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Summary
Background: Breastfeeding and breast-milk bene t the health of mothers and
their infants in a number of ways. For women to be able to master
breastfeeding, it is important that they receive support from their partners, and
that the healthcare facility has a structured and positive approach to
breastfeeding. The Mother-Baby Friendly Initiative provides a quality standard
for postnatal services in Norway. The infection control measures that were
introduced by the government during the coronavirus pandemic may have
a ected the breastfeeding assistance provided postnatally.
Objective: The objective was to describe the breastfeeding assistance made
available to rst-time mothers during the period of strictest infection control
measures in the coronavirus pandemic, and how the breastfeeding worked out.

Method: We conducted a descriptive cross-sectional study using an online
questionnaire developed speci cally for this study. We recruited the women via
social media.
Results: We included a total of 821 women in our analyses. Half the sample felt
they had received good assistance with breastfeeding. The surveyed women had
received little information and guidance compared to the level expected of a
baby-friendly ward. The partner’s presence did not in uence the level of
information imparted to the women. Those who spent more than two days in a
postnatal facility, received more information and guidance. Almost half the
sample gave their babies a breast-milk substitute while in the postnatal facility.
This is a larger percentage than what is re ected in Norwegian surveys of infant
feeding. Approximately 70 per cent of the surveyed women were exclusively
breastfeeding two weeks after giving birth.
Conclusion: It appears that the infection control measures may have impacted
negatively on the breastfeeding assistance provided for rst-time mothers in
postnatal facilities. We have also identi ed greater reliance on breast-milk
substitutes, which may have meant that fewer women were exclusively
breastfeeding, and that the duration of the breastfeeding period was reduced. In
this study, the proportion of women who were exclusively breastfeeding at two
weeks postpartum was lower than in other surveys, yet the study cannot
conclude that this was caused by the infection control measures. Research is
required to help us understand how the infection control measures a ected the
longer-term breastfeeding outcomes for these women.

There is wide agreement in medical circles that
breastfeeding and breast-milk are important for the
health of infants and their mothers (1–3). The World
Health Organization (WHO) recommends exclusive
breastfeeding of infants during the rst six months,
after which breastfeeding should continue alongside
solids until the child is two years of age or older (4).

Breastfeeding is a physiological process in uenced by
hormonal changes during pregnancy and postpartum,
and it involves skills that need to be learnt.
Breastfeeding success is closely linked to the mother’s
motivation and con dence in her own ability to
breastfeed. In turn, these factors are in uenced by
attitudes and knowledge in society, among the
woman’s family and at the healthcare facility she
attends (5). The support and assistance received will
in uence the duration and extent of her breastfeeding
e orts (6).
Her partner can in uence the initiation of
breastfeeding and the duration of the breastfeeding
period by providing practical assistance, encourage
breastfeeding and being alert to the woman’s needs.
When the woman and her partner cooperate over the
breastfeeding, the woman will gain greater control of
the breastfeeding outcomes and greater con dence in
her own ability to breastfeed (7).
Healthcare facilities have a unique role to play in
promoting breastfeeding, as this is where women tend
to spend the rst days with their new-born child. The
guidelines for postnatal care therefore recommend
that mothers are not discharged from the postnatal
facility before breastfeeding is well established or the
o er of assistance from the municipal healthcare
service is considered su cient (8). Studies show that
if mother and baby go home early, this does not have
an adverse e ect on breastfeeding as long as the
woman is o ered at least one home visit (9).
The Mother-Baby Friendly Initiative

The global Mother-Baby Friendly Initiative was
launched by WHO and UNICEF in 1989 in order to
promote breastfeeding (10). The initiative was
introduced in Norway in 1993 and currently
constitutes the benchmark standard for facilities that
provide maternity and postnatal services, in
compliance with recommendations issued by the
Norwegian Directorate of Health (8, 11).

