health-care professionals (n = 14) and peer supporters (n = 8). We used thematic analysis
to assess the acceptability of the intervention. MI fidelity was assessed with the Motivational Interviewing
Treatment Integrity (MITI) 4.1 tool using 16 audio-recorded sessions between mothers and Mam-Kind
buddies. We mapped the findings from deductive content thematic analysis against the objectives in the
intervention specification to assess the extent to which the intervention objectives were met, including the
appropriateness of the session content and the timing of contact.

Results
Rapid evidence review
The survey of infant feeding co-ordinators (response rate 19.5%; n = 136 individual responses from 58%
of NHS trust or health board areas) showed that the provision of BFPS was not standardised, none of the
models in use had an explicit theoretical basis and there had not been any robust evaluations of clinical
effectiveness or cost-effectiveness. The majority of peer supporters provided support in group settings,
with little provision of one-to-one support in the early postnatal period. The survey and literature
review highlighted key considerations for implementing BFPS, including the need for clarity about the
peer-supporter role and responsibilities and professional boundaries and integration with existing local
health-care services and close working with health-care professionals.

Qualitative research for intervention development
The focus groups confirmed that peer supporters played an important role in supporting mothers,
particularly in areas where breastfeeding was not the norm. Training for the peer-supporter role and the
need to provide consistent advice (and integration into local health services) were prominent themes for
both peer supporters and health-care professionals.
Using the BCW, we determined that the components of the BFPS intervention should address
psychological capability, social opportunity and reflective motivation, to enable women to
continue breastfeeding.

Feasibility study
Eight Mam-Kind buddies delivered the Mam-Kind intervention to 70 participants. The majority of
participants (94%) were white, employed and aged between 19 and 41 years. Intervention uptake was
high (75%) and did not vary according to age or parity. The majority of women who received an antenatal
and postnatal contact from the peer supporter reciprocated this contact. The majority of contacts (79%)
were initiated by the Mam-Kind buddy, demonstrating the intended proactive nature of the intervention,
and 73% (n = 51) of participants received a contact within 48 hours of the birth of their baby. Delays in
birth notification to Mam-Kind buddies hindered contact within 48 hours in some cases.

Data collection
Follow-up data were available for 78% of participants at 10 days and 64% at 8 weeks. Data collection
using telephone interviews was feasible and acceptable, evidenced by high levels of data completeness
(> 80%) for almost all variables. We obtained data on breastfeeding status at 8 weeks from the
health-care team that provided care for seven of the 21 participants who were lost to follow-up.
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We explored the possibility of facilitating health visitors to collect some of the outcome data, for example by
augmenting manual or electronic systems; however, this was not possible because of the wide variation in
methods used to capture these data. We did not collect routine data from Hospital Episode Statistics or
general practice, as this was not feasible within the time scale of the study, but we have clarified the
wording required on consent forms to enable these data to be accessed in a future trial. We accessed
reports from the Welsh Government that show good (and continually improving) data completeness for
breastfeeding at 8 weeks on the National Community Child Health Database and have clarified the process
for accessing these data. The collation of breastfeeding data in England varies by region and data are most
easily collected by a local member of the research team. The process evaluation highlighted the potential for
using other methods for data collection, such as text- and web-based methods, to reduce attrition in a full
trial. Peer-supporter diaries provided sufficient data to undertake an analysis of their contact with mothers
and audio-recordings were completed in 78 (52%) of the 149 face-to-face Mam-Kind sessions that could
potentially have been recorded, demonstrating the feasibility and acceptability of collecting these data.
Provisional exploration of health economic considerations in the design and collection of outcome measures
for the economic analysis demonstrated that it is feasible to collect appropriate information.

Feasibility and acceptability of delivering the Mam-Kind intervention
Qualitative interviews with participants, Mam-Kind buddies and health service professionals showed that
the intervention was acceptable. Mam-Kind buddies delivered the intervention content with fidelity
(93% of intervention objectives were met) and, in some cases, developed certain MI skills to a competency
level. However, they reported difficulties in changing from an expert role to using a collaborative approach.
These findings were used to refine the training and intervention specification to emphasise the focus of
the intervention on providing mother-centric support. Health-care professionals were satisfied that the
intervention could be integrated with existing services.

Strengths and limitations
The main strength of the study was the systematic approach, consistent with Medical Research Council
guidance for the development of complex interventions, to intervention development. We engaged a
stakeholder expert advisory group that included service users, peer supporters and health-care service
providers in an interactive and iterative process to develop and refine the Mam-Kind intervention. This
allowed us to clarify and develop strategies to address the key issues around intervention design, content
and implementation, informed by the rapid evidence review and qualitative work. However, there were
some limitations. The response rate to the survey of infant feeding co-ordinators was low (19.5%). To
mitigate this, we used publicly available data from organisational websites to supplement our survey
findings. Although this provided data about the availability of peer support, it did not provide detail about
how services were run or how training and supervision for peer supporters were provided. We experienced
significant delays during the feasibility study in obtaining research passports for Mam-Kind buddies,
which impacted on their ability to access postnatal wards and provide support within 48 hours. A further
limitation was that the women who were recruited to receive the intervention may not be representative
of the catchment population in the study sites. This was probably because of the small numbers recruited
within the short duration of feasibility testing. The findings from the process evaluation and discussions
with the stakeholder expert advisory group identified strategies that can be adopted in a full trial to ensure
reach of the intervention to the intended target population.

Conclusion
The Mam-Kind intervention was acceptable and feasible to deliver within NHS maternity services and
should be tested for effectiveness in a multicentre RCT. We consider a two-arm individual RCT to be an
appropriate study design, with a built-in process evaluation to assess how Mam-Kind is implemented
across a wider range of clinical settings (including fidelity). This will allow us to test whether or not the
assumptions in the logic model hold true across these settings, further explore barriers to, and facilitators
of, implementation and assess intervention reach. A pilot phase with early opening of two or three sites
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should be incorporated to test the achievability of recruitment and retention to the study. A range of data
collection methods should be employed, informed by the findings from this feasibility study, including the
use of routinely collected data and text and telephone interviews (carried out by a dedicated team with
flexible working hours) to reduce attrition rates. Mam-Kind buddies should be employed by the NHS
service within which they will work. A member of the research team should be based in each recruitment
trial site to champion the study locally and address any recruitment challenges in a timely manner.
An in-trial economic evaluation should be conducted alongside this RCT, including an incremental
cost-effectiveness analysis based on the primary outcome and a cost–utility (cost per quality-adjusted
life-year) analysis, from a multiagency perspective.

Funding
Funding for this study was provided by the Health Technology Assessment programme of the National
Institute for Health Research.
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Chapter 1 Introduction
Breastfeeding rates in the UK
The benefits of breastfeeding for the short- and longer-term health and well-being of babies and mothers
in low- and high-income countries are well established.1 If 45% of women in the UK exclusively breastfed
for 4 months, it is estimated that at least £17M could be saved in treatment costs annually for acute illness
in infants, in addition to incremental benefits over the lifetime of each annual cohort of first-time mothers.2
The UK has exceptionally low breastfeeding rates.1 The 2010 Infant Feeding Survey3 indicated that the
majority of mothers in the UK (81%) initiate breastfeeding but that around two-thirds of these women
stop breastfeeding before 6 weeks. For most women this is earlier than planned.1 Only 1% of mothers
in the UK currently exclusively breastfeed for 6 months,3 which is the World Health Organization
(WHO)-recommended duration.4 In 2010, eight in 10 mothers who stopped breastfeeding in the first
6 weeks did so before they had planned to, whereas, over the first 9 months, around three-quarters of
mothers who stopped had intended to continue for longer.3 Women’s experience of breastfeeding is not
always straightforward, with around one-third reporting problems. In the first weeks, the most commonly
given reasons for stopping breastfeeding are a perception of ‘insufficient milk’, a perception that the baby
is rejecting the breast, ‘painful breasts/nipples’ and finding that breastfeeding takes too long or is tiring.1
There are marked inequalities in breastfeeding rates. Geographically, low breastfeeding rates correlate with
higher indices of social deprivation.5 Younger mothers (aged < 20 years) of white British ethnicity and of
lower socioeconomic status are less likely to start or continue breastfeeding beyond 6 weeks.1 Midwives
and health visitors provide professional support for breastfeeding and the majority of maternity units and
health-visiting services are now working towards the United Nations International Children’s Emergency
Fund (UNICEF)’s UK Baby Friendly Initiative (BFI) standards for support with infant feeding.6 Nonetheless,
mothers who give birth in the UK frequently feel underprepared for breastfeeding and many mothers who
might benefit from breastfeeding support do not access professional help.7
Medical conditions that prevent women from breastfeeding are rare;8 infant feeding decisions
involve a complex interplay of psychological, social and cultural factors.9 At the level of the individual
mother, motivation to breastfeed and breastfeeding self-efficacy are associated with continuation of
breastfeeding.10–13 However, a broader set of social and societal drivers are at play, many of which can
interact with individual mothers’ confidence, self-efficacy and determination to breastfeed. Extensive
marketing of formula milk can denormalise breastfeeding;14 social attitudes and norms, including attitudes
and norms of experiencing breastfeeding vicariously, can affect mothers’ confidence; and women’s work
and employment conditions can make decisions to continue breastfeeding more difficult.9,15
Women who are supported and encouraged to breastfeed by key members of their social network are
more likely to start and continue breastfeeding for longer.16 A review of the literature on differences
between mothers who continue to breastfeed until 6 months and those who stop indicated that feeding
intention and self-efficacy are inter-related with factors relating to social support.17 Several UK studies have
confirmed that attitudes, perceptions and experiences of immediate family members and friends have a
strong influence on breastfeeding.18–22 Mothers benefit from being part of a supportive community of
other mothers who breastfeed,23 and women who have friends who have breastfed are more likely to
breastfeed their own baby.1 On the other hand, negative or mixed messages from partners, family, friends
and health-care professionals can be confusing and can undermine decisions to breastfeed.14,22,24 New
approaches to support women who are at the highest risk of not continuing breastfeeding are urgently
needed. There is a need for interventions that make appropriate use of theory and take into account the
circumstances of women who are least likely to continue breastfeeding.
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Breastfeeding peer-support interventions
In her concept analysis of ‘peer-support’ interventions, as applied to a wide range of health topics,
Dennis25 notes that peer-support interventions seek to extend ‘natural embedded social networks and
complement professional health services’. Dennis25 defines peer support as ‘the provision of emotional,
appraisal and motivational assistance by a created social network member who possesses experiential
knowledge of a specific behaviour or stressor, and has similar characteristics to the target population’. The
importance of ‘similar characteristics’ relates to the principle of homophily,26 a key underpinning idea for
peer-support interventions. This is the principle that (health education) messages will be more credible and
support offered more acceptable because the peer delivering the message and offering the support is
perceived by the recipient as being in some way similar to him- or herself – someone who is experiencing
or who has experienced the problem being addressed and who shares the same frame of reference in
terms of wider social and cultural norms and values.
Breastfeeding peer-support (BFPS) interventions that have been subject to experimental study have paid
varying levels of weight to the principle of homophily. Peer supporters tended to be women who had
experience of breastfeeding, in some cases from a similar sociodemographic and cultural background to
the women whom they were supporting. This principle is itself linked to social learning theory,26 the idea
that individuals compare themselves with others who occupy a social role to which they aspire and posits
that people learn from one another through mechanisms of observation, imitation and modelling.
Compared with health-care professionals, peer supporters may be more approachable, provide role models
that mothers can relate to and have direct experience of the challenges of breastfeeding within a social
context where it may not be the norm.
A second key underpinning principle for BFPS is the theory of social support, used to explain the ways in
which social networks help individuals to manage stressful events. Four types of social support have been
distinguished:27 emotional support, instrumental support, informational support and appraisal support.
Informational support involves advice and suggestions that can be used to solve problems. Emotional
support comes from sharing life experiences and providing empathy, love and caring built on relationships
of trust. Instrumental support consists of providing tangible aid and services. Appraisal support facilitates
self-evaluation through constructive feedback, for example through motivational interviewing (MI).28
Intervention theorists distinguish between perceived support (i.e. the mother knows the help is there if she
needs it and that in itself helps her to get through a stressful experience) and received support (direct
interaction with the peer). The perception that help will be available when needed may be an attribute of
BFPS interventions.29
Breastfeeding peer-support interventions exhibit considerable design heterogeneity.30 In some cases, BFPS
is integrated within an existing health-care system, with peer supporters working alongside/reporting to
health-care professionals. In other cases, the support is developed by a third-sector agency and delivered in
community settings. Help is sometimes provided on a one-to-one basis (mother to peer) and is sometimes
delivered in group settings. Modes of delivery include face to face, over the telephone, by text and online
(e-mail, social media, forums). Some interventions are proactive (the peer contacts the mother directly),
whereas others are reactive (the mother asks for help). Proactive interventions vary in intensity (the number
of contacts) and in the timing of delivery (antenatal or postnatal; starting within 24 hours of the birth or
several days afterwards).
Experimental evidence for the effectiveness of BFPS provides an unclear picture. A Cochrane review of
‘additional support’ from lay and professional supporters found that additional help can have an impact on
breastfeeding rates.31 The reviewers concluded that help is more likely to be effective in areas with high
initiation rates, that face-to-face interventions are more likely to succeed and that reactive support is
unlikely to be effective. The authors also recommended that support should be delivered in a predictable
manner and be tailored to the needs of the population group targeted. A systematic review of
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11 randomised controlled trials (RCTs) of antenatal BFPS found that targeted antenatal BFPS may lead to
increases in breastfeeding initiation rates, whereas universal BFPS interventions tended not to be effective.32
Another systematic review of RCTs looked at the impact of BFPS interventions on exclusive breastfeeding
and breastfeeding continuation rates.33 This review found these interventions to be effective in increasing
breastfeeding maintenance in low- or middle-income countries, reducing the risk of not exclusively
breastfeeding by up to 28%. However, the UK-based RCTs of BFPS interventions included in this review
did not find increases in breastfeeding continuation rates,34–37 with no increase in breastfeeding
maintenance at 8–10 weeks35,37 and 4 months.36
Two quasi-experimental UK-based studies of BFPS have been published. The first, a community-based
controlled trial of peer support delivered in a low-income area with very low breastfeeding rates (around
10%) resulted in no overall change in continuation rates at 6 weeks.38 More recently, a time series analysis
of a UK-based BFPS intervention delivered to a geographically defined population of adolescents found
that, after adjusting for underlying trends, by the end of the study period, an additional 6.6 women in
every 100 were initiating breastfeeding.39
The UK-based interventions that have been studied were delivered as low-intensity interventions34,37,38 and
several did not include an intended first contact with the mother in the days after the birth;34–36 in one
UK-based study mothers were not contacted until their babies were around 3 months old.36 In a UK context,
this lack of early contact means that the intervention misses an important window, as breastfeeding
discontinuation in the UK is highest during the early days and weeks after birth.1 Four UK-based RCTs
reported difficulty in achieving the intended number of contacts.34,37–39

Motivational interviewing
Motivational interviewing is a counselling approach that is designed to build a client’s confidence and
motivation for change, with a focus on eliciting the client’s reasons for behaviour change. MI is a
well-defined approach that could be used within the context of BFPS to help provide a clear model for
BFPS provision. Miller and Rollnick28 developed MI to be less confrontational, authoritarian and directing
than other counselling styles that were available in the 1980s. MI addresses the therapist’s ‘righting reflex’
wherein therapists have the desire to ‘fix’ what seems to be wrong and tell the client how to change.
MI has been called a person-centred collaborative conversation,40 as it is designed to ‘strengthen personal
motivation for and commitment to a specific goal by eliciting and exploring the person’s own reasons for
change within an atmosphere of acceptance and compassion’ (p. 29).28 It was initially developed to help
people with addictions, but has since been used in many areas such as medication adherence, weight loss
and dental health care.41,42
Motivational interviewing has been demonstrated to be effective across many areas of health. There have
been at least 12 systematic reviews that have found statistically significant effects of MI in relation to
health outcomes41–52 and three RCTs53–55 examining MI and breastfeeding support. A health educator,53
a research nurse54 and a practice nurse55 delivered the MI in the RCTs. Two of these RCTs53,54 found no
significant effect of MI. The other RCT55 found statistically significant effects of MI on breastfeeding status
at 2 and 4 months but not at 6 months post birth. In all three RCTs, it was difficult to disentangle the
effects of MI from the other aspects of the intervention. Two of the interventions were MI-based
interventions, in which only elements of MI were delivered.53,55 None of the RCTs was based in the UK.
It is possible that MI has a role in helping women to continue breastfeeding by increasing their intrinsic
motivation to breastfeed, but there is limited evidence available on the effectiveness of MI in this context.
The feasibility and acceptability of using a MI-based approach within a BFPS intervention has not
been investigated.
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The behaviour change wheel
Developing a complex intervention that utilises both peer support and MI-based techniques to support
breastfeeding continuation requires integration of the MI and peer-support approaches, identification of
potential mechanisms and consideration of how the intervention could be implemented. The behaviour
change wheel (BCW) provides a unified and systematic framework for developing and characterising
complex behaviour change interventions.56 The BCW outlines a process for working out what needs to
change (sources of behaviour), how to change it (intervention functions and behaviour change techniques)
and how the intervention can be implemented (mode of delivery).56 Within the BCW framework, the
capability opportunity motivation – behaviour (COM-B) model helps to explain how interactions between
people’s physical and psychological capability (C), social and physical opportunity (O) and automatic and
reflective motivation (M) can influence behaviour (B).57 The BCW uses the Behaviour Change Technique
Taxonomy v1 (BCTTv1)58 to identify and classify the content of behaviour change interventions. The
affordability, practicability, effectiveness and cost-effectiveness, acceptability, side effects and safety and
equity (APEASE) criteria are used within the BCW process as a control point to consider the feasibility
of an intervention.56 The BCW process would therefore provide a unified framework for developing and
characterising a MI-based BFPS intervention that could both guide its design and categorise the behaviour
change techniques included in the intervention. This would provide a much greater understanding of the
potential mechanisms of the intervention, which would facilitate future evaluation, refinement and
replication of the intervention.

Mam-Kind: a UK feasibility study
The National Institute for Health Research Health Technology Assessment programme called for primary
research in the form of a feasibility study to answer the following research question: ‘Can peer support for
breastfeeding in the UK contribute to the maintenance of breastfeeding, particularly in groups of the
population who are less likely to breastfeed?’.
This study aimed to develop and test the feasibility and acceptability of delivering a BFPS programme using
a MI approach. The target population was women living in areas with lower than average breastfeeding
initiation rates and high levels of social deprivation, who have expressed an interest in breastfeeding. We
identified the key feasibility questions to be addressed prior to a full trial (outlined below) and designed
our study to address these.
Although BFPS is recommended as part of the strategy for increasing breastfeeding rates in the UK,
current National Institute for Health and Care Excellence (NICE) guidance does not specify how this should
be provided, resulting in a variety of models being used across the UK. We therefore planned a rapid
evidence review to understand how BFPS is currently provided in the UK and identify any underpinning
theoretical models, elements of best practice and facilitators of, and barriers to, implementation of the
service within a NHS or community setting. These data would also allow us to contextualise usual care
across the UK and inform the care pathway in the control group of a full trial.
We planned to carry out qualitative research in the form of focus groups and interviews with pregnant
women, mothers, fathers, peer supporters and health-care professionals to inform the intervention content
and design and develop a training module that was specific to the intervention being developed.
Four UK RCTs,34–37 both individual and cluster randomised trials, had already demonstrated that it was
feasible and acceptable to randomise pregnant women in the antenatal period to receive either BFPS or
usual care. Two RCTs that randomised individuals recruited 70%35 and 82%34 of their intended sample
size and cited difficulties in recruitment resulting from resource constraints. We therefore planned to use
the qualitative work in the developmental phase of our study to explore the challenges to recruitment,
investigate specific barriers to participation and develop strategies for recruitment and consent.
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Our approach was based on the work by the Bristol Medical Research Council (MRC) ConDuCT
(Collaboration and innovation in Difficult and Complex randomised controlled Trials In Invasive procedures)
methods hub,59 which demonstrated the utility of qualitative work for developing and testing optimal
strategies for recruitment during the feasibility stage of trials to improve recruitment.
The previous UK RCTs of BFPS34–37 also highlighted the uptake of, and adherence to, the intervention as
possible reasons for non-effectiveness. We therefore included a process evaluation in the design of this
feasibility study, to include an assessment of the extent to which the MI-based BFPS intervention that we
developed can be delivered as intended to the target population. We planned to test the feasibility of the
MI-based BFPS intervention in three community maternity sites that had high levels of social deprivation
[most deprived quintile of the Welsh Index of Multiple Deprivation (WIMD)60 and below UK average rate of
breastfeeding initiation (< 70%)]. We were specifically interested in establishing the feasibility and
acceptability of:
l
l
l

recruiting and retaining peer supporters from the community of women to whom MI-based BFPS is to
be delivered
delivering MI-based BFPS as specified, including an assessment of the extent to which peer supporters
utilised MI techniques in their interactions with the mothers they were supporting
the recruitment, data collection and follow-up strategies (for clinical outcome measures and resource
usage and costs) and study materials.

A summary of the study aims and objectives are provided in Box 1. We intended to use the results from
objectives 1–5 to inform the optimal strategy for recruitment, consent timing and approach and data
collection in a full trial. Figure 1 provides a schematic representation of the different components of
this study.

BOX 1 Aims and objectives

Aims
1. Develop a novel BFPS intervention for breastfeeding maintenance based on MI.
2. Test the feasibility of delivering MI-based BFPS to mothers living in areas with high levels of
social deprivation.
3. Establish the necessary parameters to inform a possible full trial to test the effectiveness of MI-based BFPS
for breastfeeding maintenance.

Objectives
1. Identify, categorise and describe the range of BFPS interventions in the UK.
2. Develop MI-based BFPS programme content and identify the requirements for implementation using a
user-informed approach, guided by the BCW framework.
3. Finalise the specification of MI-based BFPS (using the BCTTv1 to categorise behaviour change techniques)
and the corresponding logic model with stakeholders.
4. Assess the feasibility and acceptability of providing MI-based BFPS to women living in areas with high levels
of social deprivation.
5. Assess the feasibility of collecting resource usage and costs associated with the implementation of the
Mam-Kind intervention.
6. Use the findings from objectives 1–5 to make recommendations about the need for and design of a full
RCT to test the effectiveness of MI-based BFPS for breastfeeding maintenance compared with usual care.

© Queen’s Printer and Controller of HMSO 2017. This work was produced by Paranjothy et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.

5

6
Rapid evidence review (objective 1)
To identify, categorise and describe the range of BFPS interventions,
any underpinning models, implementation issues and economic
evaluations
• Web-based survey of UK service providers and literature review

Health economics (objective 5)
To assess the feasibility of
collecting resource usage and
costs associated with the
implementation of the MI-based
BFPS intervention and develop a
framework for an economic
evaluation alongside a full trial

Intervention development (objective 2)
Develop MI-based BFPS programme content and identify
requirements for implementation
• Focus groups of pregnant women and mothers (n = 18 – 24) and
fathers (n = 4 – 8)
• Focus groups of peer supporters (n = 12 – 16)
• Semistructured interviews with health-care professionals and
service managers (n = 12)

Feasibility testing (objective 4)
Assess the feasibility of delivering the MI-based BFPS intervention
to women living in areas with high levels of social deprivation
• Recruit peer supporters (n = 6 – 9) and deliver MI-based BFPS to
90 women
• Outcomes: feasibility and acceptability of providing MI-based
BFPS, intervention fidelity, acceptability of methods for
identifying pregnant women, validity (e.g. readability) of study
materials, data collection methods, suite of outcome measures
to be used in a full trial

Specification of intervention
(objective 3)
To finalise the specification of the
MI-based BFPS intervention and
the corresponding logic model
• Map findings onto the BCW
framework
• Consultation with Stakeholder
Advisory Group
• Consultation with UK service
providers (respondents to
web-based survey in objective 1)

Recommendations for a full trial (objective 6)
Make recommendations about the need and design of a full RCT to test the effectiveness of MI-based BFPS for breastfeeding
maintenance compared with usual care
FIGURE 1 Schematic representation of the Mam-Kind study.
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Chapter 2 Availability and range of breastfeeding
peer-support interventions in the UK: a cross-sectional
survey of infant feeding co-ordinators

I

n this chapter we address the first study objective, which was to identify, categorise and describe the
range of BFPS interventions used in the UK.

Introduction
Peer support was recommended by NICE61 as part of the strategy to increase breastfeeding in the UK.
Current NICE guidance on the commissioning of BFPS in England does not specify the theoretical basis,
critical components or optimal delivery mode of BFPS.62 This has resulted in a wide variety of models being
used in current practice.63,64 We wanted to explore the range of BFPS interventions that were currently
available to identify lessons from current practice that could be used to inform intervention development.
We carried out a survey of infant feeding co-ordinators (IFCs) in the four UK nations to map the current
provision of BFPS and obtain an understanding of what peer-support services consist of and how these are
provided. In addition to informing intervention development, these data would provide an understanding
of ‘usual care’ to inform the planning of a future effectiveness trial, if warranted.

Method
Survey development and piloting
We adapted a previous survey of IFCs carried out in the seven health boards in Wales.63 We invited three
IFCs who worked outside Wales to pilot the adapted questionnaire and provide feedback to us on
the acceptability and clarity of the questions. All three agreed to take part; they were sent the link to the
questionnaire and provided verbal feedback to a member of the study team. This pilot work identified
the need to update the list of potential employers in England to take account of recent changes affecting
service commissioners and providers following public health’s move from the NHS to local government in
April 2013. We amended the participant information, first, to highlight the ways in which the data
collected would be used and, second, to inform respondents of the need to access reports and statistics
relating to their service to fully complete the survey. As all questions remained the same, we included the
data obtained in the pilot phase in the main analysis.

Sample
Infant feeding co-ordinators from the UK were invited to take part in the online survey or to pass the details
on how to access the survey to a colleague if they did not feel that they had the appropriate knowledge to
complete the survey themselves. We raised awareness of the survey at the annual UNICEF BFI conference
(Newcastle upon Tyne, 27 November 2014), which is the annual professional meeting for UK IFCs. An
e-mail invitation to complete the survey was circulated to those listed on four national e-mail distribution
lists in December 2014: (1) the National Infant Feeding Network (serving England), (2) the Scottish Infant
Feeding Advisors Network, (3) the All Wales IFC Forum and (4) the Northern Ireland Breastfeeding
Coordinators Forum (total n = 696 individuals within 177 NHS trusts). We believe that these distribution
lists included all individuals who undertook an IFC role in the UK, and also included some other health-care
professionals and academics with an interest in infant feeding. Follow-up e-mails were sent to members of
all four networks 1 week later, and a final reminder was circulated 12 days after the initial invitation.
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Questionnaire and data collection
Participants completed a questionnaire consisting of a combination of closed- and open-text questions.
The questions examined the way in which BFPS was organised in the geographical area for which
participants had responsibility, with a focus on breastfeeding groups and other activities that breastfeeding
peer supporters were engaged in (Table 1). For the majority of questions, participants were asked to
describe their service using closed responses or to rate how well they perceived their service to be doing
on a six-point Likert scale. Participants were then asked to provide more detail regarding why they
answered in that way using open-text boxes. All data collection took place using a purpose-built
web-based survey hosted on a secure server at the Centre for Trials Research, Cardiff University.
We searched the internet for breastfeeding services in all NHS trusts and health boards (n = 177) to obtain
data for the 75 sites for which we did not receive a survey response. We validated the information
from sites that responded to the survey and found that the two sources of information were consistent,
making it feasible to combine these data. In this report, we present a map of the provision of BFPS and
breastfeeding support groups in the UK using data from both of these sources (see Figure 2). There were
no material differences in the maps produced using the two sources of data.

Data analysis
We adopted a mixed-methods analysis strategy. Descriptive statistics summarising responses were
generated from closed questions using IBM SPSS Statistics version 20 (IBM Corporation, Armonk, NY,
USA). Open-text responses were thematically coded by one researcher facilitated by NVivo version 10
(QSR International, Warrington, UK). Individual case studies that illustrated barriers to, and facilitators of,
successful delivery were extracted and discussed, but these are not reported here, to maintain anonymity.
Themes were developed from responses within each question domain (such as barriers to, and facilitators
of, training peer supporters) and across domains throughout the data set (e.g. financial issues, staffing
levels). We used inductive thematic analysis to understand responses.65 Open-text responses were
interpreted alongside Likert scale scores when appropriate.

Ethics issues
We received confirmation from the chair of the NHS Wales Research Ethics Committee (REC) 3 that this
survey constituted an audit of current service provision of BFPS and did not require ethics approval.
Participants were provided with an information sheet and consented to take part in the survey via the
web-based platform prior to completing the survey. All responses were anonymised.

TABLE 1 Overview of survey questions
Theme

Subquestion topics

Demographics

Nation; NHS trust; annual number of births in area; staff roles in relation to breastfeeding;
IFC role descriptiona

Breastfeeding support groups

Number of groups; who organises groups; presence of records on attendance, support
provided, problems with feeding, referrals, other records;a other thoughts on support
groups;a funding for non-NHS breastfeeding groupsa

Training peer supporters

Number of trained peer supporters; what training is provided; who delivers training;a
additional training for peer supportersa

Peer support

Recruitment of new peer supporters; supervision; activities that peer supporters are
engaged in; integration of peer support with NHS services;a accessibility of peer support
for mothers from poorer backgrounds;a other thoughts on peer supporta

Other non-NHS support for
breastfeeding

Details of support available; provider of support; third-sector activities; presence of active
breastfeeding counsellors

a Denotes that an open-text question was asked, either alongside a closed question or following a question on a
related topic.
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Results
The following sections provide an overview of respondents’ characteristics, followed by the survey results
in relation to six key themes: (1) recruitment, training and support for breastfeeding peer supporters,
(2) peer-supporter roles, (3) descriptions of the management and implementation of breastfeeding groups,
(4) the interaction between BFPS and health-care professionals, (5) the accessibility of BFPS and (6) resource
and financial considerations.

