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Our theme for December is supporting breastfeeding.

Although eight out of 10 new mothers in the UK initiate 
breastfeeding, there is a very rapid decline over the first six 
weeks, indicating that a range of barriers make breastfeeding less 
than straightforward for many women. In this issue we include 
one woman’s account of her determination to breastfeed, and 
guidance on how to provide more inclusive support to all mothers 
feeding their babies. There are two research overviews and an 
update on Baby Café services. 

Anke Bauer’s baby was born with a cleft palate, and unable to 
breastfeed. We publish excerpts from the diary Anke kept for the six 
months that she expressed breastmilk for her daughter (p3).

NCT has conducted an Infant Feeding Impact Review. It includes 
how we can more successfully support all mothers, not just those
who breastfeed (http://bit.ly/1aQ3Bp0). Heather Neil and Carolyn 
Neal explain how the breastfeeding session, offered as a standard 
part of NCT antenatal courses, can be made inclusive and relevant 
to all (p10).

In 2010, NCT merged with Baby Café to increase community-based 
support. Rebekah Fox reports on this highly successful new model; 
there are now 130 Baby Cafés in the UK and worldwide, supporting 
nearly 16,000 women a year (p5), while Kate Bedding looks at the 
achievements of the Durham Baby Café, which, since it was set up 
in 2012, has been attended by 1,588 mothers (p6). 

The issue of where babies should sleep, and whether co-sleeping 
increases the risk of SIDS, has been widely discussed, with many 
parents feeling uncertain about what is best for their babies. Rosie 
Dodds has reviewed the evidence and presents the findings. (p12).  

Heather Trickey presents the findings of a research overview on the
impact of peer support for increasing breastfeeding continuation
rates (p15), highlighting the knowledge that can be used to guide 
services now and the further research that is needed.

Mary Newburn 
Head of research and quality, NCT

Editor’s  
letter

Copyright of all content belongs to NCT unless stated. NCT is happy 
for NCT branches to reproduce articles in full from Perspective 
in branch newsletters. If you do so, please include the following 
text: ‘Copyright© NCT 2013. This article first appeared in NCT’s 
Perspective journal, edition December 2013’

Working with parents

Service development & policy

Research

Perspective
Perspective is published quarterly by NCT and is available 
through subscription.
 
Editorial team

Editor-in-chief Mary Newburn Head of research and quality; 
honorary professor, Thames Valley University

Editor Kim Thomas kim.thomas@nct.org.uk
Graphic designer Chris Wigmore

We welcome contributions to Perspective, so please send us your ideas. 
Contact the editor-in-chief, Mary Newburn, by email at  
m_newburn@nct.org.uk

Perspective is published by: NCT, Alexandra House, Oldham Terrace, 
London, W3 6NH Registered charity no: 801395 Helpline: 0300 330 0700 
Fax: 0844 243 6000 Websites: www.nct.org.uk  www.nctshop.co.uk

Feeding a baby with a cleft palate: 
a mother’s diary

Baby Cafés: a social model of support for mothers

Baby Café in County Durham: a success story

‘Thank God you’ve come along’: NCT’s peer 
support for military families

Supporting mothers of twins and multiples

The breastfeeding session: for all parents, 
however they feed their babies

Where babies sleep

Peer support for breastfeeding continuation: 
an overview of research

3

7

9

10

5

6

2

Contents

11

15



than enough, and always have a little milk 
store in the fridge, ready for the next feed. 

Week 4:
I feel confident I can do longer-term 
expressing, as I breastfed my son for nearly 
two years and I never had a milk supply issue. 

Week 5: 
Having lots of support from friends and 
family makes it possible to maintain a busy 
expressing schedule – every three hours 
day and night, washing up and sterilising 
the equipment and bottles, keeping track of 
supply and demand. It’s a bit like running a 
small company.

Week 7:
I’m feeling the pressure of juggling it all 
without help: a 2 ½ year old, nursery drop-
offs and pick-ups, shopping, preparing 
meals, laundry. At the moment it is 50/50 – 
continue or stop expressing?

Week 8:
Crisis. I hate pumping! I don’t know 
what exactly it is about it – the time it 
takes, the constant smell of old milk, the 
never-ending washing and sterilising of 
equipment and bottles, the sitting and 
waiting for the milk to be out, or the pain of 
engorged parts. I called a La Lèche leader 
who also pumped for her cleft baby. She 
had similar experiences and it was helpful 
to share my emotions with someone 
committed to supporting me in feeding 
my baby with breastmilk. If I speak to any 
health professional, they usually tell me 
that what I am doing is great but I just have 
to realise that it is too hard and I should 
stop expressing. 

Week 9:
I have got into a routine of expressing at 
11am, 5pm, 11pm and 5am. That works 
around nursery and meal times and does 
not affect the rest of my routines too much. 
I have more than enough milk, still freezing 
about 100ml per day. 

Week 11: 
Expressing does not affect my life that 
much any more. The pump has become 
‘my baby’ so letdown is quick and the milk 
just flows. It is routine now. Often I feed my 
daughter while I pump with her lying across 
my lap on a pillow. 

Week 12:
I feel less passionate about my goal of 
starting to breastfeed at six months after 
my daughter’s cleft repair. Do I want the 
hassle of teaching her to feed from my 
breast at six months? Do I want to go 
through the whole weaning process? 

Feeding a baby 
with cleft palate: 
a mother’s diary

Anke Bauer’s second child was 
born with a cleft palate, which 
meant that she had difficulty 
latching on  and feeding from a 
standard bottle. She shares excerpts 
from the diary she kept during the 
26 weeks she expressed breastmilk 
for her daughter. 

Week 1:
The news that our daughter has a cleft 
palate came as a shock. She cannot build 
up a vacuum in her mouth, which is vital for 
sucking. We spend every free minute online 
trying to find out as much as possible. The 
hospital has not been helpful at all – they only 
referred us to our nearest cleft team after five 
days. At the end of the week we have someone 
to call from the cleft team at Great Ormond 
Street Children’s Hospital (GOSH) if we have 
questions. I am ‘drip feeding’ Maria from my 
breast into her mouth and trying different ways 
of positioning her. Sometimes she manages 
to get a good latch, but often she has to try 30 
times per feed – she is such a patient baby. 

Week 2: 
After 10 days Maria got too hungry to continue 
with drip feeding. After trying a syringe, cup, 
special needs feeder and bottles with various 
teat sizes, we ended up with special squeezy 
bottles and teats from the Cleft Lip and Palate 
Association (CLAPA). As I am keen to help Maria 
to learn to breastfeed, we do not squeeze the 
bottle during the feed – I don’t want her to 
become too used to not having to do anything 
at all. I am expressing as much as I can. I believe 
my own milk is so much better for her – building 
up her immune system, and helping her beat 
ear infections, which she is more prone to 
because of the cleft. The squeezy bottle has 
the advantage that other people can feed Maria 
while I get on with expressing, and so the task 
of feeding her breastmilk is less overwhelming. 
I felt horrible yesterday, crying all day, coming to 
terms with not having a straightforward feeding 
experience and feeling very tired. 

Week 3: 
Nipples are a bit sore from all the 
expressing but lanolin helps. I express more 

My thoughts now circle around Maria’s 
developing eczema. I know breastmilk has 
benefits in preventing allergies, but would 
it be better for her now to have formula? I 
think because I eat gluten, dairy and nuts, 
her skin might be reacting to this, and 
hypoallergenic formula would have less of 
that in it. 

Week 14:
I am on a dairy-free diet now. By the end 
of the week, Maria has green slimy 
diarrhoea, eight times a day. Is she reacting 
to the soya? 

Week 15:
Maria has had continuous diarrhoea for 
over a week now! I don’t know what to eat 
and I am craving dairy products. The GP 
was unhelpful. In terms of expressing – no 
issues, I got lazy, and most days I only 
express three times. Still enough milk. Maria 
just drinks what I pump, so there is not 
much reserve in the fridge any more. 

Week 16: 
Stressful week. I only pump two or three 
times a day and by the end of the week I 
reap the result – my milk is getting less. No 
problem I think, I’ll just top up this week 
with the milk I have in the freezer from 
earlier pumping sessions. Then comes the 
shock – the eight litres of my milk in the 
freezer cannot be used because my milk 
contains an excess of the lipase enzyme, 
which breaks down the milk fat when 
frozen, causing the milk to smell and taste 
bad.  All my frozen milk has to go down the 
drain. I am now faced with the question, 
‘Which formula do I use?’
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This is complicated by the fact that my 
daughter’s skin has cleared up after me 
going dairy-free. Formula that isn’t based on 
cow protein is only available on prescription. 
I speak to the dietician at GOSH, he faxes the 
GP, the GP loses the fax. The stress of all this 
leads to me getting even less milk out. 

Week 17:
Spoke to the NCT breast feeding helpline. 
I try to make pumping four times a day my 
priority this week. Having the prescribed 
formula standing in the kitchen just in 
case eases the stress and lets the milk flow 
better. After doing some more research into 
different formulas I get more motivation to 
keep up the pumping. The hypoallergenic 
formula tastes bitter, so it has maltodextrin 
(sugar) added to it. I’ll keep expressing. It is a 
joy to see no sign of eczema on Maria’s skin. 

Week 18: 
I am fed up with expressing. I am tired all 
the time, get less sleep due to my routine, 
hate the sitting and waiting for the milk 
to come out. I don’t like Maria touching 
my breast – how will I then be able to 
breastfeed her after her operation? It is 
tiring having to deal with my conflicting 
feelings of wanting closeness and wanting 
to care for my baby in the best possible way, 
but not wanting to continue expressing or 
ultimately even breastfeeding. At the end of 
the week I gave Maria a few formula feeds. 
She is drinking it fine. 

Week 19:
I am reducing the amount of milk on the 
pumping sessions I intend dropping, the goal 
being to only express at 9am and 9pm. So in 
the afternoon I went from 250ml to 200ml, 
then to 150ml and so on. Now I’m feeding 
50% formula and 50% own milk. I decide to 
slowly stop expressing. 

Week 20: 
I seem to still have more milk than I thought. 
The worst thing is that I seem to not let down 
to the pump any more. I sit and express and 
nothing comes out – 50ml in 45 minutes. It 
used to be 300ml in 20 minutes. I need to get 
the milk out without going back to increasing 
sessions and thus increasing supply. 

Week 21:
I get the milk out with relaxing a bit more 
about it all. 

Week 22:
I’m down to two sessions per day now. Got 
a new pumping set from the hospital. The 
valves were worn, and now the milk is really 
flowing again. 

Week 23: 
I am now pumping every 16 hours. That is 
fine; it provides my daughter with a third of 
the milk she drinks in a day – about 
250 to 300ml. We go on a short holiday 
without the pump. I hand express and that 
works well. 

