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Women’s reflections on 
breastfeeding peer support
Vanita Bhavnani, senior research and evaluation officer, 
describes how NCT’s commissioned breastfeeding peer support 
services have enhanced women’s experiences of breastfeeding

Breastfeeding is important in improving public health and reducing health 
inequalities.1 Although 81% of UK mothers initiate breastfeeding, there 
is a steep decline in the early postnatal period with only 55% of women 
breastfeeding at six weeks and 34% at six months. Around 80% of women 
who stop breastfeeding during the first six weeks report that they would have 
liked to continue for longer. Many cite difficulties with latching on, painful 
breasts or nipples and insufficient milk supply as key reasons for stopping.2

Peer support is recognised as an important and effective method of 
supporting breastfeeding women, as part of a wider breastfeeding strategy 
within a co-ordinated programme of interventions.3 The training of women 
who have themselves breastfed to work alongside midwives, health visitors 
and breastfeeding counsellors, is designed to extend access to emotional 
support and reliable information, and offer access to skilled practitioners who 
can address a mother’s concerns.  
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This paper focuses on the experiences of women who accessed peer support 
through services that NCT has been commissioned to provide across the UK. 
We identify the aspects of peer support that were highly valued by women 
and contributed to positive experiences of breastfeeding. The article draws 
on the qualitative feedback provided by 130 women who took part in an 
online survey-based evaluation of NCT peer support services between June 
and September 2017, via NCT breastfeeding peer support Facebook pages. 
Thirteen of the women also agreed to a follow-up telephone interview. 

NCT breastfeeding peer support services
NCT is currently commissioned to provide both breastfeeding peer support 
training and support services in East Lancashire, Glasgow, Peterborough and 
Southampton, areas which are known to have pockets of deprivation and 
where breastfeeding prevalence rates at six to eight weeks are lower than 
the national average. NCT is commissioned by individual local authorities in 
these areas in England and funded by a grant from the Scottish government 
for services in Glasgow. The 10-week Open College Network-accredited 
peer support training is based on the principles of active listening and being 
mother-centred. Volunteers are trained to value the experience and views 
of individuals, respect confidentiality, offer appropriate information where 
needed, understand the limits of the role and refer women to appropriate 
support for more complex difficulties.  Breastfeeding peer support is provided 
in a range of settings, including one-to-one support offered in hospital on 
postnatal or neonatal wards, in Baby Cafés offering a combination of expert 
one to one support from a skilled professional with group-based social 
support from peer supporters and other breastfeeding mothers, home visits, 
on the telephone and via social media (Facebook) (see Table 1). 

In hospital, I 
remember that in 
the evening which I 
found harder, I had 
several ladies (peer 
supporters) who 
would come and sit 
with me, hold the 
baby, and they had 
all the time in the 
world for me

East Lancashire

N=33

Glasgow

N=37

Peterborough

N=37

Southampton 

N=22

Postnatal ward √ √ √ √

Telephone calls √ √ √ –

Text messaging √ – – –

Baby Café – √ √ √

Home visit √ – – –

Social media √ – √ √

Other –
√

Neonatal unit

√

Antenatal 
session

–

Table 1. NCT breastfeeding peer support service delivery arrangements



Survey participants
Women accessing NCT peer support were most frequently of white 
ethnicity (98%), aged 30-39 years (68%) and had a higher education (49%) 
or postgraduate degree (33%). Two thirds of women (65%) were first-time 
mothers and more than half (57%) had previously used an NCT service, such 
as an antenatal course or a mother and baby group at a local NCT branch, and 
18% had accessed support from an NCT breastfeeding counsellor.

Access to peer support services
The majority of women who accessed peer support services in Glasgow, 
Peterborough and Southampton did so via Baby Cafés (90%). In East 
Lancashire women were more likely to have received support via telephone 
calls (70%) and home visits (55%). The majority of women (69%) received 
support when their baby was under one month old. Women spoke about a 
wide variety of concerns (often more than one) with peer supporters, the 
most common being difficulties with positioning and attachment,  
expressing and storing breastmilk, tongue tie, painful feeding and nipples  
and milk supply.