Respondents
A total of 136 individual responses with usable data were received (response rate 19.5%), representing
58% of NHS trust/health board areas (Table 2). Within the 136 responses, there were multiple responses
(total n = 34) from 21 NHS trust/health board areas. Seven of these were instances in which provision in
England was split between the NHS trust and another provider, such as the local authority. We retained all
individual responses in the analysis because the multiple responses from NHS trust/health board areas
provided different information in response to open-text questions.
Breastfeeding peer support was available in 80 (78%) NHS trust/health board areas and breastfeeding
support groups were available in 92 (90%) NHS trust/health board areas of the UK for which we had
survey data. These data should be interpreted with caution, as we attributed individual responses to NHS
trusts and, for larger trusts, these responses may not be representative of the whole catchment area.
Neither BFPS nor breastfeeding support groups were available in 10% (n = 10) of the areas for which we
had survey data. About half of the survey respondents reported that there were breastfeeding groups in
their NHS/health board area that were funded by local authority or non-NHS organisations (n = 62, 54%)
and that there were breastfeeding counsellors working in the area who regularly received referrals from
health-care professionals (n = 31, 46%).
In total, 62% of the survey respondents (n = 66) reported that there had been a review, evaluation or
report of the breastfeeding support service in their NHS trust/health board area. We requested copies of
evaluations and received six reports from two respondents and written descriptions of evaluations from
two further respondents. These reports were aimed at evaluating service development, such as breast
pump loans and attempting to standardise delivery of breastfeeding support within an area, as opposed to
evaluating the effectiveness of BFPS.
We searched the internet for information on the availability of BFPS services in the 81 (46%) NHS trusts
that did not provide data on breastfeeding support (either because there was no response to the survey or
no data were provided in response to the question). In total, 58% (n = 47) of these non-responder trusts
TABLE 2 Sample and response rates
Location, n (%)
England

Scotland

Wales

Northern
Ireland

Total

Individual invitations

617

40

19

20

696

Individual responses

113

11

8

4

136

NHS trusts/health boards

151

14

7

5

177

Total response within NHS trust/health board areas

84 (56)a

9 (64)

7 (100)

2 (40)

102 (58)

Response
Individual responses

NHS trust/health board coverage

a Nine participants from England did not indicate which NHS trust their response related to. Includes data from 16
non-NHS responses that were mapped to the relevant NHS trust.
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provided breastfeeding support groups, 15% (n = 12) provided a one-to-one peer-supporter service, 24%
(n = 20) provided both groups and a one-to-one peer-supporter service and 3% (n = 2) provided neither.
Combining the results from the survey and online search, 40% (n = 71) of NHS trusts provided
breastfeeding support groups, 7% (n = 13) provided a peer-supporter service, 49% (n = 86) provided both
groups and a peer-supporter service and 3% (n = 5) provided neither. Data were unobtainable for two
NHS trusts (1%).
Figure 2 illustrates the areas in which breastfeeding support (groups, peer support, both groups and
peer support or neither groups nor peer support) was provided throughout the UK, with Figure 3
providing a detailed map of London. It should be noted that these data indicate which services were
available in any given region, but do not provide information on service coverage within the region,
accessibility or uptake.
The visual representation uses current health board boundaries in Scotland, Wales and Northern Ireland.
We were unable to produce a map for England using current health board boundaries and, therefore, we
used primary care trust boundaries as a proxy, as these were most closely matched. However, some NHS
trusts in England covered multiple geographical areas and, in these cases, all areas of the map have been
coloured. Service coverage may vary within these boundaries, as some participants reported variation
within the areas they managed in open-text responses and it was not possible to tease out the exact
coverage from the available data.

Recruitment, training and support for breastfeeding peer supporters
The survey responses indicated that IFCs, who were employed by the NHS, were most often involved in
managing peer supporters, although, in some cases, this was reported to be a shared responsibility
between staff from the NHS, local authority staff and third-sector staff.
There was a multipronged approach to the recruitment of peer supporters (using multiple sources
such as breastfeeding groups, midwives, health visitors, children’s centre staff and peer supporters),
with 26 out of 103 (25%) respondents selecting all five responses available and only 11 out of 103
(11%) respondents selecting a single recruitment approach. Other methods used to recruit participants
included external advertisements, which were disseminated via social media, traditional media and
volunteering forums.
The median number of peer supporters who had been provided with initial training over the previous
12-month period in each area was 15 (range of 0–64). Participants were asked to describe in an open-text
box who provided the training. The third sector was the most common provider for the initial training of
peer supporters [including the Breastfeeding Network (BfN) and the National Childbirth Trust (NCT)], with
IFCs and NHS and community centre staff also playing a key role. Initial training varied in duration and
some included the potential for participants to gain qualifications. Some respondents (n = 45) provided
further details about the initial training that was provided to peer supporters. This included examples of
highly structured and comprehensive training in some areas, to less structured examples or no training
provided in other areas. Based on the information in the survey responses, we developed a framework to
illustrate the range of training approaches that were in use (Table 3).
Training and/or ongoing support in addition to the initial training was provided in 70 of the 107 (65%)
areas for which we had data and, in two-thirds of these areas (63%, n = 44), more than one type of
support was provided. This was commonly in the form of regular local training (n = 69, 64%). In 13 of the
areas, peer supporters were able to access BFI training. Other types of training included safeguarding
(n = 15), joint training with NHS staff (n = 13), mandatory NHS staff training and local service updates.
The extent to which training was mandated or optional varied between areas.
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FIGURE 2 The provision of BFPS and breastfeeding support groups in the UK.
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FIGURE 3 The provision of BFPS and breastfeeding support groups in the London region.

TABLE 3 Comparison of the content of training approaches
Content
Framework

Highly structured and comprehensive

Less structured or comprehensive

Availability

Available to all peer supporters

Available to selected peer supporters
(e.g. regular group attendees)

Integration with
health-care professionals

Joint training with health-care professionals

Available only to peer supporters

Content

Infant feeding plus additional professional
training (e.g. confidentiality, child protection,
setting boundaries, public health)

Infant feeding only

Formal qualifications from
peer-support training

Available

Not available

Duration

Training plus ongoing support

Training with no ongoing support

Peer supporters’ roles
Attending breastfeeding groups was the main activity that peer supporters were involved in, followed by
working on the postnatal ward (Figure 4). In general, delivery seemed to be more focused on group
support, with one-to-one forms of delivery being less common. Most peer supporters saw mothers in both
the antenatal and postnatal periods (50% of survey responses, n = 68), but some saw mothers only in the
postnatal period (29%, n = 39). The comprehensiveness of services was described through open-text
responses, with some areas viewed as having a complete model of service delivery:
The Peer-support Service is a 7 days service 356 days of the year. Team of 10 members, total 7.5
whole time equivalent from 9–5 man a 24 telephone support line. The Service is integrated into [child
health care], works alongside Health Visitors, School Nurses, and support staff. The service delivers
Health Promotion sessions within Primary schools, they provide bedside support within the three
feeder hospitals, provide support groups with Children’s Centre Groups. It is an excellent service
provided by a dedicated team.
In contrast, other areas indicated that they were not currently resourced to provide a
comprehensive service:
I have one breastfeeding support worker who is employed by [the NHS], this isn’t enough for a birth
rate of 2500. We are currently writing a business case for 10 × paid peer-support workers.
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Peer-supporter roles
FIGURE 4 What activities are peer supporters in your area engaged in?

Breastfeeding support groups
It was most commonly reported that > 10 groups were running within individual areas (Figure 5).
Respondents stated that NHS staff, children’s centre staff and trained peer supporters most commonly
organised breastfeeding support groups. Alongside this, it was noted in open-text responses that coverage
of breastfeeding support groups was not uniform throughout NHS trust areas and that this was not
necessarily related to the numbers of births. Respondents also noted within the open-text boxes that group
sessions took place in a broad range of settings, including community venues (café, garden centre café)
and children’s centres, and alongside health visitor (weighing) clinics. Some groups ran as ‘baby cafes’,
‘first friends’ or generic ‘parenting support groups’ with a focus on breastfeeding, rather than explicitly as
breastfeeding support groups. In response to questions about record-keeping in the groups, less than
one-third of survey respondents reported that notes were kept on individual mothers who received support
(n = 31, 26%), mothers who have problems (n = 34, 29%) and referrals for additional support (n = 32, 27%).

Interaction between breastfeeding peer support and health-care professionals
The majority of participants (63%, n = 67) felt that peer support was well integrated with other NHS
services (Figure 6). Alongside the closed question, which asked participants to describe how well they
thought peer support was integrated with other health services, respondents were asked to explain their
answer. The majority of open-text comments were consistent with respondents’ answers on the six-point
Likert scale. Participants described a range of factors that were responsible for integration, including:
l
l
l
l

guidance on peer-supporters’ roles, with clear responsibilities (n = 15)
visibility to health-care professionals, such as working on postnatal wards or other shared working
practices (n = 14)
peer support being trusted and valued by local health-care professionals (n = 9), including as a result of
an evaluation or feedback from parents (n = 3)
a health-care professional acting as a ‘champion’ and communicating the value of peer supporters to
other health-care professionals (n = 5).
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FIGURE 5 If you have peer-support groups, how many groups are currently running?
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Perception of integration with health-care professionals' work
FIGURE 6 Do you think that BFPS provided in your area is well integrated with the breastfeeding support work
that health-care professionals do?

In areas with less integration, the converse occurred: staff did not understand the peer-supporter role and
did not feel that peer supporters were suitably qualified and, as such, there was a lack of trust, resulting in
a lack of referrals from health-care professionals to peer supporters.

Accessibility of breastfeeding peer support
In response to the question about how accessible peer support was to mothers from poorer social
backgrounds, 24% (n = 25) of respondents used the three negative options (not/moderately, not/somewhat,
not accessible) (Figure 7). However, some responses did not corroborate with the additional open text
provided, suggesting that some respondents may have unintentionally ticked the wrong box. An example
of this was a response that indicated an accessible service on the Likert scale, but conversely stated that ‘the
most vulnerable and poorer mothers may be “put off” from attending groups as the groups are seen to have
women in a slightly higher social class than themselves’.

14
NIHR Journals Library www.journalslibrary.nihr.ac.uk

DOI: 10.3310/hta21770

HEALTH TECHNOLOGY ASSESSMENT 2017 VOL. 21 NO. 77

50
43

Frequency (tick one only)

45
40
35
30
22

25
17

20

17

15
10
5
0

6
2
Not
Moderately Somewhat Somewhat Moderately
accessible not accessible not accessible accessible
accessible

Readily
accessed

Perception of accessibility of peer supporters
FIGURE 7 Is the BFPS provided in your area accessible to breastfeeding mothers from poorer social backgrounds?

However, this could also mean that, although access is good overall, there are certain aspects of the
service that could be improved. When asked to explain the rationale for their responses to the above
question, participants suggested that services were working well when they:
l

l
l

were held in areas of high deprivation, and worked with providers who aimed to support women in
areas of high deprivation and used informal conversations in areas with low levels of breastfeeding
(school gates, social media)
were well accessed by mothers living in deprived areas (some responders had data to show this and,
when there were no data, this was supported by the breastfeeding co-ordinators’ impressions)
recruited peers from areas of deprivation and provided proactive contact.

Barriers to accessibility included:
l
l
l
l

attracting women from deprived areas to breastfeeding support groups
inadequate numbers of peer supporters
being reactive as opposed to proactive
not being able to provide home visits.

Resource and financial issues
One of the main themes interwoven throughout the open-text responses was financial support for
community breastfeeding services. This was often referred to as a problematic issue throughout the data,
with some services continuing to face a reduction in available funding. Some respondents from England
noted that their services had previously been funded through NHS community budgets and that NHS
hospital budgets were not continuing to fund peer-support services following the move of public health
from the NHS to local government in England. The reported shortfall affected finances to train peer
supporters and pay travel expenses and health-care professional time for the supervision of peer supporters.
In a small number of cases it was reported that BFPS services had been decommissioned. In a minority of
areas, respondents reported that peer supporters were paid for their time, but, in most services, funds were
not available for this. Several respondents noted that they were attempting to secure funding from
charitable trusts or their own employers by writing business cases, and this was often to provide a basic
service (supervisor time, travel expenses for peer supporters) rather than to pay for peer-supporters’ time.
In contrast, in some areas, investment was being made in peer-supporter co-ordinator roles.
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Discussion
Peer support for breastfeeding is recommended as part of a strategy to address low breastfeeding rates in
the UK.62 Within this context, our UK-wide survey of 136 UK-based IFCs found wide variation in service
provision. As in previous studies,63,66,67 we found that there was wide availability of peer supporters across
the country, both within and between NHS trust/health board areas. A key finding from our survey was
that there was no standardised provision of BFPS in the UK. Services were regularly adapted in response
to unstable financial circumstances, with services being reduced or increased in line with the funding
available. None of the models that were implemented at the time of this survey had been robustly
evaluated for effectiveness.
This survey has provided information about how peer support for breastfeeding is provided in the UK and
identified some of the facilitators of, and barriers to, the delivery of peer-support services, which were
further explored in our qualitative research and through discussions with the Stakeholder Advisory Group
(see Chapter 3). A clear tension was reported in some areas between BFPS and health-care professionals, and
this may be related to a lack of clear guidance regarding roles and responsibilities and a lack of visibility of
BFPS to health-care professionals. We explored this further in our discussions with the Stakeholder Advisory
Group and in qualitative work with health-care providers to ensure that the local health service context was
considered in planning for intervention delivery in the feasibility sites (see Chapter 3). Accessibility to parents
from poorer backgrounds was noted as a challenge. Services that considered themselves to be accessible to
poorer mothers noted elements of good practice, including being held in areas of deprivation, working in
partnership with organisations who support women from deprived areas and the use of informal
conversations with peers.
A further issue was that, in many sites, the current level of support provided was not regularly
documented or evaluated. Two-thirds of participants reported that registers of attendees were kept
in their area, but details of any support provided or signposting to additional services were rarely kept.
Documentation and record-keeping are important to enable evaluation in the context of a research study.
This highlights the importance of engaging with peer supporters during the development phase of the
study to explore the options for data collection to capture reliable information.
The most common theme found in the open-text responses was the challenge of running services with
limited financial support, although this was not experienced equally by all services, with a minority of
services reporting recent investment. Linked to this financial shortfall, some services reported the
challenges of recruiting, training and providing ongoing supervision for peer supporters, with one-third of
participants reporting no ongoing training and support in their area. Understanding this variation will
enable the selection of sites in which a future RCT could be undertaken and may influence the extent to
which sites are able to fully roll out an intervention.
The majority of survey respondents indicated that there had been a review or evaluation of BFPS in
their NHS trust/health board area over the last 5 years; however, to our knowledge, these were service
evaluations to inform service provision rather than formal assessments of efficacy or effectiveness.
This study is the first attempt to map and describe the provision of peer support for breastfeeding
throughout all four nations of the UK. We received responses from around the UK and achieved a
response rate that covered 58% of NHS trusts/health board areas. We searched the internet to obtain
information about the availability of BFPS in the NHS trust/health board areas for which there were no
survey data available to describe the current provision. We checked the consistency of the data provided in
survey responses and those obtained from the internet and were satisfied that these two sources of
information were compatible. The survey was open for a period of 3 weeks in December 2014, and it may
be that we would have received further responses if the survey had been kept open for a longer period.
We were also made aware that two participants were unable to access our online survey from their NHS
computers. Although we provided support that enabled those participants to take part, it may be that
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other potential participants did not contact us and were thus unable to access the survey. The response
rate to the survey was low. We did not receive a response from 42% of the NHS trust/health board areas,
and, although we were able to obtain internet information on the types of BFPS available, we were unable
to understand how these services were run and any potential facilitators or barriers in these areas. We
mapped the data on BFPS availability to NHS trust and health board areas and, in doing so, we have had
to assume that the responses for each health-care area were applicable across the board. This may not be
the case for larger NHS trusts, in which the availability of services may vary greatly; however, our survey
was not sensitive enough to capture availability at smaller geographical levels. Further information on the
availability and accessibility of BFPS could potentially have been obtained through direct contact with NHS
trust/local authorities and third-sector organisations, but we did not have the resources to do this within
the scope of this study.
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Chapter 3 Development of a novel motivational
interviewing-based breastfeeding peer-support
intervention to support breastfeeding maintenance

T

his chapter addresses study objective 2, to develop MI-based BFPS programme content and identify the
requirements for implementation, and study objective 3, to finalise the specification of MI-based BFPS
and the corresponding logic model with stakeholders.

Introduction
The theoretical basis of BFPS and its active behaviour change components have not been well described or
characterised, so there is currently limited understanding of what components are required for an effective
BFPS intervention. Motivation, self-efficacy, affective attitudes, social norms and strong beliefs that
breastfeeding is the normal and healthiest way to feed an infant are associated with continuation of
breastfeeding.10,11,18,68 Applying the theory of constraints thinking to breastfeeding problems, Trickey and
Newburn7 found that support should be proactive and mother centred, consistent with the data from our
survey of IFCs. It is therefore important to address the ‘why’ (motivation) and ‘how’ (confidence, skills,
resources) of breastfeeding maintenance in this context.

Framework for intervention development
The BCW57 provided a framework for identifying the behaviours to be addressed, the required functions of
the MI-based BFPS intervention and the relevant service requirements.56 We utilised the COM-B theoretical
model, which hypothesises that interactions between people’s physical and psychological capability (C),
social and physical opportunity (O) and automatic and reflective motivation (M) can be used to understand
what needs to change to achieve the desired behaviour change (B).57
We used a flexible iterative process to develop this intervention, which is summarised in Figure 8. We used
the survey findings reported in Chapter 2, a rapid literature review and qualitative research to identify the
behaviours associated with breastfeeding to be addressed by the intervention and the underpinning
theoretical models and design factors that influenced the delivery of the BFPS intervention. We aimed to
explore parental, health-care professionals’ and peer-supporters’ views of what the features of a feasible,
acceptable and effective BFPS intervention would be. We examined their perceived barriers to, and
facilitators of, breastfeeding that a BFPS intervention would be able to address, what current peer support is
like and what it should be like. We clarified the sources of behaviour to be addressed by the intervention
through discussion with the Stakeholder Advisory Group, informed by the findings from the rapid evidence
review and qualitative research, and categorised these according to the COM-B model. This enabled us to
follow up on issues identified in the survey and literature review in more depth and explore issues directly
relevant to the design of a MI-based BFPS intervention and define its function, content and mode
of delivery.

Integrating the motivational interviewing approach with breastfeeding
peer support
We proposed to develop a BFPS intervention that uses a MI approach. Self-determination theory (SDT) has
been proposed as an explanatory theory for MI.69,70 SDT is a theory about a person’s self-motivation to
change behaviour. It shares a common principle with MI that ‘people have an innate organisational
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Inital phase of
development

Second phase of
development

Third phase of
development

Fourth phase of
development

• Rapid review

• Stakeholder meeting January 2015

• Focus groups with mothers and
peer supporters
• Interviews with health-care professionals

• Analysis and summary of focus groups and
interviews

Fifth phase of
development

• Produce the specification of the MI-based BFPS
intervention and corresponding logic model

Sixth phase of
development

• Stakeholder meeting March 2015

Final phase of
development

• Classified the specific behaviour change
techniques to be included in the intervention
using the BCTTv1

FIGURE 8 Development process.

tendency toward growth, integration of the self and the resolution of psychological inconsistency’.69
SDT seeks to explain what drives human behaviour and places motivation on a continuum of autonomy
ranging from external regulation (no autonomy) to intrinsic regulation (full autonomy). By examining
people’s different motivations for achieving goals, for example pleasure compared with obligation,71 SDT
identifies three elements that are critical to support the process of changing motivation from external to
intrinsic: competence support, autonomy support and relatedness. MI provides support for each of the
psychological needs that are identified by SDT.72
Motivational interviewing involves four key processes: engaging [establishing a ‘mutually trusting and
respectful helping relationship to collaborate toward agreed-upon goals’ (p. 3)73], evoking (eliciting the
client’s own motivation for a particular change), focusing (clarifying a particular goal or direction for change)73
and planning (developing a specific change plan that the client is willing to implement).28 These processes are
sequential and recursive and are used throughout the MI session.28 A MI practitioner aims to clarify and
resolve a client’s ambivalence about choosing a particular behaviour and does so in conversation with the
client in a spirit of acceptance and collaboration. The process aims to help make complex behaviour changes
feel clear and more achievable by allowing the client to decide on the changes in their life that they feel that
they can make. Skilful MI practitioners use a range of skills and techniques to guide clients through this
process. Central to these is a technical skill of attending differentially to client language that is indicative of
change (change talk), while consciously not reinforcing client sustain talk, which is language in favour of the
status quo. As MI is a conversation style, these techniques are not specific to a type of behaviour change;
rather, they are used in response to where the client is in the MI process. In the case of breastfeeding, these
techniques can be used to support initiation and continuation (Box 2).
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BOX 2 Examples of client behaviours and MI-consistent responses in the context of breastfeeding

An example of an interaction in which the client is expressing change talk:
Client: I think I want to give breastfeeding a try. I know it is really good for my baby’s health.
Practitioner: Your baby is so important to you and you want to provide him with a healthy start.
An example of an interaction in which the client is expressing sustain talk:
Client: I’m not sure breastfeeding is right for me as I really want my partner to be involved in feeding baby
as well.
Practitioner: Whether you choose to breastfeed is your choice. Are there any ways you can think of in
which your partner could be involved in feeding if you decide to breastfeed?

Self-determination theory is one of the theories that was considered during the development of the BCW
framework56,74 and, therefore, it is likely that the BCW framework will be applicable in the context of
MI-based BFPS. However, it has been suggested that the BCW may not capture some of the therapist skills that
form a key element of the MI approach.75 Therefore, in addition to using the BCW as a guide in developing
and characterising the MI-based BFPS intervention, we assessed its applicability in the context of a MI-based
approach and investigated whether or not there were any important potential mechanisms for change
included in the intervention that were not incorporated in the current BCW framework and BCTTv1 taxonomy.

Methods
Rapid literature review
We searched 14 electronic databases on Ovid for BFPS studies to identify the features of one-to-one peer
support that contributed to the successful delivery (or otherwise) of the interventions. The search was
carried out in December 2014, with an update search carried out in March 2016. We used both keywords
and medical subject heading (MeSH) terms, as detailed in the search strategy in Appendix 1. The literature
review was designed to examine how BFPS interventions were provided: who provided peer support,
where, when and how. The search was limited to English-language-only publications between the years
2000 and 2014, and was restricted to studies undertaken in Organisation for Economic Co-operation and
Development (OECD) countries. We included RCTs and controlled studies that evaluated BFPS interventions
that included one-to-one support. We extracted data from these studies to describe the study population,
intervention (including any cited or explicitly described underpinning theories), delivery context and usual
care, characteristics of peer supporters, factors associated with the uptake of the intervention, outcomes
and lessons for study design and intervention delivery. We used this information to develop a narrative
summary of the key features of BFPS interventions and the facilitators of, and barriers to, delivery of the
interventions. These findings were presented at the first Stakeholder Advisory Group meeting in January
2015. Prior to writing this report, we updated the search to include publications up to 2016 and contacted
study authors to obtain supplementary information, for example the results of process evaluations, when
there was insufficient information in the primary publication of a study.

Qualitative interviews and focus groups
We conducted focus groups with mothers, fathers and peer supporters to understand their expectations
and the required functions of MI-based BFPS, explore factors relevant to the delivery of the intervention
and identify different experiences and perspectives within and across the groups.76,77 Focus groups were
chosen to facilitate reflections on the social realities of infant feeding. Participants all had experience of
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either being a new mother/father or being a peer supporter. By discussing this in a group, it is likely that
new insights were extracted beyond those that we would have uncovered if we had discussed these
issues with each participant alone during an interview.78 One-to-one in-depth telephone interviews were
conducted with health-care professionals to enable them to discuss their views on, and experiences of,
BFPS within their local service and perceived facilitators of, and barriers to, implementation. We interviewed
health-care professionals separately for two reasons. First, we may reasonably expect that, when investigating a
relatively homogeneous group of health-care professionals, their experiences may vary. This may be problematic
when health-care professionals do not know each other well, are at different levels of the professional hierarchy
(e.g. some band 3 unqualified maternity care assistants and some band 7 infant feeding leads) and may be
aware of practices that are not officially sanctioned. Accordingly, we believed that it was ethically appropriate to
undertake individual interviews.79 In addition, from a practical perspective, using individual interviews rather
than focus groups allowed us to complete the data collection more easily, without having to co-ordinate the
busy diaries of health-care professionals.

Setting
The qualitative work to inform intervention development was conducted in the three sites that would later
be used to test the feasibility of the intervention. The study sites, two in South Wales and one in England,
were selected because they included communities with high levels of socioeconomic deprivation and low
breastfeeding rates. In two study sites, the existing peer-support services were voluntary and group based,
whereas, in the other site, there was a one-to-one BFPS service that employed peer supporters. Prestudy
discussions in the third site indicated that the model of peer support provided was proactive and peer-supporter
led in the early postnatal period, and it was felt that it would be possible to adapt this and test the feasibility
of delivering the new MI-based BFPS intervention that was being developed. Interviews with health-care
professionals and focus groups with peer supporters were conducted in all study sites; focus groups with
pregnant women, mothers and fathers were held in two of the three study sites for logistical reasons.

Participants and sampling
We conducted one focus group with fathers (n = 3), three focus groups with mothers and pregnant
women (n = 14) and three focus groups with peer supporters (n = 15). Mothers and fathers were recruited
through existing community-based antenatal and parenting groups, who invited parents to participate in a
local focus group. They were the intended target population for the intervention and therefore did not
necessarily have experience of peer support or breastfeeding. Peer supporters working in the study areas
were identified through local service managers/IFCs or through databases of qualified peer supporters
and were invited by e-mail, telephone and social media to participate in focus groups held in their local
community. No incentives were offered for participation.
We conducted 14 telephone interviews with health-care professionals whose role included breastfeeding
support: health visitors (n = 2), service managers (n = 2), community midwives (n = 4), postnatal/
hospital-based midwives (n = 3), an early years practitioner (n = 1) and midwifery support workers (n = 2).
We worked with the service managers in these areas to develop a sampling frame of health-care
professionals who had managerial and/or service delivery roles to support breastfeeding. The service
managers sent out invitations to those in the selected health-care professional roles. Fifteen of the 18
invited health-care professionals responded and consented to take part.

Ethical considerations
Ethics approval for the qualitative work that informed the intervention development was granted by the
NHS Health Research Authority, Wales REC 3 Panel, in November 2014 (reference 14/WA/1123). All focus
group participants provided written informed consent. Health-care professionals provided audio-recorded
verbal consent for their interviews following a standardised script.

Procedure
Flexible topic guides were developed for each participant group (see Appendices 2–5). These were based
on emergent themes from the rapid evidence review that required further development or clarification
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and the proposed research design (e.g. challenges for recruitment, retention and data collection, and study
materials, such as information leaflets and consent forms). Intervention topics included past experience of
breastfeeding support, BFPS, the appropriate timing and method of contact between mothers and peer
supporters, training and support needs of peer supporters, partners’ involvement in peer support, factors
that would encourage/discourage engagement with the intervention and intervention integration with local
services. The MI concept was briefly described and participants were asked for their views on using this
approach when providing breastfeeding support. All participants were given a study information sheet and
completed a consent form or gave verbal consent. All interviews and focus groups were digitally
audio-recorded.

Qualitative analysis
Qualitative data were fully transcribed, anonymised and analysed thematically using an approach that
was both deductive and inductive.65 An initial coding framework was developed using the BCW as a
guide. This enabled us to map themes identified in the data against the different levels of the BCW
(i.e. sources of behaviour, intervention functions, service/policy categories and mode of delivery). Analysis
was facilitated by the use of NVivo 10 qualitative software. The qualitative researchers (LC and HT) met
regularly during the analysis process to discuss coding and the interpretation of the findings. A sample of
transcripts (one focus group and three interviews) was independently dual coded by a third researcher (HS)
to assess the validity of the coding framework and showed a high level of agreement between coders.
When NVivo identified discrepancies of > 10% during dual coding, this was the result of differences in
how coded sections were highlighted or a lack of description within the coding framework. These
discrepancies were discussed and resolved, leading to some themes in the initial coding framework
being more explicitly defined, collapsed and relabelled, to simplify the coding structure and ensure that it
fitted with the BCW definitions. Pseudonyms were allocated to participants to protect anonymity in
reporting findings.

Production of the intervention specification
The results of the rapid review and qualitative work were mapped onto the COM-B model and the
BCW to identify the relevant sources of behaviour to be addressed and the relevant behaviour change
techniques and implementation requirements using the BCTTv1.58 We then produced the specification of
the MI-based BFPS intervention and corresponding logic model for discussion and endorsement by the
Stakeholder Advisory Group.

Consultation with the Stakeholder Advisory Group
A Stakeholder Advisory Group (n = 23) was convened to advise on all aspects of study design,
including intervention development. This group consisted of service users (n = 2), peer supporters (n = 1),
peer-support co-ordinators (n = 3), IFCs (n = 1), service managers (n = 4), midwives (n = 1), health visitors
(n = 2), MI trainers (n = 2) and voluntary sector representatives (n = 7). Two half-day creative workshops
were held. In January 2015, the stakeholder group met to discuss the preliminary findings from the rapid
evidence review and qualitative research and the initial generation of the intervention plan by the research
team. Between January and March 2015 the analysis of the qualitative work was completed and used to
inform the development of a more detailed specification of the intervention; this was presented to the
stakeholder meeting in March 2015. The multidisciplinary research team led the sessions and moderated
group work. Group discussions were audio-recorded and key points extracted. Drafts of the intervention
description and logic model were circulated to this group for comment between meetings.
We consulted with mothers who were waiting to be trained by the NHS as peer supporters and those
going through the training using a closed Facebook group (Facebook, Inc., Menlo Park, CA, USA).
This group was also consulted on the name of the intervention and the participant materials.
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Results
Rapid evidence review
The rapid literature review aimed to (1) describe heterogeneity in intervention theory and design
among one-to-one BFPS interventions delivered in developed country settings that have been subject
to experimental study and (2) identify opportunities and modifiable weak points associated with the design
of BFPS interventions delivered across different contexts that could be addressed in the design and
implementation of the MI-based BFPS intervention that we were developing.
The rapid review identified 15 BFPS interventions that were subject to experimental study, which were reported
in 16 papers published between the start of January 2000 and the end of January 2016.29,34,35,37–39,80–89 Nine
interventions were delivered in the USA, all associated with the Special Supplemental Nutrition Program for
Women, Infants, and Children (WIC).80–87,89 Five papers related to UK-based interventions34,35,37–39,88 and one
intervention was delivered in Canada.29

Identification

Studies were included if they pertained to a model of BFPS that included planned one-to-one contact
between a mother and a peer supporter, reported breastfeeding rates (initiation, continuation or
exclusivity) as an outcome measure and if they had been delivered in a developed country setting. Studies
were excluded if the support was primarily intended to be group based. A Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA) diagram90 describing the different stages of study
identification is presented in Figure 9.