Week 24:
We hear that our daughter’s surgery will 
be later than we thought – will I still be 
expressing then, holding open the possibility 
that she will eventually be able to feed from 
me? I’m jumping between joyfully finally 
being able to stop expressing and wanting 
to keep some milk going until after the 
operation so I can breastfeed. 

Week 25:
It seems a bizarre decision to stop now, so 
close to my previous goal of expressing until 
the operation at 26 weeks. I have to ask 
myself, why do I want to breastfeed? The 
answer is because it’s convenient, healthier 
for her, and because I feel a certain level 

of closeness is missing in our relationship. 
Maybe I can achieve this closeness in another 
way, like carrying her more often in a sling. 

Week 26:
Nearly stopped now. Hand expressing every 
three to four days. I have doubts about 
stopping now as the operation is in two weeks 
but after this week’s hormonal turmoil as a 
result of stopping I really don’t want to restart. 

Epilogue: 
I stopped expressing after week 26. The 
operation went well and my daughter’s cleft 
palate was repaired. No more milk and food 
through the nose, and the potential for her 
to learn to speak just like any other child. It 
has been a struggle, and what an emotional 
journey. I am happy about each day that I 
expressed for my daughter, yet I feel no guilt 
at all for stopping when I did. 

References

1. Fitzsimons K, Copley L, Deacon S et al. Annual 
report on cleft lip and/or palate 2012. On behalf 
of the Cleft Development Group. London: Royal 
College of Surgeons, Clinical Effectiveness Unit; 
2012. Available from: www.crane-database.
org.uk/publications/crane_annual_report_
december_2012.pdf [Accessed 3 October 2013] 

2. KellyMom. Cleft lip/palate (resources).  Available 
from: www.kellymom.com/health/baby-health/
bfhelp-cleft/ [Accessed 3 October 2013] 

Breastfeeding counsellor 
Kirsty McNicol comments:

For a breastfeeding counsellor, 
supporting a family when the 
baby has a cleft palate can be a 
balance of counselling and practical 
support. In the Crane database, 
fewer than half of babies with a 
cleft were diagnosed antenatally.1 
Anke and her partner had no 
chance to prepare. If contacted in 
the crucial early days after birth, 
a breastfeeding counsellor can 
ensure that the parents know how 
to contact their local specialist cleft 
team, and can provide contacts 
such as CLAPA so that they can 
explore options for specialist 
support and equipment as urgently 
as required.

The benefits of breastfeeding for 
cleft babies can be significant,2 but 
long-term, highly-individualised 
support is a key part of both mother 
and baby getting the most from 
their feeding journey; a counsellor 
can play a valuable part.
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The service design is based on a social 
model of care that aims to focus on the 
whole person and the family, providing 
a supportive social environment for 
breastfeeding. Ideally, the sessions are 
held in an informal café style environment 
with comfortable seating and play areas 
for accompanying toddlers. In practice, 
locations vary from children and family 
centres, to hospital wards, health 
centres, church and community halls. No 
appointment is necessary and partners, 
supporters and visiting health professionals 
are also welcome.

Baby Cafés are run by a Band 6 health 
professional, or person with equivalent 
qualifications, and are open at least once 
a week for 90 minutes and for a minimum 
of 48 weeks in the year. In 2012, Baby Café 
Locals were introduced. These are run by 
either a Band 3-5 health professional or 
a breastfeeding counsellor from NCT, the 
Association of Breastfeeding Mothers, 
La Lèche League or The Breastfeeding 
Network, and have more flexible opening 
times, with a term-time only option.

A growing number of cafés
In January 2013 Baby Café facilitators 
completed an online annual return for 
the 2012 calendar year. In total 130 Baby 
Cafés were open in December 2012: 104 in 
the UK and 26 overseas. This shows a net 
increase of 21 cafes from June 2011, largely 
due to the opening of new Baby Café Locals 
and the expansion of the Baby Café model 
overseas (particularly in the USA). 

During 2012, an estimated 15,878 
women received support from Baby Cafés 
worldwide. In the UK each café saw a mean 
of 89 individual women throughout the 
year. Typically, the UK-based cafés have 
one or two staff present each week (mean 
1.7) and at least one trained peer support 
volunteer (mean 1.3). 

About half the women who used a Baby 
Café attended more than once and about 
20% came six times or more. This supports 
the ‘social model’ philosophy of the Baby 
Café, with women attending to spend time 
with other breastfeeding mothers, as well 
as to seek expert support and care when 
they have a particular concern or difficulty.

The most common reasons for attendance 
were social support and concerns about 
sleep and night feeds, positioning and 
attachment, sore nipples and milk supply, 
as well as less common breastfeeding 
problems such as thrush, mastitis and 
tongue tie. One woman said, ‘Having 
suffered with repeated mastitis, Baby 

Baby Cafés: 
a social model 
of support 
for mothers

NCT’s research and quality 
department has been monitoring 
and evaluating the Baby Café service. 
Rebekah Fox, senior research and 
evaluation officer, reports.

‘Baby Café provided me with a wonderful 
and unique stepping stone while 
breastfeeding my son. In the early weeks 
I was far from confident feeding him in 
private, let alone in public. Baby Café 
gave me a safe haven: [this] gave me the 
confidence to escape the house and the 
freedom to stay out more than an hour, 
between feeds. The friendly smiles, chat 
with other mums, advice from those who’ve 
been there before, not to mention excellent 
coffee and cake make Baby Café 
a wonderful experience.’ 
(Baby Café attendee, Tunbridge Wells)

Baby Café coordinates a network of 
breastfeeding drop-in centres to support 
breastfeeding mothers across the UK and 
other parts of the world. It aims to help 
more women have a positive experience of 
breastfeeding, reduce the number of women 
stopping breastfeeding before they intend 
to, and increase the number of women still 
breastfeeding at six-to-eight weeks.

The service consists of a weekly 
breastfeeding drop-in run by paid 
facilitators, accessible free of charge 
to all mothers needing support with 
breastfeeding. It is designed to provide 
both social support and expert help 
with any breastfeeding concerns or 
questions from a midwife, health visitor or 
breastfeeding counsellor, who is present 
at each session. Referral arrangements 
are designed to ensure that any mother or 
baby who needs medical care or access to a 
special service, such as a tongue-tie clinic, 
can be referred directly or encouraged to 
use the service. Many Baby Cafés also have 
volunteers and peer supporters attending 
and some run their own peer supporter 
training programmes.

Service development & policy

Café provided me with some very useful 
information about different feeding 
positions and getting rid of the feeding 
cushion to help with the flow of milk. It 
was great to have a different perspective 
on the issue, rather than just being 
prescribed medication. A very friendly and 
approachable service.’ 

Inclusion and diversity
Baby Café is committed to working with 
women from all sectors of the community. 
In 2012, 65% of UK cafés were located 
in areas of multiple deprivation and 44% 
described their area as having a high 
proportion of minority ethnic groups. In 
November 2012, when staff were asked to 
keep complete records, involving asking 
all those attending to self-report their 
ethnicity, 16% of women visiting UK Baby 
Cafés were in minority ethnic groups, and 
24% in areas with a high minority ethnic 
population. Many cafés have volunteers 
or staff members speaking community 
languages and provide interpreters or 
written information in these languages 
where required.

Baby Café makes efforts to attract younger 
mothers to their services and 61% of cafés 
saw at least one mother under the age of 
24 during November 2012, with 17% seeing 
at least one mother under 19. Increasing 
access and diversity was mentioned by 
many cafes as a particular goal for 2013 and 
new data collection procedures will collect 
accurate information to monitor this.

Supporting breastfeeding for longer
I am currently carrying out a qualitative 
research study to ask women about their 
experiences of breastfeeding and use of 
Baby Café services. This will provide greater 
insight into whether and in what ways 
community support services help women 
feel able to breastfeed for longer. Currently 
the data available on breastfeeding rates 
at six-to-eight  weeks is promising but 
incomplete. To have complete data will 
involve following up all women who are no 
longer using the service. Notes from women 
attending suggest that the service plays an 
important role in enabling them to continue 
breastfeeding for longer:

‘I just wanted to say a huge thank you for 
all your help over the last 7 ½ months. You 
and your advice have been irreplaceable and 
highly valued. There is no way I could have 
kept going with the breastfeeding without 
your support and sense of humour.’

For more information on setting up a Baby 
Cafe in your area, go to www.thebabycafe.
org./contact-us.html. 
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Kate Bedding looks at the 
achievements of a Baby Café set 
up in County Durham to support 
breastfeeding mothers.

create a new group in a new area. The project 
manager and local infant feeding leads also had 
to assess whether there were ‘home grown’ 
breastfeeding mothers in the area who would 
be interested in doing the peer support training 
or if it was better establishing the Baby Café first 
to generate interest and support for the project.
 
Breastfeeding peer support
NCT has run breastfeeding peer support 
training across the country for the NHS and 
local authorities for over three years. NCT peer 
support training is delivered by qualified NCT 
breastfeeding counsellors who have completed 
a university diploma and are peer supporters 
themselves. The peer support training is 
accredited by the National Open College 
Network (OCN). The NCT package includes 
recruitment of volunteers, training sessions, 
workbooks, OCN accreditation and six months 
of reflective sessions to support the volunteers 
once they begin. In County Durham, training 
was run in 11 locations, to ensure that peer 
supporters come from their local area. Those 
qualified have been working in children’s 
centres supporting antenatal infant feeding 
sessions and breastfeeding groups as well as 
in the Baby Cafés. Those who have completed 
the training have found it a positive experience. 
Comments include: ‘To be able to help other 
mams by using my training is amazing and 
really rewarding’ and ‘I loved the training and I 
love helping out in the Baby Cafés even more. 
I really feel that I am making a difference and 
that feels great.’ 2 

Baby Café
To ensure that local women could attend Baby 
Cafés, it was essential that they were set up in a 
convenient place accessible to all. As part of this 
project Baby Cafés have been established within 
10 children’s centres, one in a health centre 
and one in a youth centre. In Peterlee, the very 
first ASDA Baby Café was opened in September 
2012, in recognition that local women needed 
local, convenient support. As Chris Mills, a health 

visitor said, ‘We recognise the importance of 

County Durham has some of the lowest 
breastfeeding rates in the country, with initiation 
at just 58.2% compared to the national average 
of 74% and continuation rates (measured at six-
to-eight weeks) of 27.7%, compared to 47.2%.1

As part of a project to improve breastfeeding 
rates, NCT won a £100,000 contract from 
the Public Health Team, now part of  Durham 
County Council, to train breastfeeding peer 
supporters. The project began in March 2012, 
and is due to finish in March 2014. By the time 
the project ends, 15 sets of peer supporters 
will have been trained, and 17 Baby Cafés will 
have opened.

