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[bookmark: _Toc152032230]Abstract

Previous studies on factors influencing breastfeeding practices in the Arab Gulf countries, including the Kingdom of Saudi Arabia, have mostly provided quantitative findings that mainly assessed mother-related factors, such as their knowledge, attitudes, and practices, in addition to demographics. This highlighted the need for in-depth exploration of barriers to breastfeeding in the Kingdom of Saudi Arabia beyond the mothers themselves, such as those created by institutional and socio-cultural factors. 
Methods
This research adopted a mixed methods approach and a socio-ecological framework specifically adapted for the Saudi context. The research consisted of three parts, the first of which was a systematic review of breastfeeding practices and associated factors in the Arab Gulf region. The second was a cross-sectional study involving primary data collection among healthcare professionals to identify their awareness, knowledge, and views on the Baby-Friendly Hospital Initiative (BFHI). The third and final study utilised semi-structured interviews among Saudi mothers in Riyadh city to explore barriers to breastfeeding practices, and to understand the mothers’ needs for support in relation to breastfeeding. Data were analysed thematically before findings from the quantitative and qualitative studies were integrated using the socio-ecological framework.
Results 
The systematic review identified a broad range of factors that influenced breastfeeding practices. These were categorised according to the socio-ecological framework. In the quantitative study, healthcare professionals (n=109) participated in the survey, with approximately 50% aware of the policies favourable to breastfeeding in their workplaces. Knowledge regarding the Ten Steps to Successful Breastfeeding (TSSBF) was assessed using a questionnaire based on the literature review, the hospital self-appraisal and monitoring tool (World Health Organization, 2009) and the implementation guide to the revised Baby-Friendly Hospital Initiative (WHO, 2018). The majority of participants (71%) were knowledgeable about TSSBF. 98% of participants held positive views about BFHI and agreed that it increased breastfeeding rates; 85% found that the initiative was time-consuming; 93% agreed that there was no access to ongoing lactation and breastfeeding support; and 73% of participants expressed positive attitudes towards infant breastfeeding.
In the qualitative study, two main themes emerged: firstly, barriers to breastfeeding; and secondly, mothers’ needs for breastfeeding support. Barriers to breastfeeding included lack of knowledge and practical demonstrations before and after birth, physical problems such as C-section delivery and sore nipples, as well as lack of privacy, family size and employed status. Family and socio-cultural barriers identified as potentially important influences on breastfeeding practices among Saudi mothers were: inadequate family support, conflicting views and advice about BF, criticism of the BF mother, and visitors from social networks, in addition to the cultural norms of beauty and taboo topics of women’s reproductive health. Barriers within the health system concerned inadequate information before the birth, and help with BF before discharge from hospital, and postnatally. Other barriers were the availability of formula milk and healthcare professionals’ insensitivity to mothers’ needs. The findings indicated that action was needed in different layers of the socio-ecological framework to broaden awareness of the importance of breastfeeding and provide society-wide support for breastfeeding. Furthermore, healthcare professionals need to be able to implement the TSSBF in full, including immediate and uninterrupted skin-to-skin contact and support for mothers to with initiation of BF as soon as possible after birth, and rooming-in. 
Conclusion
This study which provides insights into a variety of barriers that influence breastfeeding practices among Saudi women. Even though participants held positive views about breastfeeding, a considerable number felt disincentivised to breastfeed their infants. This phenomenon was shaped in a large part by the social nexus formed by mothers’ husbands, family members and social networks, healthcare professionals, hospital practices, and policies, which together influenced mothers’ decisions and capabilities to breastfeed. The study has highlighted the important role that hospitals can play in ensuring that mothers receive correct and thorough education on breastfeeding, as well as adequate practical support from appropriately trained healthcare professionals.
Overall, this research project contributes to the existing body of breastfeeding literature by providing new insights into the potential influence of traditional cultural customs in Saudi Arabia and highlighting that implementation of the BFHI may require a range of additional actions depending on the country context and culture.
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[bookmark: _Toc100179853][bookmark: _Toc152032233]Chapter 1: Introduction to the Thesis

[bookmark: _Toc100179854][bookmark: _Toc152032234]Personal Motivation
[bookmark: _Hlk135600329]My personal journey and deep interest in breastfeeding (BF) practices and support began about seven years ago. What made it more influential in my life was that it was not planned. In 2014, when I first became pregnant, I had no knowledge of any educational or practical support for BF. Even after the birth of my second daughter, I had no knowledge or experience other than my hospital stays. I was unaware of the different possible aspects related to BF, for example, promotional and educational support during pregnancy, practical support after birth and ongoing support after discharge from hospital. As a new mother, I was not fully aware of the existence of wider influences on BF in the environment outside the mother, such as family, cultural traditions and hospitals, even though I had some knowledge as a nutritionist. My personal experience and observations from that period allowed me to acquire knowledge about BF practices and the related aspects.
Breastfeeding my daughters, I noticed they had healthy growth and did not complain of health issues, which could relate to the nutrients in breast milk. As a nutritionist, I could see that breastfeeding might have a wider benefit for public health such as reducing diseases and promoting healthy growth and wellbeing for the new-born. I also learned it could have short and long term benefits for the mother.
My daughters were delivered at two different hospitals, which implemented different forms of practices, although both were directed by the same healthcare system. It was interesting to note that although they were under the same healthcare system, they did not follow the same standard of practices in relation to BF support. In the first hospital I had time to practise skin-to skin contact and establish Early Initiation of BF (EIBF), while in the second hospital, my daughter was taken immediately for checks and had her first feed 6 hours after birth. These two different practices had impacted my BF practice, as well as both daughters, differently. Further details of the healthcare system and BF support in the Kingdom of Saudi Arabia (KSA) are discussed (see Sections 2.3 and 2.12).
My experience, as well as my two perspectives as a mother and a public health nutritionist, was the original motivation for this study. Further exploration and understanding of the factors that could influence BF practices among Saudi mothers became really important to me.
[bookmark: _Toc100179855][bookmark: _Toc152032235]Thesis Structure 
This thesis consists of eight chapters, where each chapter is introduced briefly below. 
The present chapter, Chapter 1, provides an introduction to the thesis, including the main researcher’s motivation for this PhD, as well as the thesis structure. 
 Chapter 2 provides an overview of the Saudi context, focusing on the socio-political context, population, lifestyle, and healthcare system, including maternal healthcare and BF support in the Kingdom of Saudi Arabia (KSA). It also provides an overview of breastfeeding (BF), including BF historical perspectives, public health implications, BF-related promotion, support and protective strategies and actions, in addition to BF trends and prevalence, globally, regionally and in the KSA. Models and theories of social science research which have been employed in BF research are examined and the framework adopted in the present research is explained. A brief discussion of factors influencing BF in the KSA is followed by presentation of the research aim, research questions and objectives.
Chapter 3 presents the systematic review, which is the first study of three undertaken in the present research. The review included 34 papers focusing on factors that acted as barriers and facilitators which influenced BF practices among the Arab Gulf countries. These factors were narratively synthesised according to the adopted socio-ecological framework, which showed that the majority of factors were those which operated at three layers: Mother and Baby, Family, Social Network and Cultural Influences; and Healthcare System.
Chapter 4 presents the research paradigm, and a description and justification for mixed methods design adopted. The methods of conducting both quantitative and qualitative studies are described in detail, including settings, development of instruments, participant recruitment, data collection and analysis. Data quality criteria both quantitative and qualitative are discussed, as is the process of transcription and translation, ethical approvals, and the researcher’s role in the research (reflexivity).
Chapter 5 presents the results of the quantitative cross-sectional study, which aimed to understand the institutional factors that influenced BF practices in KSA. Healthcare professionals (HCPs) were surveyed through a questionnaire to explore their level of awareness of existing BF policies in their workplace. In addition, HCPs’ knowledge related to Ten Steps to Successful Breastfeeding (TSSBF), and their views and perceptions of the Baby-Friendly Hospital Initiative (BFHI), as well as practices and attitudes relating to infant feeding are discussed.
Chapter 6 is the first of two chapters presenting the findings of the qualitative study. It focuses on barriers to BF, where two main themes emerged from the data, namely socio-cultural and health systems barriers, which are discussed in detail. The likely effects of Saudi socio-cultural influences on the ability to BF, manifested in the family and social network, including the husband, are presented. Furthermore, cultural taboos and stigma relating to BF are discussed, as is the role played by HCPs before and directly after birth. Delivery type, and returning to work are also discussed.
Chapter 7 is the second of two chapters presenting the findings of the qualitative study. This chapter concentrates on the theme of the participating Saudi mothers’ own wide-ranging recommendations for action which would meet their needs for BF support, and potentially enact change and promote a BF friendly societal environment. 
Finally, Chapter 8 discusses the overall findings from the research, explaining how they have addressed the research questions, and the strengths and limitations of the research are examined. Implications for policy and practice are considered, after which suggestions for further research and recommendations for action are described.


1 [bookmark: _Toc100179856][bookmark: _Toc152032236]Chapter 2: Background

[bookmark: _Hlk136771598]This chapter begins with a focus on KSA, including the socio-political context, followed by an overview of its population, and description of the healthcare system. Subsequently, BF is discussed through a historical lens, after which its multiple public health implications are discussed, such as benefits to mothers, infants, and environment. Next, global and regional BF trends and prevalence are outlined, concluding with trends and prevalence in the KSA. The chapter then presents the theoretical frameworks and health behaviour models considered for use in this research and the selected framework before examining the factors influencing BF in the KSA in line with the selected framework. The following sections outline various policy recommendations and actions to pursue in relation to BF that follow a global statistical perspective. The chapter concludes by presenting the aim, questions and objectives of the current research. 
1.1 [bookmark: _Toc100179857][bookmark: _Toc152032237]Socio-political Context
KSA is a relatively young country, founded in 1932 by King Abdul-Aziz Al-Saud. The country is divided into five major provinces. Najd, the Central Province, is the seat of power in KSA, where the capital city, Riyadh, and all government ministries are located. The others are the Northern, Southern, Western, and Eastern provinces. KSA is known for its oil-production industry, and has one fifth of the world’s oil reserves. KSA is situated in Southwest Asia, and is one of the largest countries in the Middle East, with an area of 2.25 million square kilometres. The King is the head of state and the government, while the monarchy is hereditary (CIA, 2021).
KSA shares land borders with Kuwait, Iraq, and Jordan (north), Oman and Yemen (south), and the United Arab Emirates (UAE), Bahrain, and Qatar (east). It also has access to both the Persian/Arabian Gulf (east) and the Red Sea (west) (see Figure 2.1) (World Atlas, 2020). 
KSA is strongly united with its neighbours politically, economically, and culturally. Correspondingly, a seminal point in the history of KSA was the establishment of the Gulf Cooperation Council (GCC) in 1981. This represented an economic and political union between KSA, Oman, UAE, Qatar, Bahrain, and Kuwait (Secretariat General of the GCC, 2022), all of which are high-income countries (World Bank, 2021). KSA is also a G20 member; it ranks as the 18th largest economy in the world, and 43rd in terms of GDP per capita (OEC, 2021).
[image: ]
[bookmark: _Toc152000240][bookmark: _Toc99811094][bookmark: _Toc139526645]Figure 2‑1: Geographical location of the Kingdom of Saudi Arabia (KSA)
1.2 [bookmark: _Toc100179858][bookmark: _Toc152032238]Saudi Population 
The population of KSA is considered young, with a median age of 27.5 years, and life expectancy of 75.5 years (World Bank, 2021). The majority young population could be the result of high fertility in the country, and low infant mortality rates (The Ministry of Health (MOH), 2022). From a global perspective, the fertility rate in KSA was about average at 2.3 children per woman as of 2020, even though it had fallen from the average figure in 1980 of 7.29 children per woman (STATS, 2019). Overall, KSA has the highest population increase among the GCC countries, with a current population of 35 million, expected to reach 45 million by 2030 (Colliers, 2022). Separately, the country’s human development index is 0.854 while its growth rate is 1.73% (Word Bank 2021). In 2020, it was estimated that 71% of the population had received tertiary education, with literacy rates having increased exponentially in the previous half a century (UNESCO, 2021). In the modern KSA, government services are free of charge to the public (e.g. education, health, roads), with citizens not paying taxes, while a large percentage benefit from well-paid jobs (Alkhamis, Hassan and Cosgrove, 2014).
1.3 [bookmark: _Toc100179859][bookmark: _Toc152032239]Saudi Healthcare System 
KSA has attempted to implement a modern and effective healthcare system for many years. Previously, healthcare was provided by local healers and traditional medicine practitioners throughout the country, before the first public health department was set up in 1925. This took responsibility for the overall funding and monitoring of healthcare for the population and religious pilgrims in the country. The National Constitution under Article 31 guarantees free medical care through public healthcare facilities to any citizen, as well as expatriates in the country. As of 2000, the healthcare system in KSA was ranked at number 26 among 191 countries; higher than most Arabian Gulf countries (WHO, 2000; Tandon, 2017; Al-Hanawi et al., 2019). The MOH also provided data in 2017 that demonstrated that there were 484 hospitals in total in the country, comprising 72,981 beds. Evidence also shows that there were 2,361 primary healthcare centres across the country (Albejaidi, 2010).
The healthcare system is subdivided into primary, secondary, tertiary and specialised healthcare. An example of the latter is King Faisal Specialist Hospital and Research Centre (KFSRC), which specialises in advancing clinical practices.
Meanwhile, the private sector comprises 21% of all healthcare provision in the country. However, KSA is planning to develop a Healthcare Transformation Strategy Plan as part of its Vision 2030, and National Transformation Programme (NTP). This plan includes health and quality of life; quality of service and reduced expenditure; and health outcomes. There are also many challenges that the healthcare sector faces, such as population growth, lifestyle changes, and changes in disease patterns; all of these present obstacles, in the form of greater user expectations, increased healthcare costs, limited infrastructure and resources, and prevalent poor management of healthcare.
1.3.1 [bookmark: _Toc152032240]Maternity Care 
A good framework for describing the breastfeeding capacity in a country is the “Breastfeeding Gear” Model (Pérez-Escamilla et al., 2012). This framework uses the analogy of an engine driven by a series of gears, namely: advocacy, political will, legislation and policies, funding and resources, training and programme delivery, promotion, research and evaluation, and coordination goals and monitoring. The model informed the development of the Becoming Breastfeeding Friendly (BBF) toolkit and Becoming Breastfeeding Friendly Index (BBFI) that are used to assess how ready a country is to scale up its breastfeeding promotion programmes and guide their development (Pérez-Escamilla et al., 2018). The BBF involves national governments and key stakeholders across sectors assessing the current position against a set of benchmarks for each gear, a total of 54 benchmarks, each with criteria that are used to score the benchmarks. The final score indicates the strength of the country’s environment for scaling up its BF programmes and services. 
Various countries have taken part in the BBF assessment process such as Mexico (González de Cosío et al., 2018), Ghana (Aryeetey et al., 2018), Samoa (Soti-Ulberg, 2020), and Wales (Brown, Chucha and Trickey, 2023) among others, but the KSA has not yet done so. The BBF toolkit enables countries to identify shortcomings and find their own solutions for their particular country context, so that the eight gears work together to achieve large‐scale improvements in a country's national breastfeeding‐friendly environment to protect, promote, and support optimal breastfeeding practices (Pérez‐Escamilla et al., 2012). The present study did not employ the full framework because the focus was not to assess the breastfeeding capability of the KSA. Moreover, the scale and scope of the data requires a national committee and teams for each gear (Merritt et al., 2023). However, the concept of gears that need to work together to drive the engine is useful when considering gaps in provision.
Looking at the whole Saudi healthcare system from the perspective of breastfeeding, the 2015 World Breastfeeding Trends initiative (WBTi) evaluation report of policy and programmes for the KSA revealed key gaps and recommendations for improvement (WBTi, 2016). The gaps identified included ‘no lactation management clinics’, ‘lack of community support centers’ linked to funding of the national strategy and the considerable variation in policy and provision, as well as the need to ‘allocate a central office and manpower to coordinate the program’ (WBTi, 2016). In the present study, examination of maternity care provision highlights some of those gaps.
During the 1970s, childbirth took place at home assisted by a female member of the family together with a traditional midwife, but due to increased maternal mortality, the 1980s saw childbirth taking place in hospitals (al-Sekait, 1989; Rasheed and Khan, 1990). The advance in maternity care has been influenced by economic growth and rapid modernization in KSA, which has improved health services for mothers and children in the last three decades (Jahlan et al., 2016). 
[bookmark: _Hlk100175033]According to the Saudi Statistical Yearbook 2017, the normal vaginal spontaneous delivery rate in KSA was 69.7%, with 600,000 births every year (MOH, 2017). The maternal mortality ratio in KSA declined from 46 per 100,000 in 1990 to 12 in 2015 (World Bank, 2019). The infant death rate was 6 per 1000 live infants in 2018 (STATS, 2018). The percentage of preterm labour decreased from 3.9% in 2013 to 3.7% in 2017; the stillbirth rate per 1000 live births decreased from 13.2% in 2013 to 11% in 2017 (MOH, 2019). Maternity care is delivered overwhelmingly by specialist physicians (obstetrics and gynaecology) and nurses or midwives. However, based on the International Confederation of Midwives, the number of midwives is set to increase by 11,000 by 2030. 
This is part of the national vision for improving the quality of maternity and midwifery care in KSA (MOH, 2019). The focus is on increasing Saudi midwives, as only 20% of registered midwives in 2018 were Saudi, while the rest were expatriates (MOH, 2019). Moreover, until recently, Saudi women have been largely under-represented in studies, including those conducted in KSA in English-language research (Lefdahl-Davis and Perrone-McGovern, 2015; Al-Sudairy, 2017). Although the marginalization of women’s voices, in respect of their experiences of BF, well-being and needs, has been to some extent addressed by recent studies such as Murad et al. (2021) among others, which have reported issues directly identified by women themselves, women’s voices have not yet influenced BF healthcare policies and practices.
Nonetheless, over the last 50 years, women in the KSA have played a significant role in society, particularly in education, banking, art, engineering and medicine, besides helping families and society voluntarily (Al-Sudairy, 2017). A significant transformation of women’s role has occurred in the KSA in the last two decades due to political, social, cultural and religious movements, and the growth of economic dynamics (Algahtani, 2016). The political participation of 30 women in the National Consultative Council was announced in 2011 (Algahtani, 2016); moreover, women can now officially drive a car anywhere in the country, and it is predicted that their participation in the workforce will increase by 10% by 2030 (KSA Vision 2030). 
Despite the stable economic status of KSA and expenditure on the healthcare system, necessary overall data on breastfeeding practices are lacking (Al Juaid, Colin W Binns and Giglia, 2014). However, in relation to BF, in January 2023 the Saudi MOH published the Mother Baby-Family Friendly Maternity Care Facility (MBFMF) Initiative guidebook to implementation (MOH, 2023). The MBFMF initiative has the goal to provide evidence-based, Mother-and-Baby-Friendly maternity care and reduce the rate of interventions during childbirth among health facilities. The initiative includes ten steps to Successful MotherBaby-Family Friendly Maternity Care, which are focused primarily on prevention and wellness as an alternative to the current practice of obstetric medicine. This initiative was introduced to guide health facilities in improving childbirth outcomes with evidence-based care. Step nine was in particular to promote BF and Skin-to-Skin Contact (SSC); this step includes policies and procedures, their implementation, Baby-Friendly Hospital Certification of Intent and Baby-Friendly Hospital Certification 10 Steps. It is too soon to assess the effectiveness of this initiative, particularly the promotion of BF and SSC.
Statistical and national reports on BF programmes in the KSA are still not available at the time of writing. The most recent available information in regards to BF practices and behaviours in the KSA is discussed in (See section 2.5.3). Furthermore, data from third sector organizations are not routinely collected in KSA, so any BF support provided by such organizations would be unlikely to be reported. Additionally, no information at national or regional level exists for educational programmes related to BF. 
In summary, although several studies have been published in Saudi Arabia about breastfeeding and have provided some insights into breastfeeding rates, at the time of writing no study had reported the effectiveness of the recent initiative. In the meantime, it remains appropriate to continue examination of the factors which contribute to the decline of BF rates and to identify and seek solutions for problems that may not all be solved by the MBFMF initiative in KSA. 
1.4 [bookmark: _Toc100179860][bookmark: _Toc152032241]Overview of Breastfeeding 
1.4.1 [bookmark: _Toc152032242]Breastfeeding: A Historical Perspective 
This section presents a historical perspective of BF to demonstrate how BF practices have developed and evolved over time. Many different ancient cultures, such as the Babylonians, Egyptians, Greeks, Romans, Chinese, Indians and Muslims, have understood the value of breast milk (Stevens, Patrick and Pickler, 2009). They encouraged mothers to breastfeed their own children, and in cases where a mother could not provide enough breast milk for her infant, wet nurses (women who breastfeed another woman’s child) were recommended. A notable example from the known history of Ancient Egypt is that a wet nurse fed Moses following his adoption by the Pharaoh’s wife (Giladi, 1999). The importance of BF in ancient times is evident, and it is written that BF initiates the first feelings of love from a mother that develops into love for her children, thus resulting in a strong bond. It was also previously believed that the stability of society depended on practising BF (Giladi, 1999).
During the 17th and 18th centuries, new patterns of infant feeding emerged. Bread soaked in water or milk became an acceptable option to feed infants (Radbill, 1981). Additionally, cows’ or goats’ milk was a substitute provided when parents could not afford to employ a wet nurse (Angier, 1999). Hence, different forms of feeding supplements were used when the mother’s breast milk was not available. Even though cows’ milk was a key ingredient for infant formula, it was associated with 100% mortality when used as the sole form of nutrition during the first week of an infant’s life (Radbill, 1981). There was also the additional risk from contamination in summer due to a lack of refrigeration (Radbill, 1981). By the end of the 18th century, the four main infant feeding methods were the mother, a wet nurse, animal milk, and milk substitutes.
With the invention of the modern feeding bottle in France in 1851, BF substitutes became more prominent during the 19th and 20th centuries (Stevens, Patrick and Pickler, 2009). Even though the universal breast milk substitute at that time was cow’s milk, other substitutes, such as goat, sheep, donkey, camel, pig or even horse milk, were also used (Radbill, 1981). At this time, the medical profession started focusing on infant nutrition (Stevens, Patrick and Pickler, 2009), and by 1883 in the USA alone, there were 27 patented brands of breast milk substitute (Fomon, 2001). These powdered milk substitutes contained carbohydrates, such as sugars and starches. Due to a number of children being allergic to cow’s milk, non-milk-based formulas were developed. The first non-milk formula was produced from soy flour, and finally became available in 1929 (Fomon, 2001). Subsequently, the practice of BF started to decline as formulas improved, and their efficacy was supported by research and physicians, who were influenced by breast milk substitute manufacturers. This increase was related to the number of mothers giving birth in hospitals that did not provide a system of BF support (Nathoo and Orstry, 2009; Stevens, Patrick and Pickler, 2009). 
It is believed that the decline in global BF rates from the 1960s was due to aggressive marketing of infant formulas in developing countries (Labbok, 2007; Sokol, Clark and Aguayo, 2008). A notable example is Mexico, where the rate of BF of six-month-old infants declined from 100% in 1960 to 9% in 1970 (Jelliffe and Jelliffe, 1978). This rapid, declining trend in BF practices, and increases in maternal and infant morbidity and mortality led to international concern, and a call for a global response to protect, promote and support BF. The WHO responded in 1981 with the publication of the International Code of Marketing of Breast milk Substitutes (WHO, 1981), with the purpose of protecting mothers from aggressive marketing.
1.4.2 [bookmark: _Ref136121785][bookmark: _Toc152032243]Public Health Implications of Breastfeeding
[bookmark: _Hlk100175640]Primarily, infants can receive all their energy and nutritional requirements during their first six months of life through BF, half or more of their needs during the rest of the first year, and up to one third until the end of second year of life (WHO, 2018). Furthermore, BF has both important short- and long-term health implications for both infants and mothers that are discussed in more detail below. It is estimated that improving BF practices globally could prevent around 823,000 child deaths and 20,000 maternal deaths annually, as longer periods of BF are associated with lower mortality related to infections (Victora et al., 2016). A meta-analysis carried out by Victora et al. (2016) found that the protection offered by breast milk was higher in infants aged less than two months old. In children 9 months or older, breast milk did not appear to offer any more protection (Victora et al., 2016). It is, thus, important to understand the benefits of BF in relation to infants and mothers, as well as the economic implications that these have on healthcare system costs.
1.4.3 [bookmark: _Toc152032244]Short-term benefits to Infants and Children
Various childhood health problems can be prevented by promoting BF from the first hour after birth and beyond (Goldman, Hopkinson and Rassin, 2007). Research into infectious diseases, in both developed and developing countries, that compared feeding with formula to breast milk, show that prolonged BF reduces the incidence and severity of infectious diseases. It has been evidenced that breast milk has immunising properties that help the underdeveloped immune system of infants fight infectious diseases (Goldman, Hopkinson and Rassin, 2007). This protective effect is found particularly in infants with low birth weight (Corpeleijn et al., 2012)
For instance, gastrointestinal infections and diarrhoea are reduced by up to 64% when BF is prolonged (Howie et al., 1990; Morrow and Rangel, 2004; Lamberti et al., 2011; Horta and Victora, 2013). Compared to infants who have never been breastfed, infants who were on EBF until four months of age and longer had lower risk of gastrointestinal tract infections during their first 6 months of life  (Duijts, Ramadhani and Moll, 2009). In a seminal review of 188 studies by the Pan American Health Organisation (PAHO), rates of mortality due to diarrhoea were found to be lower in breastfed infants compared to the non-breastfed infants (León-Cava et al., 2002). These results have been corroborated in a multi-centre international case-control study conducted in Germany, Switzerland, and Austria. 
Breast milk appears to have a protective effect as more infants who developed necrotizing enterocolitis (NEC) had been fed only formula compared to infants who did not develop NEC (Caplan et al., 2008). Enzymes present in the breast milk provide protection to the gastrointestinal tract from foreign microorganisms (Newburg and Walker, 2007), which may play a role in reducing the incidence of NEC. The improvement in gastric emptying (Billeaud, Guillet and Sandler, 1990), and the reduction in gut permeability and enhancement of lactase activity are thought to be responsible for the reduction in the risk of NEC (Newburg and Walker, 2007). 
Moreover, Duijts et al. (2010) showed that infants who were on EBF for at least four months presented with reduced risk of respiratory infections. The protective effect of EBF during the first 4 months of life was also seen in the second half of their first year of life with a 54% reduction in respiratory tract infection. Predominant BF for less than six months compared to longer was associated with more frequent visiting a hospital or being hospitalised for wheezing or lower respiratory infections (Oddy, 2017). Similarly, in a study of 2277 children in the USA, BF for a period of less than six months was associated with higher risks of pneumonia compared with BF for longer than six months (Chantry, Monier and Marcellin, 2015). Related to the reduction of upper respiratory infections, breast-fed infants also had fewer episodes of otitis media compared to formula-fed infants (Victora et al., 2016). The protective effect of breast milk was further demonstrated in a meta-analysis of 24 studies, where exclusively breast-fed infants during the first 6 months of life had fewer odds of suffering from acute otitis media compared to other infants (Bowatte et al., 2015). 
1.4.4 [bookmark: _Toc152032245]Long-term Benefits to Children 
Evidence suggests that BF reduces allergic and immune-mediated conditions. Children, who were breastfed, showed reduced risk of asthma, as revealed in a meta-analysis of 89 articles (Lodge et al., 2015). Furthermore, several studies and large systematic reviews have demonstrated a link between BF and reduced risk of obesity (WHO, 2017; Grummer-Strawn and Rollins, 2015; Victora et al., 2016). A similar protective effect is seen in the development of diabetes (Victora et al., 2016), and reduction in the incidence of cardiovascular disease (CVD) in later life (Horta and Victora, 2013). 
Several studies have found that prolonged BF helps with neurodevelopment and is associated with greater intelligence in late childhood and adulthood, thus positively affecting the individual’s ability to contribute to society (Lanting et al., 1994; Horta and Victora, 2013; Victora et al., 2016; Deoni et al., 2018). BF also results in marginally improved cognitive development in late childhood and adolescence, as shown by a meta-analysis (Victora et al., 2016). Additionally, lactation hormones, oxytocin and prolactin, positively affect an infant’s social behaviours, including maternal-infant bonding (Carter and Altemus, 1997). Children that had witnessed parental separation or divorce had lower risks of anxiety if they had been breast-fed compared to those who were formula-fed (Montgomery et al., 2006).
1.4.5 [bookmark: _Toc152032246]Benefits to the Mother
The benefits of BF are not limited to the infants. Mothers also benefit both physiologically and psychologically, regardless of the length of time spent BF. The literature suggests that new mothers who breastfeed experience reduced postpartum blood loss and a more rapid involution of the uterus following birth; uterine involution is facilitated by nipple stimulation, which causes a 17% to 73% increase in uterine activity (Eidelman et al., 2012). 
Mothers’ weight loss is reported when an infant is exclusively breastfed for a minimum of six months (Neville et al., 2013). Furthermore, longer BF periods have been found to be associated with lower risk of hypertension in a review of five cohort studies (Feltner et al., 2018).
[bookmark: _Hlk100175779]The risk of type 2 diabetes is also reduced by BF (WHO, 2017; Feltner et al., 2018). Several studies and a meta-analysis have determined that longer BF durations have greater protective effects (Aune et al., 2014). When BF is extended for longer periods, the risk of the mother developing breast and ovarian cancers is reduced, likely due to decreased exposure to oestrogen during both pregnancy and lactation, according to results of meta-analyses (González-Jiménez et al., 2014). 
BF has also been shown to be associated with lower rates of postpartum depression (WHO, 2017), lower stress levels, and reduced pain perceptions, possibly due to oxytocin release during BF. Evidence suggests that EBF slows the heart rate and increases parasympathetic cardiac modulation, correlating with reduced stress. At three months postpartum, women practising EBF have lower depression scores compared to mothers who did not breastfeed (Figueiredo et al., 2013). A common reason for women to want to breastfeed is due to the concept of bonding with their infant (Bai et al., 2009). Prolactin and oxytocin are believed to be involved in the mother-infant bonding process (Carter and Altemus, 1997). The stronger bond and the lower risk of postpartum maternal depression may be related to the lower risk of maternal neglect and child abuse seen among women who breastfeed. 
1.4.6 [bookmark: _Toc152032247]Environmental and Economic Benefits
There are additional broader benefits of BF that do not directly affect babies and their respective mothers. It is estimated that a 10% increase in EBF rates up to 6 months of age or continued BF up to 1 year or 2 years would reduce treatment costs of childhood disorders by at least $312 million in the USA, $7.8 million in the UK, $30 million in urban China, and $1.8 million in Brazil (all values in 2012 US$) (Rollins et al., 2016). BF also results in decreased parental employee absenteeism and loss to family income (León-Cava et al., 2002). There are also environmental benefits with fewer formula cans and bottles produced to supplement BF. Indeed, BF is environmentally safe because breast milk is a renewable source with none of the production, packaging, and transportation requirements associated with formula feeding; thus, it requires less energy, produces less wastage and less pollution (WHO, 2018; World Alliance for BF Action, 2018).
[bookmark: _Toc100179861]BF is also cheaper than formula-feeding and has a wider economic impact (León-Cava et al., 2002). It is estimated that formula feeding costs families around 1,150 United States Dollar(s) (USD) per year. Moreover, businesses who provide BF support for their employees benefit from lower staff turnover and associated costs such as training, as well as reduced health insurance claims (United States Breastfeeding Committee, 2011). Finally, BF prolongs postpartum anovulation (Wang and Fraser, 1994; Campbell and Gray, 1993). Consequently, this suppressed maternal fertility (WHO, 2018) can have an effect on the time between pregnancies and, thereby, help to reduce over-population (La Leche League GB, 2016).
1.5 [bookmark: _Toc152032248]Breastfeeding Trends and Prevalence Globally and Regionally 
In order to assess, monitor and evaluate breastfeeding practices, the WHO and UNICEF have created a series of BF indicators that was first published in 1991, since when these indicators have been reviewed, modified and replaced with new indicators. The latest revised BF indicators were published in 2021. The key changes from the previous BF indicators 2008 were:
· All indicators were recommended rather than some indicators set as optional.
[bookmark: _Hlk139288799]The three core indicators for BF have usually been (1) early initiation of BF during the first hour after birth, (2) EBF under 6 months (age 0-5 months fed exclusively with breast milk), and (3) continued BF at one year (age 12-15 months). The optional indicators were (1) Ever breastfed, (2) continued BF at 2 years (age 20-23 months), (3) age-appropriate BF (age 0-23 months), and (4) predominant BF under 6 months (age 0-5 months).
To further understand BF practices, three new indicators were introduced in 2021: (1) whether breastfeeding has ever occurred (changed from set as optional to recommended), (2) whether the new-born was breastfed exclusively in the first two days, and (3) mixed forms of feeding. These three BF indicators, together with the three core indicators above (six in total), are vital to assess BF data, able to provide information to policy, and research stakeholders in relation to breastfeeding globally and in relation to particular regions (Figure 2.2). 
[image: Breastfeeding in a Global Context: Epidemiology, Impact, and Future  Directions - ScienceDirect]
[bookmark: _Toc152000241][bookmark: _Toc139526646]Figure 2‑2 Global breastfeeding rates 2020, and 2030 goals (WHO and UNICEF, 2023)