Records identified through
database searching
(n = 2006)

Additional records identified
through other sources
(n = 108)

Screening

Records screened after removal of
duplicates and irrelevant records
(n = 1091)

Eligibility

Full-text articles assessed for
eligibility
(n = 74)

Included

Records identified in total
(n = 2114)

Studies included in the narrative
synthesis
(n = 15)

Records excluded
(n = 1017)

Full-text articles excluded,
with reasons
(n = 59)
• Conference paper/clinical
trial registration, n = 5
• Main outcome was not BF, n = 1
• Not BFPS, n = 12
• Not experimental, n = 34
• Not delivered in an OECD
country, n = 1
• Not one to one, n = 2
• Not face to face, n = 4

FIGURE 9 Preferred Reporting Items for Systematic Reviews and Meta-Analyses diagram. BF, breastfeeding.
Adapted from Moher et al.90 This is an open-access article distributed under the terms of the Creative Commons
Attribution License, which permits unrestricted use, distribution, and reproduction in any medium, provided the
original author and source are credited.
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Study quality
Eleven studies were RCTs,29,34,35,37,80,81,84,86–89 three were area-based controlled studies38,82,83 and two were
natural experiments.39,85 Applying Cochrane risk of bias criteria,91 we found that only three studies had a
low risk of bias.34,81,86 Six of the evaluations were at a risk of selection bias,29,38,39,82,83,85 attrition may have
affected six evaluations35,37,80,83,87,88 and one evaluation89 was at a risk of detection bias. Implementation
issues affected 11 of the 15 evaluations.34,35,37–39,80,84,86–89 Among the five UK studies, there were difficulties
in achieving the intended number of contacts34,38,39,88 and in ensuring intervention fidelity.35,37,88.Of the nine
studies of US-based cases, four reported significant implementation problems.80,86,87,89

Heterogeneity between studies
Within the relatively narrow inclusion criteria, the rapid review found considerable heterogeneity in the
type and scale of the breastfeeding rate ‘problems’ that were addressed, the background social norms and
the wider health-care delivery context, as well as the underpinning intervention theory and specific
intervention components.
With regard to the breastfeeding rate problem being addressed in the studies, nine interventions aimed to
increase initiation rates33,35,38,39,80,83,85,87,88 and 12 sought to improve continuation rates,29,34,35,37–39,80,81,84,85,87,89
measured at varying time points. Two interventions were intended to improve the rates of exclusive
breastfeeding.86,89 The scale of the problem of low rates of breastfeeding varied. One intervention was
implemented against a backdrop of a breastfeeding continuation rate of around 10% at 6 weeks,38
whereas two interventions were delivered in the context of background initiation rates of 90% in a
low-income population of Latina – predominantly Puerto Rican – women.86,87 The majority of included
studies focused on populations that were socially deprived.38,39,80–87,89 Many interventions were interlinked
with a wider agenda to reduce health inequalities. Only three studies were not specifically located/targeted
to address the needs of mothers experiencing social disadvantage.29,34,35
Overwhelmingly, study papers did not include a description of the theoretical models underpinning the
interventions that they described. The theory of social support27 seemed to be implied across many studies;
however, different configurations of intervention components suggested differences of emphasis on
informational, emotional, instrumental or appraisal support among the included interventions. Two studies
explicitly referred to social influence or role modelling as a concept underpinning intervention design.29,89
The emphasis on a similarity between the mother and the peer (adherence to the principle of homophily)
varied. Most used peers selected on a locality basis, suggesting an intention to recruit from a similar
social background. Six interventions attempted to individually match mothers to peers by ethnicity or
language.80,82,84,86,87,89 Two interventions targeted to adolescents used adolescent peers.39,84 One
intervention, targeted to recent Spanish-speaking immigrants, did match peers by first language.87
Interventions differed considerably in accordance with indicators of peer professionalisation,25 and were
not equally well embedded in existing health services. At one extreme, peers were trained to university
diploma level34 whereas, at the other, peers received only 2 hours of orientation.29 In some cases, peers
were employed or were managed by health-care professionals.37,39,80,83,85–88 Several settings had previous
experience of BFPS.81,85–87 In most settings, the intervention was funded for the lifetime of the
evaluation only.
Comparison across interventions indicated considerable heterogeneity in the timing, frequency and
intensity of contacts and the setting for contacts. Two interventions did not include an antenatal
contact29,84 whereas one was entirely reactive in the postnatal period.34 Six interventions intended more
than five contacts with each mother.35,80,81,84–86 Three interventions involved contact in hospital prior
to discharge.80,81,86
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Design opportunities and modifiable weak points
Within these included studies, peer supporters were described as role models, affirming and normalising
experiences and empowering mothers to identify solutions that work for them. The BFPS interventions
across these studies aimed to address issues related to the mothers’ own capacity and resources (lack of
knowledge, unhelpful beliefs, attitudes, low breastfeeding self-efficacy) and issues related to health-care
professional support or capacity. All studies applied the principle of homophily (the tendency for people to
identify with others who are similar to themselves)92 such that peer supporters were mothers who had
breastfed, but there was variation between studies in the extent to which peers had similar social or
cultural backgrounds to the mothers who they supported. The content of the interventions included in
these studies is summarised in Appendix 6 (see Table 22).
Thematic cross-case analysis of extracted data resulted in the identification of five areas for consideration
in intervention development. These were:
1.
2.
3.
4.
5.

achieving cultural acceptance
successfully integrating with existing health-care services
ensuring that peer qualities enhance uptake and acceptance
ensuring that the peer is practically and emotionally accessible to the mother
ensuring that the peer–mother relationship promotes change in line with intervention goals.

We summarised the facilitators of, and barriers to, the delivery of BFPS within the context of each theme
and identified delivery implications for the MI-based BFPS intervention. These lessons for design were
endorsed by the Stakeholder Advisory Group in January 2015 (Table 4).

Intervention functions
We mapped the sources of behaviour identified in the literature review and our findings from the
qualitative work to the COM-B model and the corresponding intervention functions (Table 5). The
relevance and acceptability of these intervention functions were explored in the qualitative interviews and
focus groups. These results are presented in the following sections.

Environmental restructuring
Feeling supported was perceived to be important by all participant groups, particularly in the narratives of
mothers and peer supporters. One mother reflected that women can feel ‘that little bit on your own
breastfeeding’ when support from midwives and health visitors tailed off. Peer supporters perceived the
provision of social support to be one of the most important functions of their role:
I think the social aspect is really important, I think it’s the main key, because as a breastfeeder you feel
quite isolated, whether it’s within your family, within your friends, so belonging to a breastfeeding
community, gives you the encouragement to keep breastfeeding and to keep following what you
want to do. I think without this community most of us probably wouldn’t have got anywhere as far on
our own.
Sally, peer supporter, focus group 1
Fathers wanted to be acknowledged and respected by those providing support rather than being told
that they are ‘just a dad’. Mothers and peer supporters discussed the variability in the quality and
availability of breastfeeding support from health-care professionals. Some felt that peer supporters had
more time to spend with individual mothers and build up a relationship, and were able to empathise with
mothers to a greater extent and also provide practical support, for example linking mothers with other
services, including health-care professionals and local groups, and accompanying mothers when
appropriate (e.g. to breastfeeding groups).
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TABLE 4 Barriers to, and facilitators of, delivering one-to-one BFPS interventions identified through the
rapid review
Characteristic
of BFPS
Facilitators
Sociocultural
norms

l

l

l

Barriers

Breastfeeding-centric
interventions can improve
initiation rates in formulanormal cultures if the
intervention is intensive
around the time of the birth
Breastfeeding-centric
interventions can improve
continuation rates in formulanormal cultures if the
intervention provides intensive
support and is sustained
Under conditions of scarcity,
a change in outcomes may
be more likely if the BFPS
intervention is targeted to a
subpopulation inclined to
value the offer of help

l

l

Implications for the Mam-Kind
BFPS intervention design

The intervention will not ‘take’ if
mothers and others perceive the
gulf between the intervention
goal and pre-existing priorities
to be very wide. For example,
breastfeeding-centric
interventions to improve
initiation rates in a formulanormal culture will be
perceived as irrelevant to
needs by a high proportion
of the target population
Community-based aspects of
the intervention may be
challenged by contexts in
which the target population
is transient or has many
competing pressures and
demands

l

l

Intervention needs to be
targeted at women most
inclined to breastfeed. In the
context of this study it was
agreed that this would be
women who were
considering breastfeeding
Breastfeeding peer
supporters have an important
role in acting as advocates
for breastfeeding mothers
within their own social
groups and helping to
change the culture around
breastfeeding, as well as
providing social support
directly to mothers

Qualities of
the peer

l

It may be more important to
ensure that the peer is
perceived as friendly,
competent and prepared to
be proactive than ensuring
that she is well matched to
the target population or has
specialised breastfeeding
knowledge. However, if a
target population has specific
social, cultural or other needs
that relate directly to their
feeding experience or ability
to access support, then using
peers with experiential
knowledge of the defining
characteristic may be helpful

l

Volunteer status can cause
mothers to feel that they are
imposing themselves on the
peer, undermining receipt
of support. If the target
population has complex social
needs and multiple competing
pressures, then selecting and
retaining peers who closely
resemble this population will
be challenging

l

The peer supporters need
not be socially matched but
should have experience of
breastfeeding and credibility,
an effective listening style,
the appropriate social skills
to be able to develop
personal relationships and be
sensitive to the mother’s
agenda in relation to
breastfeeding

Accessibility of
the peer

l

If the infant feeding context is
one in which there is a rapid
decline in breastfeeding rates
soon after the birth, then
early contact is essential to
success. In-hospital support
for early feeds can help
mothers who were unsure
to firm up a decision to
breastfeed. The early weeks
are an important adjustment
period during which
breastfeeding is becoming
established. Incorporating
maternal control into the
schedule of contacts may help
mothers to feel that the
support is tailored to their
own needs and increase/
decrease the period of
support-giving

l

When a mother is already
strongly inclined to formula
feed, a proactive antenatal
visit will be unlikely to be
effective in changing her
decision. In any context,
mothers have strong social
and emotional barriers to
seeking help from a peer
supporter. In general, only
mothers who are strongly
motivated to overcome
breastfeeding challenges
and/or who are unusually
confident to seek help take up
reactive support

l

Intervention needs to be
targeted at women who are
considering breastfeeding
Intervention needs to be
proactive and peer-supporter
led in the early postnatal period
Clear guidance needs to be
in place for health-care
professionals to know how to
notify the peer supporters of
births promptly, to facilitate
the provision of support as
soon as possible after birth
Peer supporters need
to be provided with
access to postnatal wards
Incorporation of a
mother-led schedule of
contacts to be incorporated
into intervention guidelines
Guidelines need to be
developed to ensure that
peer supporters have clear
professional boundaries

l

l

l

l

l

continued
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TABLE 4 Barriers to, and facilitators of, delivering one-to-one BFPS interventions identified through the
rapid review (continued )
Characteristic
of BFPS
Facilitators
Peer–mother
relationship

l

l

Successfully
integrating
with existing
health-care
services

l

Barriers

Implications for the Mam-Kind
BFPS intervention design

Antenatal support is used to
provide health education,
inform about the intervention
and to start a relationship.
When mothers are
considering breastfeeding but
are feeling unsure, or when
they feel unusual in making a
decision to breastfeed, an
antenatal contact may help
affirm the decision. Antenatal
support may be effective in
conveying a specific health
education message (e.g. myth
busting or addressing a
common cultural practice).
Mothers who experience a
warm and affirming
relationship with the peer
supporter often feel
supported to overcome
challenges and meet their
feeding goals
The promise of postnatal
support at this stage may help
the mother to feel that her
decision will be supported

l

l

Well-specified role boundaries
and referral pathways,
positive prior experience of
working alongside peer
supporters and the presence
of a health-care professional
champion can enhance
intervention acceptance and
help peers to feel comfortable
in their role

l

Extrinsic motivation arising
from the direct presence
of the peer may not be
translated into intrinsic
motivation once the peer
is absent

l

l

Ambivalent attitudes to
breastfeeding among
health-care professionals
and incongruent policies may
lead to mothers receiving
countervailing messages
that undermine the BFPS
intervention

l

l

l

Antenatal contact needs to
be included as part of
the intervention
Underpinning intervention
theory should encompass the
development of warm and
affirming relationships
between the peer and
the mother
Integration of peer
supporters into the healthcare team requires several
lengthy stages and checks
including occupational health
and criminal records check

Guidelines need to be
developed to ensure that
peer supporters have clear
professional boundaries
Preliminary work to ensure
that the goals of health-care
staff are aligned with the
goals of the intervention will
be needed
Integration of peer
supporters into the healthcare team requires several
lengthy stages and checks,
including occupational health
and criminal records check

Peer support was seen as being particularly valuable in areas where breastfeeding is not the norm. This
was seen as being important in counteracting negative attitudes towards breastfeeding:
And quite often you’ll have mothers being told by relatives and friends, ‘Are you feeding again, he’s
hungry again, you only just fed him’, you know, this type of thing, and of course the mothers get very
demoralised then, and they start questioning the breastfeeding, they start thinking that you know,
they’re not producing enough milk and all this sort of stuff. It takes quite a strong-willed woman, and
if she’s a young girl . . .
Wendy, health-care professional
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TABLE 5 Sources of behaviour, COM-B domains and intervention functions for MI-based BFPS
Sources of behaviour: barriers (–) and facilitators (+) to
breastfeeding continuation

COM-B domain

Social norms: formula feeding (–) or breastfeeding (+) –
includes wider cultural/social norms and beliefs and attitudes
of significant others (e.g. partner, mother, sister) that formula
feeding (–) or breastfeeding (+) is easier/convenient/healthier/
more natural

l

Feel comfortable (+) or uncomfortable (–) about
breastfeeding in front of others

l

Opportunity – social

Potential BCW
intervention functions
l
l
l
l

l
l
l
l

Opportunity – social
Opportunity – physical
(space to breastfeed)
Motivation – automatic
Motivation – reflective
Capability – psychological

l
l
l
l
l
l
l

Social support: social isolation (–) or feeling emotionally
supported (+)

l

Opportunity – social

l
l
l
l

Beliefs that formula feeding (–) or breastfeeding (+) is easier/
convenient/healthier/more natural; beliefs/expectations about
what is ‘normal’ breastfeeding (e.g. frequency of feeding or
how milk let-down feels)

l

Capability – psychological

l
l
l
l
l

Planning for formula feeding (–) or breastfeeding (+),
e.g. buying equipment, formula, clothing

l
l
l

Opportunity – physical
Motivation – reflective
Capability – psychological

l
l
l
l
l
l
l

Intention to breastfeed: determination to overcome
challenges encountered (+) vs. intention to formula feed if
there are difficulties (–)

l
l

Motivation – reflective
Capability – psychological

l
l
l
l
l
l
l
l

Confidence (+) and autonomy (+), for example feeling able
to try out and find their own techniques for feeding rather
than having to stick to ‘textbook’ methods

l
l

Capability – psychological
Motivation – reflective

l
l
l
l
l
l

Positive (+) or negative (–) prior experience of breastfeeding
and/or breastfeeding support

l
l
l
l

Capability – psychological
Motivation – reflective
Motivation – automatic
Opportunity – physical

l
l
l
l
l
l
l
l

Modelling
Environmental
restructuring
Enablement
Restriction
Training
Education
Modelling
Enablement
Persuasion
Incentivisation
Coercion
Environmental
restructuring
Modelling
Enablement
Restriction
Education
Training
Environmental
restructuring
Enablement
Modelling
Education
Modelling
Enablement
Persuasion
Incentivisation
Restriction
Coercion
Education
Training
Environmental
restructuring
Enablement
Modelling
Persuasion
Incentivisation
Coercion
Education
Training
Environmental
restructuring
Enablement
Modelling
Persuasion
Education
Training
Environmental
restructuring
Enablement
Modelling
Persuasion
Incentivisation
Coercion
continued
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TABLE 5 Sources of behaviour, COM-B domains and intervention functions for MI-based BFPS (continued )
Sources of behaviour: barriers (–) and facilitators (+) to
breastfeeding continuation
Quality of information and advice – consistent (+) or
inconsistent (–) and accurate (+) or inaccurate (–) advice and
information from social and professional sources of support

COM-B domain
l
l
l
l

Capability – psychological
Motivation – reflective
Opportunity – social
Opportunity – physical

Potential BCW
intervention functions
l
l
l
l
l
l
l
l

Being able (+) or unable (–) to access support services at the
right time (e.g. to plan/prepare prior to birth, soon after
birth, at crisis points)

l
l
l

Capability – physical
Capability – psychological
Opportunity – physical

l
l
l
l
l
l

Physical barriers and facilitators, e.g. difficult birth (–),
hospital environment (–), positioning (+/–), pain (–), latching
(+/–), milk supply (+/–), frequent feeding (–), return to work
or other separation from baby (–), managing siblings and
other demands on time/resources (–), lack of sleep (–),
change in routine (–), skin-to-skin contact (+)

l
l

Capability – physical
Capability – psychological

l
l
l
l
l

Education
Training
Environmental
restructuring
Enablement
Modelling
Persuasion
Incentivisation
Coercion
Training
Education
Environmental
restructuring
Modelling
Enablement
Restriction
Training
Education
Enablement
Modelling
Environmental
restructuring

Education, training and modelling
All participant groups considered improving knowledge (education), skills and confidence (training) to
be important functions of BFPS. There was also consensus across the participant groups about the
importance of modelling. Training was a prominent theme among peer supporters and health-care
professionals, and some mothers and fathers also recognised the importance of this as part of a
peer-supporter’s role. Peer supporters viewed counteracting negative attitudes and misinformation as an
important part of their role. The importance of consistency of information and advice was a recurrent
theme for all participant groups:
But I think in the early days, before I joined this [parenting] group, I had like eight different people
telling me how to feed. And they were all different. Whereas when you come to this group, you might
get a different midwife, you might get a different health visitor, but they are saying the same sort
of thing.
Maya, mother, focus group 2
There was also a desire among the fathers to be informed so that they could support their partners:
Then both parents are getting told the same information so they both know what to do.
Dave, father, focus group

Enablement
For mothers, normalising the breastfeeding experience, that is, that all mothers go through ups and downs
with feeding their baby, was an important aspect of peer support:
It’s nice to have a reminder of what’s normal, as well, isn’t it, because by the time you’ve had the
baby and like you say, you are sleep deprived, and everything else has gone out of your head.
Jade, mother, focus group 3
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Mothers valued the experiences of other mothers who had breastfed, as this was perceived to be a more
‘realistic’ view of what to expect and what constitutes ‘normal’ breastfeeding, in addition to ‘textbook’
advice. Peer supporters felt that sharing their own experience was important in supporting mothers. They
felt that they had an opportunity to give mothers ‘honest’ information and provide a ‘realistic view’ so that
they were prepared for the ‘bumps in the road’:
We’re all realistically saying you know what, we’ve had nights like this, and it’s not uncommon.
Kate, peer supporter, focus group 1
Preparing mothers for the ‘bumps in the road’ can provide them with confidence and motivation to
develop coping strategies to deal with difficulties.

Persuasion, incentivisation and coercion
The BCW includes intervention functions that involve overt attempts to persuade, incentivise or coerce
individuals or populations into changing behaviour. However, a strong theme emerged from all participant
groups, suggesting that mothers should not be pressurised into breastfeeding:
What are you going to do when your baby is born, are you breastfeeding or are you bottle feeding?
That’s the first question they ask. So, you know. Like I say, you can’t go too persuasive. Because you
might actually put them off in the end.
Jess, mother, focus group 2
Mothers and fathers felt that building a personal relationship with the people supporting them was
important. Parents preferred a gentle and co-operative approach to an authoritarian one. They wanted
peer supporters to be ‘supportive’ and ‘not judgemental’. Some of the health-care professionals also
acknowledged the importance of mothers being able to talk to someone they could relate to:
If you actually speak to somebody else that’s done it, that you realise that it’s not forever, that things
will improve, things will get better. So I think from an, er, like emotional point of view, often I think
the peer supporters are really good because they’ve got credibility, because they’ve actually got
a baby.
Jan, community midwife
Although the experience of other mothers was valued, the style of communication was considered
important when providing support. Mothers and fathers expressed a preference for a supportive,
collaborative relationship and valued positivity and encouragement. This was in agreement with our
rapid literature review, which concurred that the peer supporter should have experience of breastfeeding
and credibility, an effective listening style, the appropriate social skills to be able to develop personal
relationships and should be sensitive to the mother’s agenda in relation to breastfeeding.

Policy categories: service delivery
Integrating with existing breastfeeding support
Health-care professionals were generally positive about the role of breastfeeding peer supporters, but,
consistent with the rapid literature review, a key theme that emerged was the need for peer support to
be integrated with local health services. Peer support was viewed as something that would be used in
addition to existing services. It was seen as an opportunity to provide additional focused support from an
approachable and relatable source, not as a means of patching up deficits in existing services. Good
communication between peer supporters and health-care professionals, clear roles and responsibilities,
good training and support and familiarity with the local service context were viewed as being important to
facilitate integration.
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Behaviour change techniques
We categorised the behaviour change techniques using the BCTTv1 categories to ensure that the specific
behaviour change techniques that we proposed matched the intervention functions (identified from the
literature and qualitative work) in the intervention description (see Table 6). The BCTTv1 enabled us to
categorise the technical aspects of peer support and MI, although some adaptation of the categories was
required to reflect the MI ethos of working in partnership with clients, drawing on their own strengths and
assets, rather than doing things to them. With some minor adaptation of the way in which the BCTTv1
categories were described, it was possible to classify most of the technical aspects of the MI-based BFPS
intervention. For example, using the MI approach, a peer supporter would seek to guide a mother in
reflecting on her breastfeeding goals and outcomes, using open questions and simple and complex
reflections to explore her own beliefs, motivations and ambivalence, which broadly fits within the
‘review behavioural goals’ and ‘review behavioural outcomes’ BCTT v1 categories. However, there were
categories of the BCTTv1 relating to providing information, but not to eliciting information from people.
‘Commitment’ is described by Michie et al.56 as asking a person to affirm or reaffirm their commitment to
behaviour change, but, in the context of a MI-based intervention, this is likely to come from the mother
herself, with the peer supporter using reflection and affirmation to reinforce this when appropriate.
We categorised affirmation as ‘social reward’, that is, providing positive reinforcement of the mother’s
efforts. We categorised conveying empathy and emphasising autonomy, which are key features of the
MI approach, as ‘social support (emotional)’, although these were not explicitly described in the
BCTTv1 definition.
In MI, there is an emphasis on working collaboratively with clients, engagement, valuing people and
respecting and building autonomy. These aspects were presented as overarching ‘guiding principles’ for
working with mothers in the context of the intervention.

Mode of delivery
There was no consensus on the exact timing and frequency of contact between mothers and peer
supporters, but being flexible enough to meet individual mothers’ needs was consistently considered
to be important. For mothers, not wanting to feel pressurised to breastfeed was a prominent factor in
determining the frequency of contact with the peer supporter, and providing proactive support had to
be balanced against frequency of contact. The review found that contact should be proactive, but that
there should be an incorporation of a mother-led schedule of contacts into intervention guidelines.
All participant groups felt that initial contact between peer supporters and mothers during the antenatal
period, to facilitate building up a rapport, would be beneficial:
You’d have to do it before the baby arrives because you don’t want just some stranger, once the
baby’s born, going, this is what you do . . . You want somebody you know, don’t you.
Mille, mother, focus group 3
Some of the mothers, and the fathers, felt that they did not want to be given a lot of advice and
information before the baby was born, as this could be overwhelming. It was generally agreed that
support with breastfeeding should be provided early on in the postnatal period. Many participants felt that
support would ideally start while mothers were in hospital, as they felt that midwives were busy and
under pressure:
I think sooner rather than later. When the baby is actually born, you could be in there [in hospital] a
few days before you get home. So if you don’t latch on or anything in that time, it could put you off
doing it at all, whether you’ve got help at home or anything then. I think it needs to be there when
the baby is actually born, they can go through it with everyone, show them how it’s done properly.
John, father, focus group
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Health-care professionals had mixed views about providing BFPS in the hospital environment. Although
some supported the idea, others felt that the hospital environment was already too busy and that ‘another
body’ would not be helpful in this ‘delicate place’. This was consistent with what was reported in the
published literature, which suggested that early intervention by the peer supporter was important for
breastfeeding continuation. We concluded that some of the perceived tension between BFPS and
health-care professionals, as identified in the survey (see Chapter 2), was possibly related to a lack of clear
guidance regarding roles, responsibilities and minimum standards.
There were no strong views about when BFPS should end. Mothers, fathers and peer supporters
generally felt that peer support should be able to continue in a flexible way until mothers had stopped
breastfeeding. Fathers felt that support was most critical in the period up until feeding was established.
Peer supporters felt that ending the intervention should be handled sensitively so that mothers did not ‘just
feel dumped’. For example, there should be provision for women to contact their peer supporter should
they need further advice or referral to other support groups.

Acceptability of motivational interviewing as a component of the breastfeeding
peer-support intervention
Health-care professionals reported that they were mostly familiar with the basic principles of MI and most
felt that it would be useful to provide peer supporters with MI training to develop communication and
listening skills:
I think you need to know how to phrase things, you need to know how to listen as well. I think that
sometimes, that’s what a woman needs. Is somebody to just listen to her and actually hear what she’s
saying. And then I think if the peer supporters are trained in that way, then the conversation is more
going to be woman centred rather than the peer supporter just giving her views, it’s going to be
more, sort of, directed in the woman in front of her . . . I think the motivational interviewing will allow
them to open up a little bit more.
Jan, community midwife
Health-care professionals commented that mothers sometimes felt guilty about telling them that they had
stopped and that a MI approach could help counteract this:
They’ve [peer supporters] got to be well trained not to put that feeling of guilt over if they [mothers]
do fail or if they are having difficulties.
Helen, health visitor
Overall, MI was viewed as a positive communication style that could help the peer supporters
communicate with mothers in a mother-led, non-judgemental, empathic style.

Recruitment of peer supporters
Health-care professionals viewed peer supporters as being highly motivated and passionate about helping
mothers. They felt that it was an appealing role for mothers living in these areas, particularly when they
themselves had young children and recent experience of breastfeeding. However, they felt that there was
a shortage of peer supporters relative to demand. Consistent with the findings of our survey of IFCs (see
Chapter 2), changes in midwifery and health visiting service staffing and funding arrangements were seen
as potential barriers to recruiting, training and supporting peer supporters.
Paying peer supporters was generally seen as a positive thing, although there were some concerns about
having both paid and volunteer peer supporters working in the same areas. Payment could facilitate a
more professional relationship and enable a clearer specification of what the peer supporter’s role would
be. From the peer supporters’ perspective, the advantages of a paid service included making the job more
viable for many women whose families relied on a second income and the ability to commit to providing
support as required by the job specification.
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Health-care professionals noted that there was likely to be a relatively high turnover of peer supporters as
mothers returned to their usual work routine, and, therefore, a network of peer supporters covering an
area was important in ensuring the sustainability of the intervention.
Peer supporters considered establishing boundaries to be important in relation to working hours and their
expected availability, acknowledging the potential tension between the need for flexible and responsive
support and a practical and manageable role.

Training
All participant groups in our qualitative work agreed that peer supporters needed to have adequate
training (including in local health service policies and procedures), good links with the local health-care
team and complete the relevant checks, for example the Disclosure and Barring Service (DBS) check, to
ensure that they could work safely and competently with mothers and babies. These themes were
consistent with the findings from the literature review and were key for integrating the peer supporter
with the local health-care service. Good relationships and communication with other peer supporters and
health-care professionals and regular supervision were considered to be important in providing one-to-one
support. The ability to access good training and support was viewed as important in the personal and
professional development of peer supporters. Health-care professionals highlighted the importance of
training in practical issues relating to breastfeeding, safeguarding, lone-worker policies, data protection
and confidentiality. From the health-care professionals’ perspective, training of peer supporters and
ensuring channels for communication with health-care professionals were seen as being key in providing
consistent advice across the multiple sources of breastfeeding support for women. Health-care
professionals felt that robust training for peer supporters was needed for them to have confidence in
recommending the service to mothers. Peer supporters needed to have an awareness of how to work with
mothers during a vulnerable time in their lives, when they may be emotional, tired or suffering from
postnatal depression. Developing interpersonal relational skills was therefore important, including listening
skills, communication and how to read body language. Responsibility for training needed to be clear and
appropriately resourced. It was felt that training was currently community based and typically fell within
the remit of health visitors.

Stakeholder Advisory Group view on the mode of delivery
Through discussion with the Stakeholder Advisory Group, we concluded that there should be at least one
antenatal contact between the peer supporter and mother to enable information exchange and build a
rapport and some contact in the first few days after birth (to include the time around the 72-hour
weighing of the baby) and that ongoing support during the postnatal period should be flexible enough to
meet individual mothers’ needs. There was consensus that the ending of the intervention should provide
affirmation of the mother’s efforts and enable her to access other sources of support in the longer term
(e.g. breastfeeding groups, online communities) should she require these. Boundaries around the
peer-supporters’ role should be clearly set from the outset, be generated by an external party to provide
consistency, ensure safety and acknowledge the limits of peer supporters’ knowledge and skills and be
discussed and reflected on during supervision sessions. The intervention should focus on enabling mothers
to cope outside of the peer supporters’ working hours by activating their social networks and signposting
them to other services. This was supported by the rapid literature review, which signalled that peer
supporters have an important role in acting as advocates for breastfeeding mothers within their own social
groups and helping to change the culture. It was agreed that, following on from initial training, peer
supporters would need support from midwives and health visitors to help with their practice and to deal
with any issues or questions that they were uncertain about. The Stakeholder Advisory Group developed
‘principles of good practice’ for the delivery of MI-based BFPS, stating that peer supporters should be
supportive, positive, non-judgemental, approachable, honest, down to earth and good listeners. Peer
supporters should also be facilitated to make links with each other, for example by having a meeting once
per month in which they could share their experiences and good practice.
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The intervention name ‘Mam-Kind’ was developed in conjunction with the Stakeholder Advisory Group
and peer supporters, who were part of a closed online social media group, hosted on Facebook. The
Stakeholder Advisory Group generated a list of possible names. These were shortlisted by the study team
and the final choice of three was presented to the closed online group of peer supporters. This group then
voted for their preferred name. Box 3 summarises the defining characteristics of the Mam-Kind intervention.

Content of the programme
Table 6 summarises the objectives and content of the sessions mapped onto the BCW within each time
frame for the Mam-Kind intervention. In line with the intervention’s guiding principles, there was flexibility
in the method of delivery, content and resources used to ensure a mother-centred approach. The emphasis
was on achieving a high-quality contact, regardless of method. Appendix 7 (see Figure 11) shows the logic
model that describes the theory of change underpinning the Mam-Kind intervention. An adaptation of this
model, which includes the requirements for implementation, is provided in Appendix 7.

Mam-Kind buddies
The peer supporters who delivered the Mam-Kind intervention were called Mam-Kind buddies and will
be referred to as such from here on. Mam-Kind buddies should be women from the same locality as the
women they support, who have breastfed and (1) have already completed BFPS training accredited at level 1
(e.g. Agored Cymru); (2) have the necessary personal attributes (warm, likeable, discreet, good communication
skills and the ability to listen) and (3) are able to work within guidelines.

Support provided for Mam-Kind buddies
The Mam-Kind buddies were provided with additional breastfeeding and MI training. The training was based
around the intervention description, ensuring that learning objectives were identified relating to breastfeeding,
MI and professional practice (e.g. safeguarding). Specialists in each of these areas (NG, ST, JS) contributed
to the development of the training programme. Further details of the training programme can be found
in the training manual in Appendix 7 (see Report Supplementary Material 1). Mam-Kind buddies were
provided with an intervention handbook, training materials and intervention-specific resources, as detailed in
Appendix 8 and Report Supplementary Material 1. They were also provided with monthly one-to-one
coaching sessions in using a MI-based approach and initial weekly supervision from a midwife, which was
tailored to meet their needs.