What women valued about peer support
Overall, the qualitative feedback from women was very positive indicating 
they had benefitted considerably from contact with the service. Several 
themes emerged about what they particularly valued and the impact of peer 
support on their breastfeeding experiences.

A person-centered approach 
For many women peer supporters were seen as friendly, approachable, 
non-judgemental, taking time to listen to their concerns and providing the 
much-needed emotional support that was characterised by reassurance and 
encouragement.

‘The peer supporter stayed with me for as long as I needed to get my baby 
latched, she helped me to relax and gave me lots of encouragement and 
supported me with trying different positions. She made me feel like she 
wanted to stay with me until I got it right, there was no sense that she needed 
to be elsewhere.’ 

Woman 1 who received a home visit in East Lancashire

‘In hospital, I remember that in the evening which I found harder, I had several 
ladies (peer supporters) who would come and sit with me, hold the baby, and 
they had all the time in the world for me and it was nice to know that they 
could just spend that time with me to help me get him latch on. It was a relief 
that there was someone there to help me and I didn’t have to struggle on  
my own.’ 

Woman 1 who had support in hospital – Southampton

Women also described feeling that someone really ‘cared’ about them, which 
helped boost their emotional wellbeing at a time when they were trying to 
establish breastfeeding and lacked confidence. 



‘A lovely lady from NCT called me when I was home and asked me if I was 
alright. She at first did a telephone conversation and then contacted me via 
text message. You kind of feel that you are all alone when you come out of 
hospital even though you have friends and family around but because I was 
talking to the PS, it was more helpful to talk to her about it then a friend. She 
offered quite a lot of support and it was more just getting through the pain… 
She helped me loads even though I was on the phone for about 20 mins. She 
really put my mind at ease and I got the sense that she genuinely cared about 
me and what was happening.’ 

Woman 1 who received telephone support in East Lancashire

Mother-to-mother support
In areas where group support was available in Baby Cafés, peer supporters 
would often provide support whilst they breastfeed their own babies, which in 
itself left a positive impression. 

‘Most of them were mums like you who had been going through what you 
were going through. How good is that? They are one of us and they would go 
round and say how your week has been or just sit and have a coffee with you.  
I think if it wasn’t for that I would have stopped.’ 

Woman 1 attended a Baby Café – Glasgow

The quality of support from women who had breastfed was also clearly 
distinguished from that provided by health professionals who were perceived 
as having little time or offering support that was not responsive to  
personal needs.  

‘It’s less clinical and more understanding on an emotional level. Just knowing 
they have breastfeeding experience themselves helps versus some of the 
midwives you speak to who haven’t breastfed themselves and I think it’s 
just that you are not on your own but being with people who had difficulties. 
Having that through an emotional level helped me through the pain.’

Woman 1 who attended a Baby Café in Peterborough

Normalising experiences 
Women also talked about the importance of peer support in helping to 
normalise their experiences. Mothers derived hope and confidence through 
being able to identify with a peer supporter or other mothers who talked 
about having had similar difficulties and overcome them, which often had a 
huge impact.

‘The support that the NCT gave me helped me develop the breastfeeding 
relationship. I had this idea in my head that there being this magical six 
week period where you develop the relationship and all your troubles would 
disappear but at six weeks I was still struggling but through the group I met 
other mums who were also struggling. If I hadn’t had the support of the NCT, I 
can’t imagine my confidence would have developed that quickly as I really felt 
at first I was shooting in the dark.’

Woman 2 received a home visit and group support – East Lancashire

Just knowing they 
have breastfeeding 
experience 
themselves helps



The normalising of experiences was also particularly important for women 
who came from families or had friendship groups where breastfeeding was 
not socially acceptable. Peer support made women feel better able to cope 
with the pressure and for some, more confident about feeding in front of 
their families and in public.