Definitions: 
1. [bookmark: _Hlk139288885]Ever breastfed (EvBF): children, who were ever breastfed.
2. Early initiation of BF (EIBF): children, who were put to the breast within one hour of birth.
3. Exclusively breastfed for the first two days after birth (EBF2D): children, who were fed exclusively with breast milk for the first two days after birth.
4. Exclusive BF under six months (EBF): infants 0–5 months of age who were fed exclusively with breast milk during the previous day.
5. Mixed milk feeding under six months (MixMF): infants 0–5 months of age who were fed formula and/or animal milk in addition to breast milk during the previous day.
6. Continued breastfeeding 12–23 months (CBF): children 12–23 months of age who were fed breast milk during the previous day.

As noted earlier, the present study explored factors in general rather than a particular BF indicator. Indicators were only used in the systematic literature review (See chapter 3), where the definitions were those from WHO (2008) because the literature review was conducted in 2018 prior to the issue of updated indicators in 2021.
1.5.1 [bookmark: _Toc152032249]Global Trends and Prevalence of BF 
Worldwide 95% of new-borns have ever been breastfed (UNICEF, 2021). In 2020, 49% were put to the breast within one hour after birth (WHO, UNICEF, 2023). 
The indicator EBF2D explores whether a new-born had solely breast milk within the first 48 hours after delivery, which indicates the presence of colostrum, a material containing bioactive components that are advantageous to the infant. Data from 56 nations between 2000 and 2013 revealed that only 49.2% of babies were exclusively breastfed during the first three days of life (Oakley et al., 2018). As EBF2D was a new indicator, finding data to present for this was challenging, as was data for EBF under six months. 
According to UNICEF (2016), worldwide statistics have shown gains in various BF indicators over the previous two decades. In relation to countries of both middle- and low-income, for example, the percentage of infants who received EBF during the first six months of life has increased from 35% in 2005 to 42% in 2018 (UNICEF, 2019). However, WHO goals worldwide of 50% by 2025 and 70% by 2030 for EBF, are still far from being met by most low- and middle-income countries. Moreover, during the 1990s, the overall length of BF increased in various countries, including the USA, the United Kingdom, Peru, Colombia, Bolivia, Brazil, and most of sub-Saharan Africa (Bhattacharjee et al., 2019; Li, Perrine and Anstey, 2019). However, public health is still concerned by the fact that only 48% of newborns under six months old in low- and middle-income countries are exclusively breastfed and that fewer than 70% of infants in these countries are nursed throughout their second year of life (UNICEF, 2022). The rate of sustained breastfeeding varies substantially by country and region (Figure 2.3).
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[bookmark: _Toc152000242][bookmark: _Toc139526647]Figure 2‑3 Regional frequencies of EBF for the first six months
Rates of early, exclusive, and continued breastfeeding are shown on the map in comparison to the worldwide average for each stage.
Neves et al. (2021) conducted a comprehensive study using time-series analysis to estimate seven baby and early child nutrition indicators in up to 113 countries using cross-sectional data from 487 nationally representative surveys from low- and middle-income countries and information from high-income countries. Figure 2.4 shows the rates of the indicators between 2000 and 2019. From 2000 to 2019, the indices of BF did not change in high-income countries (37.0% to 55.1%) or upper-middle-income countries (67.0% to 78.3%). For any breastfeeding at one-year, comparable benefits were seen in these countries (figure 12.4. (A) shows the prevalence of breastfeeding at the age of 6 months (110 countries, with North America being only the USA). (B) shows breastfeeding at one year (105 countries, with North America being only the USA). In both groups of countries, breastfeeding rates were lower than in less developed nations (figure 2.4). Lower-middle-income and low-income nations showed almost no change in their rates between 2000 and 2019, although low-income countries witnessed a little decline. Notwithstanding the advances in North America and Western Europe, the rates in these two regions were much lower than in the rest of the world (figure 2.4).
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[bookmark: _Toc139526648][bookmark: _Toc152000243]Figure 2‑4: Changes in BF rates by income group, global region and infant’s age 2000–2019 (Neves et al., 2021).



This figure is close to the 44% of the UNICEF research on global EBF trends for 2014–2020 (UNICEF, 2022). However, upper-middle-income countries achieved a rate of 37% in 2019, indicating difficulties in meeting the global goal (Neves et al., 2021). To make EBF the norm for infant feeding, more effort is still required. Notwithstanding these recommendations, the global EBF rates to six months of age are in low-income countries 51.2%, low-middle-income countries 46.7%, and upper-middle-income countries 37.0% (Neves et al., 2021). 
1.5.2 [bookmark: _Toc152032250]Regional Trends and Prevalence of BF 
2.5.2.1	Eastern Mediterranean Region (EMR)
[bookmark: _Hlk147230691][bookmark: _Hlk147540009]The Eastern Mediterranean region includes a wide range of high- and low-income countries, including Saudi Arabia, Qatar, the other GCC countries, Somalia and Yemen, as well as the occupied Palestinian territory (www.emro.who.int/countries.html). A brief overview of regional and national public health in 2019 provided an analysis of the Eastern Mediterranean Region's Health and Happiness Profile. Accordingly, the Eastern Mediterranean Region (EMR) was shown to have some of the lowest levels of EBF during the first five months of infancy compared with the global average of 38% (WHO, 2014). However, Libya, Sudan, and the United Arab Emirates are considered to be the top three EMR nations that have already reached the worldwide goal for 2025 of at least 50% for EBF in the first six months of a child's life. This objective was set for 2025, and currently only Iran and Djibouti are the closest countries to this target. This indicates that over 75% of EMR nations are failing to meet the target and might benefit from using evidence to map out factors associated with that and also to guide policy and programme responses to improve BF rates.
At delivery, 34.3% of babies were breastfed within the first hour, but only 20.5% were exclusively breastfed throughout the first six months, according to a meta-analysis of 19 research studies that covered countries in the MENA region. This result was based on the fact that 33.3% of neonates started nursing within the first hour after delivery (Alzaheb, 2017; WHO, 2009). The EMR, upper-medium-income countries, and European countries, however, have the greatest challenges in achieving these WHO goals. Other areas, including the EMR, also have problems. The World Health Organization predicted that the prevalence of EBF in EMR would decrease from 43.7% between 2000 and 2008 to 38.4% between 2010 and 2018 (WHO, 2009).
2.5.2.2	GCC Countries’ BF Rates
Data from the Middle East reveal lower than global average rates for both early initiation (35%) and EBF up to 6 months (33%) (UNICEF and WHO, 2018). Even though data showed 70% of mothers breastfeed their babies up to 1 year, there is a dramatic reduction to 26% at 2 years, far below the 45% global average (UNICEF and WHO, 2018). Moreover, greater disparities in BF practices between the GCC countries are observed, despite the fact that these countries share similar cultural values.
For example, Oman has early initiation rates higher than the regional average (71%), average EBF up to 6 months (33%), and higher rates of BF up to 2 years (48%) (UNICEF, 2018b). In contrast, Kuwait has the lowest rates among GCC countries with only 12% EBF up to 6 months, and 9% BF up to 2 years (UNICEF, 2018b). Several authors investigating BF practices in Kuwait have not identified country-specific factors to explain these findings (Dashti et al., 2010; Nassar et al., 2014; Carballo et al., 2017). This is explored in more detail in the systematic review (Chapter 3).  Studies from the UAE also indicate variations on early initiation, from 59.7% in Sharjah city (Al Tajir, Sulieman and Badrinath, 2006) to 80.6% in Abu Dhabi, Dubai and Al Ain (Radwan, 2013), EBF at 6 months from 13.3% in Sharjah city (Al Tajir, Sulieman and Badrinath, 2006) to 28% in Al Ain (Osman and El-Sabban, 1999). The World Breastfeeding Trends initiative (WBTi) reported in 2015 that the low number of baby friendly designated hospitals, short maternity leave, and marketing of infant formula among mothers might contribute to this. In addition, it was stated that parents in the GCC were puzzled by the wide variety of commercially available formulas, leading to frequent changes in the formula being used (Khalid et al., 2014). To the best of our knowledge, there is a lack of information about formula milk marketing in GCC countries. In general, the lower-than-average BF practices in the GCC, and the variability in reported rates from within the region indicate that specific regional factors might be responsible.
1.5.3 [bookmark: _Ref134357898][bookmark: _Toc152032251]KSA Trends and Prevalence of BF
Similar to the trends in the wider region described above, BF rates in the KSA have fallen dramatically in recent years, continuing a downward trend that dates back many decades. The decline is evinced by a comparison between two national surveys conducted in 1987 and 2004-2005, respectively. The earlier study, which was conducted by the MOH working with UNICEF, revealed that approximately 92% of newborns were breastfed after birth (with no time specified) and 62% breastfed at two years of age. In contrast, the 2004-2005 study found that only 1.8% of infants were BF at 12 months of age (Sawaya et al., 1987; Al Juaid et al., 2014). From different cross-sectional studies, EBF ranged from 38% in the national survey (Al-Shehri et al., 1995) to 1% in a cross-sectional study (Al-Jassir et al., 2004). Comparatively, BF for the period of the first year of life ranged from 17.3% (Al- Ayed and Qureshi, 1998) to 30% (Al-Jassir et al., 2004). The reasons behind this precipitous drop in the rate of BF practices within a span of seventeen years is still not clear and it is a concern. 
Another three recent surveys shed light on the prevalence of BF among Saudi women. The first survey, conducted by Ahmed and Salih (2019), sampled 1700 mothers across the country, revealing a high BF initiation rate of 91.7%, while the WHO recommendation of initiation within 1 h of birth was observed in 43.6% of all mothers surveyed, with rates of initiation between 1-24 h and after 24 h at 27% and 21%, respectively. Moreover, only 8.3% of mothers never breastfed their children. It is important to note that regional variations were observed, with the Eastern, Western, and Southern regions reporting the highest initiation rates of 96.7%, 95%, and 94%, respectively, while the Northern region reported the lowest initiation rate of 83%.
The second survey, conducted by Albar (2022), sampled 156 women in the Riyadh region. Interestingly, 44.9% of mothers breastfed their newborn within an hour of birth, whereas only 5.3% of mothers breastfed until six months. However, 92.7% of infants had ever been breastfed. The average intent to continue breastfeeding was found to be 4.9 (±3.1) months. Finally, the third survey, conducted by Dabelah et al. (2023) in the Eastern Region of the KSA, reported that 57.7% of mothers initiated breastfeeding immediately following birth. However, this figure decreased significantly to 21.7% after a period of six months. The three surveys highlight the high prevalence of breastfeeding initiation among Saudi women, although differences were observed across regions and over time. Notably, the prevalence of EBF was lower in the Albar (2022) survey compared to the other two surveys. The available data suggest that BF was widely practised among Saudi women but is decreasing over time. However, these reported trends and prevalence should be interpreted with caution; the researcher found a lack of standardization of definitions, and methods utilised to monitor and report BF trends in the KSA, making it challenging to report and compare these trends. Also, these trends have been reported from single studies rather than national population-based reports. Furthermore, it is worth noting that the factors contributing to BF practices in the KSA remain underexplored.
Models and frameworks can be used to help explain and understand what might be influencing changes in breastfeeding practices, and hence the BF rates that have been discussed above. The models and frameworks considered for the present study are discussed in the following sections before the selected model is used to present factors contributing to BF practices in the KSA.
1.6 [bookmark: _Toc152032252][bookmark: _Hlk139290989][bookmark: _Toc100179863]Social Science Models and Theories of Health Behaviours
The wealth of existing theories and models made choosing the most appropriate one challenging, due to the overlapping constructs. Furthermore, to understand how BF is influenced by different factors it was important to examine social science models and theories of health behaviour and to consider them in relation to BF. This enabled the researcher to choose the most relevant one to provide a framework for the current research. Selecting the most appropriate framework for a study is often challenging, especially when attempting to better understand a public-health related phenomenon such as BF, where the various models and theories include similar and comparative forms (Michie et al., 2005). This section examines the models and theories considered for the present study in the early stages of this research, namely: The Health Belief Model (HBM), The Theory of Reasoned Action (TRA) and The Theory of Planned Behaviour (TPB), and The Ecological Model.
1.6.1 [bookmark: _Toc152032253]The Health Belief Model
The Health Belief Model (HBM) aims to understand personal motivations and health behaviours. It has been used in BF research as the theoretical basis to inform the design of interventions involved with changing BF behaviour. Research using the HBM has found that when mothers understood the benefits of BF (knowledge) and had a present sense of support, regardless of barriers they would continue to BF. HBM explicitly links the design of interventions, meaning the support and education given, to the success of BF due to individuals’ knowledge and self-efficacy (Bates, Fitzgerald and Wolinsky, 1994; Sharps et al., 2003; Edwards et al., 2015). 
For example, a HBM based intervention was conducted amongst Chinese caesarean mothers to explore the effect of HBM on BF knowledge, behaviours, and satisfaction. It revealed that the approach was effective in increasing BF knowledge and satisfaction four months after delivery (Hu et al., 2020). However, it must be noted that HBM has been criticised for concentration on negative determinants and neglecting constructive ambition that provokes healthy habits (Roden, 2004). HBM focuses on how individuals are ready to act, and it analyses beliefs and opinions of individuals in relation to health problems and risks that could affect their decisions. This seems to assume a direct relationship between new knowledge and a change in behaviour without taking into account the specific situation. The present research focuses on bridging the gap between individual mothers and institutional policies, not simply on the mother and associated directly relevant factors and because of this, HBM was not considered the most appropriate approach for this study.

1.6.2 [bookmark: _Toc152032254]The Theory of Reasoned Action Model
The Theory of Reasoned Action (TRA) model added to the HBM by including the concept of behavioural intention which emphasized that individuals’ behaviours were not simply determined by their own response to perceived benefits and threats, but were influenced by how far they wished to comply with the expectations of others (Taylor et al., 2006). The combination of individual attitude and response to social norms resulted in behavioural intention to adopt or reject a particular health behaviour. Research utilising a TRA model by Ajzen (1985) has shown that when mothers have prior intention to breastfeed during pregnancy, they are more likely to do so. For example, one study found that mothers who intended to BF exclusively were approximately twice as likely to achieve that goal when compared with women who did not intend to exclusively BF (Chezem, Friesen and Boettcher, 2003; Otsuka et al., 2008). Others reported that earlier intention was associated with BF for longer duration (Donnan et al., 2013). Another study revealed that mothers who had strong BF intentions were significantly more likely to initiate breastfeeding but were not more likely to be BF at 6 months postpartum (OR 1.41, 95% CI 0.58–3.40) (Lawton et al., 2012).
One of the main limitations with TRA is that it does not allow for individuals to be influenced by their environment or by psychological resources. The TRA approach assumes that most behaviours of social relevance are under personal control, and that a person’s intention to perform a behaviour is both the immediate determinant and the single best predictor of that behaviour. Intention is held to be a function of two basic determinants: attitude toward the behaviour and the subjective norm. However, TRA does not account for environmental constraints or personal control factors that could affect pregnant women’s decisions about breastfeeding. Recognizing that not all behaviours are controlled by the individual, the Theory of Planned Behaviour (TPB) was developed as an extension to the TRA by Ajzen (1991).
1.6.3 [bookmark: _Toc152032255]The Theory of Planned Behaviour
The TPB contains an additional element, namely the individual’s perception of their ability to carry out the intended action, based on their perception of whether external factors help or hinder the action and whether they have the confidence to proceed with the action (Taylor et al., 2006). In relation to EBF, one study that used TPB was conducted among Malaysian mothers who had low EBF intention during pregnancy; this study found that additional support such as educational support after delivery improved women’s perceived behaviour control and improved their EBF behaviour (Ismail, Muda and Bakar, 2016). For women who had poor EBF intention while pregnant, this was translated into their actual behaviour after delivery. Another study using TPB found that the addition of postpartum support and help with BF difficulty had a better predictive ability for exclusive breastfeeding behaviours (Lau, Lok and Tarrant, 2018). 
However, like the HBM and TRA, the extended TPB was largely based on Western concepts of psychosocial factors which assume that the individual is the central point of decision and action. In contrast, some societies are built around larger units such as the family or the clan and individuals are expected to do what is good for the wider unit. In the KSA the society is one of these, a shift towards smaller families still keeping links with the wider family, being prepared to make personal sacrifices for the family, retaining strong bonds with wider networks and contributing to the social well-being of the community (Almalki and Ganong, 2018).
The TPB and the TRA are recognised as being some of the most widely used theories in BF research, investigating psychosocial factors that influence BF behaviours (Lau, Lok and Tarrant, 2018). Although they may be useful theoretical frameworks when guiding intervention programmes, it is reported that there is limited data on the effectiveness of TRA- and TPB-based intervention programmes that encourage BF (Giles et al., 2015; Chipojola et al., 2020; Cordell and Elverson, 2020). Moreover, although these models recognise to a certain extent the influence of social factors on behaviour (Glanz, Rimer and Viswanath, 2008), they do not take account sufficiently of the values that hold families and societies together where religious and cultural requirements form very strong connections, a strong social glue, as in the KSA. Another notable criticism is that they also neglect the role of the physical environment and community-level factors in shaping behaviours (Glanz, Rimer and Viswanath, 2008). 
Finally, exploring the above theories and how they have been applied in or relate to BF research enabled the researcher to select the most appropriate one for the present study; focusing on the individual or specific level influences as reported by the HBM, TRA and TPB was not enough to understand BF practices in a Saudi context. In fact, a multi-layered approach was needed to explore the complexity of factors associated with BF in a Saudi context, which could help to design effective interventions to combat existing BF challenges. The multi-level approach in the Social Ecological Model offered better understanding of the likely effect of interactions between different factors in different levels or layers, such as personal and institutional factors which shape behaviours (like BF in this study), which can lead in turn to recognition and identification of the leverage points for health promotion endeavours (Rayner and Lang, 2012).
Additionally, adopting a variant of the ecological model within this study widened the scope of BF research beyond Saudi mothers (intrapersonal related factors such knowledge and attitudes) to investigate other factors, such as the socio-cultural, hospital practices, and workplaces. This is the first time a socio-ecological framework has been applied in BF research in the KSA, enabling a better understanding of how factors in different layers of the framework can be conflicting or mutually reinforcing in their effects on BF rates.
1.6.4 [bookmark: _Toc152032256]The Ecological Model
The Ecological Model was first introduced by Bronfenbrenner (1974) in order to provide a more contextual approach, and was later developed for use in health promotion by McLeroy et al. (1988), since when it has continued to be adapted for use in health-related research in various forms of Social Ecological Models (SEM). The ecological model aims to improve the overall understanding of human experiences that interact within an individual-environment framework and the complexities of engaging in a behaviour such as BF (Glanz and Bishop, 2010). It has been applied in a variety of fields in public health over time and typically tailored to suit the socio-cultural context of a particular piece of research. For instance, it has been utilised to analyse physical activity in the elderly population in Kuwait (Alkhezi, 2019), to focus on smoking in a study conducted by (King et al., 2018), to better comprehend dietary behaviours (Robinson, 2008) and to develop the promotion of healthy eating in school (Townsend and Foster, 2013: Sogari et al, 2018). In BF research there are number of studies (Tiedje et al., 2002; Reeves and Woods-Giscombé, 2014; Bueno-Gutierrez and Chantry, 2015; Nigel C. Rollins et al., 2016; Bookhart et al., 2021; Snyder et al., 2021; Jackson, Safari and Hallam, 2022) and a few reviews (Jackson, Safari and Hallam, 2022; Tomori et al., 2022) conducted over time among different populations and in developed and developing countries, which argue that mother’s choice and decision for BF requires to be understood and perceived from a complex perspective at different levels of mother’s social and physical environments.
1.6.5 [bookmark: _Toc152032257]The adopted socio-ecological model
A socio-ecological framework is applied in this study because it considers the complexity of interplay between different layers of individual behaviour and aspects of the broader social system that shape and influence BF practices in the KSA. Adaptations of models to suit a particular socio-cultural context should be explained and justified. The model used in this study has been adapted to suit both the KSA context and BF. The mother-baby dyad that forms the inner layer was adopted from various BF studies and reviews (e.g., MacKean and Spragins, 2012; Dieterich et al., 2013). However, whilst the second layer, the family, has been used in previous studies to consist of “anyone identified by a mother as someone with whom she has a close relationship and relies on for support” (MacKean and Spragins, 2012, p. 5), and to include the in-laws in Korean families in the USA (Lee, Bai and You, 2018), this present study is the first which acknowledges that in Saudi society, the family includes all of these. Additionally, bonds are created with (often influential) members of wider social networks, as implied by Almalki and Ganong (2018). These bonds are created, strengthened and reinforced through religious and cultural traditions and rituals. In the Nifass period, the 40 days postpartum, these traditions are lived and felt intensely among family members and into wider social networks bound together by a religion and culture that runs right through their society. Culture is not felt or lived at an outer layer of an ecological model, but is at the heart of everything and governs what is done during this period, and therefore the second layer in the socio-ecological framework in the present study is named ‘family, social networks & cultural influences’ because it is not helpful to separate them. In contrast, the typical fourth layer, ‘culture’ is not addressed in this framework. The typical fifth layer, often titled ‘public policy’, is named in the present study as ‘society/public policy’ in order to give due weight to the role and influence of social media. This framework, uniquely adapted to the BF context in KSA, allowed the researcher to capture as much as possible the interplay of factors and nuanced understandings of BF practices in the KSA. The framework was thus defined as follows:
· Mother and Baby: The innermost layer includes all the intrapersonal factors that affect BF choices and practices, including the knowledge, attitudes, skills, and beliefs that each individual possesses (McLeroy et al., 1988) and their state of health and well-being (MacKean and Spragins, 2012), among others. Barriers and facilitators at this level are deemed personal.
· Family, Social Networks and Cultural Influences: The second layer includes all the interpersonal factors that affect BF choices and practices, such as a woman’s interactions with members of her immediate and extended family, friends, work colleagues, and the wider social networks which are found in the KSA. Critically, in the framework adopted in this thesis, cultural influences are included in this layer because the cultural and religious requirements of the Nifass (See Chapter 6) have a major impact on the first 40 days after birth and focus on the family as well as visitors within the wider social networks.
· Healthcare System: In this study, the third layer includes specific institutional factors as reported by HCPs, namely: awareness of existing BF policies in the workplace, knowledge of the TSSBF, views of BFHI, and practices and attitudes to infant feeding (See Chapter 5).
· Community: This fourth layer is primarily concerned with the physical spaces available for BF, in the workplace and elsewhere, since there are few settings in KSA that would fall into definitions of community as widely used in ecological models.
· Society/Public Policy: This fifth layer includes legislative support. The law protects working women who wish to breastfeed or express breast milk during their breaks. It also includes social media which is highly influential but lies within ‘society’ rather than ‘public policy’ and is not perceived within KSA as part of the Arab/Islamic culture.
The socio-ecological framework applied in this study is used to inform the structure of the findings of the systematic review, the survey study and the qualitative study; it is not used as a prior theory defining collection and thematic analysis of data. 
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[bookmark: _Toc152000244]Figure 2‑5 Socio-ecological framework adapted by the researcher