BOX 3 Key characteristics of the Mam-Kind intervention

1. There should be at least one antenatal contact to enable information exchange and build rapport, some
contact in the first few days after birth (to include the time around the 72-hour weighing of the baby) and
flexible ongoing support in the postnatal period to meet individual mothers’ needs, and ending of the
intervention should provide affirmation of the mother’s efforts and enable her to access other sources of
support in the longer term (e.g. breastfeeding groups, online communities).
2. Boundaries around the peer-supporters’ role should be clearly set from the outset, be generated by an
external party to provide consistency and ensure safety, acknowledge the limits of peer-supporters’
knowledge and skills and be discussed and reflected on during supervision sessions.
3. The intervention should focus on enabling mothers to cope outside of the peer-supporters’ working hours
by activating their social networks and signposting to other services.
4. Following initial training, peer supporters need support from midwives and health visitors to help with their
practice and to deal with any issues or questions that they are uncertain about.
5. Peer supporters should be linked up with each other, for example by having a meeting once a month where
they can share their experiences and good practice.
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TABLE 6 Planned intervention content and behaviour change techniques
Time
period
Antenatal

Postnatal

Intervention
functions

Behaviour change
techniques (BCTT v1)

Engagement and building a
rapport with the mother and
significant others (if present)

Restructuring the
social environment

Social support (unspecified)

Information about accessing
the intervention: what it’s
about, how it works, letting
the peer supporter know
when the baby has arrived

Education, training

Instruction on how to
perform a behaviour

Discuss an agenda with
mothers: what can they
expect and what they
would like to get from the
programme

Enablement

Action planning

Affirmation of the mother’s
strengths and capability,
emphasising her autonomy

Enablement,
restructuring the
social environment

Social support (emotional),
social reward

Explore mothers’ current
knowledge and information
needs and provide
information as appropriate.
Use open questions,
reflective listening and
elicit–provide–elicit
approaches to exchanging
information with mothers

Education, training

Instruction on how to
perform a behaviour,
information about health,
social and environmental and
emotional consequences

Guide mothers in
understanding their
beliefs, motivations and
intentions with regard to
breastfeeding. Strengthen
‘change talk’ about
breastfeeding and soften
‘sustain talk’ about not
breastfeeding

Education,
enablement

Identity associated with
changed behaviour, framing/
reframing, incompatible
beliefs, pros and cons
(including decision balance
tool), goal-setting
(behaviour), goal-setting
(outcome), self-talk

Planning for breastfeeding
(e.g. resources needed, how
to overcome difficulties,
how to get support)

Training,
enablement

Instruction on how to
perform a behaviour,
problem-solving, action
planning

Engagement and building a
rapport – introductions,
congratulations on the new
arrival (first visit), seek
collaboration; convey
empathy, affirm mothers’
strengths and capability and
emphasise her autonomy

Enablement,
restructuring the
social environment

Social support (unspecified),
social support (emotional),
social comparison, social
reward, demonstration of
behaviour

Use open questions and
reflective listening to elicit
from the mother how she is
doing, how the feeding is
going and what support
(if any) she would like;
explore ambivalence and
concerns and identify
potential barriers to, and
facilitators of, continued
breastfeeding; provide

Education, training,
enablement

Review behaviour goals,
review outcome goals,
instruction on how to
perform a behaviour,
information about health,
social and environmental and
emotional consequences.
Identity associated with
changed behaviour, pros and
cons (including decision
balance tool), framing/

Mode of delivery

Scope of session content

Face-to-face visit (or
telephone call if this is a
mother’s preferred
option)

A face-to-face visit (or a
telephone call/text if not
feasible) within 48 hours
of birth, either in
hospital or at home;
contact every other day
(face to face, by
telephone or by text)
from days 3–14,
including a visit close to
the 72-hour weighing of
the baby; provide a
graded exit from the
intensive one-to-one
service from 2 weeks
onwards. Note:
additional contact by
telephone/text/in person
can be provided if
required
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TABLE 6 Planned intervention content and behaviour change techniques (continued )
Time
period

Mode of delivery

Scope of session content

Intervention
functions

information and skills
training based on individual
needs on breastfeeding
relevant to the first few
days and weeks

Graded exit
from the
intervention

Behaviour change
techniques (BCTT v1)
reframing, incompatible
beliefs, social support
(practical)

Provide a role model for
continued breastfeeding

Modelling

Demonstration of the
behaviour

Normalising experiences

Restructuring the
social environment

Social comparison

Strengthen ‘change talk’
about continuing to
breastfeed and soften
‘sustain talk’ about
discontinuing breastfeeding
earlier than the mother
would like to

Enablement

Commitment
Self-talk

Planning for overcoming
barriers to breastfeeding

Enablement

Problem-solving,
action-planning

Use open questions and
Enablement,
reflection to elicit from
training
mothers what other sources
of breastfeeding support
they might need now and
in the longer term; signpost/
refer to relevant services
and act as an advocate
when required; offer
practical support to
overcome barriers to
accessing support, such as
accompanying mothers to a
breastfeeding group or to a
public place (e.g. local café)
if they have concerns about
feeding in public

Action-planning, instruction
on how to perform a
behaviour, social support
(practical)

Supervision from a midwife
The supervising midwives provided breastfeeding support to the Mam-Kind buddies. The supervising
midwives were all provided with study and MI training. The Mam-Kind buddies met face to face with their
supervising midwife, initially once a week, and this was reduced over time as the peer supporters and
midwives saw fit. The midwives also provided support over the telephone with any queries the Mam-Kind
buddies might have. Finally, the midwives were there to provide a link between the Mam-Kind buddies
and health-care professionals, such as community midwives and health visitors.

Motivational interviewing supervision
Motivational interviewing supervision was provided to the Mam-Kind buddies over the course of the
intervention. This consisted of one-to-one support by telephone once a month. The MI trainer listened to
an audio recording of a face-to-face intervention session between the peer supporter and the mother prior
to the telephone call and then provided feedback on the peer supporter’s MI skills.
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Discussion
We used a systematic, user-informed approach, guided by the BCW, to develop a novel MI-based
peer-support intervention to support breastfeeding maintenance. We pooled data from a range of sources
(published and unpublished literature, qualitative research findings and discussions with experts in our
Stakeholder Advisory Group) to understand the behaviours associated with breastfeeding that can be
targeted by this intervention. We found that psychological capability, social opportunity and reflective
motivation were the key sources of behaviour that the intervention should address to support women to
continue breastfeeding. We used the BCW framework to link these behaviours with the relevant functions
of the intervention and service requirements for implementation. To our knowledge, the BCW has not
previously been used in this context.
The BCW is an extensive but not exhaustive model.56 The BCW was developed in the context of
professional-led interventions, primarily in the areas of diet and smoking.57 Components of the BCW
have since been used in a variety of behaviour change contexts, including improving the uptake of health
checks for children,93 medication management for multimorbidity94 and understanding prescribing errors
by junior doctors.95 Using the BCW as a guide in this study enabled us to characterise the sources of
behaviour targeted by the intervention and its functions, service implications and mode of delivery.
Motivational interviewing is currently included in the BCTTv1 under ‘emotional social support’.58
However, this does not reflect the complexity of MI, which has both technical and interpersonal/relational
dimensions.96 There were several techniques used within MI that could be mapped on to behaviour change
techniques included in other taxonomies.75 One of the challenges that we encountered was that the
terminology used in the BCTTv1 was not always consistent with the MI approach. The types of intervention
that the BCW and BCTTv1 have been built on are in the main part directive and are often focused on
doing things to a person to elicit behaviour change. The underlying ethos of MI is quite different, in that it
values autonomy and draws on a person’s own strengths and assets. One of the guiding principles of MI is
to resist the ‘righting reflex’, wherein health-care workers have a powerful desire to ‘set things right’,
which can have paradoxical effects of increasing resistance to a given behaviour.28
In working through the process of characterising the intervention, it became apparent that the BCTTv1
was not well suited to describing how the intervention content would be delivered in terms of style of
communication, the quality of the interpersonal relationship between peer supporters and mothers and
the underlying ethos of the intervention approach. Much of MI focuses on relational and interpersonal
techniques, known as ‘the MI spirit’, which can strongly influence its effectiveness.28 Building a collaborative
relationship is a key feature of MI.28 MI interventions that had a strong emphasis on improving fidelity to
intervention content (i.e. using manuals) were less effective,97 whereas those focusing on adherence to
relational–interpersonal style techniques had larger effects.98 We addressed this by developing a set of
‘guiding principles’ to clarify the underlying ethos and interpersonal style that guides the way in which the
technical behaviour change content of the intervention is delivered. These ‘non-specific’ factors apply to
many types of intervention and can be challenging to measure and assess, but they are important and
need to be given sufficient attention in future iterations of the BCTTv1 and other behaviour change
technique taxonomies.
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Chapter 4 Feasibility study

T

his chapter addresses study objective 4: to assess the feasibility and acceptability of providing MI-based
BFPS to women living in areas with high levels of social deprivation.

Introduction
We aimed to assess (1) whether or not the intervention could be delivered as intended, with proactive
Mam-Kind buddy-led support during the early postnatal period; and (2) whether or not the intervention
and research processes were acceptable to pregnant women who lived in areas with high levels of social
deprivation, Mam-Kind buddies and health-care professionals. We used quantitative data to assess
adherence to the Mam-Kind intervention by examining the number, timing and duration of one-to-one
contacts with Mam-Kind buddies. We used qualitative data from interviews with participants, Mam-Kind
buddies and health-care professionals involved with the delivery of the Mam-Kind intervention in the study
sites to assess the feasibility and acceptability of the method of recruiting pregnant women, and the study
materials to understand what worked well and any areas for improvement. We also explored fidelity to the
intervention by examining the extent to which Mam-Kind buddies met the objectives of the intervention as
intended and the range of MI techniques used in their interactions with the mothers who they supported.
We considered the possible inclusion of a control group and randomisation process, but concluded that
this would be premature at this stage. Previous studies had already demonstrated that it was feasible to
conduct RCTs of BFPS, but highlighted problems with poor uptake and adherence to the intervention.
We therefore considered that it was most important to establish the feasibility of providing a MI-based
BFPS intervention as intended to the target population and designed the study to address this.

Ethics considerations
Ethics approval for the feasibility study was granted by the NHS Health Research Authority, Wales REC 3
Panel, in June 2015 (reference 15/WA/0149). All participants provided written informed consent. Health-care
professionals provided audio-recorded verbal consent for their interviews following a standardised script.

Study design
This was a non-randomised multisite before-and-after study with a process evaluation.

Setting
The study was carried out within community maternity services in three areas with high levels of social
deprivation and low breastfeeding initiation rates. Each site was in the 20% of most deprived communities
based on the English Indices of Deprivation99/WIMD60 and had lower rates of breastfeeding than the UK
average (< 70%) and a higher-than-average proportion of teenage pregnancies (> 41.9 conceptions per
1000 women aged < 18 years). One of the sites (site 3) had an existing paid peer-support service. This
allowed us to test the feasibility of implementing the intervention within an existing service, which required
a shift in the way of working to deliver Mam-Kind as specified in the context of a research study. The
other two sites had a voluntary peer-support service that provided group support in community settings.
In sites 1 and 2, we estimated that there would be approximately 528 women with an expected date
of delivery during the recruitment period. Based on experience in other studies, we assumed that
approximately half of these women (n = 264) would be considering breastfeeding and that 55% of these
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women (n = 145, based on breastfeeding initiation rates) would be interested in the study, with at least
half (n = 73) consenting into the study. In site 3, we estimated that there would be approximately
264 women with an expected date of delivery during the recruitment period. By applying the same
assumptions that were used in the other two sites, we estimated that approximately 34 women would
consent to take part in the study.

Inclusion and exclusion criteria
All English-speaking pregnant women (at least 28 weeks’ gestation) who were considering breastfeeding
were eligible for inclusion in this study. We chose to recruit and consent women who were considering
breastfeeding in the antenatal period because the primary outcome that we wanted to affect was
maintenance of breastfeeding. This was consistent with the finding from the rapid literature review, which
suggested that a change in outcome was more likely if the intervention was targeted to a subpopulation
that was inclined to value the offer of help. We anticipated that recruitment from 28 weeks onwards
would provide sufficient time for women to have an antenatal contact with their Mam-Kind buddy in
accordance with the intervention specification. Women with multiple pregnancies (twins, triplets, etc.)
were eligible for inclusion in the study as long as they met the other inclusion criteria. This would have
allowed us to explore the feasibility of providing MI-based BFPS to this group of women. We excluded
women who were unable to provide written informed consent, who were unable to use conversational
English, who did not plan to breastfeed, who had a clinical reason that precluded breastfeeding (e.g. baby
with a major congenital anomaly) or who had a planned admission to a neonatal unit following birth.

Recruitment of Mam-Kind buddies
We recruited seven Mam-Kind buddies to work in the two sites that did not have a pre-existing service. In
the site with an existing paid peer-support service, two peer supporters took on the Mam-Kind buddy role.
An additional Mam-Kind buddy was recruited and trained to provide cover in sites 1 and 2 if needed;
however, we retained all Mam-Kind buddies throughout the study and no cover was required. The post of
breastfeeding peer supporter was advertised through the Cardiff University job vacancies web page. Local
breastfeeding groups and peer supporters were approached via social media to reach potential applicants.
All candidates (n = 15) who applied for the post were invited to attend the first 3 days of training, which
included information about the study and an introduction to MI. When possible, video conferencing was
used to deliver training for those who were unable to attend. The 3 days of training were unpaid with the
exception of travel expenses and childcare costs. Following this training event, candidates were shortlisted
and asked to attend for an interview to complete the selection process. Following recruitment, Mam-Kind
buddies were given further study-specific training over 4 consecutive days to integrate breastfeeding and
MI skills. One further training day was provided in final preparation for the role. Training was provided by
Cardiff University and, although childcare costs and travel expenses were covered for the Mam-Kind
buddies, attending further training was not feasible for the Mam-Kind buddies in site 3 because of the
geographical distance and family commitments. All nine Mam-Kind buddies were provided with an
intervention handbook containing information about the intervention and training materials and a resource
pack with information about MI (see Report Supplementary Material 1). All eight Mam-Kind buddies who
delivered the intervention were asked to take part in a process evaluation interview to understand their
experiences of the study.

Recruitment of supervising midwives
We recruited one practising midwife in each site to provide supervision to the Mam-Kind buddies
delivering the intervention at their site. We requested expressions of interest for the role, in collaboration
with heads of midwifery. All three midwives attended the 1-day study-specific training, which included an
introduction to MI.
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Site set-up
Study promotion
Following study training, the study managers visited labour and postnatal wards at sites 1 and 2 to liaise
with midwives, maternity care assistants, managers and IFCs to promote the study. Study posters were
placed in prominent areas to provide further information and remind midwives to notify peer supporters of
a birth so that they could contact the mother. Study information was cascaded via the daily safety briefing
for staff at each shift change for approximately 1 week, when it was anticipated that the majority of staff
would have been notified of the study. In site 3, the study midwife, who was the local site principal
investigator (PI), took on the role of promoting the study and setting up the site for recruitment, with
support from the study managers.

Recruitment of feasibility study participants
Midwives introduced the study to pregnant women at around 28 weeks’ gestation and obtained agreement
to forward potential participants’ contact details to the research team. Midwives were asked to introduce
the study by giving a study leaflet to women who met the eligibility criteria. We tested the feasibility of two
models of obtaining consent. These were developed in response to discussion with local site PIs. In sites 1
and 2, potential participants’ contact details were passed to the study manager, who then organised
and completed the recruitment visit. The study manager confirmed eligibility and provided a participant
information sheet before obtaining consent to participate and collecting baseline data. In site 3, this process
was carried out by a research midwife and a health visitor. Research midwives, who took over from the
study manger part-way through the recruitment process, later provided recruitment support in site 2. They
obtained consent and completed the baseline questionnaire with participants. Participants were assigned a
Mam-Kind buddy and provided with details of the other Mam-Kind buddies in their area, whom they could
contact in the event that their assigned buddy was not available. We did not match participants to their
peer supporter based on need or preference. Participants were also asked if they would be willing to
(1) have their sessions with the Mam-Kind buddy audio-recorded and (2) participate in a telephone
interview (process evaluation interview) to evaluate their experiences of the study.

Sampling and recruitment of participants for the process evaluation interviews
The study manager contacted the participants who indicated that they would be willing to take part in the
process evaluation interviews at approximately 8 weeks post birth to confirm their agreement to participate
and arrange a time for the process evaluation interview. Mothers who took part in these interviews were
provided with a £20 high street voucher to thank them for their time.
In addition to the study participants, we interviewed all of the Mam-Kind buddies and supervising
midwives from the three feasibility study sites. We also purposively sampled two midwives (one midwife
who was a high recruiter into the study and one midwife who was a low recruiter, selected based on the
advice of the supervising midwife), one health visitor and one service manager from each feasibility study
site (n = 12). All of those who were invited agreed to take part.

Outcome measures
We used a range of measures to assess the feasibility of delivering the Mam-Kind intervention, as shown in
Box 4.

Data collection
Baseline data items (see Report Supplementary Material 1) were collected at the time of obtaining consent,
including sociodemographic variables, infant feeding intentions and maternal health and well-being.
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BOX 4 Feasibility study outcome measures

Outcome measures
l

l
l

l

l
l
l

Feasibility of (1) recruiting and retaining peer supporters from the community of women to whom MI-based
BFPS is to be delivered and (2) delivering MI-based BFPS as specified in objective 3, including an assessment
of whether or not the intervention objectives were met and the extent to which Mam-Kind buddies utilise
MI techniques in their interactions with the participants who they support (intervention fidelity).
Uptake of, acceptability of and adherence to MI-based BFPS by participants according to age and parity.
Number and duration of one-to-one contacts with Mam-Kind buddies and transition to use of
breastfeeding groups.
Feasibility and acceptability of the method of recruiting pregnant women (including the timing of approach)
to inform a possible full trial.
Acceptability of the study materials (study information leaflets, consent forms, toolkit for Mam-Kind buddies).
Suite of primary and secondary outcome measures for a possible full trial.
Optimal follow-up options of (1) using telephone interviews with participants, (2) obtaining data routinely
collected by health visitors at the source and (3) using routine NHS databases (e.g. child health systems) to
collect the recommended suite of outcome measures in a possible full trial.

The study manager conducted a brief follow-up telephone interview at 10 days (see Report Supplementary
Material 1) that asked about skin-to-skin contact post delivery, breastfeeding initiation, breastfeeding
self-efficacy, support received, sources of influence and feeding method. A further, more detailed follow-up
interview was conducted at 8–10 weeks after birth (see Report Supplementary Materials 1and 2) to
ascertain the duration of exclusive or partial breastfeeding, breastfeeding attitudes, use of health-care
professionals or groups for breastfeeding support and maternal and child health and well-being. A 10-day
minimum data set questionnaire was completed at 8–10 weeks for participants who could not be contacted
at 10 days. Well-being was measured using the Edinburgh Postnatal Depression Scale.100 Breastfeeding
status has been linked to mental health status and so we wanted to capture this as a potential confounder.
Although we were not testing confounders in the feasibility study, we were testing the acceptability of
collecting these types of data. Mam-Kind buddies completed a diary to provide data about their contacts
with the women they were supporting. Mam-Kind buddies were also asked to audio-record all of their
face-to-face sessions with participants who had consented to this. Midwives completed screening logs
to record the number of women who did not want to participate in the study. Supervising midwives
completed contact logs of their contacts with the Mam-Kind buddies. A summary of data items collected
is provided in Table 7.
The process evaluation interviews were conducted by experienced qualitative researchers, facilitated by a
topic guide (Box 5). The interviews were conducted by telephone, audio-recorded and transcribed verbatim
by a professional transcription company. The duration of the interviews ranged from 16 to 41 minutes
for health-care professionals, from 15 to 70 minutes for mothers who received the intervention, from
36 to 75 minutes for Mam-Kind buddies and from 29 to 35 minutes for supervising midwives.
For the telephone interviews with mothers across the three sites, we used a purposive sampling process
based on four factors: study site, Mam-Kind buddy delivering the intervention, success at breastfeeding
at 10 days and level of engagement with the intervention. We approached a total of 43 mothers and
29 (67%) agreed to take part in the interviews. We originally aimed for the sample to consist of at least
50% of young mothers (aged ≤ 21 years). However, as the feasibility study had recruited only four
mothers who were aged ≤ 21 years, we interviewed all eight mothers who were aged ≤ 25 years.
We further interviewed mothers aged 26–30 years (n = 12), 31–35 years (n = 8) and ≥ 36 years (n = 1).
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TABLE 7 Summary of data items collected in the Mam-Kind feasibility study
Time point

Measure

Baseline

Educational status
Employment status
NS-SEC – employment code
Marital status
Ethnicity
Pregnancy status
Number of babies expected
Parity
Feeding status of previous children
How participant was fed as a child
Knowledge of other mothers’ feeding methods
Feeding intentions
Social support
Relationship questionnaire
Edinburgh Postnatal Depression Scale
GAD-2101
EQ-5D-5L102
Smoking status

10-day follow-up

Skin-to-skin contact
Breastfeeding initiation
Feeding status at hospital discharge
Feeding status at 10 days
Reason for giving formula
Breastfeeding Self-Efficacy Scale Short Form103
Breastfeeding experience
Breastfeeding influence
Breastfeeding support

8–10 weeks’ follow-up

Feeding status at 8 weeks
Feeding status in past 7 days
Reason for giving formula
Breastfeeding experience
Breastfeeding influence
Breastfeeding support
Social support
Breastfeeding Self-Efficacy Scale Short Form
EQ-5D-5L102
Edinburgh Postnatal Depression Scale
GAD-2101
Health resources utilisation

MI fidelity

MITI 4.1 tool104

EQ-5D-5L, EuroQoL-5 Dimensions, five-level version; GAD-2, Generalised Anxiety Disorder scale; MITI, Motivational
Interviewing Treatment Integrity; NS-SEC, National Statistics Socio-economic Classification.
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BOX 5 Interview topic guide

Topics covered in participant interviews
Feeding experience.
Introduction to the study by the midwives.
Experience of the Mam-Kind buddies.
Experience of the intervention at the specified time points.
Birth notification.
Relationship with Mam-Kind buddies.
Help with breastfeeding.
Social support.
Consent and baseline.
10-day and 8-week follow-ups.

Topics covered in health-care professional interviews
Introduction and training on the study.
Participant introduction to the study by the community midwives.
Study materials.
Research paperwork.
Experience of the Mam-Kind buddies.
Views of the study and intervention acceptability.
Birth notification.
How the Mam-Kind buddies worked with existing services.

Topics covered in peer-supporter interviews
Recruitment to Mam-Kind buddy role.
Training, including breastfeeding and MI.
Contact with participants, partners and families.
Birth notification.
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BOX 5 Interview topic guide (continued)

Work–life boundaries.
Supervision.
Contact with health-care professionals.
Completion of research paperwork (Mam-Kind buddy diary) and audio-recording.

Topics covered in supervising midwife interviews
Views on the support given by peer supporters to the participants.
Training.
Supervision experience.
Use of supervision by the Mam-Kind buddies.
Completion of research paperwork (supervising midwife diary).

Fidelity to the content of the intervention sessions and MI was assessed using audio-recordings of
face-to-face sessions between Mam-Kind buddies and mothers. Sessions were recorded on a Dictaphone
(Olympus digital voice recorder VN-731PC, Olympus, Southend-on-Sea, UK) with the participants’ permission
and transcribed verbatim for analysis. We initially selected two sessions per Mam-Kind buddy to be coded:
the first antenatal session that the Mam-Kind buddy had audio-recorded and a postnatal session that
occurred 2 months after the first session. An additional five audio-recordings were also included in the
sample to ensure full representation of all key time points in the intervention (antenatally, 48 hours,
2–13 days and 2–6 weeks), resulting in an overall sample size of 21.
We used a validated measure of MI, the Motivational Interviewing Treatment Integrity (MITI 4.1) tool,104 to
measure the extent to which the peer supporters used MI. Twenty-minute segments are usually randomly
selected for MITI 4.1 assessment; however, we adapted this method of measurement for pragmatic
reasons, as follows. In our sessions, Mam-Kind buddies shifted focus across a number of different topic
areas, which meant that there was not necessarily a continuous 20-minute section in which they talked
about ‘feeding baby’. Therefore, we first conducted a content analysis of the audio-recordings, which
helped us to identify conversations focused on ‘feeding baby’, and then applied the MITI 4.1 tool to a
20-minute collection of these segments per audio-recording.

Quantitative data analysis
Summary measures [frequencies/percentages and means/standard deviations (SDs)] were tabulated for all
quantitative data at each time point (baseline, 10 days and 8 weeks), including missing data for each measure.

Process evaluation data analysis
An initial coding framework for the interview data was developed, based on the analysis of three
interviews with participants. The themes were further updated and refined in an iterative manner
throughout the analysis.
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The content of the audio-recordings was assessed using deductive content thematic analysis. The coding
framework was based on the content guide of the intervention (see Table 6), to outline the content of the
conversation against the specified intervention objectives at each stage of the intervention (antenatally –
six objectives; 48 hours – five objectives; postnatally – five objectives). The coding framework was then
applied to all of the participant interview and session data by two researchers (LC and LM). The team
discussed any new analytical themes that emerged; these were added to the framework and previous
transcripts were recoded accordingly until all of the data had been coded. The transcripts and the
coding framework were uploaded to NVivo 10, where both researchers coded a subset of the data to
test reliability.
We mapped session content against the objectives in the intervention content guide to assess whether or
not (1) objectives had been met and (2) the content of the sessions was appropriate to the stage of
the intervention.
Motivational interviewing fidelity was assessed using the MITI 4.1 tool. The MITI rating tool consists of a
number of count and score variables. ‘Global’ ratings are divided into technical (cultivating change talk
and softening sustain talk) and relational (partnership and empathy). These are scored on a scale from
1 to 5. Behaviour count scores are provided for giving information, persuade, persuade with permission,
questions, simple reflections and complex reflections, affirm, seek collaboration, emphasising autonomy
and confront.
A number of composite scores are calculable from these variables, including the technical rating
(which encompasses scores on cultivating change talk and softening sustain talk), relational rating (which
encompasses scores on partnership and empathy), percentage complex reflection, reflection-to-question
ratio, total MI adherent and total MI non-adherent. There is no overall score to indicate ‘basic competence’
or ‘proficiency’ incorporating all of the measures. MITI guidance indicates that, to reach basic competence
in each of the measures, a practitioner must achieve an average global technical score of 3, an average
global relational score of 4 and a reflection-to-question ratio of 1 : 1 and that at least 40% of all reflections
should be complex reflections. To reach proficiency, a practitioner must achieve 4, 5, 2 : 1 and 50% for
these items, respectively. The Mam-Kind buddies were not expected to reach these thresholds, but we used
this assessment to obtain an understanding of the extent to which peer supporters were able to use MI
techniques in their interactions with mothers.

Intercoder reliability
Intercoder reliability was used to assess the reliability of the coded interview and peer-supporter session
data. A random selection of 10% of the interviews and 30% of the content sessions was independently
coded by a second researcher. A number of themes had > 5% disagreement, as calculated using NVivo
10. The majority of these were the result of differences in the amount of text included by the coders when
coding themes. Discussion between both researchers led to the refinement of some definitions, but no
substantial changes were made to the coding framework.
Sixteen MI sessions were rated by one member of the research team (LC) using the MITI 4.1 tool. A
random selection of 30% of the peer-supporter sessions were double-coded by another member of the
research team (SC).
The agreement level was summarised for each of the global rating scales using Fleiss’ multirater kappa.
The behaviour counts were examined using an intracluster correlation coefficient (ICC), as is appropriate
for continuous data. These methods produced an acceptable level of agreement and reliability (global
score κ = 0.49 and ICC = 0.93). The detail of this assessment is provided in Appendix 9 (see Tables 23
and 24).
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Feasibility study results
Feasibility of recruiting and retaining Mam-Kind Buddies
Recruitment and retention of Mam-Kind buddies
No difficulties were encountered in recruiting peer supporters at the two study sites where there was no
pre-existing service, with 15 applications received for eight posts. We aimed to recruit women who had
experience of breastfeeding and who had previously successfully completed accredited BFPS training. We
had intended to recruit women who lived in the same locality (community maternity service catchment
area) as the women who they would be supporting, but this was found to be incompatible with university
recruitment regulations. Five of the eight Mam-Kind buddies lived in the same area in which they were
supporting participants, two lived within a 10-mile radius and one lived approximately 20 miles away.
All Mam-Kind buddies who passed the initial job checks continued in their role for the full 6 months’
duration of the study, demonstrating that it was feasible to retain peer supporters for the 9 months
during which the intervention was delivered.

Mam-Kind buddies’ views on training
Feedback on the training provided to Mam-Kind buddies was obtained at the end of the training, by
completion of a questionnaire and from the qualitative interviews carried out as part of the process
evaluation. We did not collect feedback from potential Mam-Kind buddies who undertook initial training
but who were not subsequently appointed.
The qualitative interviews provided mixed feedback about the recruitment process. Some Mam-Kind
buddies felt that the initial mandatory 3 days of preselection training was a good networking opportunity
and useful for their personal development, and felt that it would have been beneficial even if the post
had not been subsequently offered to them. Others reflected that they felt overwhelmed by the training
because of the numbers who attended and the study staff observing. Mam-Kind buddies felt that the
initial 2-day basic MI training that they received was interesting and that there was a good balance
between theory and practical application. Some participants felt that they were able to see how it could fit
into their peer-support/Mam-Kind buddy role and also outside of this remit, whereas others felt that they
lacked clarity on how to deliver the MI intervention in the context of the study:
With breastfeeding, [were we to] say that breastfeeding was the goal, or? Or . . . because then we
also were supposed to be supporting people if they’re bottle feeding, so . . . and also just empowering
mums. And if we’re empowering mums, the change talk might be that they do decide to bottle-feed,
and that they become happier or . . . That wasn’t . . . So in terms of the training and clarity of what
was . . . what are we listening for?
Mam-Kind buddy 4
The Mam-Kind buddies reported that the 5 days of integrated MI and breastfeeding training provided time
to think about, and practise, their MI skills in the context of the study.
Some Mam-Kind buddies were unable to attend the whole programme of training and expressed that they
found it more challenging to communicate with the Mam-Kind buddy group and study team, explaining that
travelling and childcare was difficult to arrange because of the distance needed to travel. The Mam-Kind
buddies felt that the continuity and support of the breastfeeding trainer throughout the training period
was beneficial.

Mam-Kind buddies’ views on supervision
To support them with any clinical issues related to breastfeeding and to provide a link with other
health-care professionals, Mam-Kind buddies received weekly supervision from a local community midwife.
The Mam-Kind buddies valued the supervising midwife and found the format of supervision to be acceptable.
The supervising midwives were able to schedule a weekly hour-long meeting and were also available to
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respond to telephone calls from the Mam-Kind buddies within the 3 hours per week of allocated time
assigned to the study in their job plan (Table 8). The Mam-Kind buddies most frequently contacted the
supervising midwife by telephone outside of their weekly meetings, to discuss breastfeeding issues and/or
obtain reassurance about the appropriateness of the information that they were providing to mothers.
Mam-Kind buddy attendance at the weekly supervision meetings was good. Although the Mam-Kind
buddies valued the contact that they had with the supervising midwives, not all of them felt that the weekly
hour-long face-to-face meeting was necessary, and they recommended a reduction in the frequency of these
sessions. The supervising midwives agreed with this view.
Mam-Kind buddies received MI supervision from a qualified MI trainer. Each Mam-Kind buddy received at
least two one-to-one sessions and three group sessions over the 6-month period. There was poor uptake
of the final one-to-one session. This final session included a new task in which the Mam-Kind buddies had
to listen to one of their own sessions and complete a self-evaluation form, reflecting on their use of MI
techniques. Only three Mam-Kind buddies sent through an audio-recording and subsequently completed
the self-evaluation and associated one-to-one feedback and supervision session. During the qualitative
interviews, Mam-Kind buddies reported that the MI supervision sessions provided constructive feedback,
furthered their understanding of how to use MI techniques, identified areas for improvement and provided
reassurance that they were using MI techniques to a certain degree. Although some Mam-Kind buddies
felt uncomfortable with one-to-one supervision, as they did not enjoy reflecting on their own audiorecorded sessions, they all enjoyed the group supervision sessions. This provided the Mam-Kind buddies
with a supportive environment in which to reflect on their MI practice as a group and discuss any
techniques that they were struggling with. Overall, the Mam-Kind buddies found the supervision to be
beneficial for improving their skills, but found reflecting on their practice and listening to their sessions
challenging.