The main thing I found useful with both my babies is the way they made 
everything feel normal. Most of my friends bottle feed, and they can get quite 
judgemental sometimes. Peer supporters help me to regain my confidence 
when I feel disheartened. 

Woman 2 attended a Baby Café – Southampton

This kind of role modelling had a powerful impact on women, helping them 
believe that they could breastfeed for longer than originally anticipated. 
Seeing women at different stages of their breastfeeding journey, including 
with older babies or toddlers, was particularly important for women who were 
at the early stages of breastfeeding. 

‘It was good that the peer supporters had their own kids there who were older 
and a year old they were breastfeeding their own babies and that was really 
good because I was hoping that I could do that too... I now plan to feed for 
two year before it was 6 months and I’d never met anyone who had fed for 
that long, I thought it was a myth but knowing that people do and the fact 
you can do it and even going back to work.’ 

Woman 3 attended a Baby Café – Glasgow

Acceptance of decisions 
For a small number of women feelings of acceptance and affirmation of their 
feeding decisions were also key. This was emphasised by several women 
including those who were not exclusively breastfeeding and who were 
concerned about being judged for introducing bottle feeding with expressed 
or formula milk.

‘I was expecting to get the usual feedback and that formula was a bad thing 
and I was worried that I was a bad mum. It was actually the complete opposite 
and the peer supporters was really supportive about what I was doing i.e. the 
expressed milk and formula. They were there to support you no matter what 
your choice.’ 

(Woman 3 – attended a Baby Café – Glasgow)

Strengths and limitations 
The strength of the evaluation is that it explored the perspective of women 
service users and focused on what aspects of breastfeeding peer support 
worked for them, helped them feel more confident and promoted a positive 
sense of wellbeing. All of these factors could potentially contribute to 
the public health outcomes of interest to commissioners. However, this 
retrospective evaluation does have limitations that need to be taken into 
account when interpreting women’s experiences. Women accessed a variety 
of other support for breastfeeding including from breastfeeding counsellors, 
mother and baby groups and from health professionals. Therefore, attributing 
benefits solely to peer support services is particularly challenging. It is also 
difficult to assess whether the service had reached women living in areas of 



high deprivation as more than half had previously used an NCT service and a 
significant proportion held higher educational qualifications. Therefore the 
findings may not be representative of all NCT peer support service users in 
these areas. 

Conclusions
Women find NCT’s breastfeeding peer support services highly valuable and 
an important factor in helping them to overcome the early challenges of 
breastfeeding and to continue breastfeeding. Peer supporters were seen 
as were approachable and non-judgemental. Women placed value on peer 
supporters having their own experiences of breastfeeding and understanding 
the difficulties involved. The peer supporters helped to normalise 
breastfeeding for many women whose own social support did not provide 
this, and acted as role models for breastfeeding older babies or toddlers. All 
these factors contributed to women feeling more confident to breastfeed, to 
breastfeed in public, and for as long as they wanted too. 
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Breastfeeding peer support: 
lessons for design
In one of three linked pieces, Heather Trickey, from 
DECIPHer at Cardiff University, highlights findings 
that may give new breastfeeding peer support 
interventions the best chance of working
See also ‘Breastfeeding peer support: what’s available on the ground 
and where are the gaps?’ by Aimee Grant, and Women’s reflections on 
breastfeeding peer support’ by Vanita Bhavnani.

In the UK most women stop breastfeeding before they plan to do so.1 Failure 
to offer support in the hours and days after the birth means that many 
mothers do not get the help they need to establish breastfeeding. One way 
to provide more support is through training breastfeeding peer supporters 
– usually local women, who have had their own experience of breastfeeding, 
to offer a listening ear, information and practical help for overcoming 
breastfeeding difficulties. 