Assessing local need
To ensure that each area within County Durham 
received appropriate support, the project 
manager, Helen Lloyd, carried out an initial 
needs assessment with local breastfeeding 
leads. From this, it was possible to map out what 
support was already in place, how effective it 
was and what needs the area had. Discussions 
with breastfeeding leads included reviewing the 
effectiveness of existing breastfeeding support 
groups and deciding whether there was a need 
to relaunch them using the Baby Café model or 

Baby Café in 
County Durham: 
a success story

Service development & policy

providing support to breastfeeding mums; 
having a Baby Café in such an accessible place 
as ASDA means that we will be able to provide 
an even better level of service and support to 
breastfeeding mums than ever before’.3 

Support from local community and 
health professionals
The project has received a lot of local support 
from MPs, health professionals and local media 
who have attended Baby Café launches across 
the county. This has encouraged a focus on 
breastfeeding and awareness of the value that 
groups like Baby Café have in providing support 
to women. 

Project management
A key factor in the success of the project 
has been the co-ordination and project 
management by Helen Lloyd, who works 21 
hours a week. As project manager, Helen’s 
tasks vary from having regular meetings with 
health professionals to report on progress, 
arranging the logistics of Baby Café launches, 
organising peer support training and collating 
and reporting on data. ‘This is such an exciting 
project to be part of,’ she says. ‘Being able to 
be involved in something that is supporting so 
many new mums and making such a positive 
difference is a dream job. Health professionals 
and children’s centre staff have been so 
welcoming and are delighted to have peer 
supporters helping them in the Baby Cafés as 
well as supporting the mothers.’ 

Conclusion
The project has so far been a huge success 
with 232 Baby Café sessions being delivered 
in 2012-13 alone, attracting 1,588 attendees. 
Over 100 peer supporters have completed 
the course and are now working supporting 
women in a range of groups across the area. 
Feedback from mothers using the service 
has been overwhelmingly positive, with one 
summing it up by saying that she had a ‘huge 
amount of support and encouragement when 
times got hard, not just around breastfeeding 
but all aspects of coping with a newborn. We’ve 
got some great friends. Definitely has led me 
to breastfeed longer than I first planned and 
educated me.’

More information about Baby Café and 
breastfeeding peer support can be found at 
www.thebabycafe.org and http://www.nct.
org.uk/professional/breastfeeding-peer-
support-training
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Strong working relationships have been 
forged with staff from adult education 
services, Army Welfare Services and Unit 
Welfare Officers, children’s centres, children’s 
services, Improving Access to Psychological 
Therapies in Catterick, schools, the Targeted 
Youth Support service and voluntary 
organisations and with community midwives, 
health visitors and school nurses .

During the first year of the project, 
partnership work was agreed with the 
garrison commander and senior officers 
from North Yorkshire County Council and 
the NHS.  Partner agencies have asked 
our volunteers to join a panel to review 
maternity services and consulted them 
about strategies for reaching marginalised 
young parents. The NHS Partnership 
Commissioning Unit recently involved our 
volunteers in the selection of the new 
head of Children, Young People and 
Maternity Services.

A careful, gradual recruitment process 
As local project manager I run workshops for 
potential new volunteers and invite them to 
attend events with active peer supporters 
over a period of several weeks. This allows 
them to learn about the demands that 
the role will place on them. It also gives 
us time to identify their experiences and 
qualities and assess their readiness for 
the opportunity. This process has been 
invaluable in training people who are well-
suited and fully committed to the role.

Training the volunteers
The 30-hour training course, facilitated by 
NCT practitioner trainers, leads to a level 
2 award from the Open College Network 
and equips the volunteers to provide face-
to-face emotional support to individual 
parents from their own community who are 
grappling with all-too-familiar problems.

The training focuses on the importance of 
confidentiality, empathy and genuineness 
in gaining parents’ trust. They become 
skilled listeners and try out tools and 
techniques that they can use to help 
parents talk about what is troubling them. 
They learn how to give the right kind of 
encouragement and help parents find 
the confidence to make decisions for 
themselves. The framework for the course 
is the Department of Health’s Preparation 
for Birth and Beyond programme with its 
focus on the developing baby,  changes and 
challenges for parents, caring for babies, 
parents’ health and wellbeing and sources 
of support.2 The volunteers learn when 
and how to offer information, including 
signposting to additional resources and to 
community and professional services.

‘When you’re young you’re judged and 
stereotyped. People say, “This is what happens 
when kids have kids.” People belittling you, 
alarming you, taking over, making you believe 
you’re not good enough, until you question 
yourself, have no confidence. You’re scared of 
asking for help in case they think you can’t cope 
and your child is taken off you.’

This is a quote from young mothers involved in 
the Birth and Beyond Community Supporters 
(BBCS) project in North Yorkshire, and it 
highlights the need for empathic peer support. 
NCT is now two years into a three-year 
project funded by the Health and Social Care 
Volunteering Fund to develop and evaluate the 
training of peer supporters and the services 
they deliver to parents in four areas: North 
Yorkshire, East Lancashire, Humberside and 
the West Midlands. In North Yorkshire, the 
focus for this article, we have carried out 
community outreach work with parents from 
local neighbourhoods to find out about the 
experiences, feelings and day-to-day challenges 
faced by young parents, particularly those from 
military families. The needs expressed by these 
parents have helped to shape the development 
of the project. One of its greatest strengths is 
the continuing community involvement.

A new model of peer support
By September 2013, 43 volunteers had 
been recruited to the project in North 
Yorkshire. Of these, 23 had completed a 
peer supporter training course and begun 

‘Thank God 
you’ve come 
along’: NCT’s 
peer support 
for military 
families and their 
neighbours in 
North Yorkshire

supporting parents. When the remaining 20 
volunteers are ready later this year, they too 
will be working with local families. The project 
aims to ensure that disadvantaged women 
have more positive experiences during the 
transition to motherhood so that they enjoy 
better health and wellbeing, with greater 
confidence and a positive sense of agency. We 
aim to develop a new, sustainable model of 
perinatal peer support that will complement 
the work done by health professionals 
and signpost families with young children 
to relevant services. NCT is carrying out a 
detailed evaluation, with advice from the 
Charities Evaluation Service, and is exploring 
ways to continue to offer the service once 
project funding comes to an end.

A recent report from Scotland explored 
parents’ attitudes towards seeking 
professional support and found that one in 
five parents find it difficult to ask people for 
help or advice unless they know them really 
well.1 Younger parents, single parents, and 
those with lower levels of education and 
income were less comfortable about seeking 
support from professionals and more likely 
to believe that professionals would interfere 
and that seeking professional help would be 
stigmatising. These findings are consistent 
with experiences of parents involved with 
the BBCS project.

At the Army garrison in Catterick North 
Yorkshire, our trained volunteers have 
written a collective account of their journeys 
to becoming Birth and Beyond Community 
Supporters. In it they talk about the kinds of 
experiences that they and the parents they 
support have in common:

‘It only takes one bad experience with a 
professional, with your partner, boyfriend, 
husband, with a friend, with people in the 
community, with people from the same 
regiment, when you’re feeling worried, weak 
or ill to knock your confidence.’

‘You feel afraid, anxious, lonely, isolated. 
You don’t have enough money. You’re 
separated from your partner, separated from 
your family, or separated from your child. 
You’re a lone parent. You’re moving all the 
time, not able to settle anywhere. And you 
have to cope with debt, eviction, gossip 
and rumours, conflict, violence, emotional 
abuse, relationship breakdown, depression, 
addiction, eating disorders.’

The motivation for those volunteers to join 
the project is summed up in one sentence: 

‘Because we know how hard it can be 
we want other parents to have the help 
we got – or never had.’

Viv Schwartzberg, local project 
manager, NCT Birth and Beyond 
Community Supporters project, 
looks at how NCT supported new 
parents in military families.

Service development & policy
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Supporting volunteers
Each community supporter has a monthly 
supervision session with their trainer and 
me, and I co-facilitate regular group support 
sessions for the volunteers. We have open 
support sessions each week, so that volunteers 
can come along whenever they want to speak 
with me or meet each other to debrief after 
support sessions, have informal conversations 
or plan activities. Social events are arranged to 
bring all the volunteers together. 

Support for grandparents
Growing up in Scotland also highlights the 
extent to which single parents rely on the 
support of grandparents and how this often 
falls on one individual.1 This resonates with our 
experience. One lone parent who lives with 
her mother has said that our decision to offer 
both of them a Birth and Beyond Community 
Supporter has transformed the situation. 
Speaking to me, the grandmother said, ‘I was 
dumbfounded that I could have support too – 
can’t believe it! It might really help both of us.’ 

Impact on volunteers, parents and families
The trained volunteers, in a written account, say, 
‘We’ve learned the skills to use our experiences. 
Learned about ourselves, built the confidence, 
and got the support we need to support other 
parents as they face their challenges. It’s difficult 
but exciting and rewarding seeing someone 
blossom because of what you’ve done and [we 
are] still learning and growing as we go along.’

Members of the first team of volunteers have 
progressed in ways they previously thought 
were beyond their reach, winning places 
on access and degree courses and getting 
satisfying paid work. When a national company 
offered her a contract Ashleigh said, ‘This is my 
dream job!’

In the few months since the first teams of 
volunteers became ready to offer support,

Reaching the parents who need support
Our volunteers run three types of group 
activities for parents. ‘Take a break, share the 
load’ sessions are for parents to enjoy while 
their children play in the same room. They are 
facilitated so that everyone feels included. ‘Just 
between us’ sessions are for parents who want 
to share experiences and talk about issues. ‘Let’s 
get together’ sessions are themed events for 
families focusing on arts and physical activity. 
Parents’ first contact with the project can 
therefore be social and need not involve having 
to ask for ‘support’. Parents who prefer a private 
introduction and one-to-one support can use 
our group activities as part of the confidence-
building process or as preparation for becoming 
a volunteer themselves when they no longer 
need support.

The volunteers help to design leaflets and 
contribute to presentations and events. As they 
become more experienced they help to plan 
and lead outreach activities and workshops 
for professionals and local residents. They take 
responsibility for contact with partner agencies 
and making regular visits to community 
locations that parents use in their daily lives.

Gender and ethnic diversity
We are working hard to ensure that our growing 
volunteer workforce reflects the different 
experience of parents who live on the base and 
in local neighbourhoods. For example, while we 
know that fathers are benefiting indirectly from 
the support we are offering, until recently the 
volunteers were all female. Now we are pleased 
to have our first male recruits. Their personal 
experiences of becoming fathers while being 
serving soldiers will be an invaluable asset. 

The garrison is home to a number of Fijian 
families and our next team of trainees will 
include Fijian mothers. Their presence and 
contribution will enrich the experience of all 
volunteers and the service that we offer.

14 parents have been referred. The first 
seven have told us what it is like having a Birth 
and Beyond Community Supporter and the 
feedback has been positive. Examples include:

‘I can talk to her without feeling bad.’

‘My peer supporter made me feel “not stupid” 
for how I was feeling.’