Acceptability of the Mam-Kind buddy role requirements
One of the key aspects of acceptability that was explored with the Mam-Kind buddies through the
qualitative interviews was the need for flexibility in when and how Mam-Kind buddies were contacted by
mothers. Some of the Mam-Kind buddies reported that they chose to be available almost 24 hours a day
at times for the participants. All reported that women did not text or ring at inappropriate times:
Yeah weekends I did yeah . . . and trying to think now . . . yeah sometimes it was in the early morning,
but nothing ridiculous, nothing that I would think oh that’s a bit you know.
Mam-Kind buddy 1
The Mam-Kind buddies defined the appropriate time of contact individually. The flexible working pattern
was welcomed by some of the Mam-Kind buddies, as it allowed them to work around other jobs or
commitments. Others said that they found the unstructured nature of the job difficult, especially when
trying to arrange childcare. The buddies that were recruited specifically for this study reported that the
15 hours pay per week either reflected the number of hours that they actually worked or provided some

TABLE 8 Mam-Kind buddy uptake of supervision from midwives
Site

Type of contact

Number of contacts

1

Face to face

8

1

Telephone

20

2

Face to face

4

2

Telephone

10

3

Telephone

0

3

Face to face

14
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spare capacity to complete study paperwork. The buddies that were providing the Mam-Kind intervention
in addition to an existing peer-support service in their area found it difficult to balance both roles within
the 15 hours that they were paid for. In this site, it was intended that the Mam-Kind intervention would
be provided instead of the usual service model; however, this could not be practically implemented,
leading to the peer supporters providing both the Mam-Kind intervention and the usual service model for
the duration of the study.
We were obviously doing our job role that we’re paid for and then with the additional work on for the
[site name] study, we were having to do that out of our spare time really . . . It was quite hard work.
Mam-Kind buddy 8

Feasibility and acceptability of the method of recruiting pregnant women
Feasibility of recruitment
Feasibility of participant recruitment was demonstrated by the numbers recruited in each site, as shown
in Figure 10 (for recruitment by site see Appendices 10–12). Of the 292 women who were assessed and
met the eligibility criteria for the study, 39% (n = 115) expressed an interest in taking part. Of these
115 women, 61% (n = 70) completed the consent process and were recruited into the study. The majority
of women (94%, n = 108) who expressed an interest in taking part in the study were contacted by the
study team to carry out the recruitment process; however, of those contacted, 35% (n = 38) declined to
participate. The percentage who declined to participate varied between sites (site 1: 34%, 11/32; site 2:
46%, 27/59; site 3: 0%, 0/17). The reasons given for declining were that it was a very busy time for them
and they did not have time to take part in a study or they felt that it was not right for them. In site 3, the
high rate of non-participation in the study may be explained by the availability of an existing one-to-one
peer-support service that women could access without having to consent to a research study. There
were four withdrawals across the three sites because of participants feeling that they had sufficient
breastfeeding support systems in place.

Demographic characteristics of participants
The mean age of participants was 29 years (Table 9). Three participants (4%) had no qualifications, nine
participants (13%) had General Certificate of Secondary Education (GCSE) qualifications as their highest
qualifications and 23 participants (33%) had a degree or higher qualification (Table 10). The majority of
participants were employed in full-time (n = 46, 66%) or part-time (n = 7, 10%) work, with 14 participants
(20%) unemployed. The majority of participants (43%) were in either managerial or professional
occupations or intermediate occupations (23%).
The majority of participants were married (n = 27, 39%) or living with a partner (n = 27, 39%). In total,
9% (n = 6) of participants reported that they had a partner that they were not living with and 13% (n = 9)
were single. The majority of participants (n = 66, 94%) were white British. All participants were expecting
one baby and for 61% (n = 43) it was their first baby. Among the 26 participants who had other children,
about one-third had previously breastfed. Nearly all participants (n = 65, 93%) planned to exclusively
breastfeed their child or to combine breast and formula milk (n = 2, 3%). The majority of women (n = 26,
37%) reported that the mothers they knew had mostly formula fed, with only 6% (n = 4) reporting that
they knew mothers who had breastfed (Table 11). Half of participants reported that, as babies, they had
been entirely formula fed (n = 35).

Acceptability of recruitment methods to participants and health-care professionals
(data from qualitative interviews)
The study training provided to midwives and maternity care assistants about introducing the study to
potential participants was received positively, although fewer than expected attended because it took
place during the summer holiday period. Midwives expressed that the training was clear and that they had
a good understanding of their role within the study. The following insights were obtained through the
qualitative interviews that were carried out during the process evaluation.
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Total number of women with an EDD of
September 2015 to January 2016
(n = 915)
Not approached
(n = 615; 67% of total)
Assessed for eligibility
(screening log and reply slips)
(n = 300; 33% of total)
Did not meet inclusion
criteria (did not speak English)
(n = 8; 3% of those assessed for eligibility)

Enrolment

Eligibile
(n = 292)
Declined to participate
(n = 167; 57% of all eligible women)
Not appropriate (unspecified) or
forgot to ask woman
(n = 10; 3% of all eligibile women)
Expression of interest
(n = 115; 39% of all eligible women)
• Unable to contact, n = 5
• Did not meet inclusion criteria, n = 2
(EDD in February)
Contacted by researcher
(n = 108)
Declined to participate, n = 38
Consented
(n = 70)
Withdrawal from study, n = 1
Completed
baseline

n = 69
Withdrawal from study, n = 3

Completed
10-day
follow-up

• Completed 10-day follow-up, n = 44
• Completed minimum data set, n = 11

Completed
8-week
follow-up

Completed 8-week follow-up
(n = 45)

Lost to follow-up, n = 21

FIGURE 10 Recruitment flow diagram (all sites). EDD, estimated due date.

TABLE 9 Age distribution by site
Age (years)
Site

Mean (SD)

Min., max.

1 (n = 21)

28.3 (5.09)

19.2, 41.1

2 (n = 32)

29.6 (4.14)

20.5, 36.6

3 (n = 17)

27.9 (4.13)

20.9, 35.6

Total (n = 70)

28.8 (4.44)

19.2, 41.1

Max., maximum; min., minimum.
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TABLE 10 Participant demographics
Characteristic

Participants (N = 70), n (%)

Marital status
Married/civil partnership

27 (38.6)

Living together

27 (38.6)

Have partner but not living together

6 (8.6)

Single

9 (12.9)

Widowed/divorced/separated

0 (0.0)

Missing

1 (1.4)

Highest educational achievement
GCSE grades A–C

9 (12.9)

A or AS or S levels

7 (10.0)

Certificate or diploma in higher education

14 (20.0)

First degree (e.g. BA or BSc)

20 (28.6)

Higher degree

3 (4.3)

Other

13 (18.6)

None of these qualifications

3 (4.3)

Missing

1 (1.4)

Employment status
Full-time work

46 (65.7)

Part-time work

7 (10.0)

Unemployed/seeking work

3 (4.3)

Unemployed/not seeking work

11 (15.7)

Full-time education/training

2 (2.9)

Part-time education/training

0 (0.0)

Rather not say

0 (0.0)

Missing

1 (1.4)

NS-SEC – socioeconomic code
Managerial and professional occupations

30 (42.9)

Intermediate occupations

16 (22.9)

Small employers and own-account workers

3 (4.3)

Lower supervisory and technical occupations

8 (11.4)

Semiroutine and routine occupations

8 (11.4)

Not applicable (never worked)

2 (2.9)

Missing

3 (4.3)
continued
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TABLE 10 Participant demographics (continued )
Characteristic

Participants (N = 70), n (%)

Ethnicity
White British

66 (94.3)

Any other white background (Romanian)

1 (1.4)

White and black Caribbean

1 (1.4)

White and Asian

1 (1.4)

Missing

1 (1.4)

First baby?
Yes

43 (61.4)

No

26 (37.1)

Missing

1 (1.4)

A level, Advanced level; AS level, Advanced Subsidiary level; BA, Bachelor of Arts; BSc, Bachelor of Science;
NS-SEC, National Statistics Socio-economic Classification; S level, Subsidiary level.

TABLE 11 Breastfeeding experiences
Breastfeeding experiences

Participants (N = 70), n (%)

How participants were fed as a baby
Breastfed entirely

19 (27.1)

Formula entirely

35 (50.0)

Mixed feeding

8 (11.4)

Do not know

0 (0.0)

Missing

8 (11.4)

Know any mothers with young babies?
Yes

55 (78.6)

No

14 (20)

Missing

1 (1.4)

How other mothers you know have fed
Mostly formula only

26 (37.1)

Mostly breastfed

4 (5.7)

Mostly mixed

8 (11.4)

Mixture of above

16 (22.9)

Do not know

1 (1.4)

Not applicable

14 (20.0)

Missing

1 (1.4)

Plan to feed baby
Formula (not eligible)

0 (0.0)

Breastfeed

65 (92.9)

Mixed

2 (2.9)

Undecided

1 (1.4)

Missing

2 (2.9)
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Community midwives felt that it was appropriate and acceptable to introduce the study to potential
participants at 28 weeks’ gestation, as it coincided with the stage in their pregnancy when participants
were starting to consider how they would feed their baby. However, midwives reported that they
occasionally found that they had little time to explain the study to women. Participants felt reassured that
they would get extra support with breastfeeding, and this was expressed as the primary reason for
participating in the study:
And she said oh she said there’s people that are going to, you know are doing a study and they’re
going to be able to support you through breastfeeding and I read all about it and I was like oh yes,
you know it made me feel more at ease knowing that I’m going to get support.
Participant 103
Participants and midwives expressed that meeting with Mam-Kind buddies would be beneficial for study
promotion and recruitment in a future trial. Midwives were requested to complete a screening log for all
women who were approached about the study, but acknowledged that sometimes they forgot because of
other time pressures:
And we have so many things to, to discuss and talk about and obviously we’ve only got 20-minute
appointment, we’d obviously ask all the information but then sometimes it may just be that, because
we’re so busy, we’ve forgotten to put it on the screen, the log at that point.
Midwife 2001
The process for referring potential participants who expressed an interest in the study for a consent visit
needed refinement, and additional support was provided from the research and development office at
the largest site (site 2). Written consent was obtained by a member of the research team, usually in the
participant’s home, and this was acceptable to participants. The research team monitored recruitment and,
when there was a noticeable plateau, a site visit was initiated or the local study team was contacted to
remind midwives about the study and find out if there were any issues that needed to be resolved.
Overall, midwives expressed satisfaction with the training that they received. They felt that their role was
clearly explained and expressed that they had the opportunity to discuss the study further. Midwives liked
the study resource pack that they were given, consisting of BFI information leaflets for participants,
screening logs, copies of the study invitation letter and procedures for introducing the study to women.
There was only a short interval between the health-care professionals’ training and the commencement of
study recruitment and some health-care professionals stated that they would have liked a few weeks to
consider the study information before introducing the study to women.

Follow-up options
This section reports on data collection and considers the options for follow-up to collect the recommended
suite of outcome measures in a possible full trial: (1) using telephone interviews with participants,
(2) obtaining data routinely collected by health visitors at the source (directly from the mothers’ medical
records) and (3) using routine NHS databases (e.g. child health systems).

Follow-up data collection
The recruitment chart (see Figure 10) presents the number of women who completed the baseline,
10-day and 8-week postnatal assessments. The study team attempted a maximum of three contacts (by
telephone, text, e-mail or a combination) with participants before categorising them as ‘lost to follow-up’.
Some participants stated that they would have preferred to complete the questionnaires electronically or
by a messenger application (such as Facebook).
Baseline data were collected for 99% of participants (n = 69). Overall, data collection at 10 days
postnatally was acceptable to participants, although some who had a longer stay in hospital or a difficult
birth expressed that 10 days was early to be contacted. Data collection at 10 days’ follow-up by telephone
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was successful for 63% (n = 44) of participants. For participants who we were unable to contact at
10 days, a further attempt was made to collect these data using a minimum data set at 8 weeks. These
data included skin-to-skin contact at birth and infant feeding at 10 days. This resulted in 10-day postnatal
follow-up data being collected for an additional 11 participants (16%). This method of data collection
was reported to be acceptable to participants in the qualitative interviews. We considered that the risk of
inaccurate measurement associated with collecting 10-day data at 8 weeks because of the long period of
recall was low, given the nature of the data items being collected. This approach enabled us to increase
the completeness of follow-up data at 10 days for a minimum set of variables from 63% to 78%.
In total, 64% (n = 45) of participants completed the 8- to 10-week telephone follow-up. Data collection
took, on average, 30–40 minutes (n = 28 questions). At 8 weeks’ follow-up, 51.1% of participants
followed up were breastfeeding, with 42.2% exclusively breastfeeding (Table 12).
We tested the feasibility of collecting data on a suite of primary and secondary outcomes that would be
relevant in a future trial of effectiveness. Data completeness was > 80% for all variables with the exception
of questions within the breastfeeding self-efficacy scale at 10 days (66.5%) and the reasons for giving
formula milk at 10 days (79%) and 8 weeks (51.1%).
Overall, the participants found the follow-up questions to be acceptable, although some participants
reported that the mental health questions were quite personal and difficult to answer:
I found them OK a bit personal . . . so if I was you know a self-harmer or something like that . . .
I think for somebody that does or has done it in the past . . . I think they’d find it a bit daunting
to talk about it.
Participant 115
We explored the feasibility of collecting feeding status at 8 weeks from routine data collected by the
health service that are usually collated within NHS databases. Of the 21 participants who could not be
contacted for their 8-week follow-up, we obtained data for 10 participants on their breastfeeding status
from their health-care provider. For three of these participants, breastfeeding data were collected at
4–8 weeks and, therefore, did not meet the definition of our primary outcome measure. In site 1, we were
able to access data on breastfeeding at 6 weeks from the externally available child health system for four
of the 10 participants. In site 2, we were unable to access these routinely available data from the child
health system because the wording on the consent form was deemed insufficient to allow the research
team to access these data.

Uptake of the Mam-Kind intervention
All participants were offered an antenatal contact with their Mam-Kind buddy and the majority of
participants had an antenatal contact (face to face or by telephone) (primiparous women: 66%, n = 35;
multiparous women: 72%, n = 18). There was no difference in the mean age of women according
to whether or not they received an antenatal contact (mean age: 28 years); 74% of participants (n = 52)
engaged with the intervention. Engagement was defined as accepting at least one antenatal and one
postnatal contact, and this was not influenced by maternal age. The majority of women who received an

TABLE 12 Feeding at 8–10 weeks’ follow-up
Feeding at 8 weeks

All data (N = 45), n (%)

Only breast milk

19 (42.2)

Only formula

22 (48.9)

Mixed

4 (8.9)

Missing

0 (0.0)
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antenatal and postnatal contact from the Mam-Kind buddy reciprocated this contact by texting the
Mam-Kind buddy back, answering the call or meeting the Mam-Kind buddy face to face (primiparous
women: 67%, n = 35; multiparous women: 68%, n = 17).

Fidelity to the Mam-Kind intervention
Number, timing and duration of one-to-one contacts with Mam-Kind buddies
We used the quantitative data from the Mam-Kind buddy diaries to determine the timing, location and
type of contact (call, text or face to face) with Mam-Kind buddies, including who initiated the contact
across the three sites. The intervention specification required Mam-Kind buddies to contact participants
within 48 hours of the birth of their baby. In total, 73% of participants (n = 51) received a contact within
48 hours of birth, but this was not associated with whether or not antenatal contact with the Mam-Kind
buddy had occurred (no 48-hour contact, n = 19; 10 had antenatal contact and nine did not). The
Mam-Kind buddies reported that the main reason for not achieving contact within 48 hours of birth
was a lack of notification of the baby’s birth by either the mother or the midwife.
In total, there were 1137 contacts between the Mam-Kind buddies and the participants. The mean
number of contacts that each participant received from their Mam-Kind buddy was 16 (range 0–44).
The contact time was similar across all types of contact, with a mean contact time of 16 minutes
(Table 13). The travel time for Mam-Kind buddies was similar for sites 1 and 2, but less for site 3.
This was expected, because the buddies lived further away in site 1, site 2 covered a large geographical
area and site 3 covered a smaller geographical area.
When recorded, the majority of contacts occurred between 0900 and 1700 across all three sites,
particularly in site 3, where 99% of contacts were made within this period (Table 14). Across all three sites,
74% of the face-to-face contacts took place at the participant’s home. There was limited contact at
hospital sites, mainly because it was not possible for peer supporters to negotiate research governance
procedures in line with the requirements of the study timelines. A ‘research passport’ was required by the
respective health board in sites 1 and 2 to enable the Mam-Kind buddies to visit participants on the
postnatal ward. To be issued with a research passport, the Mam-Kind buddies required an employment
contract, a health check from occupational health and a DBS check. Delays across human resources and
the health board research and development departments led to the relevant permissions taking up to
6 months to be issued. All peer supporters had a DBS and occupational health check before seeing
mothers. The impact on the study was that, in two sites (sites 1 and 2), peer supporters were unable to
have face-to-face contact with new mothers in the hospital setting until the last month of recruitment
(January 2016).
Some births were not reported to peer supporters during the period of the hospital stay. The research
team had provided training on birth notification to midwives during the set-up of the study sites and also
asked mothers to notify their peer supporter of their baby’s birth. A sticker was placed on participants’
hand-held maternity records to communicate to maternity staff that they were part of the study; however,
this process had varied success across the sites. The failure of peer supporters to be notified of births
contributed to the low frequency of hospital visits in sites 1 and 2. Any delay in birth notification and
TABLE 13 Mean contact time and travel time by site
Site, mean (SD)
Variable

1

2

3

Contact time (minutes)

15.8 (24.4), n = 399

15.9 (20.4), n = 469

16.2 (20.7), n = 163

Travel time (minutes)

58.1 (23.3), n = 50

56.7 (19.7), n = 32

5.4 (1.9), n = 16
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TABLE 14 Participant/buddy contacts
Site, n (%)
1 (N = 414)

2 (N = 511)

3 (N = 212)

0000–0859

25 (6.6)

18 (3.7)

0

0900–1659

219 (57.9)

373 (76.4)

93 (98.9)

1700–2359

134 (35.4)

97 (19.9)

1 (1.1)

Missing

36

23

118a

E-mail

0

2 (0.4)

1 (0.5)

Breastfeeding group

1 (0.2)

0

0

Face to face

61 (14.7)

55 (10.8)

33 (15.6)

Facebook

65 (15.7)

0

0

No contact

4 (1.0)

0

0

Telephone

61 (14.7)

69 (13.5)

144 (67.9)

Text

216 (52.2)

373 (73.0)

33 (15.6)

Missing

6

12

1

Breastfeeding group

4 (1.0)

2 (0.4)

2 (0.9)

Coffee shop

2 (0.4)

4 (0.8)

1 (0.5)

Hospital

3 (0.7)

0

0

Home

40 (9.7)

42 (8.2)

27 (12.7)

NA (i.e. all contact made by telephone or social media)

362 (87.4)

458 (89.6)

181 (85.4)

Missing

3

5

1

Family/friend

1 (0.2)

0

0

Health-care professional

5 (1.2)

26 (5.1)

3 (1.4)

Mam-Kind buddy

294 (71.0)

332 (65.0)

181 (85.4)

Mother

107 (25.8)

131 (25.6)

18 (8.5)

Missing

7

22

10

Agenda map

2 (0.5)

0

0

Making a decision

3 (0.7)

0

0

Mam-Kind toolkit

4 (1.0)

1 (0.2)

0

None

397 (95.9)

426 (83.4)

212 (100)

Missing

8

84

0

Variable
Time of day

Type of contact

Location of all face-to-face contacts

Who initiated contact

Prompts used

NA, not applicable.
a Missing because of poor completion by Mam-Kind buddies at site 3. They had to complete their own diaries as well as
the study diaries, and time constraints led to poor completion of the study diaries.
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initiating contact with the peer supporter could potentially have a detrimental effect on subsequent
engagement with the peer supporter and motivation to continue with breastfeeding:
I had the sticker on the front of the folder, but nobody [from the hospital] had actually rung [the
Mam-Kind buddy]. And then it was, I think it was 2, 2 or 3 days after he’d been born, because I just
completely forget really to be honest. Yeah, so then she didn’t really get a chance to come up,
but then we’d switched over in the hospital.
Participant 201
The qualitative interviews with health-care professionals suggested that birth notifications could be
improved by making the study stand out from the many other studies that are being run in hospitals:
There’s so many blinking trials going on . . . you just get mind, mind boggled with it all.
Health-care professional 0001
Mam-Kind buddies suggested that they could have visited the wards to introduce themselves to the staff,
engage them and increase awareness of the intervention:
I don’t know if that would have been useful maybe before we sort of met mums to have gone up to
the ward and just say, here we are, so they didn’t think we’re just . . .
Mam-Kind buddy 4
In site 3, mothers received peer support on the ward from a different peer-support service, according to
the usual care available in that site, and were transferred to the care of a Mam-Kind peer supporter when
they returned home.
As demonstrated by data from the Mam-Kind buddy diaries, the majority of contacts in sites 1 (52%) and
2 (73%) were made by text message, whereas in site 3 the majority of contacts (68%) were made by
telephone (see Table 14). The interviews with mothers suggested that they found the variety of types of
contact acceptable. Mothers reported that they found text-message contacts especially helpful, as they
could text their Mam-Kind buddy at any time. This allowed the mothers to express their feelings at a
particular point in time in the knowledge that a Mam-Kind buddy would reply to them as soon as they
were able:
Participant 109: I was able to do that, and even writing it down saying ‘This is what I’m struggling
with’. Makes a big difference with how you’re coping with it.
Interviewer: And at least get it down, did she ever get back to you at like 2 o’clock in the morning,
did she?
Participant 109: More normal times, yeah.
The majority of contacts across all sites (74%) were initiated by the Mam-Kind buddies, which was
consistent with the requirement in the Mam-Kind specification for proactive contact. In total, 20% of
contacts were initiated by participants, suggesting that some participants also felt comfortable contacting
their peer supporter. The reason for the higher rate of Mam-Kind buddy-initiated contact at site 3 is
unknown, but may reflect established practices. In the interviews, the health-care professionals reported
that they received positive feedback from participants about the amount of contact, although some of the
participants stated that the proactive contact was too much for them:
One of the other mums had said it was too much . . . whereas another mum loved it, and just lapped
it up, she could have been visited 100 times and would have enjoyed it.
Health-care professional 001
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During the interviews, participants reported that the antenatal contact helped them to feel comfortable
with their Mam-Kind buddy in terms of discussing personal and sensitive information, and that it facilitated
the Mam-Kind buddy–mother relationship. During the postnatal period, participants reported that the
Mam-Kind buddies provided guidance and signposting to appropriate forms of support on problems
such as thrush (Candida albicans), mastitis or colic. Participants also stated that the Mam-Kind buddies
pre-empted any problems that they thought the participants might develop based on what the participants
were telling them. Participants reported that the Mam-Kind buddies helped to build their confidence and
provided reassurance and emotional support.

Completeness of diary data
We used diaries completed by the Mam-Kind buddies to collect data on the number of contacts between
the Mam-Kind buddies and the participants. Mam-Kind buddies reported in the qualitative interviews that
the layout of the diary was acceptable and that it was straightforward to complete. However, some
Mam-Kind buddies were uncertain about whether or not their documentation would have sufficient
information about a contact if a participant experienced a health or social issue:
I didn’t think it covered enough . . . for safety reasons for staff and for parents . . . because that’s one
of our things, we have to document everything that’s there, just in case.
Mam-Kind buddy 7
These diaries were developed primarily as a tool for data collection to support the process evaluation in the
study. Further discussion is needed with health service managers to clarify the necessary documentation
from the service perspective for the implementation of the Mam-Kind intervention.

Transition to breastfeeding support groups
Two weeks after birth, the Mam-Kind buddies were required to facilitate the transition of support to other
community breastfeeding support services, such as breastfeeding groups. The interviews with participants
and Mam-Kind buddies provided an insight into this process. Some mothers felt that they did not receive a
graded exit from the study (i.e. being signposted onto other services, such as breastfeeding groups, with
gradually reduced contact) and would have preferred a more gradual transition:
Well I don’t know, maybe it could be phased out a bit more. Erm, maybe you know not full-on
support, but just you know have a conversation a couple of weeks after the follow-up and then
maybe a month after or something so that there’s not an end until, you know the end becomes
further away each time . . . so it feels like it’s not really an end by the time you get to that point.
Participant 109
Some Mam-Kind buddies accompanied mothers to breastfeeding groups and this was seen as a gentle
way to encourage mothers to seek support from other sources following the intervention:
I wouldn’t have done it on my own . . . So she [peer supporter] took me to the first one and then
I went on my own afterwards, so I welcomed it.
Participant 113
Some mothers felt supported by their Mam-Kind buddy in attending groups and felt that this experience
helped them to normalise breastfeeding and also provided some structure to their day:
And I think it was a good place to start feeding in public there because everybody else was feeding as
well . . . So it was nice to see other mums feeding and then you wasn’t as anxious to do it yourself.
Participant 315
In some cases the Mam-Kind buddies supported mothers for > 6 weeks, with some mothers reporting that
they received contact from their Mam-Kind buddy at 8 weeks and 15 weeks. This was also reflected in the
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Mam-Kind diary data. This suggested that the Mam-Kind buddies may not have been signposting
participants to breastfeeding groups to facilitate a graded exit from the service and preferred to continue
to support women.

Fidelity to the Mam-Kind intervention content and use of motivational interviewing
Assessing fidelity was important to understand whether or not the intervention was being delivered as
specified. We assessed fidelity using recorded sessions between Mam-Kind buddies and mothers.
Audio-recordings were completed in 78 (52%) of the 149 face-to-face sessions that the Mam-Kind
buddies delivered. In this section, we present data to show the level of MI skill demonstrated by the peer
supporters and the extent to which the content of the intervention delivered by the Mam-Kind buddies
matched the intervention specification.

Fidelity to the intervention content
Content analysis was conducted for 21 peer-support sessions, as described in Process evaluation data
analysis. The Mam-Kind buddies had objectives to fulfil at each time point (six objectives at the antenatal
contact and five at each postnatal contact) (see Appendix 13, Table 25). The extent to which these
objectives were covered is presented in Table 15.
Overall, Mam-Kind buddies met the majority of the content objectives in each session, with 93% of the
objectives met (109 of the 117 total number of objectives for each of the analysed sessions). A maximum
of one objective was not met in any one session. Mam-Kind buddies engaged with participants, provided
emotional support and information about breastfeeding, discussed social support and addressed
participants’ queries and concerns. Ten of the 21 sessions met all of the objectives of the content guide
and included breastfeeding support that was relevant to the stage of the intervention. Eight sessions did
not cover one of the objectives and five included breastfeeding information that was time inappropriate,
that is, information that was beyond the scope of the session and was not asked for by the mother.
Key objectives related to discussion of how the Mam-Kind buddies would be informed about the birth and
information about the programme were not met in four out of 12 antenatal sessions. However, it is
possible that these objectives were covered before the antenatal session, as all of the Mam-Kind buddies
who did not discuss these objectives in the antenatal session had previous contact with participants by
telephone or text that lasted longer than 10 minutes.
The key objectives, providing a graded exit and providing social support, were not met in four of the nine
postnatal sessions. However, all of the participants in the postnatal sessions between 15 days and 6 weeks
who were included in the content analysis had subsequent contact with Mam-Kind buddies over 2 weeks
by a combination of text, telephone calls, Facebook and face-to-face meetings. During these contacts,
peer-supporter diaries indicated that participants were given links to further information such as
information on expressing and bottle feeding and leaflets for support groups, potentially indicating
that a graded exit was provided later on.
Five out of 12 antenatal sessions included information that was not relevant to the stage of the
intervention. For example, the discussion extended beyond how to get started with breastfeeding to
discussion of ongoing feeding, formula feeding and weaning. In two of these sessions, participants
prompted discussion of long-term feeding plans. In the remaining three sessions, the Mam-Kind buddy
provided information about long-term feeding without being prompted by the participant. One of the
participants reported feeling overwhelmed by this discussion:
Mam-Kind buddy 3: So if you decide that breastfeeding is going well, this is great, it’s something I
want to carry on with, if you can do the first month just exclusively breastfeeding and then is a good
time to start introducing bottles . . . It sounds like a lot doesn’t it.
Participant 121: Yeah, overwhelming.
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Topic
Postnatal

Mam-Kind
buddy–participant dyad

All time points

Antenatal

Emotional
support

Engage with
women and
start to
develop
rapport

Information
about the
programme/
what to
expect

Information
about
breastfeeding
(getting
started)

Agree how
peer
supporter
will be
informed
about birth

Social
support

48 hours

3–14 days

15 days–6 weeks

All
postnatal
time
points

Engage with
women and
develop a
rapport

Information
about
breastfeeding
(relevant to
first few
days)

Maintain
relationship
with
mothers
(and their
supporters)

Information
about
breastfeeding
(relevant to
first few
weeks)

Provide
graded exit
from
intensive
one-to-one
service

Information
about
breastfeeding
(relevant to
ongoing
feeding)

Address
queries or
concerns

Antenatal session
Mam-Kind buddy 4, PID 230

✓

✓

✓

✓

✓

✓

–

–

–

–

–

–

–

Mam-Kind buddy 7, PID 311

✓

✓

✓

✗

✓

✓

–

–

–

–

–

–

–

Mam-Kind buddy 8, PID 302

✓

✓

✓

✓

✓

✓

–

–

–

–

–

✓

–

Mam-Kind buddy 2, PID 109

✓

✓

✓

✓

✓

✗

–

–

–

–

–

✓

–

Mam-Kind buddy 5, PID 226

✓

✓

✓

✓

✓

✗

–

–

–

–

–

–

–

Mam-Kind buddy 5, PID 207

✓

✓

✓

✓

✓

✓

–

–

–

–

–

–

–

Mam-Kind buddy 3, PID 121

✓

✓

✓

✓

✓

✓

–

–

–

–

–

✓

–

Mam-Kind buddy 6, PID 217

✓

✓

✓

✓

✓

✓

–

–

–

–

–

✓

–

Mam-Kind buddy 1, PID 103

✓

✓

✓

✓

✓

✓

–

–

–

–

–

–

–

Mam-Kind buddy 3, PID 101

✓

✓

✓

✓

✓

✓

–

–

–

–

–

–

–

Mam-Kind buddy 6, PID 202

✓

✓

✓

✓

✓

✗

–

–

–

–

–

✓

–

Mam-Kind buddy 4, PID 210

✓

✓

✓

✓

✓

✓

–

–

–

–

–

–

–

Mam-Kind buddy 3, PID 121

✓

✓

–

–

–

–

✓

✓

–

–

–

–

✓

Mam-Kind buddy 7, PID 308

✓

✗

–

–

–

–

✓

✓

–

–

–

–

✓

Mam-Kind buddy 6, PID 205

✓

✓

–

–

–

–

✓

✓

–

–

–

–

✓

✓

✓

–

–

–

–

–

–

✓

✓

–

–

✓

Postnatal session (48 hours)

Postnatal session (3–14 days)
Mam-Kind buddy 2, PID 108
Mam-Kind buddy 6, PID 217

✓

✓

–

–

–

–

–

–

✓

✓

–

–

✓

Mam-Kind buddy 3, PID 113

✓

✓

–

–

–

–

–

–

✓

✓

–

–

✓
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Postnatal

Mam-Kind
buddy–participant dyad

All time points

Antenatal

Emotional
support

Engage with
women and
start to
develop
rapport

Information
about the
programme/
what to
expect

Information
about
breastfeeding
(getting
started)

Agree how
peer
supporter
will be
informed
about birth

Engage with
women and
develop a
rapport

Information
about
breastfeeding
(relevant to
first few
days)

Maintain
relationship
with
mothers
(and their
supporters)

Information
about
breastfeeding
(relevant to
first few
weeks)

Provide
graded exit
from
intensive
one-to-one
service

Information
about
breastfeeding
(relevant to
ongoing
feeding)

Address
queries or
concerns

Social
support

48 hours

3–14 days

15 days–6 weeks

All
postnatal
time
points

Postnatal session (15 days–6 weeks)
Mam-Kind buddy 2, PID 112

✓

✓

–

–

–

–

–

–

–

–

✗

✓

✓

Mam-Kind buddy 1, PID 119

✓

✓

–

–

–

–

–

–

–

–

✗

✓

✓

Mam-Kind buddy 8, PID 315

✓

✓

–

–

–

–

–

–

–

–

✗

✓

✓

Green shading, time appropriate; blue shading, time inappropriate; ✓, covered; ✗, not covered; –, not applicable; PID, participant identification.
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Mam-Kind buddy 3: Have you had any thoughts on um sort of how long?
Participant 121: I don’t know, because some people have said you know breastfeed up until about
6 months and then go to formula and then some people are like a year plus . . . by then obviously
they’ll be starting to feed with solid food . . .
Mam-Kind buddy 3: So you start to introduce solids at 6 months and yes, what they say is food
before 1 is just for fun . . . even after 1 it’s very, very rare that a baby under 18 months would stop
having milk.
Although some participants felt overwhelmed when given information that was not relevant to their stage
of infant feeding, they felt reassured when Mam-Kind buddies addressed specific queries or concerns:
Participant 108: I’ve never fed a baby before . . . I just want to know I’m doing the right thing.
Mam-Kind buddy 2: All you can do is try…you’ve asked us for our information . . . I’ve talked through
everything with you. I’m on the phone whenever you want.
Mother: You’ve reassured me . . . that I’m doing OK . . .
Participant 108: It sounds like you’re doing great.
The content analysis demonstrated that prespecified objectives were met in most antenatal and postnatal
sessions. However, greater emphasis is needed during the training to ensure that Mam-Kind buddies
discuss birth notification during the antenatal session, provide information that is relevant to the stage of
the intervention, discuss social support needs and provide a graded exit from the one-to-one service.