This idea of lay and community support is recommended by the World 
Health Organization as part of national strategies to improve breastfeeding 
rates.2 It is particularly relevant to the UK, which has one of the lowest rates 
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of breastfeeding in the world.3 UK national guidance also recommends 
breastfeeding peer support.4

Exactly what kind of peer support is best to introduce, however, is not clear. 
Experiments of breastfeeding peer support have produced mixed results. 
International reviews indicate that additional support for breastfeeding 
can be effective in high income country settings.5 However, randomised 
controlled trials (RCTs) of breastfeeding peer support in the UK have shown 
little impact on breastfeeding rates,6 though findings from a recent natural 
experiment have been promising.7 Lack of evidence from UK experiments 
may be because these have tended to be based on interventions with a low 
intended number of contacts between mothers and peer supporters and 
have run into implementation problems.8 

In the UK there is a very uneven landscape for infant feeding behaviours 
and infant feeding support – in other words, breastfeeding rates vary 
considerably1 and not all maternity care facilities have achieved the same 
‘usual care’ standard of support for breastfeeding.9 Furthermore, the 
evidence for what is or is not effective is confusing, particularly because each 
intervention and its setting is contextually unique;10 experimental studies 
tend not to take account of the way small variations can cause interventions 
to play out differently.8 This means that UK providers and commissioners of 
peer support are left with many questions: 

• Which kinds of peer support interventions have the best chance of working 
in which areas?

• How does the health care system need to adapt to the intervention?
• How should peer supporters be selected and trained, when and how (and 

how much) should they make themselves available?
• Which mothers should peer support initially be directed to?
• What are the processes by which we expect change to happen?
• Thinking about individual mothers, and thinking about the whole locality, 

what change is it reasonable to expect, and over what time scale?

Unpicking the evidence around breastfeeding 
peer support
To address these sorts of questions we have conducted a different kind 
of study – a realist review of breastfeeding peer support experiments 
delivered in high income country settings. Realist reviews don’t ask ‘Did the 
intervention work?’ Instead they ask, ‘How and why did the intervention work, 
or not work, in this context or environment, with this population?’ And ‘What 
transferrable lessons can I draw?’11

Our realist review included 15 breastfeeding peer support intervention 
cases delivered in the USA, Canada and the UK. All were intended to improve 
breastfeeding rates among mothers of full-term babies. We found that each 
intervention case was unique. Interventions varied according to the number 
of contacts and time points for delivery along the woman’s pregnancy 
and postnatal journey. The interventions varied widely according to the 
motivation levels of women receiving support, the criteria by which peers 
were selected, the levels of training provided to peers, the healthcare settings 
and levels of social and economic deprivation of different areas.  

In communities 
where formula 
feeding is socially 
normal it is probably 
unrealistic to expect 
a peer support 
intervention to 
change the minds 
of large numbers 
of women who 
were not already 
considering 
breastfeeding



From our study, we have drawn lessons to give new breastfeeding peer 
support interventions the best chance of working. We hope these will be 
useful to anyone involved in developing and providing peer support, including 
volunteer breastfeeding counsellors and peer supporters, midwives and other 
health professionals, service providers and commissioners. 

A full account of the review findings is in Trickey H, Thomson G, Grant A, et al.  
A realist review of one-to-one breastfeeding peer support experiments 
conducted in developed country settings. Matern Child Nutr 2017; in press.  

Lessons for design and delivery
We found that one-to-one breastfeeding peer support interventions rely on a 
whole sequence of mechanisms – illustrated in Figure 1. An intervention will 
fall at the first hurdle if it does not consider upstream influences, such as local 
feeding behaviours or existing care pathways.

We identified seven areas for lessons for intervention design, indicated by  
the numbered boxes in Figure 1. Lessons for each of these areas are 
discussed below. 

1.  Fit with local feeding norms
In communities where formula feeding is socially normal it is probably 
unrealistic to expect a peer support intervention to change the minds of large 
numbers of women who were not already considering breastfeeding. In such 
areas, it may be fruitful to focus on making sure that women who do decide 
to breastfeed are well supported and have an experience from which they go 
on to tell positive stories about their experiences to others. If the aim is to 
reach a whole community, providers will need to think through how support 
can be inclusive without undermining a goal to encourage, enable and affirm 
(locally unusual) decisions to breastfeed – for example by including support 
for safe and responsive formula feeding and facilitating compassionate 
conversations between mothers who are feeding their babies in  
different ways.

