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A previous paper in this issue has described the consider-
able potential health benefits of breastfeeding. Despite this, 
survey data show that the majority of NSW women stop 
breastfeeding in the early months after birth, and most do 
not breastfeed exclusively for the recommended six months 
(see Allen and Hector, ‘Benefits of breastfeeding’, and 
Hector and Webb, ‘Breastfeeding practices in NSW’ in 
this issue).  The planning of public health interventions to 
promote longer and more exclusive breastfeeding practices 
requires an understanding of the factors that affect breast-
feeding (variously referred to as predictors, determinants, 
barriers, influences, and contributing factors).1

Our understanding of these factors, their relative impor-
tance, how they inter-relate, and how they respond to 
interventions is hampered by the lack of a coherent ap-
proach to research in this area.  While there is a large body 
of published material on the factors affecting breastfeeding, 
most studies have focused on an extremely narrow range of 
factors, particularly the socio-demographic characteristics 
of mothers, and self-reported personal factors.  This may 
be partly attributable to the ease of collecting these data, 
or the reliance on secondary analyses of ‘factors’ in data 
that have been collected for other purposes. A fundamental 
limitation of research to date is the lack of a conceptual or 
theoretical base; that is, there is no accepted, comprehensive 
overview of putative factors to guide researchers in plan-
ning their studies, or to assist readers to interpret results of 
studies in a broad context. 

In this paper, we describe some of the limitations of the re-
search on factors affecting breastfeeding. We also describe 
earlier attempts by ourselves and others to move towards 
developing a systematic approach to this area and propose 
a conceptual framework of factors affecting breastfeed-
ing. The framework is intended for use in planning and 
organising future research and in designing and evaluat-
ing interventions to promote recommended breastfeeding 
practices.

Some limitations of research
Much published research has focused on the attributes of the 
mother and is often based on surveys that ask women why 
they didn’t breastfeed or why they gave up breastfeeding 
early; that is, they ask women to provide a self-report of 
reasons.  While the responses to these surveys are useful in 
identifying how women explain their infant feeding deci-
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sions, they are only the tip of the iceberg in terms of the 
underlying reasons why women don’t follow recommended 
feeding practices.  Surveys of why women stop breastfeed-
ing provide only indirect and limited insight into the role 
of wider influences and interactions.  Why is this?  

First, women are unlikely to be aware of the many influ-
ences on their infant feeding behaviour, particularly the 
broader environmental and socio-cultural influences, such 
as lack of support.  Second, women are often unable to 
articulate in survey responses, and/or are uncomfortable 
reporting, less socially acceptable2 or ‘mother-driven’3 
reasons (such as fear of loss of breast shape) for not breast-
feeding or stopping breastfeeding early; they tend to report 
more child-centred reasons3 such as ‘child did not want the 
breast’ or reasons beyond the mother’s control, notably 
‘insufficient milk4-9.  ‘Insufficient milk’ is one of the com-
monest reasons women give for stopping breastfeeding, 
yet evidence indicates that less than 5 per cent of women 
are physiologically incapable of producing an adequate 
supply of milk.7,10,11  Insufficient milk usually results from 
the woman not breastfeeding frequently enough or long 
enough, which, in turn, may be affected by circumstances 
such as the mother returning to work (and working in an 
environment which does not facilitate expressing breast-
milk), or being busy with other siblings, family disruption 
or dysfunction, or a young mother’s desire to minimise 
time spent in care giving.  The explanation of ‘insufficient 
milk’ therefore masks a range of underlying factors that 
undermine breastfeeding.

Survey findings tend to highlight one particular factor or 
several factors as being particularly important.  However, 
if there are sufficient factors encouraging breastfeed-
ing, any one barrier to breastfeeding may not preclude 
breastfeeding.7 For example, whilst painful nipples are a 
relatively common reason given for stopping breastfeed-
ing, the majority of women with painful nipples continue 
breastfeeding.9 A critical chain of events may lead to a 
woman stopping breastfeeding early.7,12,13

Towards a systematic approach
The lack of a systematic approach to selecting factors for 
investigation in ‘determinants’ research in breastfeeding 
has been observed by several researchers. 14–16 As noted 
by Scott et al, ‘no two studies investigate the same factors 
using comparable methods, thus making it impossible to 
identify common factors across studies that may be worthy 
of more inquiry’.14  The majority of studies implicitly focus 
on a particular subset of factors, usually those socio-demo-
graphic attributes of the mother and family, without due 
acknowledgement of the wide range of additional poten-
tial influences.  The socio-demographic characteristics of 
the mother are actually ‘risk markers’, those factors that 
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signal where a problem is occurring, but may not directly 
contribute to it.17

A systematic approach to research is therefore required to 
gain a complete picture of the issues surrounding improved 
breastfeeding practices, and to identify factors that may 
be modifiable for intervention planning.  A number of re-
searchers have identified lists of possible factors affecting 
breastfeeding practices, and/or have grouped or categorised 
these factors.16,18,19 In our earlier reports1,20, we suggested 
a set of categories for classifying factors, adapted from 
extensive research on influences on patient compliance 
with health care regimens (see Table 1).21,22

Since then, we have considered a variety of theories that 
have helped to refine our thinking about the range of factors 
which influence breastfeeding.  Tiedje and others, in their 
study of influences on mothers feeding decisions, proposed 
an adaptation of an ‘ecological model’, in which influences 
are seen as emanating from relationships between people 
and groups, and their environments.23 We extended the 
focus on environments and the wider social contexts of 

behaviour by considering planning frameworks for health 
promotion interventions, in particular the Ottawa Charter 
for Health Promotion.24 This identifies five types of inter-
ventions: developing personal skills, reorienting health 
services, creating supportive environments, developing 