1.7 [bookmark: _Toc152032258]Factors Influencing the Low Rate of BF in the KSA
The benefits of BF as discussed (see Section 2.4.2) explained BF association with preventing major public health issues such as (obesity, diabetes, CVD, diarrhoea), yet BF rates in the KSA have continued to fall. The declining rates of BF in the KSA are still not fully understood, and therefore investigating factors that could explain this decline is useful and important. The sources referenced in the following sections on factors were identified during the systematic literature review and subsequent additions since its completion, but are included here to set the context within the KSA, whilst the systematic literature review reports individual studies that are not included here. The reported factors in the Saudi literature are grouped based on the socio-ecological framework used in this research (See section 2.5.7) in order to facilitate mapping out the most influential factors and to assist in identifying literature gap/s.
The researcher recognised that there was a limited number of reviews available in the KSA; only two systematic reviews were found in the KSA that could help to shed light on factors influencing BF practices. The most recent review by Alahmed et al. (2023), was a systematic review and meta-analysis that aimed “to synthesize BF knowledge, attitude, and practices and identify factors behind BF cessation among Saudi women” (p. 1). The review included 16 studies of which 15 were cross-sectional studies and one was a randomized control trial conducted in the KSA. In relation to knowledge, it reported that Saudi women have good knowledge about BF, for example the benefits of BF for the mother and baby, and colostrum. It also reported some gaps such as the lack of knowledge in managing BF challenges such as low breast milk supply, cracked nipple, engorged breasts and expressing and storing breast milk. In relation to attitudes, it reported Saudi women had positive attitudes relating to BF, and community support, although they also held positive attitudes towards formula feeding as more convenient than BF. Further factors reported that related to early BF termination included mother’s perception about insufficient breast milk, challenges associated with returning to work, using contraceptive pills and women’s preference for formula milk. Alahmed and colleagues’ review highlighted important factors that lead to early BF termination and suggested designing and developing a tailored new BF educational intervention that would meet Saudi mothers’ cultural and socioeconomic context. 
The other systematic review, conducted by Al Juaid, Binns and Giglia (2014), aimed “to examine the available studies and data on BF in Saudi Arabia, and determine factors that affect BF practices and duration in this country”. The researchers summarised 17 quantitative studies that used self-administered questionnaires for data collection. The review reported factors associated positively with BF such as increased maternal age, low educational levels, rural residence, low income, multiparity and the avoidance of contraceptives. On the other hand, the most commonly reported factors that lead to BF cessation were insufficient breast milk perception, mother’s sickness, new pregnancy and BF problems. The review recommended that BF practices and patterns should be re-assessed using cohort study designs that would inform BF promotional programs in the KSA. The review reported it was difficult to examine a specific BF indicator as the majority of the included studies did not use standard definitions for BF.
The findings of both reviews align with the first layer of the socio-ecological framework, termed the Mother and Baby layer in the present research, that represents the intrapersonal factors only, such as mothers’ demographics, knowledge, attitudes and practices that influenced their BF practice. Neither review provided evidence regarding the influence of family, social ties and cultural traditions surrounding birth.
The following sections describe in more detail the factors related to the first three layers of the socio-ecological framework described in section 2.5.7, before discussing factors associated with the family and healthcare system. 
1.8 [bookmark: _Toc152032259]Mother and Baby
Several factors that influence BF practices are known to be related to this layer, although the direction of influence is often unclear. Age has been reported as a factor influencing BF in the KSA; increasing maternal age was associated with a high BF rate with longer duration (Albar, 2022). Another study reported that mothers older than 30 years (p < 0.014) had higher initiation than 25 year olds (Alzaheb, 2016), while a third study also reported that younger respondents did not breastfeed their babies (Raheel and Tharkar, 2018). However, Ogunlesi (2010) posited that maternal age was not a significant determinant of breastfeeding in the KSA. The age range varied among studies and no clear conclusion could be drawn about the influence of age on BF in the KSA. 
Many studies reported the influence of mothers’ educational level on BF. Highly educated mothers were associated with higher levels of EBF (Abusaad and El-Gilany, 2011; Dorgham et al., 2014; Ahmed and Salih, 2019). Alshammari and Haridi (2021) found that among mothers in Hail region, EBF was favoured by mothers who had primary education and those with higher levels of education 54.2% and 57.8%, respectively, whereas 44% of mothers with secondary education preferred EBF. In contrast, a different study found that university level mothers provided colostrum but planned to combine breastfeeding and formula feeding a few weeks after birth (Alwelaie et al., 2010). Overall, however, the variations in research methodology in these studies were too great to explain the similarities and differences between the mothers, or to draw conclusions, in relation to the influence of education level on BF. 
1.8.1 [bookmark: _Toc152032260]Employment 
[bookmark: _Hlk139291362]Another factor that had an influence on BF in the KSA was mother’s employment and/or return to work after birth, which was a commonly reported BF hindrance, affecting from 12.7% to 38.9% mothers (Mosalli et al., 2012; WBTi, 2012). Many other studies also reported the negative impact of mother’s employment on BF (Abusaad and El-Gilany, 2011; Amin, Hablas and Al Qader, 2011; El- Gilany et al., 2011; Hanafi et al., 2014). A study by Al-Katufi et al. (2020) conducted among mothers working in primary healthcare in Al-Ahsa region reported that return to work was a barrier to continue EBF, as mothers faced some challenges after returning to work in an unsupportive environment, where there were no available places to breastfeed or pump breast milk, or store milk expressed during working hours. Mothers could not benefit from breastfeeding breaks during the workday, which they attributed to the existence of a strict work schedule within the work environment. One study reported that unfriendly environments at work and in universities were also critical of breastfeeding (Murad et al., 2021).
1.8.2 [bookmark: _Toc152032261]Mode of Delivery
The mode of delivery was reported to influence BF. Notably, mothers who had a caesarean section (C-section) delayed EIBF and shortened duration of BF (Abusaad and El-Gilany, 2011; Amin, Hablas and Al Qader, 2011); this could be related to the mother’s demand to recover and rest after the C-section, as well as to separation from the newborn. Furthermore, having an episiotomy during birth was reported to reduce the likelihood of EIBF (Amin, Hablas and Al Qader, 2011).
1.8.3 [bookmark: _Toc152032262]Knowledge, Attitudes, Beliefs
A large number of studies in the KSA reported knowledge and attitude and beliefs in relation to BF. It should be kept in mind that there were low rates of knowledge regarding the appropriate duration of EBF and the time when complementary food should be introduced; in conjunction with very low rates of attending classes related to BF issues during pregnancy, these were important factors in limiting BF prevalence (Al-Binali, 2012).
Some studies reported that Saudi mothers had positive attitudes towards colostrum and EIBF, asserting that mothers necessarily initiate BF to provide colostrum for the newborn (Alwelaie et al., 2010; Amin, Hablas and Al Qader, 2011; Al-Binali, 2012; Hanafi et al., 2014). However, other studies reported that a high percentage of mothers (≥50%) did not know about certain aspects related to BF, such as when to introduce complementary foods (Amin, Hablas and Al Qader, 2011; Al-Binali, 2012), and they also believed that BF was inappropriate for employed mothers (Alwelaie et al., 2010; Amin, Hablas and Al Qader, 2011). Some studies also reported the belief of mothers that BF changes breast shape 
1.9 [bookmark: _Toc152032263]Family, Social Networks and Cultural Influences
‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬This section highlights factors related to family, social networks and cultural influences, the second layer of the socio-ecological framework. Despite the general lack of available information related to BF in the KSA, a few studies have reported that a family member such as the mother of the BF mother, or another member of the family, was the main source of BF information (Fida et al., 2003; Ogbeide et al., 2004; Hanafi et al., 2014; Murad et al., 2021). Two studies reported the main source of support for BF was the husband (Fida et al., 2003; Hanafi et al., 2014), and a third study found mothers more likely to EIBF and exclusively breastfeed when their husbands supported them (Ogbeide et al., 2004). In contrast, an earlier study reported there was no association between the husband’s support and EIBF (al-Ayed et al., 1998). Overall, inadequate family support significantly influenced mothers who wished to BF their baby to discontinue to BF (al-Madani, Vydelingum and Lawrence, 2010). Whilst one recent study specified that family and social support, particularly in the first 40 days postpartum, was a very important factor for continuing BF, family members could be a barrier for mothers who were receiving conflicting advice such as discouraging formula milk but encouraging herbal drinks (Murad et al., 2021). A further factor which could contribute to the decline of BF in the KSA was the notion of ‘the eye’ or ‘evil eye’ which disturbed mothers and interrupted breastfeeding; their worries regarding BF in front of other women could be associated with their wish to avoid ‘the eye’ or ‘evil eye’ (Murad et al., 2021).
1.10 [bookmark: _Toc152032264]Healthcare System
The factors discussed in this section relate to the third layer of the socio-ecological framework, the healthcare system, and concern policies, hospital practices and healthcare professionals (HCPs). A cross-sectional study was conducted among 157 mothers to assess pregnant and lactating mothers’ attitudes and practices of the TSSBF in Khober (Abu‑salem and Al madani, 2015). A clear appraisal of the BFHI at the study site was not included. The study found that 16.6% received BF health education, 45.2% of lactating mothers planned to discontinue BF before six months, and 13.7% of pregnant women planned not to BF. The underlying factors identified were pregnancy or using contraceptive pills, the child refused breast milk, insufficient milk supply, return to work, or mother not offered adequate BF education. In relation to healthcare practices, the study revealed there was limited SSC practice, newborns were often separated from their mothers, and BF initiated during the six hours after birth or started one day after birth, as well as formula milk received in nursery (Abu‑salem and Al madani, 2015).
A longitudinal cohort study compared a BFHI hospital and non-BFHI hospital to report the effectiveness of BFHI in increasing BF rate, together with the views of hospital administrators and maternity staff about adherence to the BFHI TSSBF in Riyadh (Mosher et al., 2016). The study revealed that women from the BFHI hospital had higher rates of EBF postpartum compared to those from the non-BFHI hospital, although the rates declined in both groups at 3 and 6 months. These declining rates of breast feeding at the 3- and 6-month points suggested the need for clear BF support following discharge, since the declining rates were largely attributed to lack of BF support networks including community groups for lactation care. Identification of factors leading to disruption of EBF and switching to formula feeds among women in the BFHI-hospital was another area of concern which was said to require in-depth research. Although BFHI hospital staff (n=9) were more conversant with BFHI principles, defects in adherence to the BFHI 10 Steps were identified. Since the study reported the BFHI principles based on administrators and birth unit managers rather than maternity staff managing births, more consideration is required when interpreting the data.
A further cross-sectional study evaluated the BFHI in various Saudi cities, based on 584 replies to the Questionnaire for Breastfeeding Mother from mothers with a child aged 0-12 months (Alghamdi, 2022). The study found that during antenatal visits, 23.6% of mothers were informed about SSC, 14.6% were told about rooming-in, and 25% were told the risks of feeding with supplements rather than BF. Roughly equal numbers began BF straightaway, and were given encouragement to BF afterwards (40% and 43% respectively). Following discharge, 34.6% were assisted to BF, while 26.2% participated in support groups. These numbers indicate that almost 1 in 5 mothers received no help or support to BF.
None of the studies carried out in the KSA specifically focused on HCPs, family members or factors in wider society. This shows that factors influencing BF are not fully understood in the KSA and further research is needed to fill the knowledge gap. In the absence of fuller understanding of the factors influencing BF in the Saudi context, it is challenging to develop health promotion programs and monitor progress of BF parameters in the country. Thus, there is a need for these factors to be addressed within a Saudi context, which has different cultural norms and social traditions affecting childbirth and BF that, to the best of our knowledge, have not been well explored in previous studies which have almost all reported findings according to demographics or various definitions of BF, or both.
1.11 [bookmark: _Toc152032265]Public Health BF Strategies and Actions
[bookmark: _Hlk139294324]The continuous decline for decades of BF rates around the world has led to innovative health policies and international actions structured to provide support to mothers through the promotion of BF (WHO and UNICEF). One such initiative is the WHO International Code of Marketing of Breast Milk Substitutes (1981), which is also referred to as ‘the Code’, and has provisions in national legislation, regulation or other suitable measures for safe and adequate nutrition for infants, through the protection and promotion of BF, and by ensuring the proper use of breast milk substitutes (BMS) (WHO, 1981).
1.11.1 [bookmark: _Toc152032266]The Ten Steps to Successful Breastfeeding (TSSBF) Initiative
Another initiative for protecting, promoting and supporting BF is ‘Ten Steps to Successful Breastfeeding’ (TSSBF), which is geared towards maternity services. TSSBF focuses on appropriate healthcare practices on behalf of mothers and newborn infants that are among the most promising means of increasing the prevalence and duration of BF (WHO, 1989). TSSBF was revised in 2018 and reworded in some of the steps (Table 2.1); the main ten themes have been maintained, but the first two steps were developed into “critical management” procedures to support BF (WHO, 2018).
[bookmark: _Toc139526650][bookmark: _Toc150837306][bookmark: _Toc152000204]Table 2‑1 Original and updated versions of Ten Steps to Successful Breastfeeding
	STEP
	Original version (1989)
	Revised version 2018

	
	“Every facility providing maternity services and care for newborn infants should:”

	1
	Have a written breastfeeding policy that is routinely communicated to all health care staff.
	(a) Comply fully with the International Code of Marketing of Breast-milk Substitutes and relevant World Health Assembly resolutions.
(b) Have a written infant feeding policy that is routinely communicated to staff and parents.
(c) Establish ongoing monitoring and data-management systems.

	2
	Train all health care staff in skills necessary to implement the policy.
	Ensure that staff have sufficient knowledge, competence and skills to support breastfeeding.

	3
	Inform all pregnant women about the benefits of and management of breastfeeding.
	Discuss the importance and management of breastfeeding with pregnant women and their families.

	4
	Help mothers to initiate breastfeeding with a half-hour of birth.
	Facilitate immediate and uninterrupted skin-to-skin contact and support mothers to initiate breastfeeding as soon as possible after birth.

	5
	Show mothers how to breastfeed and how to maintain lactation even if they should be separated from their infants.
	Support mothers to initiate and maintain breastfeeding and manage common difficulties. 

	6
	Give newborn infants no food or drink other than breast milk, unless medically indicated.
	Do not provide breastfed newborns any food or fluids other than breast milk, unless medically indicated.

	7
	Practise rooming-in – allow mothers and infants to remain together 24 hours a day.
	Enable mothers and their infants to remain together and to practise rooming-in 24 hours a day.

	8
	Encourage breastfeeding on demand.
	Support mothers to recognize and respond to their infants’ cues for feeding.

	9
	Give no artificial teats or pacifiers to breastfeeding infants.
	Counsel mothers on the use and risks of feeding bottles, teats and pacifiers.

	10
	Foster the establishment of breastfeeding support groups and refer mothers to them on discharge from the hospital or clinic.
	Coordinate discharge so that parents and their infants have timely access to ongoing support and care.





1.11.2 [bookmark: _Toc152032267]Baby Friendly Hospital Initiative (BFHI)
Another well-known BF strategy is the “Baby Friendly Hospital Initiative” (BFHI) (1991). The BFHI was developed to support the implementation of the TSSBF, and has been implemented globally in over 150 countries. This included two significant objectives: firstly, to end free BMS distribution; and secondly, to increase support for BF through hospital practices. It can be seen that since the initiation of BFHI, in excess of 19,600 hospitals worldwide have utilised this form (UNICEF, 2013). This initiative was constructed to help countries assess the maternity care facility, which aims to be accredited as baby-friendly. The BFHI aims to provide every baby with the best start in life by ensuring a healthcare environment where BF is the norm. BFHI placed BF on the health policy agenda of most countries worldwide. Indeed, to become a truly baby-friendly hospital, WHO/UNICEF provided principles, which are summarised in the TSSBF, as presented in (Table 2.1). Although the BFHI has been widely implemented, coverage at a global level remains low. In 2017, only 10% of infants in the world were born in a facility designated at that time as “baby-friendly” (WHO, 2018).
1.11.3 [bookmark: _Toc152032268]Other Key BF Promotion Actions
WHO and UNICEF in 2003 developed the global strategy for Infant and Young Child Feeding (IYCF) that focuses on feeding practices for infants and young children, in relation to nutrition, growth, development and health (WHO/UNICEF, 2003). These guidelines also advance BF through describing clear roles in improving newborn babies’ health and development, as well as mothers’. BF is further supported by the International Baby Food Action Network (IBFAN) (1979), which is a global action network that was formed to monitor and report international compliance with the Code, and specific marketing activities of formula manufacturers (IBFAN, 2008). The International Labour Organization (ILO) Maternity Protection Convention (2000) aims to enable women to successfully combine their reproductive and productive roles. The ILO Maternity Protection Convention (2000) includes health protection, job protection and non-discrimination for pregnant, postpartum and lactating workers. Key points are: 14 weeks of maternity leave with income replacement (at least two-thirds salary); and the right to one or more daily paid nursing breaks, or a paid reduction of work hours for BF mothers after returning from maternity leave. In general, the length of standard maternity leave of at least 14 weeks varies between regions globally.

1.12 [bookmark: _Toc152032269]BF Services, Strategies and Actions in the KSA 
Information about breastfeeding services, strategies and actions in the KSA was piecemeal and potentially confusing for several reasons. No public health data on BF services were available at the time this research was conducted. The implementation of BFHI and TSSBF was ongoing (Alhamdi, 2022). Moreover, primary care in Saudi Arabia was currently undergoing transformation and this may have delayed the establishment of specialized services in primary care, such as breastfeeding (Al Saffer et al., 2021; AlHreashy et al., 2023). Individual studies that reported specific interventions and actions were not connected, making it difficult to assess the wider picture and overall situation.
For example, a study of BFHI compliance in various hospitals and cities in Saudi Arabia reported that in regard to hospitals, policymaking and coordinated postnatal care were well placed to adopt the standards (Alghamdi, 2022). However, the same study reported that fewer than half of the mothers were offered initial or follow-up help with breastfeeding, and that action was needed to improve prenatal care (Alghamdi, 2022). The gap between aspiration and achievement may be related to shortages of nursing staff and specialized training (Alluhidan et al., 2020; Al Saffer et al., 2021).
In terms of breastfeeding promotion, a Breastfeeding Encouragement Campaign appeared on the MOH website in 2017, highlighting benefits of breastfeeding, positions to use when breastfeeding, and challenges with breastfeeding. It is unclear whether this was only an online campaign or if an associated service was provided to mothers in the healthcare system. If it was only an online campaign, its success was limited; the last update on 30 October 2017 indicated that 2,364 people had read it (www.moh.gov.sa).
There is some evidence for breastfeeding support services from the virtual service set up in response to the COVID pandemic (AlHreashy et al., 2023). The Virtual Lactation Consultation was set up in April 2020 for breastfeeding support in MOH outpatient settings, mainly breastfeeding clinics in hospitals. Data on patterns of virtual use were collected in 2021 and showed a huge variation between regions, ranging from 40.7% in the eastern region to 2.4% in the southern region (AlHreashy et al., 2023). The report did not mention what kind of lactation support was provided, nor how many consultations mothers could receive and the duration of available support. 
Usually, a breastfeeding counsellor service for mothers is provided throughout the antenatal and postnatal period at several hospitals under the MoH, typically in the first three days and up to one week after birth (AlQurashi et al., 2023). COVID restrictions meant that when the present study was carried out, there were no home visits provided by the BF consultation service in Saudi Arabia, which could have limited the effectiveness of the service, for example through the inability to personally assess and address potential barriers in the home environment or to visually demonstrate in person information about breastfeeding positions (AlQurashi et al., 2023). The current BF counselling service is incompatible with the recent international findings that show the positive impact of BF home visits; as yet, there is no policy established to enforce the implementation of the home service (AlQurashi et al., 2023).
To sum up, at present very little is known about what the Saudi healthcare system offers for breastfeeding mothers or accessible information about health promotion opportunities and support, or what types of support are available. In addition, it is reported that there is an absence of a detailed policy and guidelines of services to support BF such as the practice of SSC (Abdulghani, Edvardsson and Amir, 2020).
1.13 [bookmark: _Toc152032270]Aim, Research Questions and Objectives
This section presents the rationale for the study, together with the research aim, research questions and objectives.
1.13.1 [bookmark: _Toc100179876][bookmark: _Toc152032271]Rationale 
This study sought to determine factors influencing BF in KSA, practically explore factors beyond mothers that impacted BF practices, and importantly, engage Saudi women, and incorporate their voices not only in gathering perspectives on BF experiences and support but also in the process of developing recommendations to meet their needs.
In the KSA the majority of studies that have been written on BF have utilised quantitative and positivist methods in their research (Ogbeide et al., 2004; Radwan, 2013; Carballo et al., 2017; Azzeh et al., 2018); this has been presented in more detail in the Systematic Review (See Chapter Three). It has been noted, though, that there is a distinct lack of research on this topic through qualitative methods and only one recent qualitative study was found (Murad et al., 2021). As of present in the KSA, no study was found that has applied a mixed methods approach related to BF that involved both healthcare professionals and mothers. 
BF rates have been declining for the last four decades in the KSA (See section 2.5.3). Similarly, the different factors that influence BF and relevant practices shown in (Section 2.5.4) only reveals the tip of the iceberg of factors influencing BF. Accordingly, studies have shown factors that contribute to the decline in rates, which are commonly individual-related factors (this means related to mothers) such as mothers’ knowledge, experience, attitudes, health status of the mother and/or of the infant, together with their socio-demographic characteristic (Ogbeide, Siddiqui, Khalifa, et al., 2004; Abusaad and El-Gilany, 2011; Al-Kohji, Said and Selim, 2012; Alyousefi et al., 2017).
There remains a requirement to undertake further analysis exploring the specific factors behind declining BF rates in the KSA. The adoption and application of a new methodological approach enabled mothers’ voices to be heard through direct interviews exploring their views, experiences, challenges and needs for support regarding BF practices, alongside a quantitative study of institutional factors affecting BF practices in the KSA, as reported by HCPs. 
The Saudi Cultural Bureau provided access to the researcher to acquire all Saudi research into BF (personal contact). In total, 15 studies were found to relate to BF in the KSA, with 12 MSc dissertations and 3 PhDs. However, it was not possible to ascertain a research study that had investigated factors in the environment influencing mothers’ BF practices. Also, no study utilised a tailored conceptual framework to better comprehend the factors influencing BF practices in the KSA. 
Therefore, it was necessary to conduct such a study, which could provide evidence-based insights to bridge some of the knowledge gaps from mothers’ and health professionals’ perspectives about the factors which influence BF practices, and which could in turn help to improve policies, evaluation, and identify appropriate interventions that would provide support to mothers in the KSA.
1.13.2 [bookmark: _Toc100179877][bookmark: _Toc152032272]Research Aim
[bookmark: _Hlk100084068] There is a recognised lack of relevant research focusing on BF practices and associated influential factors beyond women in the KSA. Therefore, the main aim of the present study was to explore factors influencing BF practices in the KSA.
This information will enable the development of culturally sensitive recommendations for policy makers and practitioners to improve the BF rates in the area.
The research questions and related objectives developed to achieve the aim of this research are presented below.
1.13.3 [bookmark: _Toc100179878][bookmark: _Toc152032273]Research Questions
· What are the potential barriers to, and facilitators of, BF practices: early initiation, EBF, and continued BF up to 24 months in the GCC region?
· What are the institutional factors influencing BF practices in the KSA?
· What are the components of family and other social circle influences that affect BF practices? 
· What are mothers’ views and barriers of BF?
· What are mothers’ views and needs for BF support?
1.13.4 [bookmark: _Toc100179879][bookmark: _Toc152032274]Research Objectives
The first research question reviews the available literature of factors influencing BF among GCC countries that was addressed through the following objectives:
· Systematically search and retrieve published literature that identifies factors influencing BF practices in the Arab Gulf region. 
· [bookmark: _Hlk147543216]Identifying gap/s in the literature based on the socio-ecological framework adopted for this work. 
The second research question regarding institutional factors, which can act as barriers to, and facilitators of BF, was addressed through the following objectives:
· Describing HCP awareness of BF policy.
· Describing HCPs’ knowledge of TSSBF of BFHI.
· Describing HCP attitudes toward infant feeding practices. 
· Describing HCP views on barriers, enablers, ways to promote and support BF.
The third research question which aimed to identify components of family and other social circle influences was addressed through the following objective:
· Exploring the components of family and other social circle influences that affect BF practices.
The fourth research question which aimed to explore mothers’ views of factors influencing BF practices, and their needs for BF support in KSA. was addressed by the following objectives:
· Exploring Saudi mothers’ views and barriers of BF. 
· Exploring factors influencing BF practices.
The fifth research question concerned mothers’ views and needs for BF support, and was addressed by the following objective:
· Exploring mothers’ needs for support to breastfeed.
1.13.5 [bookmark: _Toc100179880][bookmark: _Toc152032275]Methods
The first research question’s objectives of identifying factors influencing BF practices in the Arab Gulf region, and identifying the gap/s in the literature were addressed by conducting a systematic literature review. Primary quantitative data analysis was then employed to investigate the institutional factors affecting BF by examining HCP knowledge, and views of BFHI and TSSBF, infant feeding practices, as well as BF barriers, facilitators, promotion and support. A qualitative study was conducted to address the third, fourth and fifth research questions and elicit Saudi mothers’ views on BF, and the barriers, as well as their needs in support of BF.
1.14 [bookmark: _Toc152032276]Summary 
Even though the BF rates remain relatively high in the KSA in comparison to many other countries, it is evident that the rate of EBF and continuing BF have declined since the 1970s. Factors behind the rate of decline in BF in the KSA are still not sufficiently clear, although C-section, inadequate family support and inadequate healthcare support following discharge were identified as barriers to BF in information extracted from the systematic literature review. The previously identified need to examine the factors that affect BF practices (Al-Nasser et al., 1991; Kordy et al., 1992) remains, especially since no national BF database exists in KSA regarding this matter (El Mouzan et al., 2009; Al Jauid et al., 2014). What is more, the systematic literature review was important to help determine the research gap and develop the empirical work research questions which were then set out together with the research aims and objectives.