Higher level

5.  Content of 
peer-mother 
interactions

3.  Peer 
accessibility

4.  Peer 
qualities

1.  Fit with infant 
feeding norms

Inter-personal Intra-personal

2.  Fit with  
existing health 
care pathway

6.  Peers & within 
intervention 
feedback

7.  Legacy 
feedback

Figure 1: Areas for consideration in design for one-to-one 
breastfeeding peer support interventions



2.  Fit with the existing health care pathway
Peer support interventions often rely on support from health professionals. 
Our review confirmed that it is unlikely that an intervention will work as hoped 
if maternity care professionals are ambivalent about breastfeeding or are 
not on board with the idea of working alongside peer supporters.12 If health 
professionals do not buy into the intervention, referral pathways won’t work 
and mothers will tend to receive mixed messages about the credibility of 
the intervention. Interventions are less likely to succeed in hospital settings 
where formula supplementation rates are high and health professionals 
themselves lack knowledge and skills to enable breastfeeding. In such 
settings peer support can end up being remedial rather than additional.  
An intervention is more likely to be accepted by health professionals if 
they have had a positive prior experience of working alongside volunteer 
breastfeeding supporters and if a respected health professional acts as 
‘champion’ for the intervention. For effective and mutually acceptable 
alongside working, roles of peer supporters need to be well defined.

3.  An accessible peer supporter
Help needs to be timely. Contact with mothers needs to reflect the ‘pivotal 
points’ where mothers run into difficulties and change their minds about 
breastfeeding.13 Women from all backgrounds feel uncomfortable about 
approaching volunteers for help with feeding. Most leave it until problems 
become serious, and many simply never ask for help.

In the UK, it is very common for women to stop breastfeeding in the first 
two days,1 during which time many women do not get the help they need 
to establish breastfeeding. Against a backdrop of NHS resource and time 
pressure, lack of support to establish breastfeeding represents a huge gap 
in the health care pathway. If volunteer peer support is intended to make a 
difference to the number of women establishing breastfeeding by filling this 
‘early days’ gap, then intervention design will need to enable peers to achieve 
a proactive contact with the mother during this period. 

4.  A peer with the ‘right’ qualities 
We were surprised to find that, for one-to-one peer support interventions, 
peers and mothers did not need to be matched socially or to have specialised 
breastfeeding knowledge to be perceived as friendly and competent by 
the mother. This may be because in one-to-one interventions mothers 
sometimes see peer supporters as paraprofessionals rather than just like 
them. Social similarity may be more important in group settings. There 
is some evidence that social similarity does help where there are specific 
cultural issues or anxieties about feeding, or a language barrier. Sometimes 
there may even be a downside to similarity, for example, if both peers and 
mothers have complex and unstable lives or many competing demands and 
responsibilities, then it may be difficult to recruit and retain peer supporters. 

We were again surprised that extensive peer training did not emerge as 
important for helping mothers to initiate or continue breastfeeding. It may be 
that emotional support is key, or that what counts is having a way for mothers 
to access expert help from somewhere within the care pathway, with peer 
supporters providing a valuable referral point. Peer supporters benefit from 
opportunities to train and socialise with one another, and tend to be more 

Women from all 
backgrounds feel 
uncomfortable 
about approaching 
volunteers for help 
with feeding



committed when they feel their support was valued and well integrated with 
other services. 

5.  Inside the peer-mother relationship 
We confirmed that mothers value warm and supportive relationships.14 
However, we were not able to identify any aspects of training or ways of 
delivering support (e.g. face-to-face/telephone, long-term/short term) that 
were consistently associated with the relationships mothers believed were 
helpful in initiating or continuing breastfeeding. We found that relationships 
between peer supporters and mothers can deepen over time: having contact 
with the same peer supporter over several months can help mothers to revisit 
and affirm their feeding decision. Short-term support can also be experienced 
as warm and enabling. And just knowing that peer support is available when 
needed may help mothers to overcome breastfeeding challenges. 