‘It takes the pressure away for an hour a week.’ 

‘It has been such a comfort knowing that there 
is someone there at one place…and someone to 
get in touch when I feel like I’m really struggling. 
To know that someone understands and won’t 
judge or gossip means a lot. Felt relieved to 
know that I’m not alone, the kindness and 
understanding that was shown made me feel 
like I could breathe again.’

It is still early days in terms of evaluating the 
impact of the support provided, but mothers 
comment on increased confidence and 
developing coping strategies: 

‘My Birth and Beyond Community Supporter has 
helped my self-confidence loads and helping 
me get past my anxiety issues. I feel like I’ve 
changed lots in myself since I’ve been meeting 
with her.’

‘She listens and tries to help me to feel better, 
gives me ideas about what I can do to help 
myself feel better – like talking to my dad 
about how I feel, going to groups to build my 
confidence... She doesn’t tell me what to do or 
push me into anything, she just says maybe I 
can think about different things I could do.’

Two particular comments express how 
important the peer support is for parents from 
our target communities and the difference it 
can make:

‘Thank God you’ve come along, because we’re 
at rock bottom. You feel like you’re going to 
crack up.’

‘Having support from her has made quite a lot of 
difference…I don’t feel lonely any more.’
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they provide. The group keep in touch 
through an active email chat, they cover for 
each other when needed, and their closeness 
illustrates how isolating parenting can be 
with more than one child. In Tricia’s words, 
‘Physical spread of the team has not impacted 
group cohesion.’

In the first eight-month period of supporting, 
over 183 parents used the service. Kate 
Valentine, courses administrator for Tamba, 
says she is ‘very happy’ with the way the project 
has gone, and describes it as ‘very professional 
and low-maintenance’. Tamba have received 
sufficient funding to keep the team completely 
supported for 12 months, and this includes 
continued project co-ordination from Tricia, 
and training and reflective support from Janet. 
If funding becomes available, Kate is happy to 
run another training group.

In 2012, NCT embarked on a breastfeeding 
peer support project with a twist. We were 
approached by the Twins and Multiple Births 
Association (Tamba) – to run a peer support 
project for mothers of twins and multiples. 
Because there are far fewer mothers of twins 
than singletons, the peer supporters would be 
geographically spread out, rather than based 
in a single area. 

Research Tamba had conducted with its 
members showed a clear need for mothers of 
twins and multiples to receive peer support 
from other mothers in the same position. The 
project began in September 2012, and Tricia 
King, an experienced peer supporter and now 
a breastfeeding counsellor, took on the role 
of project coordinator. 

Recruitment of 12 peer supporters began 
straight away, with both NCT and Tamba 
emailing their members in the south east of 
England. Training was to take place in London 
over two weekends, so accessibility and 
management of travel costs made the south 
east a logical choice.

Tricia worked through the applications 
alongside breastfeeding peer support (BFPS) 
trainer Janet Rimmer, herself a mother 
of triplets, and selected those they felt 
most suited to the role. As an experienced 
breastfeeding counsellor, tutor and peer 
support trainer who already had links with 
Tamba, Janet was ideally suited to the role and 
was instrumental in securing the contract.

So many women applied that more than 
double the number could have trained. In 
Janet’s words, ‘The fact that so many mothers 
of multiples wanted to support others with their 
breastfeeding reflects their own strong wish 
that they had received that support themselves.’

Supporting 
mothers of twins 
and multiples

The training
The training took place over one weekend in 
October and another in November. Normally 
our courses are run over eight or 10 weeks, 
allowing for greater personal reflection 
between sessions.

While there were key elements that were 
different from other BFPS projects, the 
central aims of embracing a mother-centred 
approach, reflecting on individual experiences 
and sharing within a group were the same. In 
the training, Janet spent more time on topics 
such as pre-term births, which are much more 
common than in single births. Aspects of 
both positioning and attachment, and supply 
and demand took the training to a different 
level too – supporting mothers of multiples 
is covered to a degree in standard NCT BFPS 
training but these themes were the key focus 
for this group. Students also had to learn about 
how to support women via email rather than 
face-to-face. 

The project begins
We began offering the peer support in 
January 2013, advertising through Tamba’s 
website,1 NCT’s website,2 the Tamba members’ 
newsletter and through word-of-mouth to 
breastfeeding counsellors, peer supporters.
 
When a mother needs breastfeeding support, 
she sends an email to a mailbox that is 
managed by the peer supporters on a rota 
basis. The peer supporter who responds 
then becomes responsible for that particular 
mother. Sometimes the email support 
progresses to support by phone if the mother 
prefers. The supporters’ homes may be limited 
to one area of the country but the support 
they provide isn’t - it’s nationwide, and this 
hasn’t affected the effectiveness of the service. 

Support is also provided locally to groups close 
to the homes of the individual peer supporters, 
groups that are generally twins and multiples-
specific. Some members of the team have 
also attended conferences for Tamba to talk 
about what they do and how they are reaching 
the mothers who need their peer-level 
understanding and support. 

Janet describes the commitment of the peer 
supporters as ‘exceptional and inspiring’. Most 
volunteer schemes, in many walks of life, 
generally lose their volunteers over differing 
periods of time, more so when young children 
are involved. In BFPS, the average loss of 
participants in training is two from a group of 
12, with further volunteers dropping out as 
life circumstances change. Yet all 12 of this 
group remain active and enthusiastic. Indeed 
they have become a peer support group in 
themselves, and the close bond between the 
members of this team shows in the service 

Breastfeeding twins and multiples 
can be challenging. Ruth Harrison, 
NCT breastfeeding peer support 
projects coordinator, describes a 
scheme to support mothers who find 
themselves feeding two or more. 
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What mothers say:

‘Breastfeeding twins is very 
challenging, especially as my girls 
were five weeks early. However, I 
have been able to moan, sound off, 
and celebrate with Catherine who 
has been a fantastic support.’

‘As a mum of multiples, it’s so 
hard to find information about 
breastfeeding more than one baby. 
The Tamba service got back to me 
quickly and with the information I 
was so desperately looking for. They 
also followed up to see how I was 
doing a few weeks down the line. It 
was great to feel so supported and 
no longer alone and the odd one 
out.’
 
‘Knowing someone was there who 
has been through the trials of 
breastfeeding twins is a big help. 
I needed help at a weekend and 
was amazed at how swiftly the 
response came back. It just helped 
me calm and refocus and we are still 
exclusively feeding at almost 15 
weeks. Breastfeeding twins can be 
hard but with support it’s possible.’
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Following NCT’s Infant Feeding 
Impact Review, breastfeeding tutor 
Heather Neil and breastfeeding 
co-ordinator Carolyn Neal have been 
working on guidance to ensure that 
breastfeeding sessions include the 
needs of all parents and babies. 

forward these recommendations in a holistic way, 
focusing on the breastfeeding sessions offered as 
part of NCT’s antenatal courses. 

Positive, integrated, relevant 
NCT breastfeeding sessions should be useful 
for all parents. Some women and partners 
may be unsure about breastfeeding, but 
they will still benefit from understanding the 
normal needs and behaviours of all young 
babies, and the chance to know what to 
expect in the early days. 

For parents who know in advance they may 
not breastfeed, or where there is a difference 
of feeling between the couple, the session 
should present an opportunity to raise 
concerns in a supportive group environment. 
As breastfeeding counsellors, we may be able 
to indicate further sources of evidence-based 
information if they have particular questions 
about their feeding options. All parents 
should feel they are continuing to make good 
relationships with other clients during this 
session, and no-one should feel set apart 
from the rest because they are considering a 
different feeding decision. 

Many of the following topics are likely to 
arise, and all parents will find them relevant, 
whichever way they plan to feed their 
babies and whatever happens with their 
feeding experience:  

•  The importance of having your baby skin-to-
skin after the birth

•  Babies’ early feeding cues and responding 
to them

•  What babies can do in their first half hour 
after birth, their instincts and how these can 
help with feeding

•  How to know if your baby is receiving enough 
milk and the signs of a baby who is thriving

•  The way babies’ feeding and sleeping 
patterns vary and may be unpredictable 

•  Postnatal scenarios, such as coping with a 
new baby when you and your partner have 
both had a tiring day or dealing with advice 
from family and friends

•  The need for all babies to feed during the 
night, often several times

NCT is committed to being inclusive and 
welcoming to all parents. But this can be 
a challenge for breastfeeding counsellors 
and antenatal teachers, as we don’t want to 
minimise our commitment to promoting the 
conditions in which mothers can breastfeed 
comfortably and effectively for as long as they 
and their babies wish. Midwives and health 
visitors face the same challenge.  This issue was 
one of three key ‘unresolved issues’ explored 
in detail as part of the Infant Feeding Impact 
Review that NCT carried out in 2010.1,2 A series 
of recommendations were made that focused 
on the need to: 

•  Use positive and inclusive language about 
infant feeding.

•  Offer integrated services that do not 
categorise parents by their current method 
of infant feeding.

•  Provide expert breastfeeding support, and 
continue to explain why this is important.

•  Provide support for parents using 
formula milk.

•  Carry out research on the impact of NCT’s 
current breastfeeding preparation sessions.3 

Our breastfeeding sessions aim to increase 
parents’ confidence, understanding and skills 
so that mothers are better prepared to start and 
maintain breastfeeding. At the same time, we 
are non-judgemental and non-directive about 
parents’ feeding decisions, and much of the 
content of our sessions is equally applicable 
to the care of babies who are not breastfed or 
not solely breastfed, for whatever reason. We 
have been considering what can be done to take 

The breastfeeding 
session: for all 
parents, however 
they feed 
their babies
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In addition, you may find there are discussions 
and questions raised by clients that may touch 
on bottles, teats, formula, mixed breast/formula 
feeding, or how a baby feeds from a bottle. It is 
important to be positive and helpful – however, 
it is not possible to spend a lot of time on 
this without losing the focus on preparation 
for breastfeeding. We suggest keeping the 
discussion brief and signposting parents to 
information about formula feeding on the NCT 
website, and to their midwife or health visitor, 
who can give them one-to-one guidance on 
how to make up a bottle of formula and other 
practicalities of formula feeding.

It can be helpful in terms of managing 
expectations to be clear at the start of the 
session what will be covered. This means that 
parents know the session is designed to focus 
on preparation for breastfeeding, while also 
emphasising that much of what will be covered 
applies to all babies, however they are fed.  
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‘All parents should feel they 
are continuing to make good 

relationships with other clients 
during this session, and no-one 

should feel set apart from the rest 
because they are considering a 

different feeding decision.’
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than white (8%) families to adopt regular 
bed-sharing. Bed-sharing is also associated 
with breastfeeding – 61% of breastfeeding 
mothers sleep with their baby at least 
occasionally compared with 38% of mothers 
using only formula milk.5 

Many UK parents begin the night with their 
young babies in a cot in their room, bringing 
the baby into bed for the first night feed, 
where they remain to feed and sleep for the 
remainder of the night.7 Bedside cots are a 
relatively recent innovation and the prevalence 
of their use has not yet been assessed.