2 [bookmark: _Toc100179868][bookmark: _Toc152032277][bookmark: _Hlk128988053]Chapter 3: Barriers and Facilitators for BF Practices in Arab Gulf Countries: A Systematic Review

This chapter presents the findings of the conducted systematic review of barriers and facilitators influencing BF practices in the Arab Gulf countries. Firstly, the rationale of the review, the review question, and the methods used to collect and analyse relevant evidence are described. This is followed by the presentation of review findings, and a discussion of it. 
2.1 [bookmark: _Toc100179869][bookmark: _Toc152032278]Review Rationale
[bookmark: _Hlk148756717]Despite global initiatives, the estimated rates of EIBF, and EBF for the first 2 days after birth in the Middle East and North Africa are only 47 and 32 percent, respectively (UNICEF, 2022). Furthermore, BF data specific to the Arab Gulf region is not only scarce but is often inconsistent as reported (See section 2.5.2.2). A search in the databases using the subject heading “breastfeeding in Arab Gulf countries” found that most of the available research has focused on estimating BF rates, and assessing and describing mothers’ knowledge, beliefs and practices associated with BF (al-Ayed et al., 1998; Al-Hreashy et al., 2008; Tawfik Amin et al., 2014). 
The emphasis on demographic factors and HCP-related factors was not matched by an equivalent emphasis on factors identified by mothers. Moreover, no reviews were found for mother-identified factors and indeed these, like qualitative studies, were excluded by Alzaheb (2017). Additionally, there were conflicting findings; for example, one review identified higher education level as a barrier to EBF found in ten studies (Al-Juaid et al., 2014), whereas another found it to be neutral in ten studies (Alzaheb, 2017). The only review which covered the GCC countries concluded that “an assessment of common contributing barriers and facilitators of exclusive breastfeeding practices would be of great benefit” (Al-Nuaimi et al., 2017, p. 160), although the aim was to identify variables rather than include mothers’ viewpoints. To achieve a fuller and clearer picture of the barriers and facilitators associated with BF practices, specifically in the Arab Gulf, a systematic review including qualitative studies was a necessary preliminary to embarking on primary research. 

2.2 [bookmark: _Toc100179870][bookmark: _Toc152032279]Review Aim
The aim of this systematic review was to explore BF practices and the associated barriers and facilitators in the Arab Gulf region. To achieve this aim, the review addressed the following question:
What are the potential barriers to, and facilitators of, BF practices: EIBF, EBF and continued BF up to 24 months in the GCC region?
2.3 [bookmark: _Toc100179871][bookmark: _Toc152032280]Methods 
Systematic reviews are a form of literature review that follow a rigorous and transparent approach. They are considered as the best and most reliable source for informing healthcare decision making (Moher et al., 2007; Grant and Booth, 2009). Systematic reviews can strengthen the validity of the findings from individual studies, and identify areas of uncertainty where further research is needed (González, Urrútia and Alonso-Coello, 2011). Finally, systematic reviews help to determine the quality of existing evidence, as well as help researchers identify evidence gaps and inform future primary research (Norris and Ortega; Chong and Plonsky, 2021).
2.3.1 [bookmark: _Toc152032281]Search Strategy
The search strategy was developed in line with the PEO framework (Kestenbaum, 2019); that is, the population’s (mothers with children/babies/infants), exposure to, or on the phenomenon of interest (BF barriers and facilitators influencing its practices), outcomes (EIBF, EBF and continued BF up to 24 months). Context was added by the researcher to describe the framework as population, exposure, outcomes, and context (PEO(C)) to reflect the search being carried out only in GCC countries. The strategy was developed in consultation with an information specialist at the School of Health and Related Research (ScHARR), and was piloted before being used to conduct the literature search.
3.3.1.1	Inclusion and Exclusion Criteria 
Based on the PEO(C) framework described above, and using WHO 2008 definitions, the studies that met the following criteria were included:
· The population: mothers aged at least 18 years and above, reporting healthy full-term babies, from newborn to 5-years-old; some having been breastfed, and others, not. Healthcare professionals (HCPs) who provided BF support to mothers were also included.
· Exposure/Interest: The review focused on the barriers to and facilitators of BF practices generally
· Outcomes: The review defined outcomes BF, including EIBF, EBF for the first six months, and continued BF for 1–2 years (WHO, 2008).
· EIBF: infant put to the breast within 1 hour of birth. 
· EBF under 6 months (age 0-5 months fed exclusively with breastmilk) EBF for first six months: proportion of infants, from newborn to six months that were fed exclusively with breast milk.
· Continued BF for 1–2 years
· Context: The review focused on the Arab Gulf region countries. There was no restriction on the setting, whether hospital inpatients or outpatients, or primary healthcare centre (PHC) patients; certainly, studies using different settings allowed for different outcomes to be understood.
· Only primary studies published from 1980 onwards in either English or Arabic and available in full texts were included. No specific limitations were placed on the methodology, since exploratory research on barriers and facilitators associated with BF could be quantitative or qualitative. 
2.4 [bookmark: _Toc100179872][bookmark: _Toc152032282]Review Processes
2.4.1 [bookmark: _Toc152032283]Protocol Development
A protocol was developed, revised before being registered at the International Prospective Register of Systematic Reviews (PROSPERO, CRD42018111594).
Scoping search
A scoping search was conducted in MEDLINE to establish whether any systematic review had been conducted or was currently being conducted on the topic within the GCC countries. The search also helped to map out the literature and identified the appropriate key-free search terms relating to BF practices and outcomes (‎see Appendix 1). Then Medical Subject Headings (MeSH) terms were identified during the search process and combined with the free search terms in Boolean combination. MeSH, in addition to the free-text terms, helped develop a rigorous, efficient, and comprehensive search strategy (See section 3.4.1.1).
3.4.1.1	Comprehensive Searches in Electronic Data Sources
Outcomes from the scoping search were used to revise the search strategy. Subsequently, a comprehensive search using the new search strategy was repeated in MEDLINE via Ovid. Further literature searches were conducted in EMBASE via Ovid, CINAHL via EBSCO, PsychINFO via OvidSP, and the Index Medicus for the Eastern Mediterranean Region (IMRM) example (‎Appendix 2).
[bookmark: _Hlk123311444]The topic of interest was likely to be reported either from a medical, health science, or social science perspective, and the inclusion of the above databases was expected to identify most available research. MEDLINE and EMBASE primarily cover biomedical literature, and are included to capture medical research. CINAHL covers nursing and allied healthcare, which, considering these professions are closely involved in the care of pregnant and BF mothers, was expected to provide additional literature. PsychINFO, which is more generic, covers sociology and nursing, among other disciplines; both of which are significant areas of research on BF mothers. IMRM was included because it captures literature from the Eastern Mediterranean Region that may not be indexed internationally, and given the scope of the review focusing on the GCC area, is an important database to include.
3.4.1.2	Searching Other Resources
A supplementary search was conducted to capture any additional literature by reviewing the bibliographies/reference lists from the included articles, and using a citation search via the Web of Science.
2.4.2 [bookmark: _Toc152032284]Selection of Studies 
The search output retrieved from all the electronic databases was imported into the Mendeley (Elsevier, 2019) reference manager software to remove duplicates and for subsequent screening.
Using the defined inclusion and exclusion criteria, the main reviewer (SA) performed a preliminary sifting based on the title and abstract, utilising a predefined selection guide (see Appendix 3). Those studies with any uncertain decisions were discussed between the main reviewer and the supervisory team for a final decision. Studies that met all inclusion criteria were then subjected to further full-text screening (see Appendix 4).
The main reviewer (SA) also performed the screening of full texts, with 10 percent of the included, and 10 percent of the excluded articles crosschecked by a second reviewer (RA: supervisor) in order to reduce any selection bias.
2.4.3 [bookmark: _Toc152032285]Quality Assessment 
A variety of tools is available for assessing the quality of studies. The selection of a particular tool depends on the study methodology and the design of focus. The Critical Appraisal Skills Programme (CASP) checklists cover many types of study methods and designs (CASP, 2018; Kearvell and Grant, 2010), and although these are one of the most widely-used quality assessment tools, they lack a checklist specific to cross-sectional studies (CASP, 2018). In order to have a consistent, universal quality-appraisal system, we used a checklist from the Standard Quality Assessment Criteria for Evaluating Primary Research Papers from a Variety of Fields (Kmet, Lee and Cook, 2004). This system allows the same quality criteria, and bias assessment to be applied to different study designs e.g., cross-sectional and qualitative studies. ‘Qualsyst’, the checklist in question, covers criteria such as study design, outcome measures, and sample size; and whether or not the results and conclusion are congruent. Responses can be ‘yes’, ‘partial’, ‘no’, or ‘not applicable’. We utilised the traffic-light scheme, where responses to each quality-assessment domain is recorded using green, yellow, and red, respectively. These methods of quality assessment allow for a graphical representation of the quality of each study in different domains, as well as a quick assessment of the heterogeneity of quality across all studies. This assessment scheme has been used in a previous review.
2.4.4 [bookmark: _Toc152032286]Data Extraction and Management
Relevant studies were coded and data extracted using a developed and piloted data extraction sheet (see Appendix 5). The resulting data included study details: author(s), year of publication, population/participants, sampling, study design, methods of data collection, outcome measures, key findings, and study conclusions. 
Factors influencing BF outcomes were extracted separately (see Appendix 6) with the reported results (reported as barriers, facilitators, or factors having no effect on BF outcomes). In order to ensure the relevant information was accurately extracted, a second reviewer (RA) cross-checked 20 percent of the potential studies extracted. When disagreements arose, a meeting was held to discuss and address them.
2.4.5 [bookmark: _Toc152032287]Data Synthesis
A meta-analysis was not appropriate or possible because the included studies varied widely in their designs, methods and reporting. Instead, factors affecting BF outcomes (barriers or facilitators) and practices were synthesised narratively. Findings from the included studies were coded to minimise the chances of missing any factors. Thematic analysis was performed and findings reported under following layers of the socio-ecological framework namely: Mother and Baby; Family, Social Networks and Cultural Influences; and Healthcare System.
2.4.6 [bookmark: _Toc152032288]Search Results
The PRISMA flowchart presents detailed information on the search results (Figure 3.1). A total of 1,144 studies was identified through the main search, and another eight through the supplementary search. After duplicates were removed, 848 articles remained to be screened. From the initial title and abstract screening, 751 studies were excluded. Assessment of the full text of the remaining 97 articles resulted in the exclusion of 62 articles, leaving 35 studies for inclusion. A meeting with supervisors was held to discuss and address them.
2.4.7 [bookmark: _Toc152032289]Characteristics of Included Studies
The characteristics of the included studies are presented in Appendix 7. Geographically, most studies (22) were conducted in KSA, with 5 studies in the UAE (Al-Mazroui et al., 1997; Osman and El-Sabban, 1999; Al Tajir, Sulieman and Badrinath, 2006; Radwan, 2011; Al Ketbi et al., 2018); 3 studies in Kuwait (Dashti et al., 2010; M.Nassar et al., 2014; Carballo et al., 2017); 3 studies in Qatar (Al-Kohji, Said and Selim, 2012; Hendaus et al., 2018; Nasser et al., 2018); and one study each was conducted in Oman (Al Sinani, 2008) and Bahrain (Musaiger and Abdulkhalek, 2000). Most of these were conducted among mothers (34 studies). Only one study recruited both mothers and HCPs (Mosher et al., 2016). Sample sizes ranged from 60 (Albokhary and James, 2014) to 3,409 (Al Sinani, 2008) in quantitative studies, and 16 mothers in qualitative studies (Murad et al., 2021) (Figure ‎3.1).
[bookmark: _Hlk148757139]3.4.7.1	Contexts and Settings
There was great heterogeneity in the studied contexts and settings. Twenty studies were carried out in PHC settings: three at outpatient clinics both in hospitals and PHCs. Seven of the twenty studies (Al-Mazroui et al., 1997; Al Tajir, Sulieman and Badrinath, 2006; Al-Shoshan, 2007; Dashti et al., 2010; Albokhary and James, 2014; Mosher et al., 2016; Orabi, Al-Sayad and Alharthi, 2017) were conducted while mothers were in hospital. Twenty-two studies were conducted among mothers attending outpatients’ clinics; four of which (Al-Mazroui et al., 1997; Al Tajir, Sulieman and Badrinath, 2006; Dashti et al., 2010; Mosher et al., 2016) continued data collection following discharge from hospital. One study did not clearly state where the study was conducted (Abusaad and El-Gilany, 2011).
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[bookmark: _Toc152000245][bookmark: _Toc99811097][bookmark: _Toc139526651]Figure 3‑1 PRISMA flowchart for included studies (n=35)