6.  Motivation for peer supporters
Over time peer supporters tend to direct their energy and time to supporting 
mothers who are more motivated to breastfeed and who appear to value 
the support they receive. Peer supporters can become demotivated if their 
help is repeatedly rejected. Although understandable, such preference 
for responding to women who show obvious motivation can mean that 
an intervention aimed at encouraging women who are ambivalent about 
breastfeeding may not fully succeed. It’s also worth noting that peer 
motivation is adversely affected when peers lack opportunities to develop 
their skills and share experiences with one another. 

7.  The legacy of breastfeeding peer support
Trials of peer support tend to look only at short-term impact on breastfeeding 
rates. It may be that peer support interventions can have a longer-term 
impact, for example, in raising awareness and acceptance of breastfeeding, 
influencing a whole community through visibility and changing conversations 
among partners, grandparents and community leaders, encouraging health 
professionals to improve their skills or creating a community of activists who 
campaign for local change. These kinds of outcomes may signal important 
steps on a causal pathway to improving breastfeeding rates in communities 
where formula feeding is the usual pattern. 

Conclusion
The realist review provides an evidence-based guide to what’s needed to 
give one-to-one breastfeeding peer support interventions the best chance 
of succeeding. One-to-one peer support interventions need to be relevant to 
the target population, properly embedded into existing health care pathways, 
and introduced in tandem with professional support. 

The lessons from the review do not replace the need for evaluation, though 
they do suggest the need to re-think how evaluation of breastfeeding peer 
support programmes is done. Peer support experiments often just measure 
change in breastfeeding rates over a period convenient for data collection, 
without specifying clearly how change is expected to happen or to be 
sustained. More attention needs to be paid to intervention theory, design and 
implementation, bearing in mind the unique circumstances of each setting. 



The UK continues to have internationally low breastfeeding rates and very 
high rates of ‘breastfeeding disappointment.’15 Breastfeeding support 
can only be one cog in the wheel of change. Given a goal to improve UK 
breastfeeding rates, there is a pressing need to understand how all the cogs 
work together. There is a need to evaluate how and where peer supporters 
can contribute to sustained changes in attitudes and beliefs, in services  
and culture.
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Breastfeeding peer support: 
what’s available on the ground 
and where are the gaps?
In one of three linked articles, Aimee Grant, a 
qualitative researcher at Cardiff University, points  
to the lack of breastfeeding peer support services 
in many areas of the UK
See also ‘Peer support for breastfeeding: lessons for design’ by Heather Trickey, 
and ‘Women’s reflections on breastfeeding peer support’ by Vanita Bhavnani.

Breastfeeding peer support is one way in which parents who experience 
difficulties with breastfeeding can access support.1,2 However, there is 
little up-to-date evidence on what breastfeeding peer support services are 
available in the UK. We suspected that services were not equitable around 
the country, and that this could affect who received support when they were 
struggling with breastfeeding.

In order to fill this evidence gap, we surveyed infant feeding coordinators and 
other members of the UK infant feeding networks who were responsible for 
breastfeeding support services. We asked if there were peer support services 
and/or breastfeeding groups available in the area they worked in, and what 
services were provided.3 To fill any gaps and validate survey responses, we 
searched all NHS organisation websites, to see if they provided breastfeeding 
peer supporters or breastfeeding support groups. There was very little 
difference between our survey responses and the online search.

Our major finding was that peer support was only available in 56% of areas, 
with breastfeeding support groups available in 89% of areas, as illustrated 
in the maps below (see Figure 1). These show the provision of breastfeeding 
peer support, breastfeeding support groups, the presence of both or neither 
throughout the UK. It is important to note, however, that the chosen areas 
were large, covering entire NHS health board or NHS Trust boundaries. 
The health professionals who responded to the survey highlighted that 
services were not available equally throughout their area. As such, it would 
be incorrect to say that breastfeeding peer support is available in every city, 
town or village within an NHS Trust area with breastfeeding peer support.