Safety 
NCT aims to provide accurate information 
and interpretation of evidence for parents 
so that they can make their own decisions, 
based on their family circumstances and with 
safety in mind. These will vary according to 
the age of the baby and the time of day. The 
main risks are SIDS and accidental death due 
to suffocation, for instance in pillows.8 

Sudden Infant Death syndrome 
SIDS is the most common classification for 
deaths among babies aged one to 12 months 
in the UK and is most likely to occur between 
two and four months of age.4 Both SIDS and 
accidental deaths are much more common 
among economically deprived groups, where 
there may be multiple risk factors.9,10,11  
However, associations do not necessarily 
denote causality.12 The rate is higher:
•  Where families experience overcrowding 

and a lack of safe housing9,10

•  For premature and small-for–dates 
babies10

• Amongst young mothers9

•  In families where parents smoke, use 
alcohol or street drugs10

Considerations for sleep locations 
Sleep location needs to be considered 
within a cultural context, and against the 
background of family relationships.16 It is 
apparent that factors that are linked to 
different sleep locations will be seen as an 
advantage to some parents but may be a 
disadvantage to others or at different times in 
the child’s life.

The reasons for keeping babies in the same 
room apply for daytime sleeps as well as 
night-time sleep. Some studies have pointed 
out that the majority of babies who die are 
not under parental observation/supervision.17 
As the months pass, babies are more resilient, 
able to lift their head and move around, and at 
lower risk of suffocation or SIDS.

Cots 
A cot, or crib, in the parents’ room is 
consistently found to be the safest place for 

Introduction 
This article summarises the current 
evidence concerning different night-time 
sleep locations for babies in relation to 
Sudden Infant Death (SIDS) and other 
risks. It describes contemporary practices 
relating to baby sleeping, considers parents’ 
preferences and concerns, and touches on 
the biological basis for proximity in sleep. It 
focuses primarily on babies aged under six 
months. This is the time when babies are 
most vulnerable and at risk of SIDS,1 when 
relationships are being established, and when 
babies experience rapid brain development 
and learning that can be influenced by the 
care they experience.2   

The article is intended to inform NCT 
practitioners and health professionals, and 
to form the basis for relevant and reliable 
information for parents. NCT is committed to 
providing parent-centred and evidence- 
based information to enable parents to 
decide on ways to care for their baby that 
work for them and their family.3 

Search process
The overview is not based on a systematic 
review of the literature. However, the author 
has identified relevant studies through 
the MIDIRS and NCT databases, and other 
searches, by including systematic and other 
reviews, and going back to original studies to 
check details in many cases. It has undergone 
a peer review process, and is regarded as 
reliable, drawing on over 50 years of NCT 
experience and detailed knowledge of the 
literature. 

Background
There are a variety of locations for babies to 
sleep, including cots, Moses baskets, bedside 
cots, travel cots, slings and their parents’ bed.  
Young babies often fall asleep in a car seat 
or buggy, but these are not recommended 
for prolonged sleep.1 Most babies do not 
consistently sleep in one place as this varies 

Where 
babies sleep

according to the setting, time of day, age 
of the baby and parental activity. It is clear 
that no one location or even combination of 
places will suit all parents and babies all of 
the time.

The safety of sleep locations is often in the media 
and in parents’ minds. This is because about 
300 babies in the UK die as a result of  SIDS each 
year, as well as a small number from accidents, 
while sleeping or having been asleep.4 In some of 
these tragic deaths, the place and position of the 
baby may have been a factor, though numerous 
other causes and associations are identified or 
suggested for SIDS.

In order to reduce the risk of SIDS, advisory 
bodies and world governments have 
produced guidance for parents on safe sleep 
arrangements, focusing on cot sleeping 
and the benefits of room-sharing with their 
parents for babies under six months.1,4 There 
have also been strong prohibitions in some 
countries, such as the US, against bed-
sharing.1 NCT is concerned that, because 
in practice many parents find bed-sharing 
convenient, inevitable or enjoyable, official 
discouragement and disapproval may be 
leading to: 

•  Parents feeling concerned about 
disapproval and sometimes concealing 
their bed-sharing from health 
professionals, family, friends and/or 
researchers

•  Parents sleeping with their baby without 
being aware of guidelines for safe 
bed-sharing

•  Parents and carers seeking to avoid bed-
sharing, and consequently being more 
likely to fall asleep in an armchair or on a 
sofa, which is much more risky for the baby

Where babies sleep
Most babies in the UK sleep in a Moses basket 
or cot, depending on their age.5 Recent 
studies find that around 50% of babies in 
the UK bed-share at some point in their first 
few months, for all or part of the night.6 A 
smaller proportion bed-share constantly, with 
11% doing this on a regular basis.5 Families 
with black (29%) and Asian (24%) cultural 
backgrounds were significantly more likely 

Rosie Dodds, senior policy adviser, 
reviews the evidence on sleep 
location and associated risks and 
benefits in babies aged 0-6 months.
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Sudden infant death syndrome (SIDS): 
the sudden and unexplained death of a 
baby for no obvious reason.

Bed-sharing: a baby or child sleeping 
some of the time in the same bed as 
an adult.

Co-sleeping: sleeping nearby and 
sharing a room but not necessarily 
a bed with a parent.  
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babies to sleep for the first six months.1 If the cot 
has bars they should be no more than 6.5cm 
apart so that babies cannot become stuck 
between the bars. The cot mattress needs to be 
the correct size for the cot, with at least 50cm 
height between the top of the mattress and 
top of the cot, and a greater distance for older 
babies who are moving around. 

Bed-sharing 
Alcohol and illicit drugs affecting sleep 
have been shown in multiple studies to 
substantially increase the risk of unexpected 
death, over and above the risk associated with 
parental smoking.10,18,19 Sleeping on a sofa 
or in a chair is also associated with a greatly 
increased risk.10,18 In addition there is an 
increased risk of SIDS for bed-sharing babies 
who were premature or low birth weight 
(<2.5 kg).20

Low rates of unexpected infant deaths in 
some societies in which bed-sharing is a 
routine cultural practice, such as Hong Kong, 
Chile and China21,22 as well as among Pakistani 
families in the UK,23 raise doubts about 

universal recommendations against bed-
sharing. The low rates of maternal smoking 
and parental alcohol consumption may be 
a factor as well as the firm mattresses more 
common in these societies.21 

The preponderance of evidence is that bed-
sharing for non-smoking mothers who are 
not affected by alcohol or drugs, and comply 
with other safe sleeping recommendations 
(see box), does not increase the risk for SIDS 
among full-term babies older than three 
months.10,15  

Bed-sharing with babies under 
three months 
Several studies have found an increased 
risk of death for bed-sharing babies 
younger than about three months.19,24,25,26 
However, few of these considered alcohol 
and drugs that affect the depth of sleep, 
making it hard to assess whether there is 
a real increase in risk for younger babies 
whose parents follow the safe-sleep 
practices listed above. In UK studies, most 
bed-sharing SIDS babies slept with parents 

who smoked or drank alcohol,10,15,18,19 So while 
many risk factors are known, estimating the 
size of the risk for babies of different ages, 
or for families in specific socio-demographic 
groups or adopting particular lifestyle 
behaviours is difficult.

Carpenter et al combined data from selected 
previous international studies and found an 
increased risk of bed-sharing for breastfed 
babies even in the absence of known risk 
factors including smoking.14 There has been 
criticism of the methodology of this paper as 
the criteria for selection of studies was not 
clear and imputed data was used for some 
variables, including alcohol consumption, 
which have been associated with an 
increased risk.14 More recently, a combined 
analysis of UK studies confirmed that the 
highest risks were for babies sleeping with 
their parent on a sofa, and parental drug or 
alcohol consumption prior to bed-sharing.15 

In addition to SIDS, for babies in an adult 
bed there is a risk of accidental suffocation, 
overheating, entrapment and falls. Babies 
in the first three months of life, born 
prematurely or with low birth weight, are 
at higher risk than babies aged three-to-six 
months, and babies over six months have a 
still lower risk.1

Bedside cots 
Bedside cots attach to the parents’ bed, 
with a removable side to provide access for 
the mother to the baby, for reassurance, 
observation, and for breastfeeding. The base 
can be adjusted so the baby’s mattress is at 
the same level as the parents’. 

There are few studies of this style of co-
sleeping1 though it is clearly important that 
the cot is securely attached to the side of the 
adult bed and cot safety factors are applied, 
such as using a firm mattress and avoiding 
pillows. Until such evidence is available, it’s 
reasonable to assume that eliminating known 
hazards from the sleep environment will 
reduce risk to the baby.

In the immediate postnatal period, studies 
comparing bedside to separate cots found 
mothers preferred using the bedside cot27,28 
and women who had a caesarean section 
reported that the bedside cot enabled 
them to reach their babies and cope with 
breastfeeding better than those using the 
separate cot.28 In a subsequent RCT of bed-
sharing in a hospital bed, bedside cots and 
separate cots on postnatal wards, babies in 
separate cots fed less often than the other 
two groups. None of the three sleep locations 
were associated with adverse events, 
although infrequent, potential risks may have 
occurred in the bed group.29 

Reducing the risk
Risk-reduction strategies, drawn from case control studies, include:

• Pregnant women do not smoke.1 

•  Babies sleep on their back, on a firm mattress, never a pillow, sofa, chair, or 
other soft surface.1 

• Babies sleep in the same room as their parents.1

• No-one smokes in the house or in the same room as the baby.1

•  Babies are not overheated. The recommended room temperature is 16-
20ºC.4 

If the baby is in a cot: 
•  They are placed to sleep near the bottom of the cot, so blankets cannot 

cover their face,4 or a sleep sack keeps the baby warm.13 

•  There are no bumpers and other items in the cot which may be a potential 
risk for suffocation or strangulation.1

• The cot is in the parents’ room for at least the first six months.1

If mother and baby are bed-sharing:

• Parents do not smoke at all.1

•  Parents are not affected by alcohol, or any drugs, including medication, 
which influence depth of sleep.9,14,15 

• The bed does not have a soft mattress.1

•  The baby cannot become buried in pillows or under a duvet and steps are 
taken to avoid overheating.1

•  The bed does not have gaps between wall and mattress or headboard and 
mattress though which a baby could slip.4 

•  The bed is big enough to accommodate the baby as well as the adult(s). 
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A biological basis for night-time 
proximity?
Until relatively recently, babies generally 
shared the same sleeping environment with 
their parents and mother-baby co-sleeping 
is a common practice in the majority of 
world cultures.21,30 