3.4.7.2	Study Methods
A total of 34 studies adopted a quantitative survey method, of which 24 used questionnaires administered by researchers, while nine studies (Qadri, Al-Harfi and Al-Gamdi, 1998;  Albokhary and James, 2014; Al-Ruzaihan et al., 2017; Al Ketbi et al., 2018; Nasser et al., 2018; Ahmed and Salih, 2019; Hegazi et al., 2019; Al-Katufi et al., 2020; Goweda et al., 2021) used self-administered questionnaires. One study collected data by reviewing patients’ hospital records (Abusaad and El-Gilany, 2011).
3.4.7.3	Study Design
Four studies were cohort (Al-Mazroui et al., 1997; Al Tajir, Sulieman and Badrinath, 2006; Dashti et al., 2010; Mosher et al., 2016), and 29 were cross-sectional. The design of one study (Al-Shoshan, 2007) was unclear. The one qualitative study included used a phenomenological analysis methodology (Murad et al., 2021).
2.4.8 [bookmark: _Toc152032290]Quality of Included Studies
Of the 35 studies reviewed, only one was assessed to be of good quality with a low-risk bias (Al Ketbi et al., 2018). Fourteen studies were assessed to be of moderate quality, and 20 were identified as being of low quality with a potentially high risk of bias (see Appendix 8).
The studies deemed to be of low quality did not, for example, take into account the vulnerable mental state of mothers after giving birth and how that state may have influenced their subsequent BF experiences. Some women experienced postpartum memory loss, which may result in erroneous perceptions, for instance, and could affect the recording of the rates for early initiation done within an hour of delivery. Hence, the data on a participant’s postpartum experiences may not be entirely reliable as the risk of bias is likely to be high. 
Among the reviewed studies, only three were longitudinal and these documented the EIBF time after delivery (Al-Mazroui et al., 1997; Al Tajir, Sulieman and Badrinath, 2006; Albokhary and James, 2014). Social desirability was another bias that may have affected the results, with mothers reporting favourable BF outcomes. Self-administered questionnaires make it easy for participants to shape their experiences according to what they would have liked, rather than what actually took place. 
Another area of bias was the variability in defining BF outcomes. Several studies failed to describe EBF in sufficient detail (Al-Mazroui et al., 1997; Alzaheb, 2016; Hendaus et al., 2018; Hegazi et al., 2019), while others referred to the 2008 WHO definition (Azzeh et al., 2018; Nasser et al., 2018; Ahmed and Salih, 2019; Al-Katufi et al., 2020). Further, a number of studies had sampling issues, either in terms of an inadequate sample size or low response rates (Al Sinani, 2008; Mosher et al., 2016; Hendaus et al., 2018). Others did not feature a sample of participants that was sufficiently socio-demographically diverse or that was not justified (Murad et al. 2021) for the data to be widely generalisable, and with the focus on a single geographical location (Goweda et al., 2021). Such limitations impaired the external validity of the findings.
2.4.9 [bookmark: _Toc152032291]Data Synthesis
The findings of the review, which was based on the review question “What are the potential barriers to and facilitators of BF practices in the GCC region?” are presented below. Due to the heterogeneity of the included studies, no meta-analysis was performed so the results were synthesised narratively. The findings are presented under three main headings, in line with the socio-ecological framework: Mother and Baby; Family, Social Networks and Cultural Influences; and Healthcare System. 
2.5 [bookmark: _Toc100179873][bookmark: _Toc152032292]Review Findings
2.5.1 [bookmark: _Toc152032293]Mother and Baby
Studies reported factors relating to the first layer of the socio-ecological framework, which include: (i) mother-related factors including demographic, health-related, knowledge and experience of BF, attitudes and perceptions; and (ii) infant-related factors including gender, pregnancy term/birth weight, infant health, and infant BF behaviours. None of the studies reported on interactions between mother-related and infant-related factors within the mother-baby dyad.
(i) Mother-related factors
Demographic factors
This section reports findings on mother’s age, education, employment status, nationality, the use of contraception and pregnancy.
A young maternal age correlated positively with EBF in three studies (Ogbeide et al., 2004; Amin, Hablas and Al Qader, 2011; Goweda et al., 2021), although no correlation was identified in eleven other studies (Al Tajir, Sulieman and Badrinath, 2006; Abusaad and El-Gilany, 2011; El-Gilany et al., 2011; Al-Mazroui et al., 1997; Al-Kohji et al., 2012; Radwan, 2013; Carballo et al., 2017; Alyousefi et al., 2017; Alzaheb, 2017; El-Gilany et al., 2012; Al Ketbi et al., 2018). According to another study, on the other hand, younger mothers tended to breastfeed for fewer months (Radwan, 2013). The evidence linking mother's age with EBF is inconsistent, thus age cannot be said to be either a barrier or a facilitator.
Education status provided mixed results in terms of facilitating BF practices. EBF was associated with highly educated mothers (2 years BF) in three studies in KSA (Abusaad and El-Gilany, 2011; Dorgham et al., 2014; Ahmed and Salih, 2019). However, in two studies (Al Tajir, Sulieman and Badrinath, 2006; El-Gilany et al., 2011), one in KSA and the other in UAE, highly educated mothers were less likely to EBF at six months. The level of education was not identified as an independent factor in EBF in six studies based on multivariable analysis (Ogbeide et al., 2004; Al-Kohji et al., 2012; Alyousefi et al., 2017; Alzaheb, 2017; Al Ketbi et al., 2018; Ahmed and Salih, 2019). At the same time, another three studies found no correlation between the level of education and BF (Shawky and Abalkhail, 2003; Dashti et al., 2010; Azzeh et al., 2018).
One study indicated that women who had not completed secondary education were more likely to initiate BF early (Amin, Hablas and Al Qader, 2011). However, other studies did not identify the level of education as an independent predictor of EIBF in multivariable analysis (Radwan, 2013; Dorgham et al., 2014) or univariate analysis (Musaiger and Abdulkhalek, 2000; El-Gilany et al., 2012; Al-Kohji et al., 2012; Alzaheb, 2016).
Regarding the mother’s employment status, the status of housewife was identified as a facilitator, as those mothers were more likely to initiate BF early, although no time was specified (Amin, Hablas and Al Qader, 2011; Al-Kohji et al., 2012; Radwan, 2013; Dorgham et al., 2014; Carballo et al., 2017); however, one study did not find a correlation (El-Gilany et al., 2012). Also, being a housewife was positively correlated with EBF in seven studies (Abusaad and El-Gilany, 2011; Amin, Hablas and Al Qader, 2011; El-Gilany et al., 2011; Al-Kohji et al., 2012; Radwan, 2013; Alzaheb, 2016; Al Ketbi et al., 2018), but not in two other studies (Ogbeide et al., 2004; Alyousefi et al., 2017). A study on employed mothers in Abu Dhabi found no correlation between employment and EBF, where BF hours were granted at the workplace (Al Ketbi et al., 2018). Others reported employment and a return to work as a reason to stop BF early (Qadri, Al-Harfi and Al-Gamdi, 1998; Radwan, 2013; Al-Ruzaihan et al., 2017; Carballo et al., 2017; Orabi, Al-Sayad and Alharthi, 2017; Hendaus et al., 2018; Nasser et al., 2018; Al-Katufi et al., 2020; Goweda et al., 2021). Two studies looked at mothers in workplaces where no time was provided for BF at work (Nassar et al., 2014), and found this factor had no effect (Ogbeide et al., 2004; Radwan, 2013). Surprisingly, 96% of women working in primary healthcare reported that no suitable places were available in their working environments, either for BF or to pump milk (Al-Katufi et al., 2020). Three further studies found no difference in employment status between women who were BF and those who were not (Shawky and Abalkhail, 2003; Dashti et al., 2010; Azzeh et al., 2018). Mother’s employment may be a barrier, possibly moderated by spaces and time available for BF.
Another individual-related demographic factor is nationality. No correlation between nationality and the time of initiation was found in three studies (Al-Mazroui et al., 1997; Al-Kohji et al., 2012; Alzaheb, 2016). Mothers from Kuwait and other Gulf countries were less likely to initiate either BF (Carballo et al., 2017) or to practise EBF after discharge compared to mothers from elsewhere in the Arab Gulf (Dashti et al., 2010). Compared to expatriates, Qatari women were less likely to practise BF in general (Hendaus et al., 2018) or EBF at six months (Al-Kohji et al., 2012; Hendaus et al., 2018). Saudi mothers had similar EBF rates at six months to non-Saudi women (Alzaheb, 2017) and general BF rates (Shawky and Abalkhail, 2003).
Of nine studies reporting on contraception and further pregnancy, three identified that EBF was more likely to be practised by women not using contraceptives (Ogbeide et al., 2004; Amin, Hablas and Al Qader, 2011; Dorgham et al., 2014). Another study (Alyousefi et al., 2017), however, did not identify any statistically significant link between EBF and the use of contraception. In general, studies reported that contraceptives use was associated with earlier cessation of BF (Shawky and Abalkhail, 2003; Ogbeide et al., 2004; Radwan, 2013). Two studies specifically gave contraceptives use as a reason for discontinuing BF (Carballo et al., 2017;Orabi, Al-Sayad and Alharthi, 2017). Additionally, pregnancy was reported in two studies as a reason for early BF cessation (Qadri, Al-Harfi and Al-Gamdi, 1998; Radwan, 2013).
Health-related factors
The mode of delivery and after-birth fatigue together made up one of the most commonly reported barriers. Women who had vaginal delivery were more likely to initiate BF early (Al-Kohji et al., 2012; El-Gilany et al., 2012; Radwan, 2013; Albokhary and James, 2014; Dorgham et al., 2014; Alzaheb, 2016). Four studies reported vaginal delivery was significantly associated with EIBF (Amin, Hablas and Al Qader, 2011; Radwan, 2013; Dorgham et al., 2014; Alzaheb, 2016).
Furthermore, four studies reported that vaginal delivery was related to higher levels of EBF on discharge from hospital (Abusaad and El-Gilany, 2011; El-Gilany et al., 2011; Dorgham et al., 2014; Alzaheb, 2017), and after six months (Dashti et al., 2010). In addition, Shawky and Abalkhail (2003) found a longer duration of BF in general with mothers who delivered normally. Thus, vaginal delivery was a facilitator for EIBF, EBF on discharge, and more generally to continuing BF for longer.
C-section was found to be a barrier to BF in two studies that used a convenience sample (Radwan, 2013; Carballo et al., 2017), although two other studies did not make this association (Ogbeide et al., 2004; Azzeh et al., 2018).
The use of medication and illness were further barriers reported in the selected studies. Two studies found that mothers’ use of medication after birth was a barrier to BF (Qadri, Al-Harfi and Al-Gamdi, 1998; Hendaus et al., 2018), and the use of sedatives/pain relief delayed BF (Amin, Hablas and Al Qader, 2011; Albokhary and James, 2014). Pain and the inability to sit in the correct position in order to breastfeed due to episiotomy also tended to delay BF after delivery (Amin, Hablas and Al Qader, 2011). Additionally, chronic maternal illness was found to be associated with late initiation of BF (Amin, Hablas and Al Qader, 2011); and significantly associated with the early termination of BF (Nassar et al., 2014).
Another barrier was BF difficulties whereas the absence of difficulties facilitated BF. El-Gilany, Sarraf and Al-Wehady (2012) found that the absence of breast problems (such as breast engorgement, nipple fissures, sores or pain) was positively associated with EIBF. The absence of nipple pain was also a facilitator associated with EBF (Hegazi et al., 2019). In a study of 593 Emirati mothers, those free of any nipple problems breastfed their children for more months than women that had such problems (Radwan, 2013). However, the results need to be interpreted with caution as the author reported how the study was subject to recall bias due to the retrospective nature of the study design. Barriers included cracked or painful nipples (Albokhary and James, 2014; Hendaus et al., 2018), with mastitis also mentioned in a larger cross-sectional study (Qadri, Al-Harfi and Al-Gamdi, 1998), and pain during breastfeeding (Carballo et al., 2017). 
Parity, which is in this case the number of times a woman has given birth, is another factor. Multiparity was related to EIBF (Al-Kohji et al., 2012) and identified as an independent predictor in three studies (Amin, Hablas and Al Qader, 2011; El-Gilany et al., 2012; Radwan, 2013). In another study, multiparity was positively correlated with EBF (Amin, Hablas and Al Qader, 2011), and with partial BF (Ogbeide et al., 2004). A number of other studies, nonetheless, did not find any correlation between BF and parity (Shawky and Abalkhail, 2003; Dashti et al., 2010; Nassar et al., 2014; Azzeh et al., 2018; Nasser et al., 2018).
Knowledge and experience of BF 
Women who planned to breastfeed, or who had previously breastfed successfully, were significantly more likely to do so again; showing that the intention to breastfeed was an important predictor (Alyousefi et al., 2017). The mother’s knowledge of the right time for early initiation and her familiarity with the information available on BF were shown to be significant associations with BF (Ahmed and Salih, 2019). One Qatar-based study reported that for 6.5 percent of mothers, a lack of adequate knowledge about BF proved a barrier (Hendaus et al., 2018). Similarly, another study in KSA, reported that 71 percent of mothers said a lack of knowledge was a barrier to BF (Orabi, Al-Sayad and Alharthi, 2017). Initiation of BF on the day of delivery was closely associated with knowledge of the advantages of colostrum in UAE (p < 0.05) (Al-Mazroui et al., 1997). However, Al-Kohji, Said and Selim (2012) did not identify any correlation in Qatar (p=0.926). In cases where a healthcare provider explained the importance of BF after delivery in KSA, mothers were more likely to breastfeed exclusively (Ogbeide et al., 2004), but this was not the case in UAE (p=0.631). Likewise, no association between BF and mothers having been informed of the importance of BF was found in a study in the Mecca region of KSA (Azzeh et al., 2018). When information on BF was given following, rather than before birth, mothers in Kuwait were more likely to terminate any type of BF before six months (Nassar et al., 2014). Furthermore, Nasser et al. (2018) found that 83 percent of the mothers stated they had stopped BF because they lacked knowledge of how to breastfeed. There was in fact a statistically signiﬁcant relationship between this barrier and stopping in the first six months. 
Nonetheless, regarding the BF intention, mothers were found, in some studies, to be equally likely to initiate BF either within one hour of birth (Al-Kohji et al., 2012) or by the time of discharge (Dashti et al., 2010), regardless of the planned feeding method. Planning to exclusively breastfeed was a significant factor in successfully practising EBF for six months (Al-Kohji et al., 2012; Alyousefi et al., 2017), and the timing of the decision (pre-pregnancy, during pregnancy, at delivery, or after delivery) did not affect the EBF at six months (Alyousefi et al., 2017). 
Breastfeeding on Demand and feeding frequency
BF on demand was identified as a facilitator associated with higher EBF in five studies (Ogbeide et al., 2004; El-Gilany, Shady and Helal, 2011; Al-Kohji, Said and Selim, 2012; Alyousefi et al., 2017). Additionally, a study by Radwan (2013) identified that BF on demand was associated with a longer duration of BF, and with exclusive or predominant BF practices. Frequent BF at night was also positively correlated with EBF and longer BF duration (Radwan, 2013).
EIBF initiation (within one hour), for example, produced mixed results: it did not correlate with higher rates of EBF (Al Tajir, Sulieman and Badrinath, 2006), and was not an independent predictor of EBF (Amin, Hablas and Al Qader, 2011; Dorgham et al., 2014). However, timely BF was an independent predictor of EBF (adjOR=2.0, CI=1.4–2.7) (El-Gilany et al., 2011); yet a definition of timely BF was not provided in this study. A study by Ahmed and Salih (2019) showed several significant associations with BF, one of them being early BF initiation. Another study found that late initiation of BF (in the first 48 hours of childbirth) was a factor associated with the termination of BF before six months (Nassar et al., 2014). However, it was identified that early initiation was not a predictor for BF. In KSA, mothers, who initiated partial BF, were 1.89 times more likely to delay BF for more than one hour, compared to mothers who initiated EBF (Azzeh et al., 2018).
Concerning the usage of pacifiers, no association was found between their use and EIBF (Azzeh et al., 2018) or EBF (Alyousefi et al., 2017), while women who did not BF were more likely to use a pacifier (Azzeh et al., 2018).
[bookmark: _Hlk133697437]Attitudes and Perceptions of BF: Women with a negative attitude towards BF stated they had stopped BF before six months (Nasser et al., 2018). Among the reasons given for ceasing BF were disliking the practice (3.5%) (Carballo et al., 2017), mother's refusal (Radwan, 2013), and choice (Osman and El-Sabban, 1999). For some of the studies feelings of embarrassment emerged as a further barrier to BF (Carballo et al., 2017), especially in public (56%), for mothers with infants of 12 months or less; the latter study also for EBF (Orabi, Al-Sayad and Alharthi, 2017). The fear of unappealing changes in breast shape (e.g., breast enlargement and loss of firmness) was identified as a barrier in two studies (Orabi, Al-Sayad and Alharthi, 2017); Hendaus et al., 2018). On the other hand, the most common reason given for continuing BF up to 24 months was religious practices (Ogbeide et al., 2004), although Alyousefi et al (2017) found no association between religion and EBF practices.
Other studies reviewed, highlighted that, in some cases, insufficient milk production as perceived by mothers, prevented them from initiating BF early, as reported by Al Mazroui et al. (1997) for 82% of women, Amin (2011) for 23%, Goweda et al. (2021) for 18.6%, as well as for EBF in a study by Hegazi et al. (2019). Similarly, Ogbeide et al. (2004) reported that the most common reason given for supplementing BF with bottle feeding was "not enough milk". Another study (Qadri, Al-Harfi and Al-Gamdi, 1998) stated that women mentioned insufficient breast milk (25%) and lactation failure (7.3%) as reasons for failure to breastfeed. The use of breast pumps or herbal tea to increase milk production was not found to influence EBF (Alyousefi et al., 2017).
In eight studies, mothers frequently identified insufficient milk production as a barrier to BF (Albokhary and James, 2014; Amin, Hablas and Al Qader, 2011; Carballo et al., 2017; Hendaus et al., 2018; Mosher et al., 2016; Nassar et al., 2014; Orabi et al., 2017; Radwan, 2013), and even as a reason for stopping BF, usually by six months (Nasser, 2018). Although there no association was reported between insufficient milk production and stopping BF by these studies. However, there was a signiﬁcant relationship found between this barrier and the infant age when BF was stopped (Nasser, 2018).
Mosher et al., (2016) identified excessive infant crying as another factor women reported as a reason to stop BF. Nassar et al. (2014) reported there was no correlation between the mother's perception of the child's growth and the duration of BF.
3.5.1.1 Infant-related Factors
Factors reported in the reviewed studies were: gender, infant health, and infant BF behaviours.
Gender: Four studies found no correlation between the gender of the child and EIBF (Amin, Hablas and Al Qader, 2011; El-Gilany, Sarraf and Al-Wehady, 2012; Radwan, 2013; Alzaheb, 2016). 
According to Ogbeide et al. (2004), the duration of BF was not affected by the gender of the child. Three studies (Radwan, 2013; Azzeh et al., 2018; Nasser et al., 2018) also reported no association between the gender of the child and whether the mothers were BF or not. Furthermore, gestational age was not found to be associated with EBF in five studies (Ogbeide et al., 2004; Abusaad and El-Gilany, 2011; Alyousefi et al., 2017; Alzaheb, 2017; Al Ketbi et al., 2018).
(ii) Infant-related factors
Infant health: Admission to the Neonatal Intensive Care Unit was a negative predictor of initiation of BF at one hour after birth (El-Gilany et al., 2012) and also at the time of discharge (Dashti et al., 2010). However, in KSA, Alyousefi et al (2017) did not find any correlation between EBF at six months and infant health complications after birth (p=0.122) or hospital admission for infants (p=0.472).
Radwan (2013) reported that mothers perceived infant sickness as a barrier to BF, and Nassar et al. (2014) identified infant health as a factor associated with the termination of BF before six months. Mosher et al. (2016) reported that a few women mentioned baby or self-illness as a reason for stopping BF at three months, although no women reported this reason at six months. Hendaus et al. (2018) found no difference in ever breastfed and admission to a neonatal unit, while similarly, Azzeh et al. (2018) found no association between post-natal disease and the cessation of BF (p=.143). 
Infant BF behaviours: One study reported the baby’s lack of interest as a barrier to BF (Albokhary and James, 2014), or that the baby was either too tired (Carballo et al., 2017), not sucking well (Albokhary and James, 2014; Carballo et al., 2017), not tolerating BF (Hendaus et al., 2018) or refusing breastmilk (Radwan, 2013; Carballo et al., 2017).
2.5.2 [bookmark: _Toc152032294]Family, Social Network & Cultural Influences
Factors related to the second layer of the socio-ecological framework, including factors related to family, extended family, and peers, were reported in a number of studies. 
Demographic factors 
[bookmark: _Hlk133702282]Living with family: Three studies (Nassar et al., 2014; Alzaheb, 2017; Al Ketbi et al., 2018) found that living with relatives was negatively associated with EBF at six months. Further, living with the husband away from the rest of the family was negatively associated with the termination of BF before six months (Nassar et al., 2014). Family size was also identified as a factor influencing BF behaviour. Azzeh et al. (2018) examined the association between family size and BF and identified that mothers in small families (<=5 members) were more likely to breastfeed. 
Regarding household income, a high income was reported to be negatively associated with EIBF in one study (Amin, Hablas and Al Qader, 2011) but not in three others (El-Gilany et al., 2012; Al-Kohji et al., 2012; Alzaheb, 2016). Conversely, a low monthly income was found to be a barrier to EBF at six months in Qatar (Al-Kohji et al., 2012). Two other studies found no significant association between EBF and income (Alzaheb, 2017; Al Ketbi et al., 2018). 
Husbands' demographics: There was a positive correlation between fathers who had completed secondary education and EIBF, as well as EBF (Ogbeide et al., 2004; Dorgham et al., 2014). Conversely, Hendaus et al. (2018) found that the fathers' education did not play a role. Moreover, the husband's employment did not affect whether mothers breastfed by the time of discharge (Dashti et al., 2010). Furthermore, fathers over the age of 40 were less likely to prefer BF as a feeding method than younger ones (P=0.002).
[bookmark: _Hlk123815506][bookmark: _Hlk133702169]Husband’s preferences: Women who perceived that their husband either preferred formula feeding or was ambivalent about this matter were less likely to be BF at discharge than those whose husbands preferred BF (Dashti et al., 2010). According to Alyousefi et al. (2017), however, a lack of encouragement from fathers was not a significant factor associated with EBF; although women in other studies have also cited this factor as a barrier to BF (Orabi, Al-Sayad and Alharthi, 2017). The husband’s lack of encouragement, moreover, was a significant independent factor associated with the termination of BF before six months in one study (Nassar et al., 2014). Additionally, a small number of women said their partner’s dislike of them breastfeeding in public (0.2%) was a barrier to BF (Carballo et al., 2017).
Maternal mother or mother-in-law: In Kuwait, the grandmother's opinion on BF did not affect whether mothers-initiated BF prior to discharge from hospital (Dashti et al., 2010). Another study (Nassar et al., 2014) reported that the grandmother's encouragement was not an important factor affecting the duration of BF. Encouragement from the mother-in-law was the only significant source of encouragement for the mother's decision to breastfeed exclusively for the first six months (p=0.012) (Alyousefi et al., 2017). There was inconsistency among studies in terms of the influence of grandmothers and mothers-in-law, however, as a negative family attitude to BF was given as a barrier by some women (26%) (Orabi, Al-Sayad and Alharthi, 2017).
Domestic worker availability: Again, there were mixed results for this factor. Three studies (Ogbeide et al., 2004; Orabi, Al-Sayad and Alharthi, 2017; Al Ketbi et al., 2018) reported an association between the availability of a domestic worker and BF. Al Ketbi et al. (2018) claimed that the number of housemaids was not associated with EBF, however, although some women mentioned the lack of a housekeeper as a barrier to BF (Orabi, Al-Sayad and Alharthi, 2017). Another study revealed that the availability of a domestic worker did not affect the duration of BF (Nassar et al., 2014). 
Advice from other mothers: Some women stated a lack of support as the reason for using feeding formula in the first 24 hours after birth (Albokhary and James, 2014). Another, study cited the negative experience from mothers for their failure to breastfeed for 24 months (Qadri, Al-Harfi and Al-Gamdi, 1998).
The included qualitative study reported that family support, especially in the first 40 days postpartum, and mothers’ religious beliefs concerning BF were significant predictors for its practice (Murad et al., 2021). This study further contended that the tension reported by mothers who had doubts about BF, for instance, may have been influenced by a combination of factors including hospital policies, family attitudes and the mother’s own views.
Three barriers mentioned earlier under mothers’ attitudes and perceptions are inextricably linked to this layer, namely: feelings of embarrassment when BF, especially in public; fear of unappealing changes in breast shape; and partner’s dislike of mother BF in public. The mothers’ feelings result from the expectations of people close to them and the prevailing culture, so these barriers operate across levels of the socio-ecological framework.
2.5.3 [bookmark: _Toc152032295]Healthcare System 
Factors pertaining to the third layer of the socio-ecological framework, the Healthcare System were: HCPs, antenatal visit, rooming-in, BFHI, and the wide availability of formula milk. Whilst the availability of formula milk was a barrier, evidence for the other factors was inconclusive.
[bookmark: _Hlk139316771]Healthcare professionals (HCPs): There was no correlation between the availability of support from healthcare professionals for BF challenges after delivery and EIBF within 1h (p=0.229) or EBF at 6 months (p=0.222) (Al-Kohji et al., 2012). Mothers who received BF education/information from the nurses were 2.54 times more likely to be still BF at the time of discharge than mothers who did not name nurses as a key source of information (Carballo et al., 2017). Nassar et al. (2014) reported that the doctor’s and team's encouragement was not an important factor that influenced the duration of BF. In only one study in KSA, encouragement from a medical team was not a significant factor associated with EBF (p=0.379) (Alyousefi et al., 2017). Mothers, in another study, cite lack of support from nurses or doctors as a barrier to BF (Orabi, Al-Sayad and Alharthi, 2017).
Antenatal visits: Six studies (Dashti et al., 2010; Amin, Hablas and Al Qader, 2011; Al-Kohji et al., 2012; Dorgham et al., 2014; Alyousefi et al., 2017; Al Ketbi et al., 2018) reported the association between early BF initiation and EBF, and antenatal visits. Mothers who had antenatal care visits were more likely to initiate early BF within 1 hour (P<.001), although this was not found to be an independent factor on multivariable analysis (Dorgham et al., 2014). While another two studies (Amin, Hablas and Al Qader, 2011; Al-Kohji et al., 2012) reported that antenatal visits did not influence early initiation or initiation of BF by the time of discharge from the hospital (Dashti et al., 2010). There was no effect on EBF practices according to other studies (Amin, Hablas and Al Qader, 2011; Al-Kohji et al., 2012; Alyousefi et al., 2017; Al Ketbi et al., 2018). 
Rooming-in: This hospital practice, where the baby's crib is kept close to the mother’s bed 24 hrs a day during the hospital stay, was associated with high uptake of BF in general in one study (Azzeh et al., 2018), with EIBF (El-Gilany et al., 2012; Al-Kohji et al., 2012; Azzeh et al., 2018), and was an independent predictor in one study (Radwan, 2013). Rooming-in was associated with EBF at discharge from a hospital (Carballo et al., 2017) and an independent predictor of EBF for the early months (Radwan, 2013). However, it was not associated with EBF at six months (Al-Kohji et al., 2012) or the duration of BF (Radwan, 2013). Rooming-in was a facilitator of EIBF and EBF at discharge.
Baby Friendly Hospital Initiative (BFHI): One study in KSA (Mosher et al., 2016) examined the effect of BFHI, which includes a 10-Step BF policy for HCPs to implement, by comparing BF outcomes with non-BFHI settings. Women delivering at BFHI hospitals had higher rates of EBF at discharge (51% compared to 29.6%). Although at 1 and 3 months the rates were similar between hospitals, women who had delivered at the BFHI hospitals had much higher rates of EBF at 6 months. A recent study by Hegazi et al. (2019) concluded that education of women on BF during pregnancy should be implemented to increase EBF. Furthermore, adopting the BFHI policy would help encourage and support new mothers to start BF directly instead of turning to formula milk. In Qatar, women who gave birth in a government hospital were as likely to breastfeed within 1 hour of birth as women in a private hospital (Al-Kohji et al., 2012). In contrast, El-Gilany, Sarraf and Al-Wehady (2012) reported that giving birth in a government hospital in KSA was associated with higher rates compared to a private hospital (p <0.001). However, in Kuwait, there was no correlation between four hospitals (three government and one private) and BF or not at discharge (Dashti et al., 2010).
The wide availability of formula milk (Orabi, Al-Sayad and Alharthi, 2017; Hegazi et al., 2019) and its convenience soon after birth (Hendaus et al., 2018) were common barriers to BF as reported by surveyed mothers. This choice appeared to be more of a personal one rather than an issue of the availability of milk. One study (Ogbeide et al., 2004) reported that providing the mother with liquid formula milk samples at discharge had a negative effect on EBF. Another study (Al Ketbi et al., 2018) also found that the provision of liquid formula in the hospital was associated with negative EBF outcomes.
Among the reasons given for ceasing BF within 12 months were that formula-milk was more convenient (16.5%) and easier (14.5%); whereas BF was stressful (14.7%) (Carballo et al., 2017). Among the top reasons for stopping BF at 6 months was in fact that bottle feeding was easier (Mosher et al., 2016). The availability of formula-milk is a barrier that relates not only to the healthcare system but to the fifth layer of the socio-ecological framework, the society/public policy layer. At the time of writing, no studies investigating the issue or its effects at the higher layer had been carried out. 
2.6 [bookmark: _Toc152032296]Conclusion 
This systematic review synthesised evidence from 35 published papers to understand the practice of BF among GCC countries. The review question addressed was “What are the potential barriers to, and facilitators of BF practices: early initiation, EBF, and continued BF up to 24 months in the GCC region?” The key findings revealed barriers/facilitators acting at three layers of the ecological model: Mother and Baby; Family, Social networks & Cultural influences; and Healthcare System.
[bookmark: _Hlk124529328]Within the Mother and Baby layer, the mode of delivery was the most often reported factor, with vaginal delivery found to facilitate mothers to EIBF and EBF at discharge; while C-section was reported as a barrier to the practice of BF in general. Further barriers to BF noted were the use of medication (e.g., sedatives/pain relief) and the inability to sit properly due to episiotomy. Moreover, some mothers simply did not know how to breastfeed, while others faced BF difficulties such as cracked nipples or mastitis. The factors that constituted barriers to BF were also reported as reasons to stop. Additionally, the mother’s employment, instances of a high income, and nationality (being originally from one of the GCC countries) were all factors negatively associated with BF. The reported findings in this layer aligned with the wider literature.
Within the Family, Social Networks and Cultural Influences layer, mothers living with relatives was negatively associated with EBF at six months. The woman living with her husband in a separate house, as well as the husband’s preference of formula feeding, were also barriers. Finally, a lack of encouragement was negatively associated with terminating BF before six months, although overall, the findings for BF encouragement were mixed.
Within the Healthcare System layer, evidence was scarce. Rooming-in was positively associated with EIBF and with EBF at discharge. BFHI was positively associated with EBF at discharge and at six months in the KSA and Qatar. Only one study assessed factors at this level, although two other studies identified the provision of formula milk in hospital and free samples at discharge as a barrier to BF.
The review revealed several inconsistent findings regarding barriers/facilitators for BF among the GCC countries that were possibly affected by the research design and methods as well as by the sample.  These inconsistencies did not provide a clear understanding of the factors influencing BF practices and therefore further research was merited. Furthermore, a number of the included studies did not use any standard definitions related to BF practices. The reported results, largely from quantitative studies (34 papers), lacked any real depth of insight into the findings related to the barriers and facilitators of BF. Many studies used self-administrated questionnaires, which could also have affected the results. Twenty of the studies included were of a low methodological quality, which means a high risk of bias, and this should be considered when interpreting the findings. One study targeted only HCPs (Mosher et al., 2016), and one qualitative study targeted mothers (Murad et al., 2021).

3 [bookmark: _Toc100179882][bookmark: _Toc152032297]Chapter 4: Methodology and Methods

