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The need for effective interventions to encourage and sup-
port optimal breastfeeding practices has been established.1,2 
The previous paper in this issue discusses the range of po-
tential factors that influence breastfeeding practices. 3 This 
article provides an overview of the potential interventions 
that address these factors. It also summarises the findings 
of an evaluation of systematic reviews and meta-analyses of 
interventions that has recently been published in the report 
‘Overview of recent reviews of interventions to promote and 
support breastfeeding’.4

PoteNtIAl INterVeNtIoNS to ProMote 
BreAStfeedING
The conceptual framework of factors that influence 
breastfeeding practices, described in the previous paper,3 
provides a basis for identifying potential interventions. 
Table 1 shows the links between these factors, typical 
breastfeeding strategy objectives and examples of potential 
interventions. There is congruence between the types of 
interventions outlined in Table 1 to promote breastfeeding, 
and the five generic health promotion action areas given 
in the Ottawa Charter for Health Promotion5: develop 
personal skills, reorient health services, create supportive 
environments, build healthy public policy, and strengthen 
community action. 

Individual level factors
Prenatal interventions need to encourage mothers to 
breastfeed. Early postnatal interventions aim to increase 
breastfeeding-related knowledge and practical skills. 
Interventions that facilitate or maintain the good health 
status of mother and infant are also required. Education, 
professional support and peer support are the main types 
of intervention at the individual level.

Group level factors
Hospital practices can ensure that the conditions immedi-
ately after birth and during the hospital stay are conducive 
to and supportive of breastfeeding. Health professional 
training is aimed at ensuring that mothers receive consist-
ent, relevant, and useful advice with respect to breastfeeding 
practices and problems. Provision of, and referrals to, 
well-coordinated postnatal breastfeeding support services 
(for example, lactation consultants) is an objective of the 
hospital and health service environment that contributes to 
the mother’s maintenance of breastfeeding. Public policies 
such as those that limit the marketing of breastmilk sub-

stitutes in hospitals ensure that the decision to breastfeed 
is not undermined by, for example, mothers being given 
hospital discharge packs of infant formula.

After being discharged from hospital, mothers need help 
to maintain exclusive breastfeeding for several months. 
Creating a home and family environment that is conducive 
to exclusive breastfeeding may require strategies such as 
increasing appropriate support (for example, family support 
services) and strengthening breastfeeding and parenting 
skills, along with advocacy for public policies (for example, 
maternity/paternity benefits).

Interventions that enable women to combine work and 
breastfeeding are crucial. Supportive work environments re-
quire the provision of, and underlying policies for, physical 
facilities that enable mothers to breastfeed and/or to express 
and store breastmilk for later feeding (such as private rooms 
and access to refrigeration). Flexible employment practices 
(including parental leave), breaks from work, and circulars 
to staff about breastfeeding-friendly workplaces are neces-
sary. Such workplace policies help create norms about the 
acceptability of combining breastfeeding and working.

Support from community members and organisations, to-
gether with advocacy for public facilities and policies that 
make breastfeeding easier outside the home, are needed. 
Examples of interventions include lay and peer support 
groups for breastfeeding, feeding/parenting rooms in public 
places, and breastfeeding-friendly businesses.

Society level factors
The objectives of strategies to influence the wider social, 
cultural and economic environment include promoting 
social norms that encourage breastfeeding, and social 
roles for men and women that are consistent with good 
breastfeeding practices. Advocating for reforms in the 
economic and health systems to provide structures and in-
centives for breastfeeding are important. Examples of such 
interventions include social marketing (including media 
campaigns); high school curricula dealing with parenting 
skills and norms and sexuality; health insurance incentives 
for breastfeeding; and implementation of the WHO Code 
for marketing of breastmilk substitutes.6

Healthy public policy is an overarching strategy that aims to 
modify environments, including the broader social, cultural 
and economic environments, to support mothers to initiate 
and maintain breastfeeding.