Observational studies in the UK and US 
with babies younger than five months find 
mother-baby dyads who regularly bed share 
and breastfeed tend to arouse at the same 
time.31 Mothers are observed to sleep on their 
side, curled around the baby, with their arm 
generally above the baby’s head and their 
knees drawn up, making it less likely for the 
baby to slip under the covers or into pillows. 
32,33  It is also observed that in the first few 
months breastfed babies who bed-share 
feed more frequently at night.33,34 This is 
noteworthy because when breastfeeding 
is becoming established feeds need to 
be frequent to maintain milk production. 
Perceived milk insufficiency is one of 
the most common reasons for stopping 
breastfeeding in the first few weeks.5 It is also 
important to note that according to a recent 
meta-analysis, breastfed babies have half the 
risk of SIDS compared with babies who are 
not breastfed and the effect is stronger for 
exclusive breastfeeding.35 

Numerous epidemiological studies have 
found an association between bed-sharing 
and an increase in the rate and duration of 
breastfeeding.7,28,36,37 This evidence cannot 
determine causality. It is possible that the 
data reflect the tendency for women who 
are most likely to continue breastfeeding to 
also prefer to bed-share.  However, sharing 
a sleep surface makes breastfeeding at 
night less disruptive, and mothers who bed-
share and breastfeed may get more sleep 
than mothers who breastfeed but sleep 
separately or mothers who bottle-feed.32 
To help elucidate the relationships a large, 
longitudinal UK study considered bed-sharing 
and breastfeeding over time. Some families 
bed-shared in the first few months of their 

babies’ life and later stopped. These mothers 
were more likely to stop breastfeeding during 
the time they stopped bed-sharing than 
mothers who continued to bed-share. In 
contrast, other families started to bed-share 
when their baby was around six months 
old and these mothers were more likely to 
continue breastfeeding than mothers who 
had never bed-shared or who had given up 
bed-sharing.38 Thus it appears likely that bed-
sharing facilitates breastfeeding continuation. 

Parents’ views
Mothers report using bed-sharing as a way of 
coping with frequent night-time feeds, and 
often indicate that they barely needed to wake 
up in order to feed the baby.7 Settling a baby 
who was having trouble sleeping is another 
common reason. Parents also say that they 
co-sleep for ‘enjoyment’ or to ‘increase time’ 
spent with their baby.  This is especially the 
case for women who are working.7 

Culture and expectations have a strong 
influence on sleeping arrangements. A US 
survey of parents’ perspectives of their 
child’s sleeping location indicated that 
satisfaction with sleep arrangements was 
more likely for parents whose attitudes 
coincided with their actual sleep practices. 
Interestingly, an equal proportion (75%) of 
mothers in the separate sleeping group and 
the bed-sharing group said they ‘slept better’ 
with the arrangement they had adopted, 
compared with other arrangements.39 
Mothers (42%) and fathers (47%) of separate 
sleepers often felt that their child’s sleep 
arrangement was ‘important for my child’s 
independence’ and 42% of mothers 
mentioned separate sleeping arrangements 
were important in order for ‘privacy with 
partner’, whereas these attitudes did not 
feature highly for bed-sharers. Mothers who 
were bed-sharing emphasised emotional 
security, physical closeness, ease of 
night time feeding, less stress and ‘more 
convenient for mother’.40 

Some parents find that they cannot settle or 
sleep well if the baby is in the same room, as 
they listen for the baby’s breathing and are 
disturbed by the baby’s sleep-time noises. 
Some parents also find that their baby is too 
active to share their bed, even if they wish to 
do this.

Conclusions 
NCT takes a parent-centred approach to 
providing information which acknowledges 
the family, socio-demographic and cultural 
aspects of a person’s day-to-day life, and 
their values, rather than just biomedical 
information.3 This recognises that advice 
not to bed-share may not be acted upon 
by parents who value keeping their baby 

close. At other times it is inadvertent; 70% 
of mothers in an online survey who fed 
their babies in bed said that they fell asleep 
there.40 Information on ways to improve the 
safety of bed-sharing is therefore needed. 

Key messages:
•  A cot or crib in the parents’ room is 

consistently found to be the safest place 
for babies to sleep for the first six months.

•  It is rare for babies to die due to 
entrapment or parental overlaying but this 
is a possibility and parents need to know 
how to reduce the risks. 

•  Overviews of detailed cohort studies find 
that the risks of bed-sharing are highly 
correlated with social disadvantage, 
and are strongly associated in particular 
with the environmental circumstances 
of parents drinking alcohol, smoking, 
consuming drugs, or sleeping on a sofa. 

•  There may also be an increased risk of 
SIDS with bed-sharing for babies younger 
than about three months, even if they 
are not exposed to risk factors, though 
further research is needed to confirm or 
refute this.

It is clear that some parents feel sleeping 
alongside their baby is a necessary part of 
parenting, which may be for cultural reasons, 
to enhance the child’s security or to enable 
the family to get more sleep.

Bedside cots need further study but are 
likely to be convenient for mothers who 
have mobility problems, such as following 
caesarean section.

It is vital that parents are enabled to find 
their own solutions which are both as safe 
as possible and meet all the family’s needs 
for sleep.

‘The preponderance of evidence 
is that bed-sharing for non-

smoking mothers who are not 
affected by alcohol or drugs, and 
comply with other safe sleeping 

recommendations, does not 
increase the risk for SIDS among 

full-term babies older than 
three months.’
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on behaviour. A Scottish study found that 
women who responded positively to recent 
experiences of seeing another woman 
breastfeed were more likely to breastfeed 
themselves.23 Similarly, but from another 
perspective, a recent review found that 
several factors were associated with women 
preferring, or deciding, to formula feed. These 
included: seeing formula feeding as normal, 
associating breastfeeding with negative body 
images, seeing formula feeding as more 
convenient and breastfeeding as difficult, 
and feeling anxiety about breastfeeding.24 In 
addition, it seems that mothers’ confidence 
and motivation to breastfeed can be 
undermined by negative or mixed messages 
from their social networks and from health 
professionals.25 A recent longitudinal study 
of the role of ‘significant others’ in relation 
to feeding outcomes indicated that there 
is a ‘complex interplay’ between women’s 
decision-making processes and the influence 
of others within their immediate social 
network.26

In her concept analysis of ‘peer support’ 
interventions, as applied to a wide range 
of health topics, Dennis27 notes that peer 
support interventions seek to extend ‘natural 
embedded social networks and complement 
professional health services’. She highlights 
this distinction between ‘embedded’ and 
‘created’ social network members, but also 
indicates that support from peers occurs 
along a continuum from ‘lay’ to ‘professional 
(Figure 1). Dennis defines ‘created’ peer 
support as: 

 ‘the provision of emotional, appraisal and 
informational assistance by a created social 
network member who possesses experiential 
knowledge of a specific behaviour or stressor 
and similar characteristics as the target 
population.’ 

Dennis characterises emotionally 
supportive interactions as including ‘caring, 
encouragement, active listening, reflection 
and reassurance’; informational support 
is ‘the provision of knowledge relevant to 
problem-solving’, while appraisal support 
enables self-evaluation, providing affirmation 
of emotions, thoughts and behaviours. Dennis 
notes that peer support interventions may 
be expected to work because created peers 
who provide these three forms of assistance 
‘understand the target population’s situation 
in a way that naturally embedded social 
networks may not’. Dennis identifies three 
theoretical mechanisms for behaviour 
change which, she argues, underpin peer 
support interventions. First, she suggests that 
impact may occur through ‘direct effect’; the 
peer support directly influences outcomes, 
for example by enabling social integration, 
access to information or through provision 

This article summarises the findings of 
recent key reviews relevant to breastfeeding 
peer support (BPS) interventions that aim 
to enable breastfeeding continuation in 
the UK. The discussion highlights findings 
relevant to policy makers, practitioners and 
representatives of voluntary agencies seeking 
to interpret the current evidence base and to 
design or deliver models of support that are 
effective and acceptable to mothers.

Aims
Drawing on four recent reviews, this overview 
aims to address the following key questions 
relevant to the design of peer support 
interventions to enable breastfeeding 
continuation in the UK:

•  What is the evidence for effectiveness of 
BPS in terms of extending breastfeeding 
durations?

•  What components of design or 
implementation are important for 
effective delivery of BPS?

•  What are the characteristics of BPS 
interventions that mothers value? 

Background
The World Health Organisation (WHO) 
recommends that infants be exclusively 
breastfed until six months of age, with 
breastfeeding continuing alongside the 
introduction of solid foods until at least two 
years of age.1 While around four-fifths of UK 
mothers initiate breastfeeding, by six weeks 
only 55% are still breastfeeding and by six 
months the percentage giving their babies 
any breastmilk falls to 34%. Overwhelmingly 
those who stop breastfeeding in the early 
weeks and months do so before they had 
intended,2 representing a high level of 
disappointment. Survey data going back 
20 years indicates that steeply declining 

Peer support for 
breastfeeding 
continuation: 
an overview of 
research

continuation curves for breastfeeding have 
been a feature of UK infant feeding rates 
for decades;3,4 international comparison 
indicates that continuation rates are higher 
in several other developed countries, most 
strikingly in Scandinavia, where around 
80% of Norwegian mothers5 and 68% of 
Swedish mothers6 are breastfeeding at six 
months, but also in Canada,7 Australia8 and 
Hungary9 where survey data indicate that 
‘any breastfeeding’ rates at six months are 
more than double those of the UK. In the 
UK, surveys of infant feeding behaviours 
indicate a persistent social gradient. Mothers 
who are older, from higher socio-economic 
groups, or with more education, have 
higher breastfeeding initiation rates, longer 
durations of breastfeeding and are more likely 
to delay introduction of formula milk and/or 
solid foods.2 

WHO’s Global Strategy for Infant and 
Young Child Feeding recommends national 
governments take forward BPS interventions 
as part of a package of measures aimed 
to improve breastfeeding outcomes. 
Specifically, WHO recommends that national 
governments develop ‘community-based 
mother-to-mother breastfeeding support 
groups’ and ‘lay and peer counsellors’ to 
enhance existing services.10 In the UK this 
recommendation is reflected in guidance 
from the National Institute of Health and 
Clinical Excellence (NICE), 11,12,13 and peer 
support for breastfeeding is part of NHS 
commissioning guidance for England.13 
Implicit in this recommendation is an 
understanding that breastfeeding is a 
complex biopsychosocial process and that 
informal networks are helpful to mothers in 
enabling skill-learning, problem solving and 
psychological adjustment, and in supporting 
mothers’ decisions to breastfeed practically 
and socially over time. 