This chapter describes and justifies the methodology and methods for conducting this study. A discussion of the research paradigm is followed by outlining the mixed methods approach, including the concurrent design. The methods used in each study are specified, including the selection of study sites and participants. Data collection and analysis methods for each study are presented. The chapter concludes by discussing the researcher’s role in this study.
3.1 [bookmark: _Toc100179883][bookmark: _Toc152032298]Research Paradigm
In social science research, research paradigms provide the basis for interpreting and understanding a particular phenomenon through philosophical positions (Bowling, 2014). These philosophical positions include a set of beliefs and values that shape a researcher's worldview and influence their approach to research, including the selection of relevant topics, data collection methods, analysis, and application. Four main philosophical concepts that are central to research studies are ontology, epistemology, methodology, and axiology. Ontology refers to the exploration of the true nature of reality, while epistemology centres on individual subjective perceptions and understanding of what exists and occurs in the world. Methodology focuses on the different approaches used in knowledge acquisition, and axiology involves ethical considerations and values that guide social inquiry (Green and Hall, 2010).
By understanding and adopting a particular research paradigm, researchers can improve their understanding of data, produce relevant research findings, and make meaningful contributions to their field of study. Additionally, it can help researchers determine and develop research designs that can extend beyond their own experiences. The various paradigms available, such as positivism, constructivism, realism, and pragmatism, are all philosophical positions that can interpret quantitative and/or qualitative data in different ways. Hence, it is crucial to be clear about the paradigm that informs the research being carried out.
The choice of the pragmatic paradigm in this research was based on its practical approach towards addressing real-life problems, such as understanding factors influencing BF in the KSA that could relate to the decline in BF rates, without getting caught up in philosophical arguments about the true nature of reality (Patton, 2005). The pragmatic paradigm recognizes the possibility of objective truth while acknowledging the existence of different subjective truths from individual perspectives, with reality changing over time based on different contexts and experiences (Patton, 2002). It does not adhere to a single view of reality or assume there is only one correct philosophy (Frey, 2018). Instead, it proposes that the choice of research design should be based on what works best for a specific research problem (Frey, 2018; Tashakkori and Teddlie, 1998). It emphasizes a problem-solving approach to research and a commitment to human progress, with a focus on identifying ‘what’ and ‘how’ something occurs in relation to different research problems (Creswell, 2009). From the researcher’s perspective, pragmatism can be defined as a way of thinking about the dynamics of the real world and making sense of it, as explained by Patton (2002). Therefore, the research design is based on a selection of methods, frameworks, or models that can capture and make sense of the data needed to answer the research question (Creswell, 2009), with a focus on ‘what works’.
The different paradigms, such as positivism, constructivism, realism, and pragmatism, are all philosophical positions, which have the capability to interpret quantitative and/or qualitative data, in different ways. For example, positivism is based on the idea that there are scientific laws and social phenomena within reality that can be measured objectively through quantitative methods. In contrast, constructivism assumes that knowledge and meanings are created by people interacting with each other and thus, becomes subjective and can be comprehended only through qualitative methods. Therefore, it is important to be clear about the paradigm within which this research has been carried out. 
This research has adopted the pragmatic paradigm for several reasons. Pragmatism seeks to avoid philosophical arguments about the true nature of reality and focuses instead on addressing real-life problems, such as the decline in BF rates in the KSA, in a practical way (Patton, 2005). It maintains the possibility of an ‘objective truth’, together with different subjective truths from individual perspectives, and states that reality changes over time as individuals act and change in different contexts (Patton, 2002). Meanwhile, it focuses on a problem-solving approach to research and a commitment to generating results that can advance human progress (Frey, 2018; Greene and Hall, 2010). This involves the dynamics of ‘what’ and ‘how’ something occurs in regards to different research problems (Creswell, 2009, p.11). From the researcher’s point of view, pragmatism can be defined as “a way of thinking about the dynamics of the real world and making sense of it” (Patton, 2002). Hence, the research design must be based on a selection of methods, frameworks or models, that can capture and make sense of the data needed to answer the research question (Creswell, 2009). In other words, the focus is on ‘what works’. In the pragmatic paradigm, the utility of a theory or method is its problem-solving capacity; from this perspective, the socio-ecological model is of value in this research because of its potential to understand and solve issues relating to BF in the Saudi context. It offers a holistic approach to the examination of factors related to the individual, their social networks, the health system, and the wider society, as well as the interactions between factors, and their effects on BF (Sallis, Owen and Fisher, 2015). This, in turn, enables consideration of recommendations and solutions that act on multiple levels of the model to improve the situation.
3.1.1 [bookmark: _Toc152032299]Mixed Methods Research
[bookmark: _Hlk135743252]Given the different philosophical positions and the complexity of researching contested behaviours, such as BF practices, a pragmatic approach is deemed the most relevant. This approach addresses the issue both logically and practically, with a focus on individual participants’ responses, and allows for theoretical flexibility and a compromising approach to consider the diversity of different people’s positions, opinions, and perspectives (Morgan, 2007; Creswell and Plano Clark, 2018). This is appropriate in the present study, which incorporates the views of mothers of varying age and family size, as well as healthcare professionals with differing roles and from different hospitals. Moreover, the flexibility, together with the requirement for selection of research methods that lead to perceived improvement, supports the use of mixed methods of research with both quantitative and qualitative form (Plano Clark and Creswell, 2008). The use of mixed methods can provide a more comprehensive understanding of the factors that influence BF practices, ultimately leading to improved health outcomes for mothers and infants.
Various definitions and names have been used since the middle of the 20th Century to refer to mixing or combining qualitative and qualitative data, including multi-method forms and integrated methods. In the modern era, though, the most commonly referred to term is ‘mixed methods’ research (Kettles, Creswell and Zhang, 2011; Creswell, 2009, p.217). In the 1980s, the amount of mixed methods research studies started to increase (Creswell, 2014). The ways that mixed methods research has been defined have changed through the years depending on the focus of the studies’ investigation, and the aim of the study in question (Creswell and Plano Clark, 2018). 
[bookmark: _Hlk135743280]The mixed methods approach combines quantitative and qualitative data, with the aim of developing research findings through merged data analysis. This form of approach is beneficial, as a single approach within a study may not cover every relevant aspect under investigation (Small, 2011; O’Cathain et al., 2007). Correspondingly, a mixed methods approach enables access to a greater level of data and analysis (Creswell, 2014; Sandelowski, 2000), which is able to advance a study’s scope, as well as increase the reliability of the analysis, and thus, produce better quality evidence (Creswell, 2014; Sandelowski, 2000). Hence, mixed methods are able to develop a researcher’s level of understanding regarding a certain topic, as it provides more perspectives on many different factors (Creswell and Plano Clark, 2018). As a result, it is increasingly gaining popularity in public health research, even though it requires expertise in a variety of specialities, and is more time-consuming than other methods (Creswell, 2009; Tashakkori and Teddlie, 1998).
3.1.2 [bookmark: _Toc152032300]Justification for Mixed Methods Approach
The combination of both qualitative and quantitative research is undertaken for many different reasons (Bryman, 2006; Creswell and Clark, 2018 p: 290). In the present study, it minimised the limitation of only using a single quantitative or qualitative approach. This helped provide a more in-depth analysis of BF practices, which was vital to this current research, as previous studies had not explored this sufficiently, especially in relation to BF in KSA. It has been shown that research into BF practices among the GCC countries has mainly used a quantitative approach, and not qualitative methods or combined quantitative or qualitative methods. A quantitative approach was beneficial in that it gathered substantial information from participants, who had not previously been analysed (i.e., HCPs in the current study), which would establish baseline data to better understand the factors that influenced BF practices. Comparatively, a qualitative approach was useful as it had the ability to provide information based on the participants’ individual values and beliefs (Bryman, 2012), in this case, mothers in KSA.
[bookmark: _Hlk148816129]From a practical perspective, this approach was beneficial, as a combination of both quantitative and qualitative data helped produce a more comprehensive understanding for thorough analysis of a research issue (Creswell, 2009). Moreover, merging of two individual data sets helped increase the confidence levels in the results, by ensuring that the marginalised voices of the participants (specifically Saudi mothers) were heard and explored. The mixed methods approach supports the adoption of mixed qualitative and quantitative data collection instruments, such as the questionnaire and interviews selected for the present study, or using secondary and primary data (Creswell, 2009). A mixed methods approach was also good for the current study, as at the time of writing, no previous study in KSA had explored the perspectives of both Saudi mothers and HCPs regarding BF practices. However, it needs to be stated that there are contrasting opinions in relation to using mixed methods; Tashakkori and Teddlie (1998), for instance, believe that a single method can often be preferable, as the paradigm argument on the contrasting paradigms indicates that the combination remains superficial. 
Even though there have been different statements of criticism regarding mixed methods, pragmatists in research have referred to the benefit of the process in increasing levels of understanding of certain research issues, such as BF practices, which have not been explored previously using this specific combination of methods and participants. Overall, the mixed methods approach in this study worked through integrating results through organising the factors and themes according to the socio-ecological framework. The combination of data sets produced beneficial evidence that a singular data set could not provide (O’Cathain, Murphy and Nicholl, 2007). The exploration of BF practices and associated factors in KSA required analysis from a variety of perspectives. Hence, the combination of qualitative and quantitative methods reduced the weaknesses of a single form (Morse, 2003; Creswell and  Plano Clark, 2007). The current study, thus, aimed to develop, through the use of mixed methods, a more comprehensive understanding of a broader picture of how BF practices were influenced by different factors in KSA.
There were significant challenges, though, in the process of implementing a mixed methods approach, as the data collection for the two individual phases of study, both quantitative and qualitative, required a considerable length of time (Plano Clark and Creswell, 2008). Nevertheless, this utilisation of time was valuable, as there was a clear methodological gap in the literature, particularly the lack of qualitative data on the topic of “BF practices”, and a lack of quantitative data beyond mother-related factors, as the systematic review from this study has demonstrated. Subsequently, the mixed methods approach helped this study produce more details from multiple factors that influence BF practices in KSA, and provide important contributions to the field of research through in-depth explanations of the differences that are central to BF practices in general. This was combined with the study’s systematic review of existing literature on this particular topic, to improve upon the evident gaps in knowledge. Therefore, the findings provided important and relevant perspectives of the problem that are centred on contextual relevance.
3.2 [bookmark: _Toc100179885][bookmark: _Toc152032301][bookmark: _Hlk135743303]Methods
[bookmark: _Hlk100269380]Different types of mixed method designs, up to forty different types, are listed in the literature (Ivankova and Plano Clark, 2018). The six most often referred to are designed based on three main considerations, in addition to the theoretical perspective which has already been discussed, namely: priority, implementation, and integration (Creswell, 2003). Priority refers to which method, either quantitative or qualitative, is given more emphasis in the study. Implementation refers to whether the quantitative and qualitative data collection and analysis comes in sequence or in chronological stages, one following another, or in parallel or concurrently. This study therefore reflected on these important aspects of mixed methods, which were incorporated in the design and implementation stages. In this current study, priority was given to the qualitative study as shown Figure 4.1, which aimed to give a deeper understanding and complete picture of barriers to BF practices in KSA. Moreover, it adopted a concurrent mixed methods design.
3.2.1 [bookmark: _Toc152032302]Concurrent Mixed Methods Design 
The two main mixed methods designs are the concurrent and sequential, with other variants of these two main forms (Cresswell, et al., 2003; Creswell and Clark, 2011). The timing of the data collection is fundamental to identifying the mixed methods design. In this study, a concurrent design was found to be appropriate, taking into consideration the limited time and resources, and the research questions to be addressed. The concurrent design was an efficient approach for this work, as it involves collecting both quantitative and qualitative data in parallel, in the same time, and for a short timeframe (Creswell, 2011). The strength of using this design stemmed from the fact that it avoided the limitation of individual studies, while building on individual strengths within a short data collection time frame, and strengthening knowledge claims, which can be better explained by comparison (Creswell 2004; Castro et al., 2010). In this research study, the comparison and integration of both data sets was applied during the final findings’ discussion (Chapter 8).
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[bookmark: _Toc152000246][bookmark: _Toc99811098][bookmark: _Toc139526652]Figure 4‑1 Concurrent mixed methods process for this research (developed by the researcher)

3.3 [bookmark: _Toc100179886][bookmark: _Toc152032303][bookmark: _Hlk135743333]Study Setting
The empirical work undertaken for the current study focused on the capital of KSA, Riyadh, which is situated in the centre of the country (see Figure 4.2). Its full geographical area spans 380.000 square kilometres, and covers approximately 17% of the entire nation’s territory. Riyadh is home to a total of five million inhabitants, which represents 23% of the country’s overall population (Ministry of Interior, 2021). There are five distinct areas that comprise Riyadh: North, South, East, West and Central, which are further divided into 19 districts (MOI, 2021).
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[bookmark: _Toc99811099][bookmark: _Toc139526653][bookmark: _Toc152000247]Figure 4‑2: Map of Riyadh and its Location in KSA (MOI, 2021)

Riyadh has many large tertiary care hospitals and maternity departments, which were considered to be ideal places to undertake this current empirical work, as the significant number of HCPs in practice was viewed as beneficial in facilitating data collection to achieve the study’s objectives. A total of five hospitals were chosen for the current study to be sites where data collection would be undertaken. These were King Fahad Medical City (KFMC); King Salman Hospital (KS); Imam Abdulrahman Alfaisal Hospital (IAA); Al Iman General Hospital (AIG); Al Yamamah Hospital (AY); and primary healthcare centres (PHCs) (see Figure 4.3). Additionally, both baby friendly hospitals and non-baby friendly hospitals were also chosen as potential sites to conduct the field research. These hospitals were selected in order to provide diversity in data, which would help to explain the different factors that influence BF practices. Private hospitals were excluded, though, as they provided contrasting BF support systems to those implemented through the government structure by the MOH.
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[bookmark: _Toc99811100][bookmark: _Toc139526654][bookmark: _Toc152000248]Figure 4‑3: Selected hospitals in Riyadh on a map (Google)

[bookmark: _Hlk135743358]One of the main reasons for selecting these five hospitals was that they would provide data from the different areas of the north, west, east, south and centre. This would improve variations, and promote the sample’s heterogeneity, and ultimately develop a multi-layered response to the stated research question. The setting remained the same for both studies, each of which is described in detail in the following sections.
3.4 [bookmark: _Toc100179887][bookmark: _Toc152032304]Quantitative Study (cross-sectional study)
The design and methods used in the study are presented in this section, which show a descriptive cross-sectional study consisting of primary data taken from HCPs working at five different hospitals and health facilities. The first part of this section presents the primary objectives for the quantitative study, which were as follows:
· Describing HCP awareness of BF policy.
· Awareness was defined as knowing that something exists, such as a policy, without knowing the content of the policy.
· Describing HCP knowledge and views of BFHI and TSSBF.
· Knowledge was defined as knowing some of the contents of the policy, while views were defined as personal opinions about the policy. Knowledge is different to understanding in that two people can know the exact words contained in a statement but understand their meaning and importance in different ways.
· Describing HCP attitudes toward infant feeding practices.
· Attitudes were defined as the values, beliefs of feelings that make an individual more likely to take a particular action or support others to take that action.
· Describing HCP views on barriers, enablers, ways to promote and support BF.
3.4.1 [bookmark: _Toc152032305][bookmark: _Hlk135743397]Quantitative Study Sampling and Recruitment 
Purposive sampling was employed, because it provided an in-depth insight into the topic being investigated (Creswell, 2007). Five hospitals and health facilities were identified and recruited. Additionally, a list of criteria utilised to identify the sites to facilitate the accessibility to HCPs was used. This ensured diversity among the hospitals, albeit with the requirement that they must be maternity wards or baby clinics. An introductory email was sent to the Director of Nutrition at the MOH regarding the current study and possible research opportunities that focused on the challenges to BF practices. Following this, in August 2019 the researcher met with the Director of Nutrition in Riyadh, who had a supervisory role in the promotion, support and protection of BF practices. Subsequently, it was possible for the researcher to better determine what would be beneficial research into BF practices in the future, combined with the evidence found from the systematic review. The Directorate for Research and Studies at the MOH was then contacted to complete the ethics approval for the study, especially as the included hospitals were the most patronised under the MOH. The MOH granted ethical approval for KS, IAA, AIG, AY and health facilities, while KFMC was contacted separately (Appendices 9 and 10).
[bookmark: _Hlk135743430]4.4.4.1	Quantitative Study Participants
Once sites were recruited, the researcher selected HCPs, who had close contact with mothers and their babies (both for inpatients and outpatients; while the professionals would include nursing and midwife employees, NICU nursing staff, obstetrics and gynaecologists, educational specialists in BF, IBCLC BF counsellors, paediatricians and nutritionists).
Gatekeepers 
Before the data collection process was undertaken, as well as during the researcher’s visit to Riyadh to meet with Director of Nutrition, a few names of individuals who provided support for BF at health facilities were provided to the researcher by the Director of Nutrition and the lead BF educator at KS, in order for the research study to be presented to them and also for the researcher to get familiar with the setting was also beneficial in facilitating access to selected hospitals. This helped to check whether there were potential BF issues which needed to be considered regarding institutional influences in BF from the perspective of HCPs, together with the discussion of data collection. Initially, the researcher met with the lead BF educator at KS (who will be called Zarah), who offered the possibility to speak with other relevant BF educators, as well as gain access to the BF support system in the maternity wards at the same hospital. Moreover, Zarah facilitated meetings with other heads of nursing (i.e. gatekeepers), who worked in roles that supported BF at the chosen hospitals. The researcher then contacted the gatekeepers with a brief description of the study, and scheduled appointments to meet in the identified hospitals (see Figure 2).
Following this, the gatekeepers provided ethical approval to participate and were shown the criteria for the purposive sampling approach to recruit HCPs for the current study. As mentioned, the sampling strategy helped maximise the overall inclusion rates, together with variations to promote heterogeneity among the participants. The gatekeepers then introduced the researcher to the BF support team, and helped with the organisation of the web questionnaires’ distribution, which was conducted through emails and WhatsApp. The relevant participants then received the invitation letter with the information sheet, which included details of the research, and were informed that participation was voluntary and that they were free to withdraw from the study at any point. It was also explained that the information they gave would be anonymised, stored securely and shared only among the research team members. Those who wanted to participate were asked to sign the consent form before they completed the questionnaire.
3.4.2 [bookmark: _Toc152032306]Questionnaire Development 
There was a requirement to better understand institutional factors regarding BF as one particular aspect of the socio-ecological framework, as shown by the systematic literature review (see Chapter 3). The questionnaire was created following a review of the literature review, along with consideration of the hospital self-appraisal and monitoring tool (WHO, 2009) and the implementation guidance for the revised Baby-friendly Hospital Initiative (WHO, 2018). The WHO hospital self-appraisal and monitoring tool offers a structure for evaluating and overseeing hospital operations associated with BF, encompassing policies and procedures, personnel training, and support for mothers and their infants. By adopting this tool, hospitals can identify areas needing improvement in their BF support and devise strategies to strengthen their practices. Analysing the tool enabled the researcher to recognize the vital aspects that the survey had to address, such as hospital policies and procedures pertaining to BF, staff training and support, and communication with mothers concerning BF. This guaranteed a comprehensive survey encompassing all pertinent areas of hospital operations related to BF. The employment of the WHO hospital self-appraisal and monitoring tool proved particularly advantageous in assuring the survey questionnaire's practicality and feasibility for hospitals to complete. Overall, following reviews, evaluations, and translations of the questionnaire between September and December 2019, it was improved three times, with the final questionnaire presenting clearly how participants would need to answer the individual sections. Specifically, the researcher excluded any questions that were perceived as too long, technical, or ambiguous in nature (Bryman, 2012). This guaranteed a clear and easily understandable questionnaire, enhancing the likelihood of HCPs participating in the survey. Consequently, this contributed to the acquisition of high-quality data that could be employed to design interventions and refine hospital practices concerning BF.
In addition to the WHO hospital self-appraisal and monitoring tool, reviewing the literature and the implementation guidance for the revised Baby-friendly Hospital Initiative by the WHO (2018) played a crucial role in the creation of the survey questionnaire for the present study. Both tools offered guidance for formulating practical and feasible questions, guaranteeing an easily understandable and manageable survey, which ultimately improved the quality of the data gathered. Utilizing these tools has the potential to advance hospital practices concerning BF and foster improved maternal and child health outcomes.
In the questionnaire used in the present study, there was one question that was revised to focus solely on training related to organizational support for BF practices. This question did not specifically focus on other aspects of organizational support such as mentoring or peer learning. The questionnaire consisted of six individual sections, with a total of 47 items. Both the Arabic and English version are shown in Appendix 12). The first section was developed by researcher from reviewing the literature which focused on the participants’ respective backgrounds and demographic information, such as their workplace, gender, marital status, age, nationality, language, education, experience, current position, time in current position, training received in BF support and personal experience of BF. The second section was developed from the literature and implementation guidance for the revised BFHI. This section centred on the participants’ awareness levels of existing BF policies (5 statements). The third section, which focused on the knowledge levels of the participants regarding BFHI (13 statements) was developed from reviewing section 4 of both the WHO hospital self-appraisal and monitoring tool and the implementation guidance. The fourth section explored the perceptions of the participants regarding BFHI (4 statements and one open question) and was developed by reviewing the literature. The fifth section, which was also developed by reviewing the literature, presented questions to ascertain participants’ opinions on attitudes towards infant feeding practices (9 statements). From the second through to the fifth sections a five-point Likert-type question style was applied, which used the quantifiable answers: strongly disagree, disagree, neither agree nor disagree, agree, strongly agree. The sixth and final section of the questionnaire consisted of three specific open-ended questions aimed at gathering qualitative data regarding the challenges associated with BF practices and potential improvements that could be made to BF support in the workplace. By including both Likert-type questions and open-ended questions, the questionnaire allowed for a nuanced understanding of the experiences and perceptions of participants related to BF practices. The revision of the question related to training helped to ensure that the questionnaire was specific and relevant to the context of the study, which increased the validity and reliability of the data collected. Overall, the questionnaire used in the present study was comprehensive and aligned with the research aims and objectives, providing valuable insights into the factors influencing BF practices.
3.4.3 [bookmark: _Toc152032307]Piloting the Questionnaire
A pilot study for the questionnaire was used in the present research, as it helped to prepare the researcher to conduct the actual study on a larger scale, and to determine how the adopted methods or tools functioned in practice (Kim, 2011). The pilot study helped improve the questionnaire structure, which was conducted in January 2020 with 25 participants, although it must be noted that any data was excluded from the final data analysis, as the pilot study was only used to validate the questionnaire and refine its application. For the pilot study, the survey questionnaire was initially translated from English into Arabic, and then distributed among the 25 participants, who were all based at Riyadh’s Maternity Hospital.
The participants from the pilot study had similar demographic characteristic to those who participated in the final study. Once the participants had completed the questionnaire, they provided relevant feedback, in order for the researcher to develop how the questions would be written and presented in the final study. For example, certain participants felt that the question “do you have any breastfeeding experience?” was ambiguous. Hence, it was possible for the researcher to refine this question and rephrase it to read “Do you have a personal experience or with those around you in breastfeeding?” (although this was in Arabic). Another question focused on information concerning how teams were supported in their clinical settings, which was subsequently adapted to focus on the availability of BF training for staff members. A further improvement was made to the questionnaire following the pilot study, as the knowledge section was improved to include the international code of marketing for alternatives to breast milk.
3.4.4 [bookmark: _Toc152032308][bookmark: _Hlk135743670]Quantitative Data Collection (cross-sectional)
The participants received the questionnaires in both paper and online formats, with the paper version distributed to the maternity nursing heads who worked at the selected health facilities, and who then distributed them to the staff members who had signed consent forms. These participants were informed to return the paper questionnaires at their own convenience in an envelope, and were informed that their personal data would remain confidential and safe. The online questionnaire had a link, which was shared with the heads through WhatsApp, with a reminder sent after a period of three weeks to retrieve completed questionnaires that had not been returned. Unfortunately, the data collection process occurred during the early stages of the global COVID-19 pandemic (January-March 2020); this had, a detrimental effect upon response rates, as the healthcare professionals were increasingly busy working through consequences of the pandemic. As a result, additional reminders were sent, and the deadline for questionnaire completion extended until June 2020, in order to increase the number of responses, which required a pragmatic approach to the sample size. 
3.4.5 [bookmark: _Toc152032309]Quantitative Data Analysis
[bookmark: _Hlk135743699]Descriptive analyses were performed using the statistical package, IBM SPSS Statistics version 26; with the questionnaire validated with the Cronbach’s Alpha test (value of alpha was 0.83). Continuous data are reported using median, interquartile range and range. Categorical data are reported using frequency counts and percent. Likert response data are presented graphically using stacked bar charts. Graphs were generated using Microsoft Excel. Questionnaire items are briefly summarized in the footnote for each figure; full questions/statements can be found in Appendix 12. 
3.5 [bookmark: _Toc152032310][bookmark: _Toc100179888]Qualitative Study 
The utilised methods for the qualitative study are detailed in this section below, which demonstrates the qualitative study data that was ascertained from selected hospitals (n=5) and health facilities. The initial section shows the qualitative study’s main objectives, which were:
· Exploring Saudi mothers’ views of BF.
· Exploring barriers to BF practices.
· Exploring mothers needs of support to breastfeed.
3.5.1 [bookmark: _Toc152032311][bookmark: _Hlk135743746]Qualitative Study Sampling and Recruitment 
[bookmark: _Hlk100270137]Participants were recruited from the selected hospitals in Riyadh using convenience sampling. Moreover, to increase the variation sampling, the researcher used diversity in the mothers’ demographics and their social networks, although they all had to be over 18 years old to be eligible to participate. This helped to ensure that the interviews were undertaken with a heterogeneous sample group, while quality understanding was obtained from a variety of perspectives. Therefore, in the current study, the sample was selected based on suitability to provide an adequate and precise range of perspectives as well as enough in-depth insight regarding BF practices. In addition, the sample size enabled the researcher to be confident that data saturation had been reached, in that individual participants had reached the point where they had nothing further they wished to say, and later, in the data analysis process, no new codes emerged. Both these definitions of saturation, among others, have been discussed and accepted by Saunders et al. (2018), who stress that the concept of saturation should be clearly conceptualised in a study. On the other hand, given the possibility that the ‘new’ can always found, saturation has been defined as a matter of degree, and therefore the focus of saturation should be to reach the point, where it would be counter-productive to acquire more data, and the general narration is no longer enhanced by the new. In such context of saturation interpretation, the question to be answered is not about whether saturation has been achieved, but about the amount of saturation considered to be sufficient (Saunders et al., 2018). Morgan et al. (2002) stated that it is the first 5-6 interviews which will provide novel data and concepts, while. Guest and colleagues (2006) make a related observation that 6-12 interviews are normally sufficient to reach data saturation. In this study, saturation involved continuous and progressive decision-making to data saturation with consideration to Guest et al. (2006) observation. 
Invitations were sent to the potential participants through the recruited hospitals and some PHCs through gatekeepers and BF support teams in maternity wards and baby clinics. Moreover, leaflets and flyers were sent that provided essential information regarding the research. As for the participants in the quantitative study, the informed consent form provided details on the study’s aim, purpose and procedure, ways in which the data would be utilised, and an explanation that they would be able to leave the study at any time without question or need for explanation. It was also explained that the information they gave would be anonymised, stored securely and shared only among the research team members. Those who wanted to participate were asked to sign the consent form before they completed the questionnaire. For the individuals who stated that they were willing to be interviewed, the researcher subsequently detailed both the research aim and objectives, as well as providing the opportunity for questions. All the participants’ contact information was collected by the researcher, and they were then contacted via telephone to discuss any further relevant points. If an individual was still interested in being a part of the study after these stages, then an interview was organised at a time and place to participant convenience. 
3.5.2 [bookmark: _Toc152032312]Topic Guide Development
The topic guide preparation stage essentially began prior to the participants being invited. Also, it was important for a researcher to gain certain level of understanding into the lives and experience of the chosen sample before commencing with interviews, through reviewing the relevant literature (Knox and Burkard, 2009). Thus, in the current research the topic guide was created from reviewing the literature; a semi-structured topic guide was created and utilised for the current research, which included four main topics. It was initially developed in English at the start of the research and formulated to comply with the aim of the study. It was amended following review by the research supervisors, with the inclusion of prompting questions which were used to encourage participants to expand thoughts and levels of understanding and response.
In the first section of the topic guide, which provided details of the study’s background, it showed that during the initial part of the interview it would be important to develop a connection with the participant whilst making for a comfortable setting. Questions used included: “tell me something about yourself and your baby?”. This then moved into the section with questions that focused more on the participants’ experiences of BF and to determine any support received or challenges presented, with questions such as: “Please tell me about your breastfeeding experiences as a mother”. The following two sections then aimed to acquire information on the participants’ different perceptions of BF support, and explore perceptions in regards to mothers’ needs and potential solutions to BF improvements in Saudi society, respectively. The last part included an invitation to the participants ask any other questions or to have any other points clarified. In addition, further relevant follow-up questions were asked, which encouraged the participants to go more in-depth with their answers with more specific details. Even though the topic guide provided a focus on the four main topics that were initially stated, different areas of interest were also able to be investigated during the interviews, as new topics appeared in certain interviews. For instance, one question was: “it has been stated that some husbands may challenge women in relation to BF; would you like to provide your opinion or experience of this matter?” Moreover, it was also possible on other occasions to deviate from the guide to delve further into particular topics raised.
The topic guide was translated into Arabic (Saudi dialect), with emphasis on not distorting the original meaning throughout. The topic guide translation was important for the participants to better express themselves comfortably and appropriately. The topic guide was then retranslated into English in order to provide comparisons with the original and ensure that nothing had changed. The topic guide provided a series of open-ended questions allowing flexibility so that interviewees could introduce new information. This guided questioning during the interviews, although it did not dictate any form of data collection. After all these steps, the topic guide was piloted. 