SySteMAtIC reVIeWS of INterVeNtIoNS to 
ProMote BreAStfeedING
Evidence-based practice relies on the findings of sound 
evaluation research to determine whether an intervention 
is likely to be effective.7,8 Systematic reviews and meta-
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tABle 2

SuMMAry of tHe MAGNItude of effeCt (derIVed froM MetA–ANAlySeS) of dIffereNt tyPeS of 
INterVeNtIoNS oN BreAStfeedING PrACtICeS

review Intervention Breastfeeding outcome Measure of effect 95% CI

Anderson et al 
(2003)12

Early skin-to-skin contact Still breastfeeding (any) 
at 1–3 months post-birth

OR* 2.15 (1.10, 4.22)

Duration WMD† 41.99 days (13.97, 70.00)

USPSTF 
(2003)13,14

Breastfeeding education Initiation difference‡ 0.23 (0.12, 0.34)
Short–term duration 
(< 3 months)

difference 0.39 (0.27, 0.50)

Support alone Short–term duration 
(1–3 months)

difference 0.11 (0.03, 0.19)

Long–term duration 
(4–6 months)

difference 0.08 (0.02, 0.16)

Education plus Support Initiation difference 0.21 (0.07, 0.35)
Short–term duration difference 0.37 (0.17, 0.58)

Sikorski et al (2001)11 Support (all types) Duration RR (for stopping breastfeeding 
before last study assessment up 
to six months) 0.88§ 

(0.81, 0.95)

Exclusive breastfeeding RR (for stopping exclusive 
breastfeeding before last study 
assessment) 0.78 

(0.60, 0.89)

Professional support Duration RR (for stopping breastfeeding 
before last study assessment up 
to 6 months) 0.89

(0.81, 0.97)

Exclusive breastfeeding RR (for stopping exclusive 
breastfeeding before 4–6 wks) 
0.50

(0.27, 0.90)

RR (for stopping exclusive 
breastfeeding before 2 months) 
0.76

(0.61, 0.94)

Lay support Duration RR (for stopping breastfeeding 
before last study assessment) 
0.84 

(0.69, 1.02)  
non significant 

trend
Exclusive breastfeeding RR (for stopping exclusive 

breastfeeding before last study 
assessment)0.66 

(0.49, 0.89)

Face–to–face interventions Duration RR for giving up breastfeeding 
0.86

(0.78, 0.94)

Only Postnatal support Duration RR for giving up breastfeeding 
0.88 

(0.80, 0.96)

WHO/UNICEF Training Prolonged exclusive 
breastfeeding

RR for giving up exclusive 
breastfeeding 0.70

(0.53, 0.93)

Donnelly et al 
(2000)10

Commercial hospital 
discharge packs:

Not exclusively 
breastfeeding at:

Peto Odds Ratios**

With formula promotional 
material but no formula 
sample versus no 
intervention** or non–
commercial packs††

0–2 weeks 1.99 (1.04, 3.79)

3–6 weeks 1.23 (1.05, 1.43)

8–10 weeks 1.73 (1.13, 2.64)

With formula promotional 
material + formula samples 
versus no intervention••or 
non–commercial packs††

0–2 weeks 1.99 (1.04, 3.79)

3–6 weeks 1.25 (1.06, 1.47)

With formula promotional 
material but no formula 
sample versus no 
intervention11

3–6 weeks 1.27 (1.01, 1.62)

* OR = Odds Ratio. Mothers that experienced early skin–to–skin contact with their babies were over two times (2.15 times) more likely to 
be still breastfeeding at 1–3 months than mothers who did not experience early skin–to–skin contact with their babies.

† WMD = Weighted mean difference. A statistical measure of difference used in meta–analysis. In this instance it means that mothers 
experiencing early skin–to–skin contact breastfed on average 42 days longer than mothers who didn’t experience early skin–to–skin 
contact.

‡ ‘difference’ refers to the difference in proportion of mothers breastfeeding in the intervention group compared to the control group, i.e. 
0.23 indicates that 23% more mothers were breastfeeding as indicated as a result of the intervention

§ Sikorski et al11 present the measure of effect (relative risk) in terms of the risk to the breastfeeding practice, hence it is less than 1. A 
smaller number indicates a larger, positive effect of the intervention in terms of improved breastfeeding practice. 