Table 1

Categories of factors affecting 
breastfeeding practices

Socio-demographic characteristics of the mother and 
family

Structural and social support

Health and risk status of mothers and infants

Mothers’ knowledge, attitudes and skills

Aspects of the feeding regime/practices

Health services (including hospital and health facili-
ties) organisation, policies and practices 

Socio-cultural, economic and environmental factors

Adapted from Sackett and Haynes 21,22

Figure 1

A conceptual framework of factors affecting breastfeeding practices
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healthy public policy and strengthening community action. 
Such actions are variously directed to modifying individual 
and personal factors, but more so to modify the environ-
ments in which individuals live and breastfeed.

Consequently, we developed a conceptual framework 
for understanding the influences on breastfeeding that 
incorporates a variety of elements of relevant theories for 
understanding health behaviour and for planning effective 
public health interventions to influence health behaviour.

Conceptual framework of factors 
affecting breastfeeding
The conceptual framework (Figure 1) proposes three levels 
of factors that influence breastfeeding practices: individual, 
group and society.  The framework can be used to gener-
ate hypotheses about factors affecting breastfeeding and 
the types of interventions that might be used to address 
them.

Individual level factors relate directly to the mother, infant, 
and the ‘mother-infant dyad’. They include the mother’s 
intention to breastfeed, her knowledge, skills and parent-
ing experience, the birth experience, health and risk status 
of mothers and infants, and the nature of early interaction 
between mother and infant.  Each of these can directly 
influence the initiation and duration of breastfeeding, and 
are frequently correlated with social and demographic 
variables.

Group level factors are the attributes of the environments 
in which mothers and infants find themselves, the attributes 
that enable mothers to breastfeed.  Environments with a 
direct influence on mothers and infants include:

the hospital and health facilities environment, in which 
practices and procedures such as infants routinely 
rooming-in with mothers to allow demand feeding, 
postpartum skin-to-skin contact and providing profes-
sional support with breastfeeding technique difficulties 
influence the early feeding experience and the follow-up 
care and support, 
the home and peer environment, where physical and 
social factors such as size of household, parity, family 
circumstances, partner attitudes and support, and peer 
support affect  the time, energy and resolve that mothers 
have for breastfeeding
the work environment, in which policies, practices and 
facilities such as work hours and flexibility, facilities 
and policies that enable on-site expressing and storing 
of breastmilk influence mother’s ability to combine 
work and breastfeeding 
the community environment, which signals the extent 
to which breastfeeding is recognised as a norm, and 
reinforced by facilities and policies in public places, 
for example parenting rooms in shopping centres and 
entertainment venues, ‘breastfeeding friendly’ public 
transport, restaurants

•

•

•

•

the public policy environment, which modifies how 
each of these environments influence mother’s feeding 
decisions.  For example, benefits such as maternity and 
paternity leave, childcare allowances and health insur-
ance have a significant impact on the hospital, home, 
and work environments that in turn, influence infant 
feeding decisions directly.

Societal level factors influence the acceptability and ex-
pectations about breastfeeding and provide the background 
or the context in which mothers’ feeding practices occur.  
These include cultural norms regarding breastfeeding, child 
feeding, and parenting; the role of women in society, includ-
ing how working outside the home is valued; the extent to 
which men’s social role includes support for breastfeeding 
mothers; the extent to which exposing breasts for feeding 
is complicated by cultural norms regarding sexuality; and 
the economic importance of products such as breastmilk 
substitutes and complementary foods in the food system.

Group level and societal level influences may interact in 
either positive or negative ways with maternal knowledge 
and skills.  For example, a mother may be predisposed to 
breastfeed, but a non-supportive environment in the hos-
pital may lead to her deciding to stop breastfeeding early.  
Similarly, even if breastfeeding is still occurring at hospital-
discharge, a lack of support at home or in the community 
may also lead to her stopping early.  Again, broader societal 
attitudes about sexuality, and especially breasts, can influ-
ence the manner and degree of community support.

Implications for interventions 
research
Factors operating at various levels may negate one another, 
so a broader view is required when designing attempts to 
improve breastfeeding rates and duration.  Thus, interven-
tions directed only at persuading mothers to breastfeed may 
fail if they are not complemented by other interventions that 
support her in hospital, at home, and at work.  Indeed, aim-
ing interventions at any one factor affecting breastfeeding 
is likely to be less successful in achieving and maintain-
ing change than those addressing multiple factors, across 
several categories, and at several levels. 

The main purpose of research on factors affecting breast-
feeding is to inform the design of interventions. As well, 
the results of intervention research can provide insights 
about significant influences on breastfeeding.  Factors 
that cannot be elucidated by qualitative or cross-sectional 
studies, such as the effect of health professional training, or 
changes to health service practices (for example the Baby 
Friendly Hospital Initiative), can be determined to some 
extent by the success, or otherwise, of methodologically 
sound, well-evaluated interventions. 

Summary
Knowledge about factors affecting breastfeeding can be 
developed by further research on underlying factors and 

•
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by drawing out the implications and lessons from interven-
tion research.  The use of a conceptual framework to guide 
this research and the interpretation of results can help us 
to understand the relative importance of different factors, 
and how they interact, in turn, helping us to design effec-
tive interventions. 
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