4.5.2.1	Piloting the Topic Guide
The pilot interviews were conducted at KS hospital in Riyadh with a total of three participants. The pilot aimed to ensure that no unanticipated issues would be present when conducting the study’s actual interviews, with the questions format analysed, as well as the interview timing, clearing up any potential ambiguous questions, and/or improving the questions’ delivery and level of appropriateness. Further, the process improved the interviewing skills of the researcher and identified the different practical challenges that could be encountered (Kim, 2011). The transcripts that were taken from the semi-structured interviews were subsequently analysed and included in the actual study, as qualitative interviews continuously improve through a study’s stages of progression, which is why many people have stated that pilot studies are an actual part of initiating a main study, and are not separate from it (Holloway, 1997). Indeed, the researcher in the current study increased her confidence levels and insights before conducting the main interviews, which helped improve interview schedules, forms of questioning, and how to introduce the different issues to the participants.
Various ethical, cultural and social challenges were evident from the qualitative pilot study in regard to the collection of data. As a result, different measures were put in place in order to reduce these occurring in the actual documented study. Therefore, the relevant adjustments were made to the interviews; for example, a few participants did not fully understand the question, “what does breastfeeding/optimal breastfeeding mean to you?”. The participants were then prompted to respond through different terms, such as emotionally and scientifically; and informed that there was no set correct or wrong answer, which resulted in more depth to the discussion. Likewise, this occurred in regards to the discussions on BF support, as there was one specific question: “what do you think would help mothers in Saudi Arabia to breastfeed?”, which many participants were not sure how to answer initially without prompting.
3.5.3 [bookmark: _Toc152032313]Qualitative Study Data Collection
[bookmark: _Hlk100091155]Data were collected through semi-structured interviews. The initial interviews produced information as a base for the following interviews. Some interviews were conducted at maternity wards in the selected hospitals in a private room and some at the participants’ homes, if this was the participants’ preference, as their comfort and privacy were essential to the process. Meanwhile, other interviews took place over the phone, due to the necessity caused by the COVID-19 pandemic; a signed informed consent form was obtained from all the participants prior to any type of conducted interview (see Appendix 11). 
During the interviews, it was common for socio-cultural factors to become part of the discussion in regards to KSA, and thus, the participants and the researcher started to interact more freely, while the participating mothers were given sufficient time to provide as much detail as they could and to not feel rushed. Correspondingly, data analysis was continuously reviewed following the information provided, which was conducted in order to analyse new topics that the participants had raised.
For each interview, the participant chose whether they would have a face-to-face or telephone interview. The interviews were all audio-recorded following consent from the participants. Nevertheless, the researcher did keep certain handwritten notes to document specific occurrences during the interviews that an audio recording could not capture, such as a participant’s body language. At the end of the interviews, the women were thanked for their participation and informed that the information provided would remain confidential, as the data would be kept secure with the participants’ details remaining anonymous, with the data safely stored on a drive at the university.
During the interviews, the researcher maintained a respectful and empathetic demeanour, creating a safe and comfortable space for participants to share their experiences and perspectives. This approach allowed participants to feel more comfortable sharing personal and potentially sensitive information, which in turn contributed to a more in-depth and nuanced understanding of the issues at hand. Additionally, by allowing participants to choose the interview format that best suited their needs, the study was able to accommodate a diverse range of participants with varying levels of availability and mobility.
3.6 [bookmark: _Toc100179889][bookmark: _Toc152032314]Transcription and Translation 
3.6.1 [bookmark: _Toc152032315]Transcription
All the research interviews were conducted by the researcher and in participants native language Arabic with the Saudi dialects. The transcript captured all participants words and sounds such as “umm, aaa”, including repeated phrases e.g. “Sub-han-Allah”. This means that transcriptions included pauses, mis-hearings and speech dynamics for the transcript to remain true, and capture what each participant said.
Transcription began immediately after each interview was completed. The recorded interviews were initially transcribed verbatim in the original language using the (Transcribe 4.14) application for dictation and for the initial transcription, the audio files were converted into word files, before they were reviewed and edited by the researcher to check for accuracy of the text. The process started by capturing verbal communication and replacing any names with pseudonyms for confidentiality as well as non-verbal communication like paralinguistic face or voice elements “smiles, hand/finger movements, latency period, voice volume, speech speed and other facial expressions”. Once the transcript was completed it was reviewed by the researcher (SA) listening to the audio record again. This transcription process was repeated for the 25 conducted interviews. The transcription process was performed by the researcher SA. 
Each participant was assigned a unique ID, with their names and study codes stored safely on an encrypted password protected researcher PC. This ensured that during translation, and subsequently, the raw data was shared without revealing the identity of the participant. The researcher was the only person who listened to the audio recordings; participants’ names and identifiable details were removed from the recordings as well as interview transcripts. In order to maintain confidentiality in reporting the findings, quotes form participants were referred to by their participant code number.
3.6.2 [bookmark: _Toc152032316]Translation 
For the purpose of the current study, which was required to be conducted in the English language, it was necessary to translate all the interviews from Arabic to English, which required special consideration when it came to dialect translation, as accurate translation needs to consider the different uses of words between geographical locations among participants. Therefore, a professional Saudi female translator specifically conducted the translation process. The translator was chosen based on her awareness of the Saudi cultural context and Saudi dialect to facilitate gaining the most appropriate equivalence (Birbili, 2000). 
For the validity and quality assurance, the researcher did a back translation to Arabic without seeing the original Arabic transcript, in order to compare against the original transcripts to ensure that no changes had been made to the meaning of the text. Additionally, the researcher reviewed the translated transcripts in order to capture the entire conceptual meaning of the original language to add participants’ vital words, views, feelings, and so forth. Between the researcher and the translator, there were several discussions; firstly, the original transcripts were written in the participant’s Saudi dialect, while the back-translated scripts were written in formal Arabic language. Secondly, the original transcripts in Arabic included fillers such as “e.g. umm, ooo, ahh, which they are equivalent to in Arabic اممم, اوووو, اهااا”, also with the repetition of some words “Ma-shallah, Sub-han-Allah, whose equivalents in Arabic are ماشاء الله, سبحان الله” or pauses. The translator suggested removing these repetitions and fillers in order to provide a clean written translated transcript and from her perspective as translator this was the key element in English or Arabic writing. On the other hand, from the researcher’s perspective, the interviews’ transcripts needed to present the data exactly as described by participants. Therefore, the researcher decided to include repetitions and filler words in the translated transcript. Finally, disagreement about some translated terms specifically related to infant feeding for example, حليب القوطي, الرضاعة الطبيعية, which literally mean “canned milk” and “natural feeding”. These disagreements were resolved by the researcher deciding to use “formula milk” and “breastfeeding” respectively, as these were the equivalent English words in the context of the present study to the Arabic dialect meanings. Furthermore, the researcher ensured the conceptual equivalents were captured for expressions, such as سبحان الله, ماشاء الله. This process was followed to achieve and capture the culturally-equivalent meaning as faithfully as possible (Jones et al., 2001). 
3.7 [bookmark: _Toc100179890][bookmark: _Toc152032317]Qualitative Study Data Analysis 
[bookmark: _Hlk100270493]It is important that the ways in which a qualitative analysis is conducted are understood, as the process can present challenges for a novice researcher (Maguire and Delahunt, 2017). Microsoft Word was used based on the researcher’s preference as a tool of analysis. Thematic analysis (TA) was used in this procedure, as it helped to identify, analyse, and report the different data patterns through an approach that was both structured and flexible, and adaptable to fit the requirements of the research. TA is not only flexible, but also provides the foundation skills required for several other qualitative analytic methods. It provides in-depth and detailed data, which can sometimes be very complex (Braun and Clarke, 2006). TA helped in the analysis of data through its inductive approach, based on raw data that had been collected to develop analytical themes from the participants’ experiences and opinions. An inductive approach enabled the research to become more open to possible different factors that might emerge from the interviews, which was vital, as the current study was the first on such a topic in KSA. The thematic approach produced themes from the data, which presented important patterns of information that corresponded with the research question, and represented meaning within the data sets (Boyatzis, 1998). Important themes were found from this process and used for analysis; as it was not linear, a step-by-step repeated process was undertaken. 
Data coding stage included identifying parts of the data that were meaningful for the data to be understood within the context of the study, and comparing the data in order to identify patterns or variations within the data. The meaning of patterns, categories and themes emerging from the data were evolving during the coding, as more and more decisions were made about which bits of data could be assigned to each category (Boyatzis, 1998).
Initially, the researcher re-read the transcripts of the initial five interviews on multiple occasions. This helped in gaining a clear overview of the whole data that was presented, whilst gaining familiarity with this set of data. Additionally, this helped facilitate the process of understanding the recurring initial ideas, through preliminary notes, together with initial thoughts and comments that were recorded on the left-hand margins of the transcripts; all similar ideas were grouped together then reflected on, before collapsing them into descriptive labels. Prior to moving to subsequent phase, the researcher ensured that audio recordings were stored separately on her own computer.
The process of descriptive labelling, also called coding, is described by Fereday et al., (2006). It is fundamental element of analysing raw data to assess the relevant phenomenon in a meaningful way, as shown in Table 4.1 and Figure 4.4. Coding involves the data being organized into meaningful groups and, as such, is part of the analytic process (Tuckett, 2005). Thus, the process produced a list of codes through the manual coding, alongside which memo notes were also recorded, as suggested by Strauss and Corbin (1998). Written memos facilitated articulating the recurrences identified from the data. Therefore, this technique adhered to the iterative process of analysis that kept the researcher within the study framework. After the initial codes were identified, next the initial coding framework was determined, while the different phrases and/or expressions were kept in participants’ own terms when naming codes, whenever feasible.

[bookmark: _Toc150837307][bookmark: _Toc152000205]Table 4‑1 Example of initial coding process

	Transcript
	coding

	“when guests come during the postpartum period, they see the newborn crying and would say to me breastfeed him. But I would either pretend that I didn't hear, or I would say that he was not hungry”
	Nifass-cultural norm 
Shame to BF (individual level)




[image: ]
[bookmark: _Toc99811101][bookmark: _Toc139526656][bookmark: _Toc152000249]Figure 4‑4: Example of coding process

Even though the researcher set a prior number of issues, it was necessary to maintain an open mind; in addition, the coding was guided by the data. Accordingly, the data coding had to be logical and intuitive, so the researcher had to make certain judgments in relation to the meanings, the relevance of the factors, and potentially the implicit connections between different ideas. Moreover, the coding process included identifying sections of data that corresponded with specific ideas. For instance, there were occasions during the interviews when a few of the participants had reported on the BF experiences of other women, which presented a challenge to the overall analysis, as ‘second hand’ scenarios need to be contextualised in research. Nevertheless, due to the Saudi women’s views regarding the current research focus, it was decided that these perceptions and observations should be included in the data analysis, as they may potentially reflect common beliefs and cultural practices that the majority of women in Saudi Arabia face. 
Following the development of the initial coding framework, it was applied to the other parts of the raw data, although it needs to be stated that this framework was adapted while reading the transcripts. Cross-checking was then undertaken, which included re-examination of all the codes that had been produced previously, as this helped in the assessment of the levels of appropriateness of their labels, whilst also being able to show any potential overlaps among the codes or any of them that were ineffective. The coding framework helped establish a consistent approach toward coding the entire data set. The initial framework was produced by the main researcher SA and supervisors SB and RA independently, and compared to developed frameworks. Through discussion, the coding framework was then modified to codes and sub-codes. Figure 4.5 shows the early stage of the coding framework. Similarly, new codes were added when required after the re-reading the transcripts. This helped ensure that all the data was considered through the evolving analysis. 
[bookmark: _Hlk100271305]Subsequently, interconnected codes were placed together, which produced details of relevant data categories, which were to be the important categories. The data that looked alike and/or felt alike were combined, if they were related to each other conceptually enough to be categorized meaningfully according to the context, in accordance with Guba and Lincoln (p.347, 1994). 
These categories were then sorted and grouped under broader themes identifying links between categories to group them thematically. Through the analysis of the themes, it was important to detect the repetitions used, as well as indigenous typologies, metaphors, analogies, transitions, similarities, differences, and linguistic connections (Bryman, 2016). 
[image: ]
[bookmark: _Toc99811102][bookmark: _Toc139526657][bookmark: _Toc152000250]Figure 4‑5: Early stage coding framework
 
The way of seeing (thematic analysis) by Boyatzis (1998) was used to provide systematic guidance to the process of data analysis, which included three individual phases of inquiry: seeing and recognising something that occurs prior to its encoding, and then its interpretation. 

[bookmark: _Toc99811103][bookmark: _Toc139526658][bookmark: _Toc152000251]Figure 4‑6: The coding framework at a later stage

3.7.1 [bookmark: _Toc152032318]Descriptive Phase 
The different codes and categories devised the individual themes, with individual quotes used to emphasise the accounts of what had been occurring within that particular theme. The use of quotes taken from the in-depth interviews increased the level of face validity and credibility of the data, as well as demonstrating the integrity of the results. Further, the interviews included details that related to potentially sensitive issues which could have resulted in many individuals feeling uncomfortable. For example, there were certain questions that focused on the women’s husbands’ involvement and experiences of BF. Therefore, it was vital for participants to remain comfortable during the interview process. Thus, it was also important that the participants were informed before the interview commenced of the potential for some sensitive questions. It was also important for the interviewer (i.e., researcher) to be aware of any distress signs from the participants, such as changes in attitude and/or body language; although the majority of participants presented no visible signs of distress.
3.7.2 [bookmark: _Toc152032319]Explanatory Phase 
[bookmark: _Hlk100273337]This phase involved finding connections and links between developed themes. This process explored any association between patterns, views, including any contradictory ones in relation to BF among participants. This process allowed the researcher systematically to cluster themes, which are associated conceptually in meaningful manner. For instance, themes that could be connected to explain how workload influenced BF, or why husbands were not involved in BF experience. In the final step of the analysis process, themes were allocated to the appropriate layer of the socio-ecological framework so that the findings about factors influencing BF in Saudi Arabia could be brought together from all data sources in the later stages of the study. 
3.7.3 [bookmark: _Toc152032320]Data Management
All the data from the transcripts remained anonymous throughout the research process. A total of 25 transcripts were compiled, and analysed by using Microsoft Word. All the individual transcripts were read more than once, in order to improve the researcher’s familiarisation with the data prior to data analysis. 
3.8 [bookmark: _Toc100179891][bookmark: _Toc152032321]Quality Criteria
For quality criteria to be devised in a mixed methods study, the levels of validity and reliability need to be reviewed, especially as validity contrasts between the current study’s qualitative and quantitative research methodologies. Whilst reliability and validity are usually associated with the quality of quantitative studies, trustworthiness and rigour are more usually associated with qualitative studies as measures of overall research quality. (Lincoln and Guba, 1985). 
3.8.1 [bookmark: _Toc152032322][bookmark: _Hlk135744021]Quantitative Study: Quality
In regard to the quantitative method, which functioned through the stages of data collection, analysis and interpretation, significant consideration needed to be given throughout the process in order to ensure both internal and external validity. In particular, internal validity is the extent to which a causal relationship can be noted among different variables; while external validity focuses on determining whether the findings can be generalised and replicated. In the current research, both these forms of validity were considered with the quantitative data.
There were also reliability issues that needed to be considered; frequently occurring issues include stability, internal, and inter-rater reliability (Bryman, 2016). A measure is able to be tested for its level of stability through a pre-test method of piloting, such as with a test of a different samples that present with the same characteristics as the main sample. Multiple indicator measures, including Likert-type responses, require checks into the method for internal reliability, which refers to whether the indicators that comprise the scale or index correlate and are able to produce the same findings if an independent researcher re-analyses them. In the current study, the level of internal reliability was tested through a measurement of the SPSS Cronbach’s alpha test, with an acceptable alpha level of 0.83; although other research studies have stated that lower figures are also acceptable. For instance, a minimum alpha level of 0.60 was noted as ‘good’ by Berthoud (2000, p.169). Comparatively, an alpha level of 0.83 for 31 items on the survey was achieved for the current study, and the supervisory team gave guidance in preparing the final instrument.
3.8.2 [bookmark: _Toc152032323][bookmark: _Hlk135744053]Qualitative Study: Quality
Different forms of criteria were considered for the current research in order to ensure trustworthiness and rigour in the qualitative stage (Lincoln and Guba, 1985). This is similar to the measures of validity and reliability in the quantitative method (Lincoln and Guba, 1985; Nowell et al., 2017). Specifically, rigour was considered in the current study for concepts including: credibility, transferability, dependability, and confirmability. Correspondingly, an itemised list of factors, which needed to be considered during the assessment of qualitative research quality was developed (Yardley, 2000). In this study, the factors connected with the overall credibility and dependability, included sensitivity to context, commitment and rigour in correlation with credibility; and transparency and coherence that connected to dependability; together with the overall importance and impact (Yardley, 2000). During the current research, quality levels needed to be maintained throughout all the stages of the study, as this would help the transferability of the findings. 
There were certain important factors that improved the researcher’s credibility and dependability. Firstly, credibility was augmented through the researcher’s extended engagement with the topic, as well as an acute awareness of the participants’ perspectives, which was achieved by being completely active within the data collection, transcription and analysis stages. Secondly, it was possible to become aware of and reflect upon the researcher’s position within the research through the use of reflexivity (See section 4.10); the researcher’s background was discussed earlier (See section 1.1), as these personal details could be impactful upon the research findings. Thirdly, it was important that memo notes were documented for the research steps, which included data sources, data-collection techniques and analysis, and decision-making, as well as ensuring that there was a connection between research questions and methods, which would help to justify the utilised method for answering the research question. Fourthly, it was deemed important for the data collection and analysis to be comprehensive in nature, with a sample that was sufficient to reach a level of saturation. Moreover, the findings needed to be presented in a clear manner, with individual themes and sub-themes, whilst focusing on the different perspectives from the participants that should be part of the discussion. 
To ensure quality in qualitative research, it is important to consider to the quality in all the stages of the research, with validity relating to whether the study has been conducted in ways that ensure credibility (Kettles, Creswell and Zhang, 2011; Bryman, 2012). To assess and demonstrate the credibility, the findings should reflect the phenomenon being investigated in a qualitative study, which is not simple. Accordingly, in order to make the current research credible, a clear description of data collection and analysis that includes details of how themes evolved into categories is presented. 
[bookmark: _Hlk100274153]Another approach used to increase credibility was to incorporate a wide range of different perspectives in order for the findings presented to not only represent the views of one group, but a technique also known as ‘fair dealing’ (Long and Johnson, 2000). During the analysis process, consideration was also given to the data that appeared to contrast to the emerging explanations of patterns observed in the data, which helped in the revision of the patterns. Finally, with the supervisory team, there was a discussion on developing themes and initial findings in the analysis, which contributed to the credibility of the current study. This was a process to check that the interpretations made sense to others who were less involved in the analysis.
3.9 [bookmark: _Toc100179892][bookmark: _Toc152032324][bookmark: _Hlk135744078]Ethical Considerations
Ethical issues within any form of research need to be considered when human participants are involved (Bryman, 2016). Accordingly, honesty, rigour, respect and scientific integrity should always be adhered to at all times (de Vaus, 2002; Brinkmann and Kvale, 2008). As indicated earlier, in the sections describing the recruitment of participants to both studies, anonymisation and secure storage of data, and conduct of the interviews, ethical guidance was adhered to. 
Ethical approval was sought and granted from the MOH (Appendix 9 and 10). Ethical approval was required from the University Research Ethics Committee (UREC), as the University has its own separate policy of ethics regarding research that involves human participants and people’s personal data. The UREC officially recognises the Saudi MoH as a foreign organisation that has sufficiently robust ethics review procedures. Consequently, it was not necessary to submit any additional application for approval to an internal UoS research ethics committee.
3.10 [bookmark: _Toc100179893][bookmark: _Toc152032325][bookmark: _Hlk135744103]The Researcher’s Role (Reflexivity) 
Reflexivity refers to the researcher’s intentional and constant re-evaluation of thoughts and perceptions as the research progresses (Pillow, 2003). It is the key quality control strategy in qualitative research is reflexivity.
 The researcher’s demographic characteristics, such as marital status, age, gender, socio-economic status, language and general appearance were considered when conducting interviews. Thus, in the first stage, the fact that the researcher was a Saudi female who speaks the Saudi dialect of Arabic, in addition inviting mothers and other participants personally to the study, and arranging interview times and venues that suited participants, broke the ice and facilitated the process of contacting them.
The researcher also considered her position when interviewing the participants, as well as the three types of reflexivity of the researcher’s position, as proposed by Berger (2015), namely reflexivity when the researcher: 
1. Shared the experience with the study participants.
2. Moves from an outsider to an insider during data collection and analysis.
3. The researcher has no experience or familiarity with BF being studies.
Subsequent experiences from the researcher’s reflective journal are placed throughout sections within this research. 
3.10.1 [bookmark: _Toc152032326][bookmark: _Hlk135744131]Reflexivity when the Researcher Shared the Experience of the Study Participants
Being a mother who breastfed my daughters helped me to share the participants’ experiences; particularly, when a number of them asked me, if I could understand their point of view or understand their decisions by saying “you know” عرفتي, “you understand me” فهمتي علي. Also, for example, when they talked about hearing comments or advice on feeding their babies from mother/grandmothers within their family and mother-in-law, they asked me if I was married, in order to understand the context and the point of responding to older people in a respectful way. As another example, a mother asked me if I had children and understood that sleeping disturbance during the first months of the newborn’s life would impact on the ability of the mother the next day. Saying that I was married and had children improved the close connection with the interviewees, but then I asked them again to give me details of their experiences for research purposes in order to explore the factors that had influenced their BF practices. The first challenge regarding my position as a researcher was when the first mother asked me suddenly during the interview about the best way to wean her baby daughter and how to separate her baby from her own bed, and what I would advise her for her daughter to gain weight. At that moment, I realised that it was very important to explain to the mothers that I was not qualified to give advice, in order to maintain the trust between us. So, I simply explained to the mother who asked me that question that the interview was about understanding the factors affecting her and other mothers’ decisions regarding BF, for research purposes, and that it was not about providing any health advice. If they wished to know other information, they could contact their GP or visit the baby clinic for more information. Then we had full engagement in the dialogue. This experience helped me to be ready for similar situations that occurred in the following interviews.
3.10.2 [bookmark: _Toc152032327][bookmark: _Hlk135744183]Reflexivity when the Researcher moved from an Outsider to an Insider during Data Collection and Analysis
During the course of the research, moving from an outsider position to an insider position was completed through several stages that maintained the balance between the emic and etic perspectives. Emic is the participants’ views and experience level, while the etic level analysis is what is understood by the researcher. This balance started first by using an Arabic verbatim transcript and not paraphrasing the interview data. This was the first step to maintaining an insider position. The verbatim transcriptions and notes enabled the researcher to be familiar with the participants’ verbal and non-verbal communication. Therefore, I did not paraphrase from the early stages in order to give priority to the participants’ voices, particularly mothers. Then, the translation of a variety of Saudi dialects into English was accomplished through three strategies: firstly, through the translation steps as described previously (section 5.7.2); I also decided to involve a female translator in order to accurately translate from Arabic into English. Moreover, I discussed with my supervisors (expertise), SB and RA, my position in the analysis regarding emergent themes, sub-themes and the main theme, as recommended by Barger (2015). The balance between emic and etic was the key to maintaining my continuous awareness of moving from the outsider to insider position. 
3.10.3 [bookmark: _Toc152032328][bookmark: _Hlk135744208]Reflexivity when the Researcher had no Experience or Familiarity with BF being Studied
This was the first time that the main researcher had conducted a qualitative study. Therefore, I will describe how I engaged with the qualitative research approach, including interviews, translation and analysing the data, in the following sections.
Choosing a qualitative approach opened my mind deeply towards the mothers’ experience to BF by developing my creative skills of synthesis during data analysis, and I considered this to be beneficial for me in using qualitative data. Also, using thematic analysis offered a flexible and versatile approach for gaining a greater understanding of the mothers’ experiences and mothers’ social network toward BF support. It also provided a valuable contribution to future studies that investigate the participants’ experiences using a range of different qualitative designs. I learned that communication and selecting the most appropriate terms and phrases for communicating with participants regarding BF or advice were crucial, but this had not been a concern previously in my professional experience as a peer BF supporter. No doubt also that my interview skills, listening carefully to mothers’ voices and transcribing skills have been improved, which I believe will help me to continue with qualitative research with more confidence in future. I have also developed good skills for managing my time with comprehensive two-language data. My principal role as a transcriber, back-translator and analyser was to interpret the data whilst not losing the intentionality of the participants. My thoughts and interpretations were changed and these changes have highlighted my emotions and increased my emotional intelligence. For example, I changed a descriptive label of ‘Experience of BF’, which reflected my own emotional experiences of BF, that I gave to bits of data which were more factual, to a label of ‘Hospital practices’. 
[bookmark: _Toc100179894]One more important thing that I experienced when conducting this study was how the mothers appreciated that I listened to them, and sought their advice on how BF experiences could be improved for future mothers. They thanked me for this study, and expressed their need for their voices to be listened to, and support them for BF and to support uptake BF for future generations. The researcher highlighted the value of their voices in contributing to BF for other mothers in KSA, and that their voices were like the backbone for supporting other mothers. Finally, describing and presenting data for the developed themes in the qualitative findings (See Chapters 6 and 7) for the first time was very challenging. I had the developed themes, and I had the data (long quotations), but it was difficult to handle the amounts of data in order to describe these themes, particularly main themes. In the early drafts, I just explained the themes briefly with long quotations, so the chapter mostly comprised the themes and long quotations. I found I was reluctant to reduce the quotations because I cared deeply about letting the mothers speak for themselves, instead of me speaking for them. However, with the supervisors’ support and advice this improved for example, the researcher advised collapsing some themes and codes as well as having more detailed interpretation instead of long quotations, therefore, I was able to handle the data by finding a balance between the theme interpretation and effective and concise quotations, and I became confident enough and, eventually, disciplined enough, to complete writing the qualitative findings chapters.
3.11 [bookmark: _Toc152032329]Summary 
This chapter has discussed the pragmatic paradigm adopted in the current research, described mixed methods methodology and design, and the justification for its use. It introduced the quantitative and qualitative studies, in terms of settings, instruments, and participant recruitment, data collection, analysis, and criteria adopted to measure and assure data quality, both quantitative and qualitative. It also discussed the process of transcription and translation. The chapter concluded with ethical approvals and the researcher’s role in the research (reflexivity). The following chapter will present the results of the cross-sectional study.