** The Peto odds ratio is used in Cochrane meta–analyses as an approximation to the odds ratio. For example, mothers were nearly 
twice (1.73 times) as likely to be exclusively breastfeeding at 8–10 weeks if they did not receive a discharge pack containing formula 
promotional material

†† No intervention = nothing was given to mothers leaving hospital
‡‡ Non–commercial discharge packs contained an aid to breastfeeding, e.g. a breast pump or breast pads, or contained promotional 

literature on breastfeeding
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analyses identify, appraise and summarise the results of 
otherwise unmanageable quantities of research. They apply 
consistent criteria related to study type and aims, and select 
those studies that are of high quality, valid and provide 
evidence of effectiveness, to produce findings that can be 
applied in public health practice. This approach has been 
applied to the numerous studies evaluating interventions 
designed to improve breastfeeding practices.

Systematic reviews and meta-analyses of strategies for 
promoting and supporting breastfeeding published since 
1995, when NSW Health last conducted a review of 
evaluation studies9, were identified in the literature. The 
range of reviews identified were appraised according to 
the approach recommended in A Schema for evaluating 
evidence on public health interventions.8

Nine good quality systematic reviews of breastfeeding in-
terventions were found. Quantitative measures of the effect 
of particular interventions on breastfeeding outcomes were 
derived by meta-analysis in four of the reviews.10-14 The 
other five reviews15-20 did not provide quantitative measures 
of effect as it was considered that the primary studies were 

too dissimilar in terms of type of intervention(s), partici-
pants, and definitions of outcomes.

Evidence of effectiveness
The reviews, and the primary studies to which they relate, 
varied in terms of the outcome measures assessed; few 
evaluated effects of programs on duration of breastfeed-
ing, particularly exclusive breastfeeding, beyond three 
months, and none examined the duration of breastfeeding 
beyond six months. Most studies, and therefore the reviews, 
were evaluated for effectiveness in terms of the duration 
of any breastfeeding, usually over the first few months 
postpartum. 

Much of the available evidence from the systematic reviews 
relates to educational and support strategies designed 
to promote mothers’ personal skills, and to hospital and 
health service environments (including particular practices, 
services, policies and training of health professionals) 
conducive to breastfeeding. The quantitative evidence from 
the meta-analyses is provided in Table 2. It shows that the 
positive effect on breastfeeding is substantial for a number 
of interventions. 

tABle 3

INterVeNtIoNS to ProMote ANd SuPPort BreAStfeedING: CoNCluSIoNS froM A SyNtHeSIS of 
fINdINGS of SySteMAtIC reVIeWS

education
Education alone is effective in increasing rates of breastfeeding initiation and short-term duration 
Content should include: benefits of breastfeeding, principles of lactation, myths, common problems and solutions, and skills 
training
Formats most effective are one-to-one educational programs and/or small group programmes in an informal environment together 
with postnatal home visits
Sessions spanning prenatal and postnatal periods are most effective 

Support
Increases the longer-term duration and exclusivity of breastfeeding
Particularly effective in settings where there are high rates of breastfeeding initiation
Must include face-to-face contact
Effectiveness is enhanced by home visits
Peer support increases both rates of breastfeeding initiation (among women who intend to breastfeed) and the duration of 
exclusive breastfeeding
Peer support is particularly effective among socioeconomically disadvantaged women
Peer counsellors are more successful if they are culturally and socially similar to mothers, available to advise on problems and 
answer questions, and contact is frequent
Postnatal support alone increases breastfeeding duration

Combination of education and Support
Face-to-face education and peer counselling is particularly effective 

Health Service Policy and Programs
Explicit health service policies that outline appropriate health service practices are beneficial 
Specific in-hospital practices that support breastfeeding are: early skin-to-skin contact between the baby and mother, rooming-in, 
not giving commercial hospital discharge packs, not using supplemental feeds, and not using artificial teats and pacifiers 
A Cochrane review11 indicated that WHO/UNICEF training courses for in-hospital health professionals increased the likelihood of 
prolonged exclusive breastfeeding by 30%
The combination of policy, in-hospital practices and professional training is effective in improving breastfeeding practices