The Mother-Baby Friendly Initiative comprises the
‘Ten Steps to Successful Breastfeeding’ (Appendix 1),
which must be adopted before healthcare facilities can
refer to themselves as Baby-Friendly (12). The steps
are intended to promote breastfeeding and facilities
must meet the standards for information and
guidance. Several studies have found that the MotherBaby Friendly Initiative increases the proportion of
women who breastfeed (13, 14).
Infection control measures in connection with
COVID-19

In January 2020, a new coronavirus was discovered in
China, and this quickly spread to other parts of the
world. On 12 March 2020, WHO declared the outbreak
a pandemic. Norwegian authorities introduced
extensive and invasive infection control measures in
society in general and in healthcare facilities
speci cally (15).
The recommendation for childbirth and postnatal
services was that partners should only be present
during the active delivery stage and for two hours
thereafter (16). This meant that all postnatal facilities
were asked to bar the presence of partners.
Another recommendation was to reduce the length of
stay in postnatal facilities, preferably to less than 48
hours (17). For many rst-time mothers, this was a
shorter period than normal, and breastfeeding could
not be expected to be fully established at this early
stage (18).
Furthermore, the Norwegian Directorate of Health
recommended the introduction of a number of
infection control measures on the wards, which
brought increased focus on disinfection, isolation and
changes to daily routines (16). These changes may have
increased sta workloads, which in turn may have
a ected the time they had available to spend with each
individual woman.

Pandemics represent an ever-present risk, and the
situation may well occur again in the future. Can we
learn something that we can use if this happens again?
It is therefore important to nd out if the changes
made to ward practices a ected the women’s initiation
of breastfeeding. This knowledge will enable us to
improve current practices.
The objective of the study

We wanted to investigate the outcomes of the
breastfeeding assistance provided by postnatal
facilities during the period of strictest infection
control. The study aimed to describe the breastfeeding
assistance that rst-time mothers received during the
period of strictest coronavirus infection control, and
how the breastfeeding initiation worked out.

Method
This was a quantitative cross-sectional study involving
a survey conducted using an online questionnaire.
Sample

The study population were rst-time mothers who had
given birth in Norway between 12 March and 12 May
2020. We excluded women whose children had spent
time in neonatal intensive care units, and women who
had not delivered to term. This was because these
children may have had di erent nutritional needs than
healthy full-term infants.
Data collection

We collected data by means of the University of Oslo’s
(UiO) Nettskjema online questionnaire service. We
found no pre-existing questionnaire suitable for our
purposes. Our questionnaire was therefore specially
designed for this survey.

In drafting the questionnaire, we drew inspiration
from a questionnaire about breastfeeding guidance
and breastfeeding problems (18). The Mother-Baby
Friendly Initiative is the quality standard adopted by
most hospitals, so we chose to formulate our questions
along the lines of the ‘Ten Steps to Successful
Breastfeeding’. We received input from the Norwegian
National Advisory Unit on Breastfeeding in this
process. In order to ensure that all questions were easy
to understand and relevant, and that exhaustive
response options were provided, we conducted a pilot
test among women who met the inclusion criteria in
part or in full. Their feedback resulted in additional
explanatory text for some questions and additional
response options for others.
The questions in the questionnaire (Appendix 2, in
Norwegian) were structured chronologically from
delivery to returning home from the postnatal facility.
The women were asked between 27 and 38 questions,
as some of them were lter questions. Response
options varied between Likert scales, single-answer
and multiple choice.
Because we wanted to collect information from our
respondents while the infection control measures were
still in place, we endeavoured to distribute the
questionnaires as quickly as possible. We therefore
found it useful to recruit a convenience sample, which
means choosing respondents based on their
availability (19).
We wanted as many respondents as possible to enable
generalisation of ndings and therefore recruited
participants through Facebook. According to Ipsos,
Facebook is used by approximately 90 per cent of
women between 18 and 39 years of age, and 82 per cent
use the platform on a daily basis (20).

We posted the questionnaire in Facebook groups
directed at mothers, including ‘Mammaklubb for bra
damer’ (mummy club for cool ladies) with more than
19 000 members and ‘Ammehjelpsgruppen’ (the
breastfeeding assistance group), with more than 32
000 members. We also shared the questionnaire on
Facebook. The questionnaire was available online
between 26 May and 26 June 2020.
Analysis

We analysed the data using IBM SPSS Statistics
version 27. We wanted to survey the breastfeeding
assistance that rst-time mothers had received in
postnatal facilities during the period of strictest
infection control. We therefore chose to use
descriptive statistics with frequency tables and crosstabulations that we considered to adequately describe
our research question.
The study involved only categorical data and results
were presented in numbers and percentages. We used
chi-square tests in cross-tabulations to test the
di erences between groups, and we set the
signi cance level to 0.05. There were multiple
response options for questions related to the guidance
that the women received.
In order to analyse these responses, we designed a
‘Multiple response set’ in SPSS. Each response was
coded into dichotomous variables (had the women
received the speci c item of guidance, yes or no),
which were then grouped in a set.
We used frequency analyses to see how many
respondents had received speci c items of guidance,
and cross-tabulations to identify di erences with
respect to length of stay in the postnatal facility and
whether the partner was present.