The evidence for the role of informal social 
networks in enabling decisions to initiate 
and continue breastfeeding is extensive. 
Numerous studies confirm that attitudes, 
perceptions and experiences of immediate 
family members and informal social networks 
have a powerful influence.14,15,16,17,18,19,20 
A review of the literature on differences 
between mothers who continue to breastfeed 
until six months and those who stop indicated 
that feeding intention and self-efficacy is 
inter-related with factors relating to social 
support.21 Findings from the 2005 Infant 
Feeding Survey indicated that nine in 10 
mothers who said that most of their friends 
breastfed their babies also intended to 
breastfeed their own baby, compared to 57% 
of mothers whose friends did not generally 
breastfeed.22 Seeing breastfeeding as part 
of everyday life seems to have an impact 
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of 26 peer support interventions in the 
UK that identified recommendations for 
implementation,31 and a qualitative research 
meta-synthesis about mothers’ perceptions 
of breastfeeding support by Schmied et al.32 

Results
Key findings from these four high-quality 
reviews relevant to peer support interventions 
for breastfeeding continuation in the UK are 
presented and discussed in turn. 

Findings from UK-based randomised 
controlled trials for breastfeeding 
continuation (Jolly et al, 2012)
This recent international systematic 
review of randomised controlled trials 
(RCTs) studied the impact of BPS on 
two breastfeeding outcomes: exclusive 
breastfeeding and breastfeeding 
continuation rates.29 The review covered 17 
studies that included exclusive breastfeeding 
or breastfeeding continuation as an 
outcome measure, including four from the 
UK. 33,34,35,36 Fifteen studies were judged to 
have data suitable for quantitative synthesis 
through meta-regression. Meta-regression is 
a statistical technique for pooling data from 
studies in systematic review, which builds on 
the statistical technique of meta-analysis, 
but is better suited than meta-analysis to 
exploring heterogeneity among included 
studies. The technique is intended to be 
hypothesis generating; linear relationships 

identified should not be taken as proof 
of causality.37

Data from three UK studies, by Graffy et al,33 
Muirhead et al34 and Jolly et al36 were judged 
suitable to combine through meta-regression. 
Evidence from the fourth study, by Watt et al,35 
contributed to the narrative review but the 
data were not suitable for meta-regression. 
First contact with mothers in the Watt study 
was not until babies were around three 
months old. There must, therefore, be some 
considerable doubt as to whether it has much 
to contribute to scientific understanding 
of interventions to support breastfeeding 
continuation since in the UK the rate of 
breastfeeding discontinuation is steepest in 
the early days and weeks after the birth.

The three UK studies included in meta-
regression 33,34,36 are different from each other 
in many ways. Intervention goals for the three 
included studies varied; two interventions 
were intended to influence initiation rates 
as well as continuation rates.34,36 In terms 
of intervention design, all three of the 
interventions involved one-to-one contact 
between mother and supporter either by 
telephone or face-to-face; none of the studies 
looked at group-based support. For all three 
interventions mothers were recruited through 
general practices; one intervention36 was 
sited in an area serving a multi-ethnic, socio-
economically disadvantaged population and 

of informal health care. Second, the impact 
may be via a ‘buffering effect’; that is, the peer 
support protects individuals from potentially 
harmful influences or stressors. Third, impact 
may occur as a result of a ‘mediating effect’, 
so that peer support indirectly influences 
health outcomes by changing emotions, 
thoughts and behaviours. Dennis notes that 
interactions with a peer supporter can be one-
to-one, group based, or virtual. It is notable 
that the mechanisms identified by Dennis in 
her concept analysis focus primarily on the 
impact of peer support at an individual level. 
Mechanisms that might relate to the impact of 
peer interventions on wider social networks, 
for example mechanisms relating to ‘diffusion 
of innovation,’28 are not foregrounded. 

Dennis suggests that interventions involving 
created peers have become increasingly 
attractive as a health promotion tool in the 
context of shorter hospital stays and reduced 
opportunities for personal interaction between 
healthcare professionals and their clients.

Method
Four key sources of evidence relevant to the 
topic were identified for inclusion. These were 
a systematic review and meta-regression of 
UK-based randomised controlled trials of peer 
support for breastfeeding continuation by 
Jolly et al,29 a Cochrane review of international 
studies of ‘additional’ breastfeeding support 
by Renfrew et al,30 Dykes’s evaluation 

Figure 1: Supportive relationship classification27
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breastfeeding the UK may make it difficult 
for ‘additional’ peer support interventions to 
demonstrate impact. Certainly the UK has a 
considerably more developed infrastructure 
to enable postnatal care than middle- and 
low-income countries included in the 
review. However, this conclusion does not 
sit comfortably with findings from UK-
based studies indicating a lack of adequate 
postnatal support,38 nor with the finding 
that 80% of mothers who discontinue 
breastfeeding in the first six weeks after the 
birth stop before they planned to do.2 

Other factors may have contributed to 
negative findings from UK-based BPS 
studies. Jolly et al suggest that low intensity 
of BPS may have had an impact. They 
note that the UK studies tended to involve 
relatively few planned contacts between 
supporter and mother, and since ‘low 
intensity’ is also associated with non-
significant outcomes, indicate that ‘some 
confounding of setting by intensity of 
support may exist.’29 Authors of the papers 
relating to all three studies included in the 
meta-regression analysis themselves discuss 
possible factors relating to intervention 
design or delivery that may have contributed 
to negative findings. These include low 
intervention intensity,33,36 availability of 
other support services,33,36 low take-up,34 

lack of contact in hospital,34 a mismatch 
between the characteristics of supporter 
and mother,33 displacement whereby peer 
supporters freed up professionals’ time 
to care for mothers in the control arm,34,36 
mothers in the control arm accessing peer 
support,33 and issues to do with health 
professionals’ commitment to breastfeeding 
and acceptance of peer supporters.34 Other 
issues relating to RCT study design are 
also discussed by Jolly et al.29 There is good 
reason to suggest that the ‘background 
noise’ of existing postnatal support may not 
provide a full explanation for failure of the 
three UK-based RCTs included in meta-
regression to demonstrate impact. 

Findings from an international Cochrane 
review of impact of ‘extra support’ 
(Renfrew et al, 2012)
A Cochrane systematic review, updated in 
2012, looked at the impact of ‘extra support’ 
on breastfeeding duration and exclusivity 
compared to ‘usual maternity care’, including 
52 RCT’s and quasi-randomised controlled 
trials from both high- and low-income 
countries.30 The additional support (compared 
with usual care) was provided by professionals 
or lay supporters; the review used a wide 
definition of ‘support’ including staff training 
to improve supportive care as well as direct 
support to the mother from an additional 
person with a designated support role.
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another34 was sited in an area with lower than 
average breastfeeding rates. In two studies 
peer supporters were trained in sessions over 
a period of weeks.34,36  The third used NCT 
breastfeeding counsellors.33 The study using 
NCT breastfeeding counsellors excluded 
mothers who had previously breastfed 
or intended to contact a breastfeeding 
counsellor as well as those who did not plan 
to breastfeed;33 the exclusion rate in this 
study was around 60%. In terms of timing, all 
three of the UK-based interventions included 
in meta-regression involved antenatal 
contact and were community-based; none 
involved contact in hospital in the immediate 
postnatal period. In two of the studies 
telephone support predominated over 
face-to-face contact.33,34 Two of the studies 
were judged to be low intensity and were 
entirely33 or predominantly reactive36 in the 
postnatal period. The reactive intervention 
using NCT breastfeeding counsellors had 
very low uptake; only 63% of the intervention 
group made contact with the counsellor, and 
only 20% received a face-to-face visit.33 For 
one study poor record-keeping meant that 
it was difficult to assess uptake; only 62% 
of mothers were recorded as receiving any 
postnatal contact;33 the same study reported 
issues of intervention fidelity, with antenatal 
visits delivered predominantly in the clinic 
rather than at home.33

Effects were estimated for the 15 studies 
grouped according to (i) three broad 
categories of ‘country-level income’, (ii) 
whether the intervention included antenatal 
contact as well as postnatal contact, and (iii) 
two categories of ‘intensity of intervention’ 
(more/fewer than five planned contacts 
between mother and supporter). 

The findings indicated that:

(i)  In low or middle-income countries, BPS 
interventions were associated with an 
increase in breastfeeding continuation, 
especially exclusive breastfeeding (where 
they have the potential to make a major 
contribution to improving key health 
outcomes), but showed less impact in high-
income countries, and had no significant 
impact in the UK.

(ii)  Postnatal-only BPS interventions were 
associated with improved breastfeeding 
durations, but interventions that 
combined antenatal and postnatal BPS 
contacts were not.

(iii)  Low-intensity interventions (involving fewer 
than five planned BPS contacts) had no 
significant impact on breastfeeding duration. 

In discussing the non-significant findings 
from meta-regression of BPS in the UK, Jolly 
et al hypothesised that the presence of 
routine postnatal care services to support 

The authors concluded that: 

•  Support from lay supporters and 
professionals had a positive impact on 
breastfeeding outcomes. 

•  Support is likely to be more effective in 
areas with high initiation rates.

•  Strategies that rely mainly on face-to-face 
support are more likely to succeed.

•  Support that is offered reactively is unlikely 
to be effective.

•  Women should be offered ongoing visits 
on a scheduled basis so they can predict 
the support that will be available.

•  Support should be tailored to the needs of 
the population group.

The results of the Cochrane review are not 
analysed separately according to country 
setting. The 37 that were conducted in 
high-income countries, including seven 
studies conducted in the UK,33,34,39-43 three 
of which involved peer support.33,34,39 Two of 
these studies33,34 are included in the meta-
regression review conducted by Jolly et al 
discussed above.29 

The third UK study was a cluster-randomised 
trial of a policy to provide breastfeeding 
groups in a relatively deprived area of Scotland 
intended to achieve ‘population coverage’ 
in intervention areas.39 While highly relevant 
to organisations who train created ‘peers’ 
(including breastfeeding counsellors) to run 
groups, this study does not describe a created 
peer support intervention, since the groups 
were run by health professionals. The ‘peer’ 
element in this study is the direct mother-to-
mother interaction within the groups. This 
study is unusual in its clear specification of 
the mechanisms by which it is hypothesised 
that change may occur. It is argued that the 
mechanisms extend beyond influence at the 
individual level, identified in Dennis’s concept 
analysis of peer support,27 to include: increased 
inter-disciplinary working at local level; and 
sharing of experiences at group level; and 
inter-personal and inter-group mechanisms 
operating through social networks. 