Fidelity to motivational interviewing
Sixteen recordings were assessed for fidelity to MI (Table 16). The global scores and behaviour counts
must reach the thresholds specified in the MITI tool for the Mam-Kind buddies to have achieved basic
competence or proficiency. We found that some Mam-Kind buddies developed certain MI skills to a
competency level. Mam-Kind buddies avoided reinforcing talk about formula feeding (sustain talk), and
there were some attempts to reinforce the participants’ talk about breastfeeding (change talk). Although
the scores suggest weak efforts at collaboration and partnership working, there was evidence of empathy
being communicated during intervention delivery. Mam-Kind buddies were able to learn reflective listening
skills and five of the eight Mam-Kind buddies demonstrated at least a fair level of complex reflections
compared with simple reflections. There was some indication of MI-consistent practice, evidenced through
affirming, seeking collaboration or emphasising autonomy, and no evidence of MI-inconsistent practice
involving confronting or explicitly disagreeing with participants. There was, however, clear evidence of
efforts to persuade participants to breastfeed by offering opinions, suggestions or advice without explicitly
reinforcing the participants’ autonomy in accepting these. Although Mam-Kind buddies did not directly
confront or disagree with participants’ choices, they did attempt to persuade them to take specific actions
rather than offer suggestions in a MI-consistent, autonomy-supporting manner.
Reflecting the MITI results, the Mam-Kind buddies reported that they found it challenging to use MI in the
context of breastfeeding. They found it challenging to practice MI in the antenatal session, as it was the
first conversation that they had had with the participants in which they were getting to know each other,
which they found easier to do while having a sociable conversation. Mam-Kind buddies reported that they
sometimes struggled to use their MI skills to engage with participants. Some of the Mam-Kind buddies felt
pressured to use MI during all of the sessions, leading to them having difficulties with really listening to the
participants. There was a perception that MI may have been easier to use if they had had more practice,
which may have led to increased levels of proficiency.
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TABLE 16 Results: MITI 4.1 tool analysis
Global scores

Behaviour counts
Total
reflectionto-question
ratio

Total MI
adherent

Total MI
non-adherent

Mam-Kind
buddy

Session

Technical

Relational

Percentage
complex
reflections

7

PID 311

2.5

2.5

0

0.33

2

10

7

PID 308

3

1.5

20

0.5

3

12

8

302 Oct S1

2

1.5

0

0

0

6

8

31530.12.15

2

1

33

0.6

3

10

1

10330.09.15S1

3.5

3.5

36

1.83

5

2

1

119.09.02.16

4

4

44

1.2

6

5

4

210.22.10.15S1

2.5

3.5

55

2.25

2

2

4

230.26.01.16

3.5

3.5

75

0.5

2

0

3

10118.11.15S1

4

3

38

0.89

2

18

3

12128.01.16S3

2.5

1.5

17

1.2

0

7

2

1009.10.15S1

2.5

3.5

67

3

2

2

2

11207.01.16S3

2.5

1.5

38

0.89

2

5

6

20213.10.15S1

3.5

3.5

17

1.5

3

1

6

20505.11.15S2

2.5

3.5

43

3.5

2

4

5

131015S1207

3

2.5

18

2.2

5

17

5

22608.12.15S1

2.5

2.5

60

1.25

1

4

Green shading, proficiency; blue shading, basic competence; light green shading, did not achieve threshold for competence.

Acceptability of the study materials (study information leaflets, consent forms and
toolkit for Mam-Kind buddies)
The participants were given various study materials, including two leaflets explaining the study (an
introduction leaflet and a participant information sheet) and contact cards for the Mam-Kind buddies. The
interviews demonstrated that, overall, the mothers and health-care professionals liked the study materials
and the health-care professionals felt that they were acceptable in terms of BFI standards:
No, absolutely, I thought it was appropriate, I thought it was enough, it wasn’t complicated.
Participant 213
Participants found that the study materials were clear and easy to read. The participants liked being able to
show members of their family the materials to help them explain the study. Some participants stated that
the format of the materials could be made electronic:
You get given a lot of information through health visitors and midwives and things and I think it
could’ve really got mixed up in the mix of all the other things that . . . so I think maybe an e-mail.
Participant 303
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Mam-Kind buddies infrequently documented in their diaries when they used the study materials (see Table 14).
However, the interview data and audio-recordings of sessions suggested that the Mam-Kind buddies did use
the Mam-Kind toolkit in many of their antenatal sessions:
Um and then you know, they’ve given a chance to talk about that, and then I would say ‘So um do
you understand what the study’s all about, obviously, you know, you’ve enrolled on the study, do you
understand what it’s all about?’, and they would say ‘Oh I think so yes’, and so then we would go
through the timeline. That was really helpful.
Mam-Kind buddy 3

Amendments to the intervention based on the feasibility study findings
The findings from the feasibility study led us to make improvements to the Mam-Kind intervention.
The findings from the MI fidelity work suggested that the Mam-Kind buddies struggled to implement
their MI skills in the sessions and tended to default to an information-giving style of conversation. To
address this, we simplified the objectives for each session of the intervention (Table 17). We adapted the
intervention to clarify the structure of each session. For the antenatal session, this included an opportunity
for the Mam-Kind buddies to have a purposeful and focused conversation about the mothers’ aspirations
for breastfeeding. In postnatal sessions, this included an opportunity to simply understand the mothers’
experiences before stepping in to offer practical advice. In this way, we hope to have changed the
emphasis of the sessions to reflect the collaborative and supportive nature of the conversations before
Mam-Kind buddies step in and provide the participants with information and advice. This structure should
help the Mam-Kind buddies in a future RCT to know how to use their MI skills throughout the sessions.

TABLE 17 Amended session objectives
Contact

Objectives

Method of delivery

Scope of the sessions

Antenatal

1. Provide information about the
programme and what mothers
can expect and agree how the
peer supporter will be informed
about the birth
2. Understand the mothers’
feelings and aspirations
about breastfeeding
3. Addressing queries and
concerns: use decision balance
tool and provide information

Face-to-face visit with
women during the
antenatal period. Note: a
telephone contact may be
used as an alternative to
provide flexibility for
women who do not want a
face-to-face visit at this
stage (e.g. successfully
breastfed before, not
enough time before due
date to arrange a visit)

1. Information about the
programme: what it’s about,
how it works, letting us know
when baby has arrived
2. Discuss an agenda with mothers
(what they can expect and what
they would like from the
programme)
3. Listen to mothers, conveying
empathy and being encouraging
4. Address queries and concerns:
provide information when
appropriate

First 48 hours
after birth

1. Engage with women and
establish a rapport
2. Understand the experience of
birth and feeding the baby
3. Offer practical support and
information about feeding
as needed

A face-to-face visit within
48 hours of birth, either
in hospital or at home.
Note: there will be some
flexibility to allow contact
by telephone or text, as a
face-to-face visit may not
always be possible. The
participant knows that this
is a standard visit as part of
the intervention and so a
face-to-face visit is
preferable

1. Congratulations on the
new arrival
2. Ask how the mother is getting
on and how the feeding
is going
3. Listen to mothers, conveying
empathy, being encouraging
and normalising experiences
(i.e. emotional support)
4. Address queries and concerns
that are raised by the mother,
for example on what to expect
in the first few days, skin-to-skin
contact, frequency of feeding,
getting a good position, when
the milk comes in
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TABLE 17 Amended session objectives (continued )
Contact

Objectives

Method of delivery

Scope of the sessions

3–14 days
after birth

1. Engage with women
2. Understand the experience of
feeding the baby
3. Offer practical support and
information about feeding
as needed

Every other day contact
face to face, by telephone
or by text, depending on
the needs and preferences
of individual mothers.
Within this period there
must be three face-to-face
contacts with the mother.
Note: this should include
contact soon after the
72-hour weighing of the
baby, recognising that
this is a critical time
when mothers may need
additional support.
Proactive support is
gradually withdrawn
(based on mothers’
individual needs), but
mothers are still able to
contact peer supporters if
they would like support
(by text, by telephone or
face to face)

1. Ask how the mother is getting
on and how the feeding is
going
2. Listen to mothers, conveying
empathy, being encouraging
and normalising experiences
3. Address queries and concerns
that are raised by the mother

15 days to
5 weeks after
birth

6 weeks after
birth

1. Signpost other sources of
support (including breastfeeding
and/or parenting groups that
are breastfeeding friendly,
health visiting services,
Facebook groups) and enable
mothers to access support
1. Mark the end of the mother’s
contact with the Mam-Kind
programme
2. Close contact with mothers and
revisit mothers’ links with
other services

Last contact with mothers,
which takes the form of a
face-to-face or telephone
session (i.e. contact should
not be by text)

1. Signify the end of contact with
the Mam-Kind intervention by
reflecting on and affirming the
progress made together. Thank
mothers for taking part and
affirm the mothers’ strengths
2. Ask mothers what they enjoyed
about their experiences
3. Revisit and signpost other
sources of support as needed

The feasibility study results also demonstrated that the contact between Mam-Kind buddies and the
participants mostly took place by telephone call or text. We had anticipated more face-to-face contact
within the first 2 weeks after birth. We felt that face-to-face contact was an important part of the
intervention, as it allowed the Mam-Kind buddies to assess any potential feeding problems. Therefore,
we have changed the intervention specification to include two further face-to-face contacts between birth
and 2 weeks (see Table 17). In addition, we have also included a face-to-face ending session with the
participant. It was reported by participants that there was variation in how and when the Mam-Kind
buddies ended support. Building in a structured face-to-face ending session would standardise the
provision of support at the end of the intervention (see Table 17).

Stakeholder review of refinement to the intervention event
We held a third stakeholder event in November 2016 to present the findings of the feasibility study and
the proposed changes to the intervention based on our findings. At this meeting, we sought feedback on
our proposed changes. Our proposal for a more structured intervention with clear definitions of the scope
of each session and increasing levels of face-to-face contact was positively received by all stakeholders,
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including the Mam-Kind buddies who delivered the intervention during the feasibility study. It was
generally felt that increasing the face-to-face contact time would be acceptable, although it was noted
that there may be issues with the availability of Mam-Kind buddies at short notice, for example with
regard to arranging childcare. A further requirement for a future RCT is the need to recruit and pay
Mam-Kind buddies through the NHS. Stakeholders thought that it was important that Mam-Kind buddies
were integrated within the existing NHS team. Finally, we explored with stakeholders the possibility of
improving data collection by collecting feeding status data from routinely collected data. However, the
stakeholders’ feedback was that routinely collected data varied across regions in terms of completeness,
who collects these data, where they are collected and where they are stored. Therefore, it was
recommended that bespoke data collection would be required as part of a future RCT.

Discussion
In this section we summarise the key findings from the feasibility study and discuss the implications for a
future trial.

Recruiting peer supporters (Mam-Kind buddies)
We have established that it is feasible to recruit Mam-Kind buddies and retain them, albeit within the
context of the short duration of this feasibility study. We have tested a method for recruiting that included
the provision of information about the study and MI as part of a preselection process and found that this
worked well. We recruited Mam-Kind buddies through Cardiff University, and the buddies experienced
delays in obtaining their research passports from the respective health boards, which impacted on their
ability to visit the mothers who they were supporting on postnatal wards. We therefore recommend that,
in a future trial, Mam-Kind buddies should be employed through the NHS health board/trusts where
they will be working. This will also serve to ensure that they will be integrated with the local community
maternity service that they will be working with, facilitating closer links with midwives. It will be important
to ensure that sites participating in a future RCT are able to recruit Mam-Kind buddies and have the
capacity to deploy midwifery time to provide supervision to the Mam-Kind buddies. Discussions with our
Stakeholder Advisory Group, which included representation from community maternity services in England
and Wales, suggested that this would be possible, but we would wish to formally establish this with sites
considering taking part in a future full trial.
We tested the feasibility of delivering the Mam-Kind intervention in a site that has an existing peer-support
service providing intensive, proactive support, similar to that required in the Mam-Kind intervention.
We found that this could not be easily implemented in practice. There were barriers to study recruitment,
as eligible women could access the existing peer-support service that was available through usual care
without having to participate in the data collection and follow-up sessions required through participation
in the research study. Interviews with health-care professionals from the two sites that did not have a
paid pre-existing peer-support service were satisfied that the Mam-Kind intervention could be easily
integrated with existing services. Therefore, we conclude that the effectiveness of the Mam-Kind
intervention for breastfeeding maintenance should be tested in sites without an existing paid NHS
trust-/health board-based one-to-one peer-support service. The results from our mapping of BFPS service
provision (see Chapter 2) show that at least half of the current NHS trusts/health boards in England and
Wales have community maternity services that would meet these criteria.

Intervention delivery
We have established that it is feasible to deliver the Mam-Kind intervention as per the specification
described in Chapter 3. Previous RCTs described low uptake34,37–39,88 and adherence35,37,88 to the
breastfeeding intervention. Our results demonstrate that uptake of, and engagement with, the Mam-Kind
intervention was high, with about 75% of participants having received and reciprocated antenatal and
postnatal contacts. The majority of participants were contacted by their Mam-Kind buddy within 48 hours
of the birth of their baby, and this could be increased by improving the process for birth notifications and

66
NIHR Journals Library www.journalslibrary.nihr.ac.uk

DOI: 10.3310/hta21770

HEALTH TECHNOLOGY ASSESSMENT 2017 VOL. 21 NO. 77

enabling Mam-Kind buddies to access postnatal wards. The average number of contacts that mothers
received was 16, the majority of which occurred by text, with a range of other methods also being used,
including the telephone, Facebook and face to face contacts. The qualitative interviews showed that the
flexibility in terms of the method of contact was appreciated by mothers and was feasible for Mam-Kind
buddies to provide. The majority of contacts were initiated by the Mam-Kind buddies, consistent with the
requirement for proactive contact in the Mam-Kind specification. We found, however, that provision of a
graded exit from the intervention to help participants transition to using breastfeeding groups could be
improved. The qualitative interviews provided useful insights into the process, and we have used these
data to refine the intervention session content and specification, to provide a structured approach for the
final intervention session.
We found that Mam-Kind buddies delivered the intervention with high fidelity to the content and that
some buddies developed certain MI skills to a competency level. However, some of the Mam-Kind buddies
reported difficulties in providing MI, particularly with changing from an expert role to taking a collaborative
approach. This is consistent with previous research,105 which has suggested that it is difficult to suppress
prior counselling habits (i.e. prior peer-supporter experience), including practices that are inconsistent with
MI. Although the MITI 4.1 tool scores suggest weak efforts at collaboration and partnership working,
there was evidence of empathy being communicated during intervention delivery. However, there was also
evidence of efforts to persuade mothers to breastfeed by offering opinions, suggestions or advice, without
explicitly reinforcing the mothers’ autonomy in accepting these. These observations led us to refine the
structure and scope of the sessions to clarify and place stronger emphasis on providing collaborative and
mother-centred support.
As the Mam-Kind intervention uses a MI approach in its delivery of support, we did not expect or require
Mam-Kind buddies to achieve a level of competence required by MI practitioners, but we used the MITI
4.1 tool to allow us to examine the extent to which they were using MI techniques in their practice. The
MITI thresholds were determined by expert opinion and are not empirically derived, and so it is difficult to
define thresholds that are relevant for this intervention. The data from the feasibility study appear to be
similar to data from other studies that have used the MITI tool rating,106,107 although direct comparisons are
limited because of the use of an earlier version of the tool (MITI 3.1,108 which uses different global and
behavioural ratings) in the other studies. We discussed our findings with Professor Teri Moyers, an expert
in the field, who confirmed that our data concur with experience in the field, that one-third of trainees
will naturally take to MI, one-third will acquire skilfulness with added support and training and one-third
might never develop the skills.109
The training was provided by Ms Sally Tedstone, breastfeeding co-ordinator and study co-applicant,
Professor Steve Rollnick, MI trainer and study co-applicant, and Dr Nina Gobat, MI trainer and MI
supervisor for the Mam-Kind buddies. The training module evolved in response to the needs of the
Mam-Kind buddies, utilising a holistic and integrated approach that included MI and an update on
breastfeeding knowledge. The training aimed to provide the Mam-Kind buddies with an understanding of
the expectations of the role, an understanding of MI in a generic form and the opportunity to spend some
time exploring and practising MI skills in the context of the Mam-Kind buddy role. The trainers found that
allowing participants to practise MI skills was pivotal and supported the development of key skills such as
skilful engagement, focused respectful information exchange using the elicit–provide–elicit structure and
developing a mindset that affirmed the mothers in the study as wise, skilful and able to problem solve.
The trainers reflected that this was more important than trying to ensure that the peer supporters were
able to problem solve all of the possible breastfeeding challenges that might arise.
Informed by the results of the feasibility study, we identified areas for refinement in the MI training
in a full trial. Given our finding that a proportion of Mam-Kind buddies could improve their relational score
based on the MITI analysis, an empathy prescreen could be used in a full trial to aid candidate selection.
Although this may raise the threshold for recruiting eligible buddies, it would allow us to determine
whether or not it would make any improvements to MI adherence practice and (possibly) outcome.
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The role description of the Mam-Kind buddy should be reframed to allow measurement of their success
based on collaboration rather than information-giving. The tension between this role and system drivers
for information provision would need to be addressed during training and supervision. Revised training
materials could be developed to support a more collaborative approach or to focus on change talk and
step away from information provision. We consider face-to face group supervision to be the best forum for
skills development, possibly including reflection on audio-recordings with a standardised client. There is
also the potential to assess Mam-Kind buddy audio-recordings using the MITI 4.1 tool to monitor the use
of MI techniques throughout the period of intervention delivery in a full trial. This monitoring during the
intervention could allow for any suboptimal MI practice to be flagged and addressed in real time, reflecting
what might happen in an implemented service. However, such an approach would require time investment
from individual buddies and may not be feasible in practice. On balance, we anticipate that the changes
that we have made to the training and intervention specification will facilitate improvements in how the
Mam-Kind intervention is delivered. Although it is possible that there may be suboptimal levels of MI
practice in some cases, we anticipate that, overall, practice will be acceptable and sufficient to provide a
pragmatic BFPS intervention that uses a MI approach.

Study design parameters
We have developed methods for recruitment that are acceptable to health-care professionals and
mothers and which appear to be feasible to implement in a full trial. We based this feasibility study on
the assumption (informed by our experience from other studies) that 55% of eligible women would
express an interest in the study and that 50% of these would consent to take part. Our recruitment data
were broadly consistent with these assumptions: 39% of eligible women expressed an interest in taking
part and 60% of these women consented to the study. We had intended to recruit 90 women to the
feasibility study, but recruitment was slower than expected. We discussed the recruitment trajectory with
our Study Steering Committee, who agreed with our decision not to extend the recruitment period, as
sufficient data had been collected to address the feasibility questions that were the primary aim of the
study. The process evaluation data confirmed that the process for recruitment and the timing of the
approach worked well and were acceptable, although, in a full trial, we anticipate that more support for
recruitment would be needed in larger sites; research midwives based at the recruiting sites could provide
this. The importance of site monitoring by face-to-face contact and video link to promote the study has
been highlighted.
Although this feasibility study was carried out in sites (community maternity services) in areas with high
levels of social deprivation, high teenage pregnancy rates and low breastfeeding initiation rates, the
sociodemographic profile of recruited participants did not fully reflect the target population. This could
be because feasibility testing took place over a short period of time. Review of the recruitment data showed
that the majority of women with an expected date of delivery during the study period were not approached
or assessed for eligibility, and this could have had an impact on the participant profile that was achieved.
However, the women who were recruited came from backgrounds and social circles in which breastfeeding
was not the norm. The majority had been formula fed as babies themselves. We discussed this participant
profile with our Stakeholder Advisory Group and, with their input, have established a range of strategies
that can be used in a full trial to maximise reach of the intervention to younger mothers (aged < 20 years).
Public engagement activities with the targeted communities will also have a critical role to play in
encouraging women to participate in a full trial, as well as other research studies.
The process evaluation provided evidence that the suite of study materials that we have developed were
useful and acceptable, and that these can easily be adapted for use in a full trial.
We identified a core set of primary and secondary outcome measures and tested the feasibility of
collecting these data using telephone interviews. Our proposed primary outcome measure for a full trial is
the receipt of any breast milk at 8 weeks. Using telephone interviews, we achieved a follow-up rate of
64% at 8 weeks. Less than optimal follow-up rates in research with new mothers is a known weakness
in the field, and strategies are needed to address this. The study managers carried out the telephone
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interviews in our study during working hours, making a maximum of three attempts to contact each
participant (as this was what was possible within the constraints of the study). We propose that data
collection in a full trial should utilise a dedicated team with flexible working hours to carry out the
telephone follow-up interviews, as this is likely to achieve a higher response rate (based on our experience
in other studies such as Building Blocks110). In addition to telephone follow-up with participants, research
midwives based in participating sites could collect breastfeeding status data at 8 weeks. We did not collect
any data on birth characteristics that could influence breastfeeding (such as birthweight, gestation at birth,
mode of delivery) and propose that research midwives could extract these data from the routine maternity
data systems that are in use locally. These strategies for enhancing data collection were discussed and
endorsed by our Stakeholder Advisory Group.
The main strength of this feasibility study is that fidelity to the content of the intervention and MI was
specified and measured. This provided insight into whether or not the intervention was delivered as
intended and identified areas for improvement. This led to clarifications over, and changes to, the
intervention objectives to potentially improve the delivery of the intervention in a full RCT. A limitation of
the process evaluation is that we did not manage to follow up many women at interview who disengaged
from the Mam-Kind intervention and, therefore, we may not have gained the views of those who possibly
did not like the intervention. The results of the acceptability assessment may therefore be positively biased.
In conclusion, we consider that the Mam-Kind intervention can be delivered as intended by the
specification and is acceptable to mothers and stakeholders, and that the study procedures appear feasible
to deliver. Our process evaluation provided some insights into how intervention fidelity can be further
improved and we have made refinements and changes to the intervention specification to reflect this.
The effectiveness of the refined Mam-Kind intervention for increasing the duration of breastfeeding can
now be tested in a full RCT.
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Chapter 5 Feasibility of the economic evaluation

T

his chapter addresses objective 5, which was to assess the feasibility of collecting resource usage and
costs associated with the implementation of the Mam-Kind intervention.

Introduction
Given the importance of health economics in informing decision-making, the incorporation of a health
economics work package would be fundamental to the success of a future RCT evaluating clinical
effectiveness and cost-effectiveness. Within the context of public health interventions and programmes,
attention should be paid to ensure that the aims and methods are congruent with UK decision-making
bodies such as NICE, which published a generic manual for guideline development, including in public
health, in 2014,111 with specific reference to consideration of incorporating economic evidence within the
context of public health interventions. Key questions, such as which perspective should be adopted in
the analysis and which measures of health and non-health benefits should be considered, are essential
questions to address in the early stages of planning.
This part of the study (study objective 5) evaluated the feasibility of undertaking an economic evaluation of
the effectiveness of the Mam-Kind intervention. Specifically, it was designed to assess whether or not
accurate and comprehensive data could be collected on health and relevant resource use in this population
and consider the key cost drivers associated with the Mam-Kind intervention and which relevant perspectives
should be incorporated into a future trial. Early-stage identification of the resources needed to deliver the
Mam-Kind intervention and the associated costs was undertaken as part of the feasibility testing. Alongside
the data provided in Chapter 4, we considered the most appropriate measures to inform the collection of
salient health and non-health benefits.

Objectives
The objectives of the economic evaluation were to:
l
l
l

l

assess the feasibility of collecting resource usage and costs associated with the implementation of the
Mam-Kind intervention
provide an early-stage assessment of the costs associated with implementing the Mam-Kind
intervention
identify the relevant perspectives to adopt in a future trial and related resource use categories for
health economic analysis and consider outcome measures (and challenges associated), taking
into account current thinking and practice in the design of economic evaluations of public
health interventions
provide commentary on a suitable economic evaluation framework for a future RCT.

Methods
The evaluation was divided into the following consecutive stages, following the overall study process.
We reviewed the health economic literature derived from the literature search and, when data allowed,
aimed to provide a narrative synthesis of the current evidence base on the use of MI-based BFPS. Based on
the results of the review (when applicable) and discussion with the research team on the findings from the
qualitative component, we identified the initial perspective and key resource categories to adopt in the
adaption or, if required, construction of a bespoke or adapted resource use measure, drawing on a search
of the DIRUM (Database of Instruments for Resource Use Measurement) website112 for candidate measures.
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Review of the health economic literature
The review methods were described in Chapter 3 and the search strategy is provided in Appendix 1.
For the health economic component, a generic filter was applied to the search strategies to provide as
sensitive a strategy as possible to identify potentially relevant papers. This strategy was similar to the
approach taken in recent NICE guidelines113 to identify relevant health economic analyses alongside the
main clinical searches.
From the initial searches, 1070 articles were retrieved. Deduplication and the removal of obviously
irrelevant articles resulted in 435 articles being retained, which were subjected to review against the
selection criteria in Table 18. For papers that fitted the PICO (participants, interventions, comparisons,
outcomes) framework, a narrative synthesis was intended to be undertaken, with key features of papers
described and appraised using the GRADE (Grading of Recommendations Assessment, Development and
Evaluation) format utilised by NICE.111 This review was undertaken in December 2013.
We did not identify any suitable papers, because none of the 435 abstracts reviewed met the
selection criteria.

Feasibility of capturing resource usage in the study population
Although considerable interest is paid to the methods (and particularly outcome measures) used to capture
the most relevant health and non-health benefits in a trial, in comparison, little attention is usually paid to
the methods and design of suitable measures used to capture and evaluate all relevant costs associated
with the intervention (in this case the Mam-Kind intervention).114
The costs associated with the Mam-Kind intervention were divided into the following categories:
l
l

the costs of the new intervention (i.e. the costs associated with the implementation of the Mam-Kind
intervention)
the resources used during the Mam-Kind intervention and follow-up, to identify salient drivers of costs
to include when assessing any resulting change in resource use and associated costs as a result of the
Mam-Kind intervention in a future trial.

Costs associated with the Mam-Kind intervention
The resources associated with the Mam-Kind intervention were identified through discussion with the
Mam-Kind team, while considering the description of the intervention within the study protocol. The focus
was on establishing key drivers of costs involved in delivering the Mam-Kind intervention.

TABLE 18 Selection criteria
Criterion

Descriptor

Population

Women who are considering breastfeeding

Intervention

Peer-support interventions

Comparator

Any

Outcomes

Reporting a full economic analysis:a cost-effectiveness study; cost–utility study; cost–consequences study;
cost –benefit study

Setting

All settings, but country specifically identified and commented on in terms of applicability to a UK setting

Perspective

All relevant perspectives, e.g. health-care provider/insurer, public sector, societal

a Defined as a comparative analysis of costs and outcomes. When a non-comparative study was identified, e.g. cost of
illness/cost/disaggregated cost and outcomes, this would be listed but not analysed.

72
NIHR Journals Library www.journalslibrary.nihr.ac.uk

DOI: 10.3310/hta21770

HEALTH TECHNOLOGY ASSESSMENT 2017 VOL. 21 NO. 77

These costs were divided into the following:
l
l
l

the costs of training the Mam-Kind peer supporters – data were collected on staff time and grade,
venue hire, training materials, catering and travel across the course of the Mam-Kind intervention
the costs of midwifery supervision to support the Mam-Kind peer supporters – data were collected on
staff time and mode of contact
the costs of employing the Mam-Kind peer supporters for the duration of the study.

Perspective costs associated with resource use as a result of the Mam-Kind intervention
To undertake the development of a suitable resource use measure, the choice of perspective needed to be
captured. Based on discussion with the research team during the early study phases and in consultation
with the wider literature and guidelines (e.g. NICE111), a wider societal perspective was used to assess the
feasibility of capturing relevant and important costs associated with the Mam-Kind intervention (Table 19).
To assess resource use across these perspectives, a bespoke resource use questionnaire (RUQ) was
adapted, drawing on the Client Service Receipt Inventory115 and consulting the DIRUM website for relevant
measures used in other studies.112 The RUQ was peer-reviewed for comprehensiveness of coverage and
utility (i.e. whether or not it would be easy to understand by research staff and participants) by the
Mam-Kind Study Management Group and health economists not associated with the Mam-Kind study.
After two rounds of review, the RUQ was included as part of the suite of measures administered during
the feasibility testing. It was administered by structured telephone interview with the participants as part of
the data collection schedule (8–10 weeks after birth). This allowed a recall period that was within 3 months,
which is often seen as a suitable recall period to use in RUQs.112
Although the design of the feasibility study precluded any formal assessment of resulting changes in
resource utilisation, capturing the costs at this early stage may help to identify potential cost drivers to
inform the design of a future study. Thus, the health-care costs were identified and described as part of
the preliminary assessment of the costs of the Mam-Kind intervention.

Valuation of costs
Costs were monetised into Great British pounds using the price year of 2016. The costs associated
with the Mam-Kind intervention were based on the recorded costs supplied by the Mam-Kind research team.
These included the costs of the external training and delivery, salary costs of the Mam-Kind peer supporters
employed for the duration of the study (6 months) and the costs of midwifery supervision time. Staff costs
were based on the NHS Agenda for Change 2016 (Cardiff and Vale University Health Board).116 For
prescribed medicines and primary, secondary and community care, appropriate unit costs were applied.117–120

TABLE 19 Overview of the perspective adopted in the feasibility study
Perspective

Rationale

UK NHS

The Mam-Kind intervention could impact on health-care utilisation (primary, secondary and
community services), for example a reduction in the number of visits to the general practitioner
for feeding problems

Individual and family

The Mam-Kind intervention could impact on individual and family resources, for example
purchase of over-the-counter medication and equipment, carer time (paid and unpaid)

Third sectora

The Mam-Kind intervention could influence breastfeeding uptake and access to other services,
such as NCT or other volunteer-based groups

Lost productivitya

The Mam-Kind intervention could influence lost productivity, for example as a result of extended
maternity leave to continue breastfeeding

a Because of the limited resources made available for the health economics component; the early-stage estimation of costs
was limited to a UK NHS perspective.
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Feasibility of measuring and collecting health outcomes to inform a health
economic analysis
The provisional focus in this feasibility study was to assess the potential to collect a wide range of health
and non-health outcomes to inform a suitable economic analysis, for example cost–consequences and/or
cost–utility analysis, in accordance with NICE recommendations.121
The study outcomes collected are reported in Chapter 4.
Although the resources available precluded an assessment of the EuroQoL-5 Dimensions, five-level version
(EQ-5D-5L)102 in detail, a basic assessment of coverage suggests that further examination of potential
ceiling effects and the extent of missing data should be considered further in choosing suitable outcome
measures for the calculation of utilities, for example whether or not the Short Form questionnaire-6
Dimensions (SF-6D)122 is a possible candidate measure. Further exploration of the literature and discussion
will be needed to determine the relevant outcomes to be included in an economic analysis in a future trial.