4 [bookmark: _Toc152032330]Chapter 5: Institutional Factors that Influence Breastfeeding in KSA
4.1 [bookmark: _Toc152032331]Introduction
[bookmark: _Hlk134384686]This chapter presents the results of the cross-sectional study (conducted as the second study of this PhD research). The aim of this study was to explore institutional factors which influenced BF practices in Riyadh city. The specific factors selected were awareness of existing BF policies in the workplace, knowledge of the TSSBF, views of BFHI, and practices and attitudes to infant feeding, as reported by HCPs. In this study, awareness was defined as knowing that a policy is existing in their workplace, whereas knowledge was defined as knowing some of the contents of the policy that more specific such as TSSBF. Views were defined as personal opinions about the policy, while attitudes as more closely related to behaviours and actions of the participant or other healthcare professionals, and were defined as the values, beliefs or feelings that make an individual more likely to take a particular action or support others to take that action. This chapter begins with the demographic characteristics of the participating HCPs, after which. descriptive statistics are presented for each of the factors. 
It is worth noting that the original aim, to conduct cross-sectional and qualitative studies to explore factors at the institutional level, had to be revised due to the impact of COVID-19 during data collection; therefore, that resulted in smaller-scale quantitative study focused on HCPs because of the interaction with mothers during pregnancy, delivery, postpartum and beyond.
The objectives of this study were to:
•	Describe HCPs’ awareness of existing BF policies
[bookmark: _Hlk134460547]•	Describe HCPs’ knowledge of TSSBF of BFHI
•	Describe HCPs’ practices and attitudes towards infant-feeding
•	Describe HCPs’ views on the barriers, enablers, and ways to promote and support BF
4.2 [bookmark: _Toc152032332]Participant Socio-demographic profiles
A total of 122 healthcare providers (HCPs) responded to the questionnaires; 13 were excluded due to missing data, leaving 109 fully completed questionnaires for analysis. All of these were female, and the median age was 30 years. Only four participants were non-Saudi (3.7%), and all communicated in Arabic. Most were Bachelor’s degree holders (N = 75; 68.8%), whilst 26 (23.9%) had postgraduate qualifications (Table 5-1).
[bookmark: _Toc139526660][bookmark: _Toc150837308][bookmark: _Toc152000206]Table 5‑1 Socio-demographic characteristics of health providers
	Socio-demographic Factor
	Statistics
	

	
Age 
	Median
Range
	30 
(25–46)

	
	Category
	Frequency N (%)

	Marital status
	Single
	55 (50.5)

	
	Married
	54 (49.5)

	Education
	High school diploma
	8 (7.3)

	
	BSc
	75 (68.8)

	
	PG Diploma
	9 (7.4)

	
	MSc 
	15 (13.8)

	
	PhD
	2 (1.8)

	Nationality
	Saudi
	104 (95.4)

	
	Non-Saudi
	4 (3.7)

	Language
	Arabic
	109 (100.0)



Table 5-2 presents the institutional characteristics of HCPs. Most respondents were from King Fahad Medical City (KFMC) (N=38; 34.9%), followed by King Salman Hospital (KS) (N=24; 22.0%). The median length of professional experience was four years. Over half of the participants had less than 5 years’ work experience (N=63; 57.8%), with 27.5% having over 10 years’ experience (N=30). Of the 63 participants who had less than 5 years’ work experience, 37 had 2 years’ or less; of those 37, 17 had less than 1 year’s experience. The majority of participating HCPs were nurses (N=73; 67.0%), followed by others (N=17; 15.6%) and BF Educators (N=17; 15.6%). There were no NICU nurses, midwives, or International Board-Certified Lactation Consultants (IBCLCs) among the participants. Less than half of them had breastfeeding (BF) experience (N=47; 43.1%), with 27 choosing not to disclose (24.8%). Among the recruited facilities, KFMC was the only BFHI-accredited hospital.
[bookmark: _Toc139526661][bookmark: _Toc150837309][bookmark: _Toc152000207]Table 5‑2 Institutional characteristics of healthcare providers
	Characteristic
	
	[bookmark: _Toc139526662]Frequency N (%)

	Workplace






	King Fahad Medical City (KFMC)
	38 (34.9)

	
	King Salman Hospital (KS)
	24 (22.0)

	
	Imam Abdulrahman Alfaisal Hospital (IAA)
	15 (13.8)

	
	Al Yamamah Hospital (AY)
	12 (11.0)

	
	Al Iman General Hospital (IG)
	6 (5.5)

	
	PHC centres
	11 (10.1)

	
	Not disclosed
	3 (2.8)

	Years of professional experience
	Median 
Range
	4
(0, 21)

	Years in current position
	<5 years
	64 (58.7) 

	
	6–10 years
	11 (10.1)

	
	> 10 years
	17 (15.6)

	
	Not disclosed
	17 (15.6)

	Profession
	Gynaecologists
	2 (1.8)

	
	Nurses
	73 (67.0)

	
	BF educators
	17 (15.6)

	
	Others
	17 (15.6)

	Experience with breastfeeding
	Experience 
	47 (43.1)

	
	No experience 
	35 (32.1)

	
	Not disclosed
	27 (24.8)



4.3 [bookmark: _Toc152032333]Awareness of Existing BF Policies 
[bookmark: _Hlk132399396]Five items with a 5-point Likert scale were used to describe the HCPs’ awareness of existing policies related to BF (see Figure 5-1). Many participants were aware of the BFHI (Agree: N=17, 20.0%; Strongly agree: N=52, 61.2%). Almost as many were aware of the existing policies currently in place to promote and support BF (Agree: N=29, 34.1%; Strongly agree: N=25, 29.4%). Regarding the awareness of staff involvement in policy decisions to promote and support breastfeeding, responses were mixed, with slightly more in agreement (Strongly agree: N=14, 16.5%, Agree: N=22, 25.9%), (Strongly disagree: N=4, 4.7%; N=26, Disagree: 30.6%), and with 22.4% neither agreeing nor disagreeing. More than half of the participants were unaware of whether the hospital they worked in was BFHI accredited or not (Disagree: N=27, 32.1%; Strongly disagree: N=18, 21.4%). Furthermore, over half the participants did not know whether the Ten Steps to Successful Breastfeeding (TSSBF) were being applied at their hospital or not (Strongly disagree: N=7, 8.3%; Disagree: N=38, 45.2%) (see Figure 5-1).



Key: A1 – Awareness of BFHI; A2 – Awareness of existing polices in workplaces; A3 – Awareness of staff involvement in decision making role; A4 – Awareness of workplace accreditation; A5 – Awareness of the 10 steps
[bookmark: _Toc139526663][bookmark: _Toc152000253]Figure 5‑1 Awareness of existing BF policies

4.4 [bookmark: _Toc152032334]Knowledge of BFHI 
Figures 5-2 and 5-3 show the 5-point Likert scale responses used to describe HCPs’ knowledge about BFHI based on 13 statements; responses are presented in two graphs for ease of reading. Regarding the presence of a written infant-feeding policy in each hospital that is routinely communicated to staff and parents, most participants reported having knowledge of this (Agree: N=27, 33.8%; Strongly agree: N=52, 65%). 
In contrast, more HCPs reported having no knowledge of any ongoing monitoring or data-management system at the BFHI, (Strongly disagree: N=22, 27.5%; Disagree: N=17, 21.3%), than those who did have knowledge (Strongly agree: N=7, 8.8%; Agree: N=11, 13.8%), with the majority of participants neither agreeing nor disagreeing (N=23, 28.8%).
Responding to the matter of whether nurses or midwives received training to acquire knowledge and develop competence/skills to support breastfeeding, the majority expressed knowledge of this (Agree: N=31, 38.8%; Strongly agree: N=15, 18.8%).
Additionally, more than half the HCPs knew the importance of discussing breastfeeding management with pregnant women and their families (Strongly agree: N=36, 45%; Agree: N=8, 10%). However, the majority reported not knowing the importance of facilitating immediate and uninterrupted skin-to-skin contact and support for mothers to initiate breastfeeding within one hour after birth, with only 15% (N=12) of HCPs strongly agreeing with this, compared with 81.3% (N=65) in disagreement (Strongly disagree: N=44, 55%; Disagree: N=21, 26.3%).
Close to half the participants were knowledgeable of the need to support mothers to maintain breastfeeding and manage common difficulties during their hospital stay (Strongly agree: N=16, 20%; Agree: N=23, 28.8%). More participants expressed knowledge of the need for newborn infants to be provided with breast milk only, without any other food or fluids, except where medically indicated (Agree: N=19, 23.8%; Strongly agree: N=36, 45%).

Key: K1 – Policy communication; K2 – Monitoring and data-management system; K3 – Knowledge, developed competency and skills to support BF; K4 – Importance and management of BF; K5 – Facilitate skin-to-skin contact; K6 – Support and manage BF difficulties; K.7 – Breast milk for newborn
[bookmark: _Toc139526664][bookmark: _Toc152000254]Figure 5‑2: Knowledge of Baby Friendly Hospital Initiative: policy, management, skills, SSC, BF problems, breast milk

Key: K8 – Comply with the code; K9 – Encourage rooming-in; K10 – Recognise feeding cues; K11 – Counselling on the risks of bottles, teats, and pacifiers; K12 – Ongoing BF support after discharge; K13 – Collaboration with community
[bookmark: _Toc139526665][bookmark: _Toc152000255]Figure 5‑3: Knowledge of Baby Friendly Hospital Initiative: compliance, rooming-in, feeding cues, risks, support after discharge
Regarding the need for HCPs to comply with the Code of Marketing of Breast-milk Substitutes, the majority of participants were knowledgeable of this (Strongly agree: N=39, 48.8%; Agree: N=18, 22.5%). Similarly, the majority of participants knew that HCPs should encourage mothers and their infants to remain together and to practise rooming-in for 24 hours a day (Strongly agree: N=39, 48.8%; Agree: N=14, 17.5% vs. Strongly disagree: N=4, 5%; Disagree: N=21, 26.3%). Slightly more participants were knowledgeable of the need to support mothers to recognise and respond to their infant’s cues for feeding (Strongly agree: N=5, 6.3%; Agree: N=28, 35%) (Strongly disagree: N=4, 5%; Disagree: N=16, 20%), with a considerable number of participants neither agreeing nor disagreeing (N=27, 33.8%). 
Close to half of participants held a neutral stance on whether HCPs should counsel mothers on the use and risks of feeding bottles, teats, and pacifiers (N=38, 47.5%); neither agreeing nor disagreeing, with the majority of the remainder expressing knowledge of the need for this action (Strongly agree: N=16, 20%; Agree: N=14, 17.5%). Most participants had no knowledge of ongoing BF support after discharge that mothers had access to (Strongly disagree: N=65, 81.3%, Disagree N=9, 11.3%). Regarding the need for HCPs to work within the community to improve breastfeeding support, again, the majority of participants had no knowledge of such collaboration (Strongly disagree: N=57, 71.3%, Disagree: N=5, 6.3%). 

Key: V1. BFHI increases BF. V2. BFHI is time consuming. V3. BFHI burden to HCPs. V4. BFHI for nutritionist
[bookmark: _Toc139526666][bookmark: _Toc152000256]Figure 5‑4: Views of Baby Friendly Hospital Initiative 
[bookmark: _Hlk123149306]HCPs’ views about BFHI were assessed based on 4 items and a 5-point Likert scale, and one open-ended question. Most participants agreed with the statement “the BFHI increased breastfeeding rates” (Agree: N=26, 32.5%; Strongly agree: N=52, 65.0%). Similarly, most participants agreed that the BFHI was complicated and time consuming (Strongly agree: N=52, 54.7%; Agree: N=29, 30.5%). Furthermore, most agreed that the BFHI was also a serious burden to health workers (Strongly agree: N=34, 36.2%; Agree: N=38, 40.4%). At the same time, the majority of participants disagreed with the view that only nutritionists or dieticians should implement BFHI (Strongly disagree: N=40, 42.1%; Disagree: N=39, 41.1%).
4.4.1 [bookmark: _Toc152032335]Open-ended Responses: Other Views about BFHI 
Table 5-3 shows a total of 10 responses to the open-ended question inviting additional views of BFHI from HCPs. Although there were few replies compared with the number of respondents, they confirm other findings such as those of WBTi (2016) and breastfeeding mothers’ comments reported in Chapters 6 and 7.
[bookmark: _Toc139526667][bookmark: _Toc150837310][bookmark: _Toc152000208]Table 5‑3: Additional Views about Baby Friendly Hospital Initiative
	Themes
	Number of responses
	Examples

	Follow-up and linking system
	4
	“I would suggest there should be a follow-up by hospitals for breastfeeding mothers after they are discharged from hospital to provide them with the necessary support to breastfeed” (P.1). 
“There must be a linking system between hospitals and primary healthcare centres to ensure continuous support for mothers for breastfeeding” (P.5).

	Restrictions and monitoring (breastfeeding protection)
	1
	“We need to take into account the levels of child-friendly hospitals in different locations and types e.g., large cities, small cities and governorates…[to create] a unified level and system” (P.2).

	Breastfeeding support availability
	3
	“We need to see supportive groups for breastfeeding outside hospitals. Supportive groups are [currently] present in very small numbers…but they need to be supported and…should be under one umbrella or institution” (P.2).

	HCP training
	1
	“Provides training opportunities for nurses and breastfeeding educators…[with the various departments cooperating for training purposes]. A team made up of multidisciplinary profession[al]s needs to enhance lactation and breastfeeding” (P.5).

	Hospital procedure
	1
	“Procedure followed after birth is about 10 minutes skin-to skin contact, not one hour. The procedure needs to change to improve breastfeeding” (P.6).



4.5 [bookmark: _Toc152032336]Attitudes and Practices 
Attitudes and practices towards infant feeding were assessed based on 9 items and a 5-point Likert scale presented in figure 5-5 (attitudes) and figure 5-6 (practices).

Key: A1. EBF at 6 months. A2. EBF is the optimal choice. A3. Complementary feeding after 6 months. A4. Dummies undermine BF. A5. BF only for mothers with no money. A6. No liquid before 6 months
[bookmark: _Toc139526668][bookmark: _Toc152000257]Figure 5‑5: Attitudes towards Infant Feeding
[bookmark: _Hlk122944625][bookmark: _Hlk123139136]Participants’ agreement with the statements varied considerably regarding nurses and midwives promoting and supporting breastfeeding, for example, as well as for the exclusive breastfeeding of infants under the age of six months. At the same time, most participants strongly agreed that exclusive breastfeeding was the optimal choice for infants under the age of six months, and that complementary feeding should only be done after six months (Strongly agree: 67.0% (N=73,) 64.2% (N=70) respectively). There was strong disagreement, however, with the statement that “only mothers unable to obtain formula milk should practice breastfeeding/exclusive breastfeeding” (Strongly disagree: 73.4%, N=80), as well as with the statement “Babies should not be given water, solid foods, or formula milk before 6 months” (Strongly disagree: 56.9%, N=62).


Key: P1. Teaching BF during pregnancy. P2. Nurses promote and protect BF. P3. Encourage early initiation.
[bookmark: _Toc139526669][bookmark: _Toc152000258]Figure 5‑6: Practices towards Infant Feeding
The majority of participants agreed on teaching mothers about the benefits of BF during pregnancy and after birth (Strongly agree: N=35, 36.5%; Agree: N=22, 22.9%). Most agreed that all HCPs should promote, support, and protect BF (Strongly agree: N=47, 49%; Agree: N=30; 31.3%). Similarly, most participants agreed that they should encourage mothers to initiate BF within one hour after birth (Strongly agree: N=42, 38.5%; Agree: N=27, 24.8%).

4.6 [bookmark: _Toc152032337]Barriers and Enablers Related to BF
Additional data was collected from HCPs using open-ended questions to identify the barriers and enablers in supporting BF perspectives. The question asked was “What are the most important factors that influence breastfeeding promotion/practices in this hospital?” Whilst the qualitative study revealed barriers and enablers from the mothers’ point of view, barriers and enablers could exist in different layers of the ecological framework and affect the mothers indirectly or directly. It was therefore useful to ask HCPs this question because their views of barriers and enablers from within the institution could have been different from the mothers’ views, and linkages between the various layers were important when considering potential recommendations. Three barriers were identified, namely: ‘lack of resources (such as availability of staff, training of staff, or efficiently utilising time for healthcare provision)’; ‘lack of knowledge on the benefits of BF / education’; and ‘violation of the Code’. Three enablers were also identified: ‘breastfeeding support (education, encouraging peer support, hospital practices’); ‘HCPs training and availability of support teams’; and ‘breastfeeding protection’. The enablers were the reverse of the barriers, e.g., if the barrier was a lack of knowledge, then the enabler was the provision of more education. Table 5-4 shows examples of responses from HCPs expressing their views on the barriers to supporting BF.
[bookmark: _Toc150837311][bookmark: _Toc152000209][bookmark: _Toc139526670]Table 5‑4 Barriers to BF support from HCPs' perspectives 
	Themes
	Responses
	Examples

	Lack of resources (such as availability of staff, training of staff, and efficient use of time for healthcare provision)
	4
	“Insufficient time given for nurses to promote breastfeeding education after birth for mothers.” P.1

	Lack of knowledge/education on the benefits of breastfeeding
	2
	“If the first-time mothers [are] not supported on the benefit of breastfeeding and how to breastfeed, for sure after birth…[they] will not value exclusive breastfeeding and this is one of the issues we face in hospitals.” P.5

	Violation of the Code
	1
	“The availability and advertisements of formula milk are challenging, [especially with companies offering free gifts for mothers].” P.4



Table 5-5 shows examples of responses on identifying enablers to support BF from HCPs’ perspectives. 
[bookmark: _Toc139526671][bookmark: _Toc150837312][bookmark: _Toc152000210]Table 5‑5: Enablers that support BF from HCPs’ perspectives
	Themes 
	Responses 
	Examples

	Breastfeeding support (education, encouraging peer support, hospital practices)
	4
	“Increase breastfeeding awareness among pregnant women…about the benefit of breastfeeding for the first [six  months]...” P.4

	HCP training and the availability of support teams
	2
	“Breastfeeding awareness among healthcare professionals is important; increase the training hours for them to support mothers [more effectively]” P.3




4.7 [bookmark: _Toc152032338]Summary
This cross-sectional study (study 2) used primary data to describe factors in the third, healthcare system layer of the social- ecological framework adopted. The results showed that the majority of HCPs were aware of the BFHI in general. Slightly fewer were aware of existing policies that promoted BF in their workplace, while more than half the participants reported they were not aware of BFHI accreditation or the application of the ten steps in their workplace. 
[bookmark: _Hlk134387649]Regarding HCPs’ knowledge of BFHI and the ten steps, almost all participants knew that a written policy should be communicated to staff and parents, 71% knew that only breast-milk should be given to newborns unless medically indicated and the need to comply with the International Code of Marketing of Breast-milk Substitutes, while more than half knew that the importance and management of BF management should be discussed with pregnant women. However, a high majority did not know about facilitating skin-to-skin contact, BF support after discharge from hospital, or collaboration with community.
Almost all participants held the view that BFHI increases BF rate, whilst a high majority disagreed with the view that BFHI was only for nutritionists or dieticians to implement. An open-ended question about other views about BFHI was asked and responses indicated a need for follow-up and links between hospitals and primary care centres, as well as a more unified and equitable system which included BF support groups co-ordinated under one umbrella.
[bookmark: _Hlk134441999]Regarding the attitudes and practices relating to infant feeding, participants largely held the attitude that complementary feeding should only be done after six months. The high majority of participants agreed that HCPs should promote, support and protect breastfeeding. However, the supportive attitudes of HCPs did not always appear to be matched by the real situation in the workplace. Seven participants responded to open-ended questions, highlighting a lack of resources (training, time and, by implication, staff), as well as the availability and marketing of formula milk.

5 [bookmark: _Toc152032339]Chapter 6: Barriers to Breastfeeding Among Saudi mothers
This chapter presents findings from the qualitative study which aimed to explore mothers’ views of factors influencing BF practices, and their needs for BF support in KSA. The study addressed the third, fourth and fifth research questions, namely (i) What are the components of family and other social circle influences that affect BF practices? (ii) What are mothers’ views and barriers of BF? and (iii) What are mothers’ views and needs for BF support? The specific objectives of this study were therefore:
· Exploring the components of family and other social circle influences that affect BF practices.
· Exploring Saudi mothers’ views and barriers of BF. 
· Exploring factors influencing BF practices.
· Exploring mothers needs for support to BF. 
The findings in this chapter address the third and fourth research questions and the first three objectives of the study, while the findings related to the fifth research question and the fourth objective of the study are presented in chapter 7. The study focused on barriers to BF, although, as the researcher followed an inductive approach, there were vital enablers that have been included in the findings.
This chapter starts by setting the socio-cultural context for the findings with an explanation of the Nifass period and traditional attitudes towards women’s bodies and BF. Next, it provides a description of the participants’ characteristics before moving to present the results from the thematic analysis of the data, which are organized and presented under relevant layers of the socio-ecological framework adopted in this research. Under the first layer, Mother and Baby, the main theme of mother’s own influences identified sub-themes that are discussed: mothers’ views of BF, agency, self-education about BF, the effect of separation after C-section, the formality and informality of BF, and BF and work. This is followed by presentation of the main theme within the second layer, Family, Social Networks and Cultural Influences, which is: Sociocultural context for BF: A barrier or enabler?, Sub-themes identified were: the husband’s involvement, the role of other family members, the involvement of members of the wider social network, and the effects of specific aspects of cultural towards women. The main theme of the third layer, Healthcare System, is also named Healthcare system; the sub-themes reported relate to approaches to BF, HCP’s attitudes and practices, BF support pre- and post- delivery and practices after C-section. Under the fourth layer community, BF friendly spaces identified as theme. Key themes and their related sub-themes are presented in (Appendix 15).
5.1 [bookmark: _Toc152032340]Socio-cultural context 
[bookmark: _Hlk149001369]After a mother is discharged from hospital, the shift to a more traditional arrangement begins. There is little research on sociocultural aspects of the postpartum period in Arab and other Islamic societies because the period itself is considered taboo (Lamadah, 2013). Features of the traditional 40 days postpartum include seclusion, special foods, and visits to congratulate the new mother (Hundt et al., 2000). The traditional arrangement in Saudi Arabia takes place in either her in-laws or own parents’ home and is called Nifass, a period of forty days in which the mother receives the social support of female family members related to her either by birth or marriage (e.g., sisters, sisters-in-law, mother, mother-in-law, grandmothers). Nifass requires a mother to reside with a family member or in-law for over a month and live separately from her husband and home. Although the husband is allowed to visit his wife and newborn for a few hours a day, the consequences of this cultural norm are far-reaching as its effects endure long after Nifass has been completed. It is known within the family that women play the decisive role in advising the mother and providing care for her and her baby, although the advice they give is often incorrect (Zareen et al., 2023). Nifass is primarily aimed at ensuring that the mother recovers from her pregnancy and regains her ‘purity’ before she returns to her domestic life.  She is given traditional foods and liquids to accelerate the healing process and mark her renewed social status and identity as a mother. 
The taboo associated with the postpartum period is part of a wider taboo regarding the discussion of matters relating to sex and reproduction in many Islamic cultures (Kingori et al., 2018). Saudi women grow up knowing that it is sinful to be close to men who are not their husband or a blood relation; they should not touch or be touched by other men (Alomair et al., 2021). They find it very difficult to speak directly about sexual and reproductive topics and prefer to access information through reading rather than conversation (Alomair et al., 2021). Whilst social and cultural changes are clearly underway in Saudi Arabia, for example allowing women to drive and relaxing travel restrictions, the influence is still strong of both Islamic values and Arab cultural traditions, and of the associated hierarchical and patriarchal social structure (Almalki and Ganong, 2018). It is within this context of taboos, traditions, values and beliefs that the participants in this study expressed their views of factors influencing BF practices, and their needs for BF support.
5.2 [bookmark: _Toc152032341]Participant Characteristics 
Table 6-1 provides information on the socio-demographic characteristics of participants. From the 28 interviews conducted, three recordings were corrupted and were not used in the analysis. The data presented here is based on the remaining 25 interviews. 
[bookmark: _Toc139526672][bookmark: _Toc150837313][bookmark: _Toc152000211][bookmark: _Hlk150204387]Table 6‑1: Participants' socio-demographic characteristics
	Participants
	Age (years)
	Marital Status
	No. of Children
	Education Level

	P1
	46
	Married
	5
	Postgraduate

	P2
	33
	Married
	2
	Undergraduate

	P 3
	29
	Married
	3
	Secondary school (17-19 yrs)

	P4
	27
	Married
	4
	High school (14-17 yrs)

	P5
	32
	Married
	2
	Postgraduate

	P6
	26
	Married
	2
	High school

	P7
	30
	Married
	3
	Postgraduate

	P8
	40
	Married
	4
	Postgraduate

	P9
	38
	Married
	3
	Postgraduate

	P10
	36
	Married
	2
	Postgraduate

	P11
	29
	Married
	1
	Undergraduate

	P12
	36
	Married
	4
	Postgraduate

	P13
	25
	Married
	1
	Undergraduate

	 P14
	30
	Married
	1
	Postgraduate

	 P15
	26
	Married
	1
	Undergraduate

	P16
	48
	Married
	6
	Postgraduate

	P17
	53
	Married
	5
	Undergraduate

	P18
	60
	Married
	4
	Undergraduate

	P19
	42
	Married
	2
	Undergraduate

	P20
	52
	Married
	5
	High school

	P21
	47
	Married
	2
	Undergraduate

	P22
	37
	Single
	0
	Undergraduate

	P23
	55
	Married 
	8
	High School

	P24 
	47
	Married
	3
	High school

	P25
	56
	Married
	5
	Undergraduate



Interviews lasted between 37 minutes and 1 hour 40 minutes; 18 participants were interviewed face-to-face, while the remaining seven interviews were conducted on the telephone, in line with participants’ preferences. All interviews were conducted in Riyadh, KSA.
Participants’ ages ranged from 23-64 years old. Most participants were female (n=24) and one male. This is due to cultural beliefs that BF is a taboo subject, not to be discussed with male strangers. The researcher sent invitations, and one male of another social network showed interest. In terms of education, most participants (n=20) had either achieved an undergraduate (n=10), or postgraduate degree (n=9). The rest of the group had achieved a high school (n=3) a secondary education diploma (n=1).
5.3 [bookmark: _Toc152032342]Findings
5.3.1 [bookmark: _Toc152032343]Mother’s Own Influences on BF
This theme presents the findings regarding the intrapersonal factors that explained BF choices and practices, under the sub-themes of the mothers’ views of BF, their sense of agency, self-education about BF, the effect of separation after C section, the formality and informality of BF, and BF and work. 
6.3.1.1 Mothers’ Views of BF 
To conceptualise the mothers’ views of BF, mothers were asked an initial introductory question about how they viewed BF. Mothers described BF in a wide variety of ways, ranging from a quasi-religious act involving a commitment to Allah’s grace and will, through a focus on health benefits, to the emotional bond between mother and baby.
Two of the specific referrals to religion were:
“It’s the glory of God, transferred from the mother to her child… The very thought of breastfeeding raises beautiful and noble feelings.” (P21, M, 47Y old, 2 child); and 
“Glory be to God, these are feelings that can only be grasped through experience, because you only feel them when you experience [breastfeeding].” (P3, F, 29Y old, 3 children, breastfed).
Some participants seemed to conceptualise BF through a more scientific lens, highlighting health benefits for both the baby and the mother, as exemplified by the following statement:
“It [BF] also increases the baby’s immunity and helps the mother’s womb to return to its place.” (P3, F, 29Y old, 3 children, breastfed)
Other participants grounded their perspective in relation to the various outcomes that BF had on their lives, their bodies, their psychological and emotional well-being. Some participants reported that BF had allowed not only a deeper level of bonding with their baby, but also a deeper understanding of motherhood:
“[Breastfeeding] definitely symbolizes a wonderful relation between the mother and the baby and that is the most amazing part [of it]…It gives me the feeling that my daughter is alive because of me and because of that I feel a connection.” (P5, F, 32Y old, 2 children, breastfed). 
6.3.1.2 Women’s Agency
Discussion of women’s agency and autonomy regarding BF requires a viable definition and understanding of both concepts, which can loosely be defined as one’s ability to express and understand their individual power through their thoughts and their actions. De Vignemont and Fourneret (2004, p. 2) define sense of agency as a person’s “ability to refer to oneself as the author of one’s own actions”. Maternal autonomy in the BF context is described as a mother’s own ability to make autonomous decisions using her control, agency, independence, and ethical reasoning that is preceded by maternal competence, with availability of support