Breastfeeding peer support services
As well as presence or absence of a service, there was also local variation in 
who managed and recruited peer supporters, and how training was provided. 
The third sector, including NCT, was identified as providing initial training for 
peer supporters. Overall, the available training varied in both content  
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and duration. In some areas, there was no training at all. There was also  
variation in ongoing training and support, with support missing in over a 
quarter of areas.

Where breastfeeding peer supporters were in place, their main activity 
was attending breastfeeding groups. This shows that in general mothers 
were supported in a group setting, rather than one to one. In summary, 
peer supporters were involved in a broad range of tasks, in hospitals (both 
antenatally and postnatally) and in the community.

Although peer supporters sometimes had a sizeable role in supporting 
breastfeeding, this was not always well integrated with other NHS services 
directed towards mothers. For greater integration, our survey highlighted 
the benefits of clear guidance on roles and responsibilities, visibility through 
shared work, and trust between the two groups. This point is also highlighted 
in the accompanying piece by Heather Trickey.

Peer support often aims to reach all parents, and three quarters of 
respondents felt that their services were accessible. However some 
participants went on to explain that services were delivered in areas of 
greatest need, but not necessarily accessed by parents who were felt to 
be most in need (such as those living on a low income, or living in areas  
of deprivation).

Breastfeeding support groups
As stated above, breastfeeding support groups were much more common 
than breastfeeding peer support services. With almost 90% of areas having 
at least one group, we asked participants to tell us more about how these 
groups functioned. When we compared the number of births within an area 
with the number of breastfeeding support groups, we found that the number 
of groups was not related to the number of mothers.

Those who organised breastfeeding groups were sometimes creative in how 
they were presented. For example groups took place in a range of settings, 
including cafes, children’s centres and alongside health visitor clinics where 
babies could be weighed. Groups were not always referred to as breastfeeding 
support groups, with some participants telling us that their breastfeeding 
support group was known as a ‘Baby Café’ or ‘First Friends’ group.

In many public health services, record-keeping is prioritised with metrics 
regularly prepared for internal and/or external consumption. Among 
breastfeeding support groups, the comprehensiveness of record-keeping 
varied both within NHS Trust areas and between them. Less than one 
third of participants reported that notes were kept on mothers who had 
problems breastfeeding, received support, or had been referred elsewhere for 
additional support.
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Money matters
Although we did not specifically ask questions about finances, it was clear 
from our survey that many services identified finances as problematic. Some 
participants noted that their services had received a reduction in funding; for 
some respondents from England, this was directly attributed to the change 
in public health departments from being part of the NHS to sitting within 
local authorities. In a few instances, breastfeeding support services had been 
decommissioned.

Participants noted that without adequate finance it was not always possible 
to train new peer supporters, or provide existing peer supporters with 
management and training updates, or pay their travel expenses. In order 
to meet the shortfall, some infant feeding coordinators were applying for 
further funds. In some areas, however, there was investment in breastfeeding 
support services, allowing for posts to supervise peer supporters. In an even 
smaller number of areas, funding was available to pay for peer supporters’ 
time, enabling support to be provided to more mothers.

Figure 1

London



Why does this matter?
Our research found inequalities in breastfeeding peer support and 
breastfeeding support groups both within and between NHS Trust areas. 
Some areas lacked support services altogether. In some areas, there was no 
training or ongoing management for peer supporters, which could lead to 
governance issues around what we should expect from lay volunteers.

At present we should not expect breastfeeding peer support services across 
the country to undertake the lion’s share of breastfeeding support in the 
community. Whilst breastfeeding peer support receives positive accolades 
from those who do receive it, many services are currently underfunded.  
Until the situation improves, breastfeeding support groups, third sector 
support and midwifery and health visiting services continue to play a 
dominant role in supporting mothers on their breastfeeding journey.
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