The study found that the intervention to 
provide breastfeeding groups did not improve 
breastfeeding rates at six-to-eight weeks, 
and in some areas rates actually declined.39 
The authors suggested possible factors that 
may have contributed to negative findings, 
including insufficient women attending the 
groups in pregnancy and in the early weeks 
after the birth, and failure to attract groups of 
women beyond older, higher-income mothers, 
who are already more likely to breastfeed. 
A strength of the study is that the trial was 
embedded within a qualitative evaluation,44 
informed by realist evaluation approaches,45 
designed to understand how implementation 
context influences outcomes. The authors
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identified a wide array of obstacles limiting 
opportunities for change. They concluded that 
‘negative aspects of place included deprivation, 
unsuitable premises and geographical 
barriers to inter-professional communication; 
personnel resources including staff 
shortages, high workload and low morale; 
and organisational change’ predominated in 
areas where breastfeeding rates declined. In 
contrast,  in areas where breastfeeding rates 
rose, ‘there was more evidence of leadership, 
focus on policy, multi-disciplinary working and 
reflective action cycles’.44 

Findings from a process evaluation of 26 UK 
peer support interventions (Dykes, 2005)
Twenty-six peer support projects funded for one 
year by the UK government in 1999 to promote 
breastfeeding in low-income communities 
were subject to process evaluation in order 
to identify aspects of the intervention or 
wider delivery context that tended to support 
successful delivery and factors that tended to 
lead to implementation failure.31 The evaluation 
identified a series of steps required for 
successful operationalisation of breastfeeding 

peer support schemes. The author concluded 
that when these steps are followed, peer 
support schemes have the potential to support 
breastfeeding women and to have an impact on 
initiation and continuation rates. The identified 
steps are summarised in Table 1. 

Findings from a metasynthesis of 
mothers’ perceptions of support 
(Schmied et al, 2011)
An international metasynthesis of mothers’ 
perceptions of support included findings from 
31 primary research qualitative and survey 
studies identified through systematic review.32 
Studies included those referring to help from 
‘created’ peers (breastfeeding counsellors, 
breastfeeding peer supporters), as well as from 
paraprofessionals and professional health 
workers. The findings provide insight into the 
aspects of breastfeeding support that mothers 
associate with a positive experience of support. 

The findings indicated that support is 
experienced along a continuum from 
‘authentic presence’ at one end (perceived 
as effective support) to ‘disconnected 

encounters’ at the other (which were 
perceived as ineffective). Support 
characterised by ‘authentic presence’ 
comprised ‘a trusting relationship or 
connectedness and rapport between the 
woman and her caregiver, supporter, or 
both’. Women’s experiences of ‘authentic 
presence’ included someone ‘being there for 
me’, taking an empathetic approach, taking 
time, providing affirmation, being responsive, 
‘sharing the experience’, and ‘having a 
relationship’. In contrast a ‘disconnected 
encounter’ was characterised by ‘limited 
or no relationship and a lack of rapport’. 
Themes underpinning a disconnected 
encounter were ‘undermining and blaming’, 
‘feeling pressured’, ‘communicating 
temporal pressure’, not giving time and 
‘insensitive or invasive touch’. The authors 
further distinguish between different styles 
of support, with a ‘facilitative style’ (one 
that enables people to draw on a range of 
information and experience and learn for 
themselves) perceived as effective, and a 
‘reductionist approach’ (‘oversimplifying’ 
and providing information and advice in 

Step Description

Cultural awareness Develop an in-depth understanding of the local culture, e.g. via teams working and living in the 
target area and interviews and focus groups with community members.

Infrastructure building Become aware of existing schemes and projects; facilitate interconnection and experience-sharing.

Comprehensive planning Involve key representatives (health boards or trusts, local initiatives such as Sure Start/Flying Start, 
breastfeeding support organisations, infant feeding specialists, health visitors and midwives). 
Ensure funding and time for a co-ordination role. 

Engaging peer supporters Develop clear guidelines on engaging, training and supporting peer supporters. Ensure the 
times and format of the courses are flexible with adequate provision for accompanying children. 
Education should be delivered on a ‘rolling’ basis.

Peer-professional interface Fully inform health professionals about the scheme so that women are appropriately referred. 
Address health professionals’ educational needs alongside developing peer support.

Marketing the programme Ensure ongoing publicity to enable peer supporter recruitment and make women aware that 
support is available.

Supportive infrastructure Ensure multiple access points for referral across the hospital-community interface (e.g. antenatal 
clinics, health centres, postnatal wards and drop-in centres). Ensure peer supporters have a 
designated place in which to work when in hospital. Include peer-led support groups and drop-in 
centres as these facilitate supportive relationships within and between groups. Ensure drop-in 
centres are in venues that are acceptable and accessible to the target group of women and run 
at least weekly. Link timing to other activities (e.g. baby clinic). Develop a workable telephone and 
home visiting system, ensure payment of expenses, support with childcare and ongoing support for 
peer supporters. Ensure a peer support administrator is available.

Comprehensive evaluation Have a clear evaluation strategy from the outset, involving a continual cycle of evaluation and 
improvement.

Obtaining and maintaining funding Identify key funders to enable existing projects to be sustained and expanded.

Table 1: Nine steps required for successful operationalisation of peer support schemes 
developed from an evaluation of 26 projects (constructed from Dykes, 2005)
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a ‘dogmatic or didactic style’) perceived 
as ineffective. Peer supporters were more 
likely than professionals to be described 
as ‘being there’ for mothers, sharing the 
experience, and having a relationship. The 
authors note that women talked less about 
feeling rushed when they received care from 
peer supporters or home-based postnatal 
care than when they talked about care from 
professionals in hospital. The authors found 
that peer supporters have the potential to act 
as role models particularly, for young mothers 
and for mothers from socially disadvantaged 
backgrounds; though they note that support 
which can offer time, continuity, and the 
encouragement of a ‘peer’ may be helpful 
for many women and not just those from 
demographic groups that are less likely to 
breastfeed. Overall, the authors suggest that 
taking a ‘person-centred’ approach to support 
means that it is likely to be experienced as 
positive. They argue that a model of support 
that emphasises continuity of caregiver 
is more likely to deliver authentic and 
facilitative support. 

Discussion
Evidence for effectiveness: Currently 
there is no good RCT evidence to suggest 
that peer support interventions improve 
breastfeeding durations in the UK, though 
there is evidence to indicate that peer 
support can be effective in other settings. As 
Hoddinott et al have extensively discussed in 
their review of breastfeeding interventions 
in the UK the negative findings from the 
small number of UK based trials need 
considerable unpicking.46 Two of the three 
peer support interventions evaluated as part 
of meta-regression were low intensity and 
predominantly reactive.33,36 The authors of 
the three UK-based RCTs of breastfeeding 
peer support point to issues relating to 
intervention design, study design and wider 
context that may have limited the ability of 
RCTs to demonstrate effectiveness. Evidence 
from the prospective qualitative evaluation, 
informed by realist approaches to evaluation, 
which occurred alongside the cluster-RCT of 
a policy to introduce breastfeeding support 
groups, demonstrates that context factors 
have a powerful independent impact on 
breastfeeding outcomes and can represent 
barriers to programme implementation.39 
A good understanding of likely interaction 
between the intervention and wider context, 
and ability to identify the aspects of context 
that aid successful implementation is likely to 
be critical. 

It is clearly overly-simplistic to think of BPS 
as a single intervention which either works or 
does not work and which can be evaluated 
in isolation from delivery context. Given the 
considerable heterogeneity in models of 
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peer support that exist across the UK and the 
small proportion of possible interventions 
that have been trialled, it is conceivable 
that the right intervention, with the right 
population, in the right context, employing 
the right mechanism, towards the right 
outcomes has not yet been evaluated. The 
conclusion that peer support is ‘unlikely to 
be effective’29 in the UK seems premature. 
What we do seem to have is an absence of 
evidence for effectiveness. The challenge 
now for organisations commissioning and 
delivering peer support programmes is to use 
the existing evidence to design interventions 
that are most likely to be effective and 
acceptable (and that avoid pitfalls indicated 
by the evidence to date). This might best be 
achieved through a shift away from asking 
simply, ‘Does it work?’ and towards applying 
realist approaches to interpreting the 
evidence base and designing evaluations in 
order to ask ‘What works, for whom, in what 
circumstances, in what respects and how’.47

Design factors: This overview highlights 
the importance of integrating peer support 
interventions with NHS systems of midwifery 
care.31,34,39 Timing of support seems to be 
important; none of the UK studies discussed 
in this paper utilised BPS in the immediate 
postnatal period. Antenatal contact from 
a peer supporter does not emerge from 
this overview as being an important factor 
in enabling breastfeeding continuation; 
however, it may be worth exploring the ways 
in which antenatal contact contributes to the 
development of supportive relationships. It 
may be worth considering this issue of timing 
in the light of findings from longitudinal 
qualitative research suggesting that mothers 
require support at pivotal points along their 
feeding journey and that support should 
be responsive to mothers’ changing needs 
at different points along the journey.48 The 
finding from the Cochrane review that 
structured support is more effective needs 
to be considered in this context. The finding 
that face-to-face support is more likely to 
be effective than telephone contact30 has 
cost implications, and it might be helpful to 
explore further what it is about the face-to-
face contact that improves outcomes and 
the best ways in which different methods 
of support can be combined. The finding 
that more proactive and intensive support 
is more effective may be disconcerting 

for organisations which train volunteers 
based on person-centred counselling 
approaches that emphasise ensuring clients 
do not have ‘help’ imposed upon them and 
can remain in control of the amount of 
assistance they receive, so that their sense 
of agency is protected.49 The challenge 
is for such organisations to find ways of 
delivering support that is simultaneously 
proactive and focused on the unique goals 
of individual mothers.50 It may be helpful to 
consider ‘proactiveness’ as occurring along 
a continuum, and to explore different ways 
of offering help that may be more or less 
acceptable to different target populations.
 
What mothers want: Evaluations of UK 
peer support interventions generally look 
at ‘effectiveness’ in relation to impact on 
breastfeeding initiation and continuation 
rates; while internationally, particularly 
in developing countries where access to 
clean water is an issue, the focus is often on 
exclusivity. In reality, organisations delivering 
infant feeding support to mothers also place 
value on the maternal experience of feeding 
a baby and seek to simultaneously improve 
support for breastfeeding while enabling 
mothers to make decisions that are right for 
themselves and their families.50 McInnes et 
al have suggested that there is a qualitative 
difference between ‘mother-centred’ and 
‘breastfeeding-centred’ care.26 The evidence 
that mothers prefer an approach that focuses 
on their own needs and goals, and that 
enables a relationship to develop between 
mother and supporter through continuity 
of carer,32 should be considered alongside 
the finding from international evidence that 
proactive approaches are more effective in 
improving breastfeeding durations. Taken 
together the findings suggest that proactive 
care should be delivered in a way that 
promotes relationship building.

The NCT research overview series
provides an evidence base to guide
the practice of NCT and other
transition-to-parenthood workers on
topics of relevance during pregnancy,
birth, parenthood and the care of
babies and toddlers aged 0-2 years.
Workers must decide how to apply 
the evidence in their practice but 
they can feel confident that the 
research overview provides an 
up-to-date, balanced and reliable 
summary and interpretation of the 
relevant research literature.
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‘Impact of peer support cannot 
be evaluated in isolation from 

delivery context.’
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