Ethical considerations

The Norwegian Centre for Research Data considered
there was no need to notify them or Regional
Committees for Medical and Health Research Ethics
(REK) of the study, because our plans were for an
anonymous survey via the University of Oslo’s
Nettskjema platform.
To ensure that all respondents would remain
unidenti able, we included no free-text elds, and all
background information was provided as categorical
data and kept to a minimum. Participants were
considered to give their consent to taking part in the
study by submitting the questionnaire.

Results
A total of 882 women responded to the survey. Based
on our exclusion criteria, we removed 61 of them from
the dataset, leaving 821 who were included in our
analyses. In total, 79.5 per cent of the women were
between 25 and 35 years of age.
There were respondents from all Norwegian counties
(see Table 1), and most of them came from counties
with large birthing facilities and a high population
density. The majority of the women gave birth on a
delivery ward or in a maternity clinic (94.3 per cent),
and the proportion who delivered by caesarean section
was 15.8 per cent.
One in ve women (19.9 per cent) reported that their
partner had been present throughout their stay in the
postnatal facility. Half the sample had spent less than
48 hours in the facility.

Perception of breastfeeding assistance received in
the postnatal facility

We asked the women about the extent to which they
felt they had been given assistance with their
breastfeeding queries while in the postnatal facility
(see Table 2). Those whose partners were present, felt
that they had received more support than those whose
partners were not present. The women who spent less
time in the maternity unit, received less support than
those who spent longer.
There were signi cant di erences between counties in
terms of breastfeeding assistance. The county of Møre
og Romsdal provided assistance to the largest
proportion of women (66.7 per cent), while Oslo’s
score was the lowest in this respect (40.7 per cent).

Guidance received in the postnatal facility

Table 3 shows the degree to which the women received
information that re ected the ‘Ten Steps to Successful
Breastfeeding’. The gures show that the women
generally received little guidance. Most of them were
told ‘How often to breastfeed’ (54.2 per cent).
Only 25.3 per cent of the women received information
about ‘How to prevent/treat breast engorgement
pains’. On this point, there was a signi cant di erence
between women who had their partners present and
those who had not.

The length of stay in hospital had some in uence.
Among the women who spent between zero and two
days, a lower proportion had received information
about ‘How to express milk by hand’, ‘How to
prevent/treat breast engorgement’ and ‘How often to
breastfeed’.

Breast-milk substitutes

Among the women in the survey, 46.3 per cent
responded that their babies received a breast-milk
substitute in the rst three days of life. Breast-milk
substitutes were used just as frequently at birth
centres (42.6 per cent) as in maternity clinics and
maternity units (46.5 per cent).
More women who spent over two days in the postnatal
facility gave their baby a breast-milk substitute (30.8
per cent compared to 61.9 per cent) (not in the table).

Breastfeeding status two weeks after delivery

We asked the women how their breastfeeding was
going two weeks after they had given birth (see Figure
1), and 92 per cent of them were still breastfeeding.
Among these, 72 per cent were exclusively
breastfeeding. Women whose partners had been
present reported the same breastfeeding status as
women whose partners were not present.
Among the women who spent more than two days in
the postnatal facility (63.8 per cent), a lower
proportion was exclusively breastfeeding compared to
those who spent 0–2 days in the facility (79.4 per cent)
(the data are not given in the tables).

Discussion
The study results show that the infection control
measures introduced at postnatal facilities are likely to
have had a negative e ect on rst-time mothers’
perception of breastfeeding assistance received during
their stay in the postnatal facility. Women who had
their partner present were more satis ed with the
assistance they received.

