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Background: The promotion and support of breastfeeding is a global priority. However, in reality
most of the mothers are unable to practice exclusive breastfeeding. Most mothers discontinue
breastfeeding because of lack of confidence in their ability to breastfeed, problem with infant
suckling, breast pain, perception of insufficient milk, in addition to other unspecified difficulties.
Some these problems can be solved if the women are counselled antenataly about the benefits of
breastfeeding and prepared mentally for exclusive breastfeeding. The aim of the study was to
determine whether the mothers with antenatal counselling on breastfeeding would improve their
exclusive breast feeding and compare this with that of the mothers without antenatal counselling. It
was a cross-sectional comparative study which took place at the Maternity ward of Fauji Foundation
Hospital, Rawalpindi. Methods: Hundred mothers selected by consecutive non probability sampling
divided in two groups. Group A: 50 mothers who were counselled on breastfeeding and Group B: 50
mothers who were not counselled on breastfeeding. Fifty mothers practicing breast feeding after
antenatal counselling in the maternity ward of Fauji Foundation Hospital, Rawalpindi were recruited
in the study. Another fifty mothers practicing breastfeeding without antenatal counselling were asked
to take part in the study as a control group. Performa was completed and an informed consent was
obtained. Results: As compared to the not counselled group, the mothers who initiated breastfeeding
immediately after birth were statistically significantly higher (p<0.046) in the counselled group (84%
and 96% respectively). Similarly the number of counselled mothers who practiced exclusive
breastfeeding was statistically very highly significantly more (p<0.001) than the not counselled
group (68% and 16% respectively). Conclusion: Antenatal counselling helps in motivating the
mothers for initiation of breastfeeding immediately after birth and practicing exclusive breastfeeding
for first six months of infant’s life. Existing antenatal counselling on breastfeeding is inadequate in
the population studied and needs to be strengthened.
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INTRODUCTION

Breast-feeding has long been recognized to have anti
infective and anti-immunomodulating effect on infant
beside its nutritious value." Human breast milk is the best
source of nourishment for human infants. Breastfeeding
promotes health, helps to prevent disease and reduces
health care and feeding costs. In both developing and
developed countries artificial feeding is associated with
more deaths from diarrhoea in infants. The benefits of
prolonged breastfeeding for mother and infant health are
documented in a vast scientific literature.”

The American Academy of Paediatrics
recommends exclusive breastfeeding for the first 6
months of life, continuing to 1 year with the addition of
complementary foods at 6 months of age.’ In its Healthy
People 2010 recommendations, the US Department of
Health and Human Services sets goals of 75% of
mothers breastfeeding exclusively in the early
postpartum period and 50% continuing to breastfeed for
at least 6 months.*

Exclusive breast feeding is the most natural and
scientific way of feeding infant in the first 6 months of

life. Breast feeding can contribute to the reduction of
mortality and morbidity.” But in spite of continuous
education regarding breast feeding, most of mothers do
not adhere to these practices. Both the World Health
Organization (WHO) and the American Academy of
Paediatrics (AAP) recommend exclusive breastfeeding
for the first six months of life and then breastfeeding up
to two years or more (WHO) or at least one year of
breastfeeding in total (AAP). Antenatal counselling on
breastfeeding and postnatal lactation support are likely to
improve the rates of exclusive breastfeeding.

The promotion and support of breastfeeding is
a global priority and an important child survival
intervention. However, in reality many mothers are
unable to practice exclusive breastfeeding as advocated
by WHO. Reasons for early breastfeeding
discontinuation are complicated. Mothers who
discontinue breastfeeding early are more likely to report
a lack of confidence in their ability to breastfeed®’
problems with the infant latching or suckling, breast pain
or soreness® perceptions of insufficient milk supply or a
lack of individualised encouragement from their
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clinicians in the early post-discharge period. Some of
these problems can be overcome if the women are
informed antenatally about the benefits of breastfeeding
and prepared mentally for exclusive breastfeeding. Many
breastfeeding difficulties can be resolved with proper
hospital procedures, properly trained midwives, doctors
and hospital staff and lactation consultants.

The hospital has been a particular focus of
efforts to promote initiation of breastfeeding in the past
decade.’ Prenatal preparation for pregnant training about
breastfeeding enhances their practical knowledge and
skills about breastfeeding techniques, which prepare
them when encountering the possible difficulties in
future.

A randomized controlled trial conducted in a
tertiary hospital in Singapore has revealed that antenatal
breastfeeding education and postnatal lactation support,
as single interventions based in hospital, both
significantly improved rates of exclusive breastfeeding
up to six months after delivery.”® Evidence-based data
suggest that exclusive breastfeeding rates are increased
by support for mother infant pairs.** Most interventions
aiming to support breastfeeding are time-intensive
interventions that rely on specifically trained nurses or
peer counsellors and that occur as adjuncts to routine
preventive visits.” However, offering support in addition
to routine preventive visits has a limited impact on
breastfeeding outcomes in developed countries.*™*

The objectives of this study were to determine
whether the mothers with antenatal counselling on
breastfeeding would improve their exclusive breast
feeding and compare this with that of the mothers
without antenatal counselling.

MATERIAL AND METHODS

This was a comparative cross-sectional study,
comparing mothers practicing breast feeding with
antenatal counselling and those without antenatal
counselling. It was conducted at Maternity Ward of
Fauji Foundation Hospital, Rawalpindi from May to
Nov 2009. Sample size was 100 divided into two groups
each containing 50 subjects. Group A included 50
mothers practicing breastfeeding with antenatal
counselling, and Group B included 50 mothers
practicing breastfeeding without antenatal counselling.
Sampling technique was consecutive non probability.
Mothers who were transferred to an intensive care unit
after delivery, or if their infant was admitted to a
neonatal unit were excluded from the study.