Multifaceted interventions
Multifaceted interventions have been shown to be effective at increasing the initiation and, in most cases, duration of 
breastfeeding in developed countries
The optimal mix of interventions will depend on the setting, however packages including two or more of the following have been 
shown to be effective in improving breastfeeding practices: education of mothers, peer support, changes to hospital practices 
such as rooming-in and early skin-to-skin contact, staff training, development and implementation of hospital policy, media 
campaigns/programs, paid maternity leave

Source:  Overview of recent reviews of interventions to promote and support breastfeeding’.4
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by systematic reviews, a comprehensive policy and set of 
programs should comprise a broad range of interventions 
covering individual, group (hospital and health services, 
home and family, work and community), and societal level 
determinants. 

It is equally important that interventions are evaluated to 
provide evidence of effectiveness to fill the many evidence 
gaps that remain. 
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Specific hospital practices such as skin-to-skin contact12 
and not giving commercial discharge packs10 lead to more 
women beginning to breastfeed, and increase the length of 
time that women breastfeed in the short term. For exam-
ple, early skin-to-skin contact has been shown to increase 
the length of time mothers breastfeed by 42 days. Other 
specific hospital practices, such as rooming-in, are also 
effective.16

A summary of the major findings synthesised from the nine 
systematic reviews is presented in Table 3.

Evidence and experience indicates that health service policy 
and professional training can be important in enabling the 
consistent and integrated adoption and implementation of 
recommended practices. Health service policy and health 
professional training are integral components of the ‘Ten 
steps to successful breastfeeding,’21 the Baby Friendly 
Hospital Initiative,22 and the ‘Seven point plan for the 
protection, promotion and support of breastfeeding in 
community health settings’.23

Overall, meta-analyses and narrative systematic reviews 
indicate that well conducted educational and support 
interventions have substantial and significant effects on 
breastfeeding initiation and short-term duration (up to three 
months). Both peer and professional support strategies 
have been found to have a significant impact on short-
term duration and exclusivity of breastfeeding. Combined 
educational and support interventions are effective; and a 
mix of prenatal and postnatal contacts appears to be op-
timal. Postnatal home visiting appears to be particularly 
beneficial. 

There is some evidence that multifaceted interventions are 
likely to be effective but the optimal mix of interventions 
is unknown. 

dISCuSSIoN
The appraisal of systematic reviews identifies educational, 
support and health service interventions for which the 
evidence of effectiveness is abundant and convincing. This 
evidence therefore provides a basis for recommendations to 
strengthen the implementation of these types of interven-
tions in NSW and Australian health services. 

Recent national and international health strategies, such as 
the National Breastfeeding Strategy24, the Global Strategy 
for Infant and Young Child Feeding25, and the United States 
Department of Health and Human Services ‘Blueprint for 
action on breastfeeding’26, advocate the use of a broad range 
of interventions to promote breastfeeding, including those 
for which evidence is currently limited, such as workplace 
initiatives. Similarly, the recent Dietary Guidelines for Chil-
dren and Adolescents in Australia and the Infant Feeding 
Guidelines for Health Workers27 promote a comprehensive 
approach to breastfeeding promotion and support. Given 
the numerous and complex influences on breastfeeding, 
and the range of potential strategies that are not covered 

The report Overview of recent reviews of interven-
tions to promote and support breastfeeding is avail-
able on the CD that accompanies this special edition 
of the NSW Public Health Bulletin. The report can 
also be downloaded from www.cphn.biochem.usyd.
edu.au/resources/OverviewBreastfeeding.pdf.

Print copies can be obtained from:

NSW Centre for Public Health Nutrition, Medical 
Foundation Building K25, University of Sydney,  
NSW 2006.

A copy of the WHO report Implementing the global 
strategy for infant and young child feeding is also 
available on the CD.
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