Breastfeeding guidance was found to be wanting when
compared to expectations of a Mother-Baby Friendly
facility. There was greater reliance on breast-milk
substitutes, and fewer women were exclusively
breastfeeding after two weeks compared to the results
of earlier surveys.
The pandemic changed the working day

There were di erences between counties with respect
to the amount of help the women felt they had
received. This may have been because it was left up to
the individual care facility to draw up local procedures
for how to enforce the recommended measures for
infection control (16).
Also, there may well be di erences in culture between
units. One study found that the mothers’ sense of
support increased when the midwife had a positive
attitude to breastfeeding (21). The redistribution of
resources that took place during the pandemic may
have adversely a ected the midwives’ attention and
attitude to aspects of care such as breastfeeding.
The coronavirus pandemic has changed the working
day at postnatal facilities in that sta spend time and
resources on infection control measures. An increased
workload and associated frustrations can have left less
time available for sta to provide breastfeeding
assistance, which is often a time-consuming task.
Women are likely to have noticed this capacity
reduction, as re ected in news stories and feature
articles published in the daily press (22, 23).

«Women who spent less than 48 hours in the
postnatal facility, felt that they received less help.»
Among the women who had their partner present, a
larger proportion felt supported while in the postnatal
facility. This may be because the women included the
support received from their partners when answering
the question.

If the healthcare personnel had less time available to
spend with the women during the coronavirus
pandemic, and their partner was not present, this is
likely to have a ected the women’s experience of
support and assistance received.
Women who spent less than 48 hours in the postnatal
facility, felt that they received less help. This is
unfortunate, because women who go home early need
signi cant guidance to be able to handle the challenges
of breastfeeding on their own (9). When their time in
the facility is reduced, the breastfeeding assistance
provided should be adjusted accordingly.
Insu cient information and guidance

It is surprising that the women received little
information and guidance. The guidance points are
tools intended to make sure that women receive
appropriate information while in a postnatal facility
(11).
Most such facilities in Norway are accredited as
Mother-Baby Friendly because they have been found to
provide information about most of the guidance points
to at least 80 per cent of women. We must therefore
assume that the gures revealed in this study are
signi cantly lower than normal (11).
The partner’s presence a ected only one item of
guidance. Length of stay in the facility had a greater
impact. For instance, a lower proportion of the women
who returned home early received information about
milk pains.
Because milk pains normally occur two to four days
after delivery (18), it is worrying that so few had
received such information when discharged after two
days and left to manage on their own.

Nor had su cient guidance in accordance with the
Mother-Baby Friendly standard been provided to
women who stayed for longer than recommended in
the facility during the coronavirus pandemic, so we
can assume that a greater workload and changes to
resource allocations will have played a part.
More extensive use of breast-milk substitutes

We found that approximately half the study sample
had given their babies a breast-milk substitute while in
the postnatal facility. This is a signi cant increase
compared to the infant feeding surveys of 2013 and
2020 (24, 25).
In these surveys, 25 and 29 per cent respectively
answered that they had given their baby a breast-milk
substitute in the rst week of life (24, 25). According to
‘Ten Steps to Successful Breastfeeding’, breast-milk
substitutes should never be given unless medically
indicated.

«In our study, only 53.1 per cent of infants were
exclusively breastfed.»
In order to be accredited as a Mother-Baby Friendly
facility, the hospital must be able to report exclusive
breastfeeding while in the facility for at least 80 per
cent of full-term babies (12). In our study, only 53.1 per
cent of infants were exclusively breastfed, which
demonstrates that the Mother-Baby Friendly standard
was not achieved for these women during the
pandemic.
Our results do not tell us if there was a medical reason
for the increased reliance on breast-milk substitutes,
but the volume involved suggests that in general, there
was no such indication. This is supported by the fact
that in our study, the use of breast-milk substitutes
was just as high at birth centres as in maternity units
and clinics.