Feasibility of measuring and collecting resource use information from the resource
use questionnaire
The primary focus was to assess the feasibility of collecting resource use information from the RUQ
developed for the study.
For illustrative purposes only, the health-care resource use and captured associated costs were valued in
Great British pounds (using published costs) and costed using the British National Formulary,117 British
National Formulary for Children,118 NHS Reference Costs 2014–2015,119 British Medical Association data123
and Unit Costs of Health and Social Care 2015120 (further information is available from the authors).
Feedback from the Mam-Kind research team suggests that the RUQ was comprehensive in terms of
coverage, although further refinement will be required to ensure that it focuses on salient cost drivers to
minimise the burden of completion. A formal exploration of the range of resources consumed by the
participants, for example over-the-counter medication, was beyond the scope of this study. Preliminary
investigation suggests that this approach captures salient information for the wider costs associated with
the Mam-Kind intervention. The limitation, however, is that the resource use data were collected for 45
out of the 70 participants (response rate 64%). Further investigation is needed to ensure that the data
collection instrument (and approach) for collecting resource use data can support a good response rate,
particularly during follow-up. These issues were discussed in Chapter 4 (see Study design parameters).
As noted in Chapter 4, data collection using the RUQ was acceptable to participants and it was feasible to
collect data over the telephone. However, the practicalities (and costs) of implementing this model of data
collection in a full trial may mean that alternative approaches should be considered, for example the use of
participant diaries to support the telephone-administered RUQ at assessment points.
This study did not extract any routine data on health service utilisation and so no commentary can be
provided on the use of routine data to inform resource use and costing. There is a potential for such
approaches to be considered, although this is likely to be restricted to NHS resource use. Thus, a RUQ is
likely to have value in a future trial, but further consideration is needed as part of the work-up for a future
trial of the best sources of data to inform the identification and measurement of resource use and costs.

Intervention costs
A summary of the intervention costs associated with the Mam-Kind intervention is reported in Table 20.
The overall cost of delivering the Mam-Kind intervention, based on the current feasibility study,
was £33,595.

74
NIHR Journals Library www.journalslibrary.nihr.ac.uk

DOI: 10.3310/hta21770

HEALTH TECHNOLOGY ASSESSMENT 2017 VOL. 21 NO. 77

TABLE 20 Summary of intervention costs associated with the Mam-Kind intervention
Unit cost
(£/hour)

Resource

Summary

Cost (£)

Training of peer
supporters in the
Mam-Kind intervention

Includes staff time, venue hire,
refreshments and training materials

2400

Mam-Kind study records

1280

Mam-Kind study records

1350

Mam-Kind study records

Two one-to-one sessions
for peer supporters
Three 2-hour group
supervision sessions

Includes preparation, materials,
facilitations

Total training costs

Reference

5030

Midwifery supervision:
site 1

21 individual telephone contacts,
median length 3 minutes (range
3–10 minutes); eight face-to-face
contacts with three peer supporters
(group supervision), median length
90 minutes (range 90–90 minutes);
total 10.5 hours of supervision

158

15a

NHS Agenda For Change
2015 (Cardiff and Vale
University Health Board);
Curtis and Burns120

Midwifery supervision:
site 2

16 individual telephone contacts,
median length 11 minutes (range
2–65 minutes); four face-to-face
contacts (three sessions with three
peer supporters, one with two peer
supporters), median length
90 minutes (range 60–120 minutes);
total 12 hours of supervision

180

15a

NHS Agenda For Change
2015 (Cardiff and Vale
University Health Board);
Curtis and Burns120

Midwifery supervision:
site 3

No individual telephone contacts;
14 face-to-face contacts, seven with
one peer supporter, seven with two
peer supporters; median length
30 minutes (range 30–75 minutes),
total 9.75 hours

147

15a

NHS Agenda For Change
2015 (Cardiff and Vale
University Health Board);
Curtis and Burns120

485

15a

NHS Agenda For Change
2015 (Cardiff and Vale
University Health Board);
Curtis and Burns120

28,080

9a

NHS Agenda For Change
2015 (Cardiff and Vale
University Health Board)

Total costs of midwifery
supervision

Salary costs

Eight peer supporters recruited for
26 weeks for 15 hours per week

Total cost of the
Mam-Kind intervention

33,595

Total cost per participant
(n = 70)

480

Total cost per participant
(n = 96)

350

a Based on local records.

The Mam-Kind intervention costs were based on delivery as in the feasibility study, and important factors
should be considered in determining the reliability and validity of these costs, particularly with regard to
how the Mam-Kind intervention would be delivered in the context of a RCT or in usual practice. The
training costs were based on senior experts providing the MI-based training, with follow-up from members
of the research team. An important consideration in developing this intervention for use in any future trial
is to ensure that the skill mix of the training team is carefully considered, for example intervention costs
could be reduced by ‘training’ others to deliver this important component of the Mam-Kind intervention.
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With respect to the midwifery supervision, there was variation in practice across the three sites, with
different modes of supervision provided (e.g. telephone vs. face to face; individual vs. group supervision).
Although the cost of the supervision time is largely determined by the time spent, efficiencies could be
achieved by optimising the model of supervision. Travel costs were not recorded and, thus, training and
the provision of information to ensure accurate data collection for this component of the intervention
should be undertaken for any future trial. Acknowledgement is also made that we used local financial
records rather than published unit costs120 to calculate salaries and may have underestimated the on-costs
associated with these salaries.
The opportunity cost of employing the peer supporters warrants further consideration, as it represents
the most costly driver in delivering the Mam-Kind intervention. One important factor to consider
is the workload of the peer supporters, with variation seen across the peer supporters, ranging from a
workload of six participants to a workload of 11 participants. The base-case analysis showed that,
for the 70 participants recruited to the study, the intervention cost per participant was £480. This did not
take into account participants who withdrew from the Mam-Kind intervention. Although further in-depth
examination was not carried out, the costs were re-examined based on a scenario in which the peer supporters
recruited in accordance with the maximum number of participants allowed in the study protocol (12 per peer
supporter; total of 96 participants). In this case, the costs would be reduced to £350, reflecting the need for
any future trial or roll-out of the Mam-Kind intervention to fully consider the capacity of peer supporters to
ensure the most effective and efficient delivery of the intervention. However, these costs associated with the
Mam-Kind intervention must be considered early-stage estimations. Further consideration of how the feasibility
study reflects the broader clinical sites that would be included in a future trial will also play a part in assessing
the validity of these costs.

Health-care utilisation costs
The costs associated with NHS health-care resource usage are available from the authors, and a summary
of the costs is shown in Table 21.
Important caveats need to be placed around the estimations provided in Table 20. In total, 45 out of
70 questionnaires were available for analysis and, thus, these costs may not be reflective of all participants
within the feasibility study. Even if a full response had been achieved, given the small sample size and the
spread across the three sites, it is doubtful that these costs would be representative.
As expected, resource utilisation was skewed, with six hospital admissions (all related to the baby) being
the biggest cost driver. This was weighted by one admission resulting from a urinary tract infection,
resulting in a hospital stay of 10 days (NHS reference cost £9137). In addition, with the reliance on
self-reported data, these costs could not be verified against routine records. Self-report also required
participants to make a judgement on whether or not this was the result of a problem with feeding.

TABLE 21 Summary of NHS health-care costs documented by participants (n = 45)
Resource

Estimated cost (£)

Primary care

835

Hospital outpatient and day-case attendances

4849

Hospital admissions

13,093

Prescribed medications

641.42

Total costs

19,418

Total cost per participant

431.51
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In a subsequent trial, attention should be paid to the wording of questions, with a focus on whether this
should be ‘specific to feeding issues’ (as used in this feasibility study) or should capture all health-care costs
within the post-partum and longer period in a future economic analysis.
Nonetheless, this illustration of costs associated with the intervention indicates that a number of important
cost drivers should be captured in a future study. Although not formally costed, the costs to the individual
and the family (costs of over-the-counter medication, equipment, travel, carer time and paid help) will also
be important determinants in establishing the wider costs associated with the Mam-Kind intervention.

Discussion
There is little health economic evidence to date on the use of peer-support interventions in breastfeeding.
We identified the resources and associated costs involved in delivering the Mam-Kind intervention and
considered the most appropriate measures to inform the collection of selected health and non-health
benefits. We found that the questionnaire that was used captured salient information about the wider
costs associated with the Mam-Kind intervention. With the focus on the impact of the Mam-Kind
intervention on NHS maternity services, a NHS/Personal Social Services perspective should be adopted
in a future trial. However, the feasibility study confirmed that capturing the wider costs to the family
should also be considered. Feedback from the Mam-Kind research team suggested that it is feasible to
use a telephone-administered RUQ. Based on the conduct of the feasibility study and recruitment of
70 participants, an intervention cost of £480 per participant was estimated. The number of participants
recruited is an important factor in determining the intervention cost; if recruitment had been at the
optimum capacity level for each peer supporter (12 participants), the intervention would have an estimated
cost of £350 per participant. Appropriate consideration should be paid to the method of training peer
supporters in the use of the Mam-Kind intervention. The cost estimation for the peer supporters included
all of the development work that was conducted. If this intervention was to be rolled out, then a different
training model could be used. This warrants further consideration, as efficiencies in delivery of the training
and economies resulting from a longer duration of intervention delivery will have an impact on the cost of
the intervention. An initial examination of health-care costs and costs to the individual and the family
indicates that the costs of hospital admissions and outpatient/day-case and primary care costs make up
the majority of the costs; prescribed medication for the baby and the purchase of equipment to support
feeding are other important costs to consider, including potential cost offsets, such as reduced purchase of
formula milk, over-the-counter medications and feeding equipment.
Although not formally explored, the impact of participants lost to follow-up is an important determinant in
establishing intervention costs in a future trial; similarly, the importance of ensuring optimal capacity of
peer supporters and variance in workload should also be considered in a future trial of clinical effectiveness
and cost-effectiveness. Although brief consideration of the use of the EQ-5D-5L within the feasibility study
suggests that it is feasible to collect data from mothers, careful consideration is needed to establish the
most appropriate choice of outcomes to be included (and measure) to provide as comprehensive a picture
as possible of the economic impact of the Mam-Kind intervention in a future trial. We propose that
consideration should be given to generating a cost per quality-adjusted life-year (QALY)124 as a secondary
objective in both any planned within-trial analysis and any subsequent model-based analysis to estimate
the longer-term cost-effectiveness of the Mam-Kind intervention. A future framework for health economics
analysis should consider the short- and longer-term outcomes of the Mam-Kind intervention, drawing on
similar work that goes beyond trial modelling to examine the cost-effectiveness of breast feeding over
the longer term. We suggest that the use of the NICE reference case,125 with specific consideration of the
economic evidence to inform public health interventions, provides a useful framework for setting out
the key requirements for such an analysis.
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Chapter 6 Discussion

I

n this section we summarise the key findings from the study, discuss the strengths and limitations of the
study, describe public involvement in the research and set out our recommendations for a future RCT to
test the effectiveness of the Mam-Kind intervention for breastfeeding maintenance.

Summary of key findings
Our first objective was to carry out a rapid evidence review to describe the range of BFPS interventions
in use in the UK. Our survey of UK IFCs showed that the provision of BFPS across the UK was not
standardised. Services were regularly adapted in response to changing financial contexts, and none of the
models in use were reported to have an underpinning theoretical model or to include results from robust
evaluations of clinical effectiveness or cost-effectiveness. Although there was wide availability of peer
supporters across the country, the majority were engaged in providing group support, with little provision
of one-to-one support in the early postnatal period. The findings from this survey and our rapid literature
review highlighted a number of potential facilitators of, and barriers to, implementing BFPS. Specifically,
these included the need for clarity about the peer-supporter role and responsibilities and professional
boundaries, the need for integration with existing local health-care services and close working with
health-care professionals and a strategy for ensuring that peer supporters are informed of births and have
access to postnatal wards.
We further clarified the content of the intervention and the requirements for implementation (our second
objective) using focus groups with pregnant women, mothers, fathers and peer supporters and qualitative
interviews with health-care professionals. The focus groups highlighted that peer supporters had an
important role to play in normalising breastfeeding and supporting mothers, particularly in areas where
breastfeeding was not the norm. In training for the peer-supporter role, the need to provide consistent
advice (and the need for integration into local health services) was a prominent theme for both peer
supporters and health-care professionals. A Stakeholder Advisory Group (n = 23) was also convened to
advise on all aspects of study design, including intervention development. The qualitative work was
finalised and used to inform the development of a more detailed specification of the intervention,
which was presented to and endorsed by the Stakeholder Advisory Group.
We used the BCW framework to understand the behaviours associated with breastfeeding that can be
targeted by this intervention. We determined that the intervention should address psychological capability,
social opportunity and reflective motivation to enable women to continue breastfeeding. We used the
BCW framework to link these behaviours with the relevant functions of the intervention and service
requirements for implementation. To our knowledge, the BCW has not previously been used in this
context. By the end of the process we produced the specification and corresponding logic model for the
Mam-Kind intervention, fulfilling our third objective.
Our fourth objective was to assess the feasibility of delivering the Mam-Kind intervention to women
living in areas with high levels of social deprivation. We were specifically interested in the recruitment
and retention of peer supporters (Mam-Kind buddies), the recruitment of women to the study, the uptake
of the intervention and intervention fidelity. We had no difficulties in recruiting Mam-Kind buddies who
met our specification and all of the Mam-Kind buddies who successfully completed the initial job check
continued in their role for the full duration of the study. In total, 39% of eligible women (n = 115)
approached expressed an interest in taking part in the study, of whom 61% (n = 70) completed the
consent process and were recruited. Although broadly consistent with our assumptions, the proportion
of eligible women expressing an interest in the study was lower than we expected, which is possibly
explained by a number of factors. In one site, only a proportion of midwives working in the area received
training about the study. In another site with a pre-existing peer-support service, women were reluctant to
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take part in the Mam-Kind study when they could access peer support without having to consent to the
research process. The recruitment rate, although reasonable, could be improved by a number of strategies
discussed later in this section. Further to the recruitment and retention of participants, we were also
interested in the recruitment and retention of supervising midwives. We managed to recruit and retain all
three supervising midwives, who reported that they found the role to be acceptable and that it was
feasible to deliver the supervision required by the Mam-Kind buddies. It was noted that the midwife
supervision role should be kept distinct from other roles associated with the study, such as being a local
champion, and recruitment in a full RCT.
Uptake of the intervention was good and the majority of participants had an antenatal contact with their
Mam-Kind buddy, demonstrating that it was feasible to deliver this aspect of the intervention. In total,
73% of participants received a contact within 48 hours and this did not vary according to whether or
not there was antenatal contact with the Mam-Kind buddy. The qualitative interviews carried out during
the process evaluation provided some useful insights to inform future strategies to improve the birth
notification process. Fidelity testing showed that the Mam-Kind buddies delivered the intervention content
with high fidelity and, encouragingly, some Mam-Kind buddies developed MI skills to basic competency
level. We did not make reaching competency on the MITI 4.1 scale a requirement for delivering the
intervention, as this is the level expected by a trained and experienced MI counsellor. Instead, we used the
MITI 4.1 tool to assess the extent to which the Mam-Kind buddies were using MI techniques in their
contacts with the women who they were supporting. The process evaluation highlighted that there was a
tension between information-giving and providing support in a MI-consistent manner. We have used these
insights to refine the scope and objectives of the Mam-Kind sessions and refined the training module to
increase the emphasis on providing support.

Strengths and limitations
The main strength of this study was the use of a systematic approach, consistent with MRC guidance for
the development of complex interventions,126 to intervention development. We were able to validate the
key findings from the rapid evidence review in the qualitative work that was carried out to support
intervention development, and through discussion with the Stakeholder Advisory Group. In doing so,
we have developed a detailed specification and logic model for the Mam-Kind intervention.
We engaged a stakeholder expert advisory group during the early stages of the study, which enabled us
to adopt an interactive and iterative process for intervention development. This allowed us to develop an
intervention that was informed by the views and perspectives of intended service users, peer supporters
and health-care service providers and to ensure that the design of the intervention included practical
strategies for recruitment, consent and data collection. We identified the key feasibility questions to be
addressed prior to a full trial, and designed our study to address these.
However, there were some limitations. The response rate to our web-based survey was low. To mitigate
this, we used publicly available data from organisational websites to supplement our survey findings.
Although this provided data about the availability of peer support, it did not provide detail about how
services were run or how training and supervision for peer supporters were provided. We mapped the data
on BFPS availability to NHS trust and health board areas and, in doing so, we have had to assume that the
responses for each health-care area were applicable across the board. This may not be the case for larger
NHS trusts in which the availability of services may vary greatly within the trust; however, our survey was
not sensitive enough to capture availability at smaller geographical levels. We did not have the resources
within the scope of the project to directly contact local authority or voluntary groups to obtain further
information about available services.
We included fathers in our intervention development work and used a pre-existing fathers’ parenting
group to ensure that they felt comfortable talking to us about this emotive topic. Although this had the
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advantage of securing open talk about infant feeding, it attracted a smaller number of fathers than we
had hoped to engage with.
Delivery of the Mam-Kind intervention was hindered in some cases by significant delays in the process of
obtaining research passports for Mam-Kind buddies, which resulted in their inability to access postnatal
wards and provide support within 48 hours, as specified by the intervention. A further limitation was that,
although we managed to recruit in areas with high levels of social deprivation and low breastfeeding
initiation rates, our participants had, on average, high levels of education and were mostly employed.
The small number of mothers recruited who were aged < 20 years limited our ability to assess the
acceptability of the Mam-Kind intervention to this group. The sample that we recruited may not be
representative of the whole population in the study sites. A further limitation was the increase in loss to
follow-up at 8 weeks, which has implications for the RCT; these are described in Strategies for the
recruitment and retention of peer supporters and participants. These areas need further consideration
before undertaking a future RCT. We have discussed these issues with our Stakeholder Advisory Group
and used their input to develop strategies for addressing them in a full trial.
This study has demonstrated the levels of study uptake, levels of intervention usage, follow-up rates and levels
of data completion. It has also provided an indication of how some of these processes may either be streamlined
or improved (e.g. by providing additional training and redesigning some of the participant materials).
The incorporation of an early-stage assessment of the requirements and parameters for an economic
analysis in a future trial has allowed a provisional assessment of this, with evidence from the feasibility
study providing a useful basis for the development of a suitable framework. Because of resource
constraints, in-depth examination was not intended and the provisional assessments (e.g. early assessment
of the intervention costs associated with the Mam-Kind intervention) must be interpreted with appropriate
caution. A key learning point was the need for health economics to be embedded into the feasibility study
to ensure that important insights and lessons can be used to develop the framework for an economic
analysis within a future trial. The considerations given to economic evaluation in this feasibility study
provide a good basis for further development of the design of an economic analysis in a full trial.

Patient and public involvement in the study
In this section we describe how we involved the public in the design and conduct of the research. The aim
of patient and public involvement (PPI) in this study was to improve the design, conduct and dissemination
of the research. We achieved this using a range of methods to fulfil the following objectives:
l
l
l
l

inform the design of the study so that it addresses relevant questions and is acceptable and feasible
from the perspective of service users and members of the public
contribute to oversight of the conduct of the research
provide a lay perspective on the analysis and interpretation of the data
facilitate public engagement and dissemination activities

We included a PPI representative as a co-applicant on the project and as a member of the Study
Management Group for the duration of the project, to advise on study conduct and the materials to be
used with service users and the public (Box 6). Our representative was a member of the Involving People
(Wales) Network who had completed the network formal training days and was provided with ongoing
support from the Involving People Network. We ensured that she was briefed about the project and was
given opportunities to debrief with a member of the research team. She also attended the stakeholder
events (see Box 6) and assisted with communication with other mothers and peer supporters through her
own contacts with peer-support groups and online communities for breastfeeding mothers/peer supporters.
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BOX 6 Patient and public involvement representative’s reflective statement

My baby was 8 weeks old when a friend sent me the advert from the Involving People Network for a PPI
representative for the Mam-Kind study. Looking back at the sleep-deprived haze I was in then, I’m not sure
how I got it together to write the application, let alone how I thought I would be able to contribute to the
development of the research study, something I had no experience of. However, I’m glad that I did.
Initially I was involved with the project application process, providing comments on the application form from
my experience as a breastfeeding mum. It felt good when the project was shortlisted and then approved.
My role then focused more on communicating around different aspects of the study with other mums and
breastfeeding peer supporters, as by this time I had trained to be a peer supporter myself, partly inspired by my
involvement with the study. For example, I gathered comments on participant information sheets through
Facebook and my breastfeeding support group. It was really interesting to be able to connect with others
passionate about supporting breastfeeding mums. This, to me, was one of the highlights of being involved in
the study. Being able to take part in the motivational interviewing training that was given to the peer
supporters recruited for the study, as well as other Involving People Network training, was also a great chance
to connect with people as well as being great learning opportunities. In terms of learning, just being part of the
study group, a world that I didn’t have any experience of, gave me a great insight into the research process
and the commitment and dedication needed to follow through a piece of work until the end.
I will admit that I found the experience a challenging one at times. It was a world of acronyms to get to grips
with, and I didn’t always find it easy to understand who all the stakeholders were and what role they played.
When I first got involved in the study I don’t think I appreciated how long the research process could take (that
8-week-old baby is now at school nursery!) and I found the time commitment more of a challenge once my
maternity leave had ended and I was back at work. However, the study team were great when I needed help
understanding something and were flexible in terms of the time I could give.
I feel that patient and public involvement is really important in the research process. Much like BFPS itself, it can
really help to engage with someone with lived experience, not only theoretical knowledge. Being part of the
study was really beneficial to me on a personal level, but I am also sure that the work will contribute to what
we know about how to best support mothers in their breastfeeding goals.

We collaborated with the NCT, the UK’s largest charity for new and expectant parents, to secure
additional PPI input. The Research Operations Manager, a collaborator on this study, was our link with the
NCT. The NCT assisted with publicising the study and disseminating findings via web-based information,
its information for volunteers and Maternity Services Liaison Committee representatives and through
articles in NCT’s range of publications for parents, practitioners and commissioners.
We formed an online closed Facebook group to gather additional feedback from mothers and peer
supporters. There were 30 members of this closed group. We asked them to provide feedback on the
name of the study and to review patient-facing materials, such as the patient information sheet and the
leaflets. The group also assisted with disseminating information about the peer-support job opportunities
associated with the feasibility study.
Our Stakeholder Advisory Group included representation from two service users, three peer supporters and
breastfeeding groups. The group worked across all of the study objectives, advising on the development of
the intervention, the study materials and the management of any potential issues that arose during the
course of the study and the interpretation of the findings, plans for dissemination and future plans for
the research (including the design of a full trial). The group met on four occasions over the course of
the project.
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Our PPI representatives on the Study Management Group and the Stakeholder Advisory Group were
mothers who had had a child (or children) in the last 5 years and who had experience of breastfeeding.
Mothers were welcome to bring young babies along to meetings or childcare costs could be provided for
older children if required. We provided payment at the Involving People Network-recommended rate
(equivalent to £150 per day) to our PPI representatives for attending meetings and stakeholder events.
The PPI input on this project was invaluable in developing study procedures that were feasible and
acceptable, given the sensitive nature of the topic at hand and that we were working with women during
a busy and potentially vulnerable period in their lives. This meant that all study procedures and service
user-facing materials were designed with the needs of mothers in mind. This mother-centred ethos was
carried through all aspects of the study, ensuring that the information was relevant and easy to read, the
burden of the study assessments was kept to a minimum and women were engaged at all stages of the
research. It has also been invaluable in planning and designing the next steps in this research, particularly
in terms of ensuring that planned future work is relevant and acceptable and that barriers to participation
are addressed at the early design stage.

Patient and public involvement outputs
Rhiannon Phillips participated in an interview about PPI involvement in this research and how the research
had benefited from this, which was published in the Involving People Network newsletter.127
Sian Regan, the study’s PPI representative, took part in a short film for the Royal Society for Public Health
to showcase the breadth of public health activity in the UK.
Lauren Copeland and Shantini Paranjothy published an article in the NCT’s Perspective journal in 2015128
examining the role of MI in the transition to parenthood, including breastfeeding.

Implications for a future randomised trial
Overall, we consider that the intervention can be delivered with fidelity and is acceptable to women, and
that the core study procedures appear to be feasible to deliver. Further, we still consider that there is a
pressing clinical need to better support women to breastfeed, as only 1% of mothers in the UK currently
exclusively breastfeed for 6 months, which is the WHO-recommended duration.129 Currently, there remains
no good UK-based evidence of effective interventions to support breastfeeding, as indicated by the findings
of our rapid review. In this section, we describe the implications for a future RCT to test the clinical
effectiveness and cost-effectiveness of the Mam-Kind intervention for breastfeeding. We have focused
on recommendations for the design of a future trial, strategies for the recruitment and retention of
participants, measurement of primary and secondary outcomes and a framework for economic evaluation.

Study design
We considered that an individual RCT would be the most appropriate study design for testing the
effectiveness of the Mam-Kind intervention. The advantage of randomising individuals over clusters is the
smaller sample size required. A potential disadvantage is the risk of contamination, either Mam-Kind
buddies or mothers in the intervention group coming into contact with mothers in the control arm;
however, we considered this risk to be low. There is, however, the possibility of compensatory practice,
whereby mothers in the control arm have ‘additional’ support provided or flagged up to them. Any
changes to usual care will be captured within the process evaluation by maintaining regular contact with
site principal investigators, recorded in a research diary and interviews with health-care professionals and
participants, and focus groups with peer supporters. These changes to usual care can be mapped
alongside quantitative outcome data.
The RCT will have two arms, with the intervention arm receiving the Mam-Kind intervention and the
control arm receiving usual care. Our survey of IFCs has provided the context and map of the care pathway
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for the control group. The control group will be provided with usual NHS care; although this is likely
to include some variability, it would probably involve support for breastfeeding provided by health-care
professionals within standard midwifery and health visiting services that have achieved or are working
towards UNICEF UK BFI accreditation, supported by a network of peer-support and breastfeeding groups,
with contact between peer supporters and women usually occurring only at breastfeeding groups when
their babies are several weeks old.
The RCT will include an in-built pilot phase to enable the early testing of recruitment and retention in
one or two areas. Included in the RCT will be a PPI work package based on the work that we conducted
during the feasibility study. We also plan to build in a process evaluation to map usual care services and
intervention implementation, to assess whether intervention logic model assumptions hold true across
different service contexts. Thematic analysis of interviews with participants, Mam-Kind buddies and
health-care professionals will explore barriers and facilitators, broader acceptability and intervention, reach.
Fidelity will be assessed using audio-recorded peer-support sessions and structured diary data from peer
supporters. We anticipate that running the RCT in a relatively small number of representative sites over a
longer duration (e.g. 1 year) will allow us to learn about the viability and sustainability of the intervention,
while allowing the Mam-Kind buddies to develop their MI skills in delivering the intervention. The study
training that was provided in the feasibility study has been adjusted for the RCT to allow it to be
replicated. The feasibility study has provided insight into the required training for the peer supporters and
has allowed the study team to focus and refine the training so that it can be delivered within a 3-day
period.

Population
We will aim to recruit all English-speaking pregnant women from 28 weeks’ gestation onwards who are
considering breastfeeding. Women who are unable to provide written informed consent, who do not plan
to breastfeed or who have a clinical reason that precludes breastfeeding (e.g. major congenital anomaly)
or a planned admission to a neonatal unit following birth will not be eligible for the study. We believe
that the target population for the RCT should be all women, as the drop-off in breastfeeding rates
from initiation to 6 weeks is 20% in the least deprived quintile to 30% in the most deprived quintile,
indicating that women struggle to maintain breastfeeding across the range of social deprivation levels.3
This approach is consistent with the principles of proportionate universalism130 to avoid stigmatising
women at highest risk.
We had planned to include women with multiple pregnancies (twins, triplets, etc.) in the feasibility study
but did not recruit any participants who met this criterion during the short period of recruitment. On
reflection, we consider that women with multiple pregnancies should be excluded, as women in this group
have a different profile of breastfeeding rates from women with singleton pregnancies.

Setting
Sites included in the trial will be community maternity services in England and Wales that include areas
with high levels of social deprivation within their catchment. Sites participating in the RCT will need
to be able to recruit Mam-Kind buddies and have the capacity to provide midwifery supervision for the
duration of the study. The sites should not be providing any individual BFPS, which minimises the risk of
contamination and facilitates intervention implementation, as we will not be cutting across or duplicating
existing services.

Measurement of primary and secondary outcomes
We tested the acceptability of collecting a suite of primary and secondary outcome measures in the
feasibility study and found high levels of data completeness. We recommend that receipt of any breast
milk at 8 weeks should be the primary outcome measure to test the effectiveness of the Mam-Kind
intervention. We did not collect any data relating to birth outcomes (such as gestation at birth, birthweight
or mode of delivery), but recommend collecting these data in a future trial, as they are important
influencers of breastfeeding duration.
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Strategies for the recruitment and retention of peer supporters and participants
We plan to employ the peer supporters within the NHS at all sites participating in a RCT, which will allow
the peer supporters access to the postnatal wards at any time. We will also introduce the midwives on the
hospital wards to the peer supporters, which should encourage the staff to notify the peer supporters
when a mother has given birth. Peer supporters will be encouraged to make a plan with mothers and birth
partners about how they will be notified of the birth (e.g. by adding them to the list of people who they
notify of the birth). These strategies should lead to an improvement in the level of face-to-face contacts at
the 48-hour time point.
We recruited 39% of eligible women in our feasibility study and the process evaluation provided useful
information to inform a strategy to increase the rate of recruitment. Specifically, this includes the importance
of maintaining regular contact with clinical areas. This can be achieved either by having a member of the
research team co-located with a recruitment site or by identifying a local champion to provide ongoing
oversight and support for recruitment activities. The Mam-Kind buddies could also attend breastfeeding
antenatal sessions to introduce themselves and the intervention to potential mothers. Participants in the
feasibility study expressed a preference for being able to meet the Mam-Kind buddies prior to signing
up to the study. We have developed a number of strategies to address the issue of recruiting a more
representative sample of participants from our potential sites. This includes introducing the study through
local community groups, such as Flying Start in Wales/Sure Start in England, or children’s centres that run
pregnancy groups or groups for young mothers. These groups have established relationships within the
community that are known and trusted. The recruiting research team could also attend these groups to
allow the mothers to meet the researchers on the study who will be obtaining consent and collecting data.
This could help to improve familiarity with research processes and negate any misunderstandings about
research.131 A further strategy would be to introduce the study through pregnancy-related Facebook sites
and closed groups, providing a link to the study website, with people able to provide their contact details if
they are interested in participating in the study. This would increase the reach of the study within a forum
that people are comfortable using.132
In our feasibility study, we achieved 78% follow-up at 10 days and 64% follow-up at 8 weeks. The two
study managers carried out all of the follow-up telephone interviews within the time that they had
available. Our experience from other studies (e.g. Building Blocks110) has demonstrated that using a
participant resource centre for conducting follow-up telephone interviews is successful in achieving high
follow-up rates with similar study populations, and we would recommend utilising this approach to
maximise follow-up rates in a future trial. There is also the potential to utilise text messages to collect
primary outcome data. In a full RCT we could open two or three sites early in a pilot phase to test these
strategies for recruitment and retention.