Information was collected by direct
interviewing method through a pre-coded structured
questionnaire. Fifty mothers who came for their delivery
and were practicing breastfeeding in their previous child
after antenatal counselling in the maternity ward were
asked to participate in the study. Another 50 mothers
who were practicing breastfeeding without antenatal
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counselling in their previous child were recruited in the
study as a control group. The mothers were interviewed
in the language they understood. Data so collected was
analysed using SPSS-15. Descriptive statistics were
used to calculate means and standard deviations for
numerical data. These were compared using Student’s t-
tests at a confidence level of 95%. Frequencies were
calculated for categorical data. These were compared
using Chi-square tests and p<0.05 was considered
significant.

RESULTS

When the mean ages of the mothers in both the groups
were compared, the counselled group was found to be
older than the not counselled mothers i.e. (28.94 versus
28.26). However, the difference between the two groups
was not statistically significant (p<0.468). However the
minimum age for the counselled mothers was 21 years
and maximum was 38 years, as against 20 and 46 years
respectively for the not counselled mothers.

Table-1 shows the mothers in both the groups,
who initiated breastfeeding immediately after birth. The
number of the counselled mothers who initiated
breastfeeding immediately after birth was 48 out of 50
and of not counselled mothers was 42 out of 50. The
difference between the two groups was statistically
significant (p<0.046).

Table-2 gives the mothers in both the groups
who practiced exclusive breastfeeding for the first six
months of life. More number of counselled mothers
practiced exclusive breastfeeding for the first six months
as compared to the not counselled mothers with a
statistically very highly significant difference between
the two groups (p<0.001).

Table-1: Comparison of the initiation of
breastfeeding immediately after birth by the
mothers in the counselled and not counselled group

Group Yes No %

A, Mothers Counselled on

Breastfeeding (n=50) 48 2 96

B, Mothers Not Counselled on

Breastfeeding (n=50) 42 8 84

p-Value 0.046*
*Significant

Table-2: Comparison of the exclusive breastfeeding
practiced for first six months by the mothers in the
counselled and not counselled group

Group Yes | No %
A, Mothers counselled on
breastfeeding (n=50) 34 | 16 | 68%
B, Mothers not counselled on
breastfeeding (n=50) 8 42 | 16%
p-Value 0.001*
*Significant
DISCUSSION

The key to successful breastfeeding is likely to be
Information, Education and Communication (IEC)
strategies aimed at behaviour change.™ It is evident that

http://www.ayubmed.edu.pk/JAMC/24-2/Owais.pdf 117



counselling on breastfeeding is not given due
importance as part of antenatal visits. Though a trail by
Alexander et al suggested that routine breast
examination during antenatal care does not increase the
chances of successful breastfeeding'®, detection of
retractile nipples in the antenatal period followed by
appropriate manoeuvres to make nipples protracted may
help in ensuring the success of breastfeeding in
postnatal period’’. However, further research on this
issue is required.

The benefits of exclusive breastfeeding for
infant health are documented in a vast scientific
literature™®, and exclusive breastfeeding is also widely
considered to be a strong predictor of longer
breastfeeding duration.

Breastfeeding support provided by the primary
care physician during routine preventive visits is likely
to have limited impact, compared with the effects of
various barriers that affect breastfeeding duration
negatively, such as psychological factors, cultural
factors, and return to work." Studies have documented
that infant feeding counselling is often of poor quality or
unavailable for many women %

In a study by Dhandapany et al® in
Pondicherry, India most of the mothers who were
antenataly counselled on breastfeeding initiated
breastfeeding immediately after birth as compared to the
not counselled mothers with a highly significant
difference (p<0.01) between the two groups. The results
of our study were also not very different from the above
mentioned study as the number of mothers of the
counselled group who initiated breastfeeding
immediately after birth were more than those who were
not counselled with a statistically significant difference
(p<0.046) between the two groups.

Majority of the mothers in our study who were
counselled practiced exclusive breastfeeding for 1% six
months of their infant’s life as against those who were
not counselled with a statistically very highly significant
difference (p<0.001) between the two groups. Our
results are similar to the findings made by Dhandapany
et al”®, who also showed a highly significant difference
(p<0.01) between the counselled and not counselled
mothers, with more counselled mothers practicing
breastfeeding than the not counselled. Labarere et al”
also found similar results with regard to practicing
exclusive breastfeeding with a significant difference
(p<0.03) between the intervention and control group in
their study. However, they studied exclusive
breastfeeding at 4 weeks instead of 1% six months of
infant’s life.

Our findings are in accordance with the results
of prior observational studies showing that support
provided by clinicians through specific advice and
practices during routine preventive visits is associated
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with higher exclusive breastfeeding rates and increased
breastfeeding duration. *#%°

If appropriate measures are undertaken to
strengthen training in breastfeeding counselling and the
number of trained professional/peer counsellors at all
levels is increased, exclusive breastfeeding might
become a social norm. There is an urgent need to train
all those involved in infant feeding counselling so they
have both the knowledge and the skills to help women
make appropriate choices, and so they can support
women in their choice after delivery. Selection of
motivated clinicians is likely to be an important factor
contributing to the improvements in breastfeeding
outcomes.

CONCLUSION

Antenatal counselling helps in motivating the mothers
for initiation of breastfeeding immediately after birth and
practicing exclusive breastfeeding for first six months of
infant’s life. All pregnant women should be informed
about the benefits and management of breastfeeding on a
priority basis during antenatal visits.
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