Only healthy mothers and infants are routed to birth
centres, so no medical indication for a breast-milk
substitute would therefore be expected (26). It may be
the case that breast-milk substitutes were given
because the postnatal facilities were busy during the
pandemic. ‘Ten Steps to Successful Breastfeeding’
speci es that a lack of resources is not a su ciently
good reason to give a breast-milk substitute (12).
Breastfeeding status two weeks after delivery

National infant feeding surveys undertaken in 2013 and
2020 show that the proportion of women who
exclusively breastfed their babies after two weeks, was
84 and 85 per cent respectively (24, 25). By
comparison, the exclusive breastfeeding proportion in
our study was considerably lower (71.6 per cent).
Unlike our sample, the women who responded to the
infant feeding surveys included both primiparous and
multiparous women. This may have been one reason
for the di erence.
A woman’s partner plays an important part in
establishing the breastfeeding (7, 27). Nevertheless,
our study found no signi cant di erence between the
women whose partners were present and those whose
partners were not present with respect to
breastfeeding status at two weeks postpartum. Only a
small group of women were allowed to have their
partner present (19.9 per cent).

«We can assume that the partners who were
allowed to be present, had their freedom of activity
restricted due to infection control measures.»
We can assume that the partners who were allowed to
be present, had their freedom of activity restricted due
to infection control measures. This may have a ected
their opportunity to provide respite and make things
easier, which is an important part of the partners’
support function. This may have a ected the impact of
their presence (7).

It was a surprising nding that women who spent a
short time in the facility were more likely to
exclusively breastfeed, despite the fact that they
reported having received less guidance than the
women who spent longer in the facility. This may be
associated with the fact that there was a greater
reliance on breast-milk substitutes among those who
stayed for longer. This factor is known to in uence
exclusive breastfeeding (28).
We must take account of the fact that those who
stayed for longer, may have had medical issues that
gave rise to breastfeeding challenges.
Strengths and weaknesses of the study

The fact that the study used a convenience sample can
have a ected the transferability of its ndings. This
data collection method means that we cannot tell how
many women could have taken part, and who opted
not to respond. The high number of respondents is a
strength.
In Norway, approximately 3800 (29) rst-time
mothers give birth in any two-month period, so our
response rate is around 23 per cent. The respondents
are similar to the general birthing population in terms
of measured background variables.
Among the women in our study, 79.5 per cent were
between 25 and 35 years of age. The average age of
rst-time mothers in Norway in 2019 was 29.7 years
(29). The proportion of women who delivered by
caesarean section (15.8 per cent), is similar to the
caesarean section prevalence in the Norwegian
birthing population (15.9 per cent) (29).

«Recruitment took place via social media.»

Recruitment took place via social media. Despite the
fact that the majority of the population makes use of
such media, we must assume that we failed to reach
parts of the population. Additionally, the various
Facebook groups that we chose to use as vehicles of
recruitment, may have a ected the sample and can
potentially have produced a biased sample.
In an e ort to counteract any such bias, we asked a
number of di erent groups to share the questionnaire,
which they did. Studies show that recruitment via
Facebook can provide representative samples that
match traditional data collection methods (30).
Any cross-sectional study runs the risk of potential
memory bias (19). However, this study was conducted
soon after the events we were asking about and the
risk that respondents may have failed to remember will
therefore be small.
It is a weakness of the study that the questionnaire
that we used had not been validated. We therefore
spent considerable time on formulating the
questionnaire, taking heed of input from the
Norwegian National Advisory Unit on Breastfeeding
and conducting a pilot test.
We chose descriptive statistics and bivariate analyses,
which in our opinion are appropriate choices that suit
the objective of the study. Any interpretation of the
results must take account of the simple analytic
approach.

Conclusion
We have found that the breastfeeding assistance that
rst-time mothers received during the coronavirus
pandemic did not meet the Mother-Baby Friendly
standard. Since most hospitals have been accredited to
this standard, we can assume that the infection control
measures impacted negatively on the assistance they
received. Only half the sample felt that they received
good breastfeeding support in the postnatal facility.

Breast-milk substitutes were administered more
widely and insu cient information and guidance were
provided. We know that this a ects the number of
women who exclusively breastfeed, and the duration of
their breastfeeding. The proportion of women who
were exclusively breastfeeding two weeks after
delivery, was lower in our study than in other studies.
Because our sample included only rst-time mothers,
we cannot conclude that the infection control
measures are the de nitive cause of this low
proportion.
This study looked at breastfeeding in the two-week
period after birth. In order to understand the full
consequences of the infection control measures, it will
be necessary to study breastfeeding progression in the
longer term.
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