Framework for economic evaluation
We consider that an in-trial economic evaluation alongside the RCT proposed in the previous
sections would be the most appropriate method to use. We propose carrying out an incremental
cost-effectiveness analysis based on the primary outcome, with a cost–utility (incremental cost per QALY)
analysis based on the mother also undertaken. Further exploration is needed of potential suitable measures
(e.g. EQ-5D-5L102 vs. SF-6D,122 using the Short Form questionnaire-12 items133 as a secondary outcome) to
inform the economic analysis. Other outcomes would be presented in a cost–consequences analysis. The
cost–consequences approach presents all relevant outcome measures alongside the costs (without
combining them into an incremental cost-effectiveness ratio), allowing decision-makers to form their own
opinion of their relative importance.
We suggest, in line with the NICE reference case,125 that a NHS/Personal Social Services perspective is
taken, with an additional examination of the wider societal costs (to the family) included. The proposed
follow-up period of 6 months would allow examination of the cost-effectiveness of the Mam-Kind
intervention for the range of outcomes within the study. As this follow-up period is < 12 months,
discounting would not be applied.
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However, this approach will achieve only a short-term understanding of cost-effectiveness based on the
success of breastfeeding at 8 weeks (primary end point) and a cost per QALY at 6 months. Further
exploration is needed of whether or not health outcomes and/or model-based analysis could be conducted
to examine the longer-term effects of the Mam-Kind intervention. We plan to do so by utilising the logic
model to link to the economic model developed, with further consideration of what the important costs
and health outcomes would be (for the mother and/or child) over a longer timeline, for example drawing
on those outcomes that are considered to be part of policy initiatives such as Healthy Start, with utilisation
of an appropriate time horizon, such as 5 years. As part of this, the collection of appropriate evidence to
inform and populate a model would need to be built into the health economic methods, for example data
inputs from the literature and/or expert opinions gathered in a systematic and rigorous but practical way.
Further consideration is needed of the subgroups/scenarios to be examined in the economic analysis. To
provide a comprehensive picture to decision-makers and service commissioners, a budget impact model
(UK NHS) would be included as part of the economic evaluation, based on good practice guidelines.
The health economic analysis plan will take into account appropriate methods to adjust costs and
outcomes, commensurate with the statistical analysis plan, including suitable imputation methods to
handle missing data. Appropriate deterministic sensitivity analyses will also be required. Scenario analyses
will enable consideration of different contexts for the Mam-Kind intervention, to reflect the appropriate
settings within which the Mam-Kind intervention could be delivered. Subgroup analyses will be included
if appropriate. Probabilistic sensitivity analysis will assess joint uncertainty, with cost-effectiveness
acceptability curves and net benefit values presented to assess the willingness to pay of the Mam-Kind
threshold for both cost-effectiveness (based on the primary clinical outcome) and cost per QALY.

Conclusion
We have established that there is no standardised provision of BFPS in the UK and that the models that are
currently in use are not explicitly linked to theory nor have they been robustly evaluated for effectiveness.
We have systematically developed a BFPS intervention that uses a MI approach, using the BCW and
informed by service users, peer supporters and health-care professionals. Previous UK RCTs have not
shown that BFPS interventions are effective at increasing breastfeeding maintenance, possibly because of
their use of low-intensity interventions that relied on mothers to seek support. The Mam-Kind intervention,
by contrast, is characterised by proactive Mam-Kind buddy (peer-supporter)-led support in the first 2 weeks
post-partum. We have tested and established the feasibility of delivering the Mam-Kind intervention, with
high uptake of the intervention and fidelity to intervention content. We have addressed the findings from
the feasibility study by applying modifications and refinements to the intervention specification and have
developed study materials that can be adapted for use in a full trial. We have established data collection
methods for outcome data, including the feasibility of collecting salient information about the wider costs
of the Mam-Kind intervention. This feasibility study was focused on developing and testing the delivery of
the Mam-Kind intervention and the feasibility of research processes, such as data collection. A full RCT is
now required to test the effectiveness of the Mam-Kind intervention at increasing the duration of
breastfeeding, with a built-in pilot phase to ensure the recruitment and retention of participants.
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Appendix 1 Rapid review search strategy
Search methods: breastfeeding peer support
Research question
l

What is the role of peer support for breastfeeding maintenance?

Methods
The protocol was registered with PROSPERO and the review was conducted and reported in compliance
with PRISMA guidelines.90

Search methods for the identification of studies
A search strategy was developed for electronic databases on Ovid using both keywords and MeSH terms.
The search strategy was modified to search other bibliographic databases (Box 7).
In addition, to maximise recall and minimise the potential for publication bias, a range of supplementary
(‘snowballing’) techniques were used to increase the sensitivity of the search and to ensure coverage of
grey literature and unpublished studies. These include reference list follow-up, searching websites and
BOX 7 Rapid review search strategy: breastfeeding peer support

Bibliographic databases
Applied Social Sciences Index and Abstracts (ASSIA).
CENTRAL.
Cumulative Index to Nursing and Allied Health Literature (CINAHL).
EMBASE.
Education Resources Information Center (ERIC).
Health Management Information Consortium (HMIC).
MEDLINE.
MEDLINE In-Process & Other Non-Indexed Citations.
Scopus.
Social Services Abstracts.
Sociological Abstracts.
Web of Knowledge: Science Citation Index Expanded, Social Sciences Citation Index, Conference Proceedings
Citation Index – Science.
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Supplementary searches
BFI.
Breastfeeding Medicine.
Journal of Human Lactation.
Maternal & Child Nutrition.
metaRegister of Controlled Trials (mRCT).
Midwifery.

scanning content tables for the journals that appear most frequently in the list of relevant studies
(see Box 7). Finally, all systematic reviews on relevant topics were unpicked for primary studies meeting the
inclusion/exclusion criteria.
The search was limited to English-language studies and publication years 2000–16. In addition,
the search was restricted to studies undertaken in OECD countries. These countries are likely to have
similar economies and therefore the studies will be of equal relevance.

Ovid MEDLINE(R) (1946 to January week 4 2016)
Search strategy
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.
15.
16.
17.
18.

exp Breast Feeding/
Milk, Human/
(infant feed* or breast feed* or breastfeed* or breast-feed* or breast fed or infant fed).mp.
or/1-3
Peer Group/
(lay adj5 (expert* orworker* or person* or advisor* or consultant* or leader* or educator* or tutor*
or instructor* or facilitator*)).tw.
(volunteer* adj5 (trained or aide*)).tw.
(peer adj5 (expert* or worker* or advisor* or consultant* or leader* or educator* or tutor* or
instructor* or facilitator*orcounsellor or counselor or coach)).tw.
(peer-support* or peer group or peer*).mp.
((support* or befriend* or advice* or advis* or counsel* or help* or assist* or encourag* or meeting*
or visit* or program*) adj3 (peer-support or lay worker* or voluntary worker*)).tw.
mother to mother.tw.
lactation consultants.tw.
(support adj (volunteer or lay or social)).tw.
(or/5-13) and 4
((activist or advocate) adj3 (breastfeeding or breast feed* or breast-feed*)).tw.
((breastfeeding or breast feeding or breast feed* or breast-feed*) adj (counsellor* or counselor or
group or groups or volunteer*1)).tw.
(volunteer support adj5 (breastfeeding or breast feeding or breast feed* or breast-feed*)).tw.
or/15-17
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19. 14 or 18
20. 19 not (“Africa South of the Sahara”/ or Algeria$ or Egypt$ or Liby$ or Morocc$ or Tunisia$ or
Western Sahara$ or Angola$ or Benin or Botswana$ or Burkina Faso or Burundi or Cameroon or Cape
Verde or Central African Republic or Chad or Comoros or Congo or Djibouti or Eritrea or Ethiopia$ or
Gabon or Gambia$ or Ghana or Guinea or Keny$ or Lesotho or Liberia or Madagasca$ or Malawi
or Mali or Mauritania or Mauritius or Mayotte or Mozambiq$ or Namibia$ or Niger or Nigeria$ or
Reunion or Rwand$ or Saint Helena or Senegal or Seychelles or Sierra Leone or Somalia or South
Africa$ or Sudan or Swaziland or Tanzania or Togo or Ugand$ or Zambia$ or Zimbabw$ or China or
Chinese or Hong Kong or Macao or Mongolia$ or Taiwan$ or Belarus or Moldov$ or Russia$ or
Ukraine or Afghanistan or Armenia$ or Azerbaijan or Bahrain or Cyprus or Cypriot or Georgia$ or Iran$
or Iraq$ or Jordan$ or Kazakhstan or Kuwait or Kyrgyzstan or Leban$ or Oman or Pakistan$ or
Palestin$ or Qatar or Saudi Arabia or Syria$ or Tajikistan or Turkmenistan or United Arab Emirates or
Uzbekistan or Yemen or Bangladesh$ or Bhutan or British Indian Ocean Territory or Brunei Darussalam
or Cambodia$ or India$ or Indonesia$ or Lao or People's Democratic Republic or Malaysia$ or
Maldives or Myanmar or Nepal or Philippin$ or Singapore or Sri Lanka or Thai$ or Timor Leste or
Vietnam or Albania$ or Andorra or Bosnia$ or Herzegovina$ or Bulgaria$ or Croatia$ or Faroe Islands
or Greenland or Liechtenstein or Lithuani$ or Macedonia or Malta or maltese or Romania or Serbia$ or
Montenegro or Svalbard or Argentina$ or Belize or Bolivia$ or Brazil$ or Colombia$ or Costa Rica$
or Cuba or Ecuador or El Salvador or French Guiana or Guatemala$ or Guyana or Haiti or Honduras or
Jamaica$ or Nicaragua$ or Panama or Paraguay or Peru or Puerto Rico or Suriname or Uruguay or
Venezuela or developing countr$ or south America$).ti,sh.
21. limit 20 to (english language and humans and yr=“2000 – 2016”)

Health economic review search strategy
Research questions
l
l

What is the cost-effectiveness of different interventions for breast feeding maintenance?
What resource usage and costs are associated with these interventions?

Methods
The protocol was registered with PROSPERO and the review was conducted and reported in compliance
with PRISMA guidelines.90

Search methods for the identification of studies
A search strategy was developed for electronic databases on Ovid using both keywords and MeSH terms.
The search strategy was modified to search other bibliographic databases (Box 8).
In addition, to maximise recall and minimise the potential for publication bias, a range of supplementary
(‘snowballing’) techniques were used to increase the sensitivity of the search and to ensure coverage of
grey literature and unpublished studies. These included reference list follow-up, searching websites and
table of contents scanning for the journals that appear most frequently in the list of relevant studies
(see Box 8). Finally, all systematic reviews on relevant topics were unpicked for primary studies meeting the
inclusion/exclusion criteria.
The search was limited to English-language studies and the publication years 2000–14. In addition,
the search was restricted to studies undertaken in OECD countries. These countries are likely to have
similar economies and, therefore, the studies are likely to be of equal relevance.

© Queen’s Printer and Controller of HMSO 2017. This work was produced by Paranjothy et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.

101

APPENDIX 1

BOX 8 Rapid review search strategy: health economics

Bibliographic databases
Applied Social Sciences Index and Abstracts (ASSIA).
CENTRAL.
Cumulative Index to Nursing and Allied Health Literature (CINAHL).
EconLit.
EMBASE.
Education Resources Information Center (ERIC).
Health Management Information Consortium (HMIC).
MEDLINE.
MEDLINE In-Process & Other Non-Indexed Citations.
NHS Economic Evaluation Database (NHS EED).
Scopus.
Social Services Abstracts.
Sociological Abstracts.
Web of Knowledge: Science Citation Index Expanded, Social Sciences Citation Index, Conference Proceedings
Citation Index – Science.

Ovid MEDLINE(R) (1946 to November week 1 2014)
Search strategy
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.
12.
13.
14.

exp Breast Feeding/ (27,270)
Milk, Human/ (16,033)
(infant feed* or breast feed* or breastfeed* or breast-feed* or breast fed or infant fed).mp. (37,802)
or/1-3 (48,065)
Intervention studies/ (7515)
evaluation studies/ (206,080)
program evaluation/ (48,168)
Comparative study.pt. (1,730,486)
quasi-experiment$.tw. (5648)
(pre test or pretest or (posttest or post test)).tw. (15,502)
trial.ti. (128,505)
(time adj series).tw. (14,872)
(pre test or pretest or (posttest or post test)).tw. (15,502)
((evaluat$ or intervention or interventional) adj8 (control or controlled or study or program$ or
comparison or “before and after” or comparative)).tw. (469,133)
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15.
16.
17.
18.
19.
20.
21.
22.
23.
24.
25.
26.
27.
28.
29.
30.
31.
32.
33.
34.
35.
36.
37.
38.
39.
40.
41.
42.
43.

44.
45.
46.
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((intervention or interventional) adj8 (effect$ or evaluat$ or outcome$)).tw. (62,603)
((process or program$) adj3 (effect$ or evaluat$)).tw. (43,146)
follow up assessment.tw. (2400)
controlled before.tw. (697)
“before and after stud$”.tw. (1491)
Cohort stud*.tw. (89,976)
or/5-20 (2,508,997)
animals/ not (humans/ and animals/) (3,998,169)
21 not 22 (2,026,432)
4 and 23 (8352)
Health Care Costs/ or Cost-Benefit Analysis/ (85,502)
economic evaluation.tw. (4985)
Economics/ or “costs and cost analysis”/ (69,986)
Cost control/ or Cost savings/ or Cost allocation/ or “Cost of Illness”/ (50,114)
Direct service costs/ (1058)
(low adj cost).tw. (21,904)
(high adj cost).tw. (6644)
(cost adj estimate*).tw. (1431)
Cost Analysis.tw. (3907)
(cost-effectiveness or cost consequence or cost-utility or cost-benefit or cost-minimisation).tw. (41,379)
cost burden.tw. (429)
or/25-35 (232,382)
24 and 36 (181)
Breast Feeding/ec [Economics] (39)
((infant feed* or breast feed* or breastfeed* or breast-feed* or breast fed or infant fed) adj6
cost).mp. (130)
38 or 39 (156)
37 or 40 (304)
“Africa South of the Sahara”/ (8256)
(Algeria$ or Egypt$ or Liby$ or Morocc$ or Tunisia$ or Western Sahara$ or Angola$ or Benin or
Botswana$ or Burkina Faso or Burundi or Cameroon or Cape Verde or Central African Republic
or Chad or Comoros or Congo or Djibouti or Eritrea or Ethiopia$ or Gabon or Gambia$ or Ghana or
Guinea or Keny$ or Lesotho or Liberia or Madagasca$ or Malawi or Mali or Mauritania or Mauritius
or Mayotte or Mozambiq$ or Namibia$ or Niger or Nigeria$ or Reunion or Rwand$ or Saint Helena or
Senegal or Seychelles or Sierra Leone or Somalia or South Africa$ or Sudan or Swaziland or Tanzania or
Togo or Ugand$ or Zambia$ or Zimbabw$ or China or Chinese or Hong Kong or Macao or Mongolia$
or Taiwan$ or Belarus or Moldov$ or Russia$ or Ukraine or Afghanistan or Armenia$ or Azerbaijan
or Bahrain or Cyprus or Cypriot or Georgia$ or Iran$ or Iraq$ or Jordan$ or Kazakhstan or Kuwait or
Kyrgyzstan or Leban$ or Oman or Pakistan$ or Palestin$ or Qatar or Saudi Arabia or Syria$ or Tajikistan
or Turkmenistan or United Arab Emirates or Uzbekistan or Yemen or Bangladesh$ or Bhutan or British
Indian Ocean Territory or Brunei Darussalam or Cambodia$ or India$ or Indonesia$ or Lao or People's
Democratic Republic or Malaysia$ or Maldives or Myanmar or Nepal or Philippin$ or Singapore or Sri
Lanka or Thai$ or Timor Leste or Vietnam or Albania$ or Andorra or Bosnia$ or Herzegovina$ or
Bulgaria$ or Croatia$ or Faroe Islands or Greenland or Liechtenstein or Lithuani$ or Macedonia
or Malta or maltese or Romania or Serbia$ or Montenegro or Svalbard or Argentina$ or Belize or
Bolivia$ or Brazil$ or Colombia$ or Costa Rica$ or Cuba or Ecuador or El Salvador or French Guiana or
Guatemala$ or Guyana or Haiti or Honduras or Jamaica$ or Nicaragua$ or Panama or Paraguay or Peru
or Puerto Rico or Suriname or Uruguay or Venezuela or developing countr$ or south America$).ti,sh.
(890,609)
42 or 43 (894,209)
41 not 44 (170)
limit 45 to (english language and humans and yr=“2000 – 2014”) (122)
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Appendix 2 Topic guide for focus groups: fathers
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Appendix 3 Topic guide for focus groups:
mothers
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Appendix 4 Topic guide for focus groups:
peer supporters
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Appendix 5 Topic guide for interviews:
health-care professionals
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Appendix 6 Type of peer support provided
TABLE 22 Rapid review results: peer support provided

Antenatal
contact

Face-to-face contact
outside of the
health-care setting

Effective listening
style: training in
listening and
communication skills

Providing
expert
knowledge

Anderson 200581

✗

✗

✗

✗

80

✗

✗

✗

✗

86

Chapman 2013

✗

✗

✗

✗

Dennis 200229

✗

Study

Chapman 2004

Di Meglio 2010

✗

34

Graffy 2004
Gross 2009

MacArthur 200988
McInnes 2000

38

✗

✗

✗

✗

✗

✗

✗

✗

✗

✗

✗

✗

✗

✗

✗

✗

✗

✗

✗

✗

Reeder 201487

✗
✗

Srinivas 2015
83

Yun 2010

✗
✗

✗

89

✗
✗

Olson 2010

Scott 2017

✗

✗

Muirhead 2006

39

✗

✗

35

85

✗

✗

✗

82

✗

✗
✗

84

Peer supporter as
paraprofessional

✗

✗
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Appendix 7 Logic model with requirements
for implementation
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MI-BFPS logic model v3
Purpose: to improve maternal and infant health and well-being by increasing breastfeeding maintenance, particularly in high-risk groups for ealy breastfeeding discontinuation

Input/resources
• Breastfeeding peer-supporters’ time
• Midwives’ time
• Trainers’ time (MI, breastfeeding and
safeguarding)
• Resources for use with parents (i.e.
information leaflets, fridge magnet,
agenda mapping and decision balance
sheets)
• Resources for peer supporters (i.e.
handbook, supervision diary, closed
Facebook page/website)
• Access to transport for peer supporters
(own or public transport)
Constraints
• Competing demands on midwives’ time
• Varying caseload
• Balancing the need to keep the
peer-supporter role manageable, while
being responsive to mothers’ needs
• Availability of funding

Activities
Set-up
• Recruitment of local supervising midwives
• Recruitment of peer supporters
• Initial training for peer supporters
• Initial training for supervising midwives
• Orientation of peer supporters with local services
• Raising awareness of the project within local services
and community
Delivery
• Midwives refer women to the service from 25th week of
pregnancy
• Peer supporters contact women during the antenatal period,
within 48 hours of birth, and every other day for the first 2 weeks
post-partum. Within these visits, peer supporters will:
engage with mothers, using a kind, friendly, honest and
non-judgemental approach
exchange reflection on ambivalence and elicit change talk
provide social support in regard to breasfeeding
(emotional, informational and companionship/appraisal)
provide a positive role model for breastfeeding
provide signposting/referral to other local services as required
• Further contact can be provided by peer supporters based on
the needs of individual mothers for up to 6 weeks post-partum

Outputs

Effects

• Local services taking
up the intervention
• Peer supporters
recruited, trained and
retained
• Women taking up and
adhering to the
intervention

Short/medium term
• Duration of exclusive
breastfeeding
• Duration of any
breastfeeding
• Beliefs/attitudes/
knowledge about
breastfeeding continuation
• Improved ‘quality’ of
breastfeeding experience
for mothers
• Maternal and infant health
and well-being
Long term
• Greater knowledge and
understanding in the
community of how to
breastfeed for longer
• Shift in social and moral
norms

Supervision and support
• Regular supervision for peer supporters with midwife (weekly)
• Coaching sessions for peer supporters with MI trainer
(approximately three sessions every 6 months)
• Regular contact between peer supporters via closed social media
facility and group supervision sessions

Context: strong influence of social, cultural and moral norms around breastfeeding; emotive issue; mistrust of health-care professionals among some groups; complex cases (emotional/social/
medical needs); limited funding for public health initiatives; changing public health infrastructure; lack of clear infrastructure for BFPS programmes (depending on location); need for
integration with pre-existing professional and voluntary services that provide breastfeeding support; need for clearer guidelines to inform policy on the features and implementation
of effective BFPS

FIGURE 11 Logic model.
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Appendix 8 Peer-supporter resources

P

eer supporters were provided with an intervention handbook, training materials and intervention-specific
resources, including:

l

an information leaflet about the intervention, including a graphical representation of a mother’s
journey through breastfeeding (given to all participants)
an information leaflet for partners, family and friends (given to all participants)
a postcard and business card with the intervention name, web address and contact details for the
participants’ primary peer supporter, other local peer supporters (Back-up Buddies) and support services
(given to all participants)
links to closed Facebook groups in each area (that only participating mothers from development work
focus groups, peer supporters currently working in the different site areas and the research team
could access)
information leaflets from external providers to be given to participants on request, including those
produced by the NHS, UNICEF UK BFI, BfN and NCT. These included Baby Tom’s First Week (BfN), Off
to the Best Start (Start for Life, BFI), Building a Happy Baby (BFI), Caring for your Baby at Night (BFI),
What’s in a Nappy (NCT), Expressing and Storing Breastmilk (BfN), Mastitis (BfN), Breastfeeding at Work
or Study (Start for Life, BFI), A Guide to Infant Formula for Parents who are Bottle Feeding (BFI) and
Bump, Baby and Beyond, 2nd edn (Public Health Wales).

l
l

l

l
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Appendix 9 Motivational interviewing fidelity
intercoder reliability results

S

ixteen MI sessions were rated using the MITI 4.1 tool by one member of the research team (LC) and
30% of these (n = 5) were double-coded by another member of the research team (SC) to explore
agreement prior to assessing fidelity (Table 23). Further details can be found in Chapter 4 (see Intercoder
reliability). Increasing the number of sessions that were double-coded would have led to an increase in the
values of the kappa statistic. The global score kappa statistic of 0.49 sits within the range of 0.41–0.60,
which is considered to represent moderate agreement. We hypothesise that the raters and the MITI tool
used could have had a role to play in the low global score kappa statistic. With regard to the raters, the
global scores within the MITI tool are more subjective than the behaviour counts. This is in line with other
studies,134–137 which have found lower global scores than behaviour counts. With regard to the method
used, the MITI tool is designed to rate MI sessions, and it may not be the most appropriate tool for
measuring MI-based approaches; however, this is the measure that is recommended and commonly used
to measure the skilfulness of therapists.
The behaviour count analyses indicated high reliability overall, as demonstrated by the ICC of 0.93 (Table 24).
TABLE 23 Rater agreement for each global rating
Measure

Kappa statistic

Number of sessions double-coded

Proportion in agreement

Change talk

0.667

5

4/5

Empathy

1.000

5

5/5

0

5

1/5

–0.250

5

3/5

0.493

5

11/20

Partnership
Sustain talk

a

Overall

a Note the 2 × 2 cross-tabulation for sustain talk was unbalanced, leading to a low kappa statistic despite the proportion
in agreement being 3/5.

TABLE 24 Reliability
Behaviour

ICC (95% confidence Interval)a

n

Affirmation

0.72 (0.09 to 0.97)

5

Confront

No counts

5

Complex reflection

0.78 (–0.07 to 0.98)

5

Emphasise

0.91 (0.46 to 0.99)

5

Giving information

0.84 (0.17 to 0.98)

5

Persuade

0.95 (0.59 to 0.99)

5

Persuade with

0.89 (0.36 to 0.99)

5

Questions

0.88 (0.37 to 0.99)

5

Seek

0 (–0.81 to 0.81)

5

Simple reflections

0.89 (0.24 to 0.99)

5

Overall

0.93 (0.89 to 0.96)

50

Overall (excluding ’confront’)

0.93 (0.87 to 0.96)

45

a Two-way random-effects model.
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Appendix 10 Site 1 recruitment flow chart

Total number of women due to give birth
between September 2015 to January 2016
(n = 215)
Not approached
(n = 146)
Assessed for eligibility
(screening log n = 36 and reply slips n = 33)
(n = 69)
Did not meet inclusion
criteria
(n = 1; did not speak English)

Enrolment

Eligible
(n = 68)
• Declined to participate, n = 30
• Not appropriate to ask woman, n = 5
Expression of interest
(n = 33)
Unable to contact
(n = 1)
Contacted
(n = 32)
Declined to participate
(n = 11)
Consented
(n = 21)

Completed
baseline

n = 21

Completed
10-day
follow-up

• Completed 10-day follow-up, n = 15
• Completed minimum data set, n = 5

Completed
8-week
follow-up

Completed 8-week follow-up
(n = 17)

Lost to follow-up
(n = 4)

FIGURE 12 Site 1 recruitment flow chart.

© Queen’s Printer and Controller of HMSO 2017. This work was produced by Paranjothy et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.

129

DOI: 10.3310/hta21770

HEALTH TECHNOLOGY ASSESSMENT 2017 VOL. 21 NO. 77

Appendix 11 Site 2 recruitment flow chart

Total number of women due to give birth
between September 2015 and January 2016
(n = 563)
Not approached
(n = 393)
Assessed for eligibility (reply slips
n = 65 and screening log n = 105)
(n = 170)
Did not meet inclusion
criteria
(n = 3; did not speak English)

Enrolment

Eligible
(n = 167)
• Declined to participate, n = 100
• Did not ask, n = 2
Expression of interest
(n = 65)
• Unable to contact, n = 4
• Did not meet inclusion criteria, n = 2
(EDD in Feb)
Contacted
(n = 59)
Declined to participate, n = 27
Consented
(n = 32)

Completed
baseline

n = 32
Withdrawal from study
(n = 3)

Completed
10-day
follow-up

• Completed 10-day follow-up, n = 18
• Completed minimum data set, n = 3
• Withdrawal from intervention, n = 0
• Withdrawal from study, n = 0

Completed
8-week
follow-up

Completed 8-week follow-up
(n = 16)

Lost to follow-up
(n = 13)

FIGURE 13 Site 2 recruitment flow chart. EDD, estimated due date.
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Appendix 12 Site 3 recruitment flow chart

Total number of women due to give birth
between September 2015 and January 2016
(n = 137)
Not approached
(n = 76)
Assessed for eligibility
(n = 61)
Did not meet inclusion
criteria
(n = 4; did not speak English)

Enrolment

Eligible
(n = 57)
• Declined to participate, n = 37
• Not appropriate to ask woman, n = 3
Expression of interest
(n = 17)

Contacted
(n = 17)

Consented
(n = 17)
Withdrawal from study
(n = 1)
Completed
baseline

n = 16

Completed
10-day
follow-up

• Completed 10-day follow-up, n = 11
• Completed minimum data set, n = 3
• Withdrawal from intervention, n = 0
• Withdrawal from study, n = 0

Completed
8-week
follow-up

Completed 8-week follow-up
(n = 12)

Lost to follow-up, n = 4

FIGURE 14 Site 3 recruitment flow chart.
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Appendix 13 Content guide for the motivational
interviewing-based breastfeeding peer-support
intervention
TABLE 25 Mam-Kind content guide
Contact

Objectives

Method of delivery

Scope of sessions

Antenatal

l

Face-to-face visit with women
during the antenatal period.
Note: a telephone contact
may be used as an alternative
to provide flexibility for
women who do not want a
face-to-face visit at this stage
(e.g. successfully breastfed
before, not enough time
before due date to arrange a
visit)

l

l

l

l
l

l

Engage with women and
start to develop a rapport
Provide information about
the programme and what
they can expect
Provide information
about breastfeeding
(getting started)
Emotional support
Agree how peer
supporter will be
informed about the birth
Social support

l

l

l

l

l
l

First 48 hours
after birth

l
l

l
l
l

Engage with women and
develop a rapport
Provide information about
breastfeeding (relevant to
the first few days)
Address queries or
concerns
Emotional support
Social support

A face-to-face visit within
48 hours of birth, either in
hospital or at home. Note:
there will be flexibility to
allow contact by telephone or
text, as a face-to-face visit
may not always be possible.
Additional contact by
telephone/text/in person can
be provided if required

l
l

l

Introductions between peer
supporter and mother (and
partner/person who can
support mother at home
if possible)
Information about the
programme: what it’s about,
how it works, letting us know
when baby has arrived
Discuss what the programme
can offer and what mothers
would like to get out of it
Discuss an agenda with
mothers (what they can expect
and what they would like from
the programme)
Information about getting
started with breastfeeding
(based on what mothers want
to know): the benefits
(including relationships and
pleasurable experience), what
to expect in the first few days,
skin contact, frequency of
feeding, getting a good
position and how to get help
and advice
Listen to mothers, conveying
empathy, encouraging
Addressing queries and
concerns: use decision balance
tool and provide information
Congratulations on the
new arrival
Introduction to partner/person
supporting mother (if the peer
supporter has not met then
during the antenatal period)
Ask how the mother is getting
on and how the feeding is
going

Information on what to expect in
the first few days, skin-to-skin
contact, frequency of feeding,
getting a good position, what
partners/mothers’ supporters can
do to help, coping with night
feeds/fatigue
continued

© Queen’s Printer and Controller of HMSO 2017. This work was produced by Paranjothy et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.

135

APPENDIX 13

TABLE 25 Mam-Kind content guide (continued )
Contact

Objectives

Method of delivery

Scope of sessions
l

Addressing queries
and concerns:
¢

¢

¢

3–14 days after
birth. Note: This
should include
contact soon
after the
72-hour
weighing
of the baby,
recognising that
this is a critical
time when
mothers may
need additional
support

l

l

l
l
l

Maintain relationship with
mothers (and their
partner/supporters)
Provide information about
breastfeeding (relevant to
the first few weeks)
Address queries or
concerns
Emotional support
Social support

Daily contact – face to face,
by telephone or by text
depending on the needs and
preferences of individual
mothers

l

Listening to mothers, conveying
empathy, encouraging and
normalising experiences
(i.e. emotional support)

l

Asking how the mother is
getting on and how the
feeding is going
Information on what to expect
in the first few weeks (e.g. milk
supply, baby’s weight gain,
feeding in public)
Addressing queries and
concerns:

l

l

¢

¢

¢

l

l
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information (based on
individual needs): pain,
mastitis, difficulties getting
baby to latch on to the
breast, comforting a crying
baby, tongue tie
problem solving: sharing
tips and discussing options
if feeding is not going well
(e.g. expressing, mixed
feeding, use of nipple
guards), including pros
and cons
signpost/refer to relevant
services

information (based on
individual needs): pain,
mastitis, difficulties getting
baby to latch on to the
breast, comforting a crying
baby, tongue tie, feeding in
public, going back to work/
separation from baby,
drugs and alcohol while
breastfeeding
problem solving: sharing
tips and discussing options
if feeding is not going well
(e.g. expressing, mixed
feeding, use of nipple
guards including pros
and cons)
signpost/refer to relevant
services

Listening to mothers, conveying
empathy, encouraging and
normalising experiences
(i.e. emotional support)
Providing support for mothers
after the 72-hour weighing of
their baby, in line with the care
plan put in place by their
midwife (if applicable)
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TABLE 25 Mam-Kind content guide (continued )
Contact

Objectives

Method of delivery

Scope of sessions

15 days to
6 weeks after
birth

l

Proactive support is gradually
withdrawn (based on
mothers’ individual needs),
but mothers are still able to
contact peer supporters if
they would like support
(by text, telephone or
face to face)

l

l
l
l
l

Provide a graded exit
from the intensive
one-to-one service
Social support
Emotional support
Provide information
about breastfeeding
Address queries
and concerns

l
l

l

l

Link mothers with other
sources of support (including
breastfeeding and/or parenting
groups that are breastfeeding
friendly, health visiting service,
Facebook groups)
Ad hoc support with queries
or concerns
Accompany mothers to a
group or to a public place
(e.g. local café) if they have
concerns about feeding
in public
Listening to mothers, conveying
empathy, encouraging and
normalising experiences
(i.e. emotional support)
Final contact includes debriefing:
affirmation, information and
signposting to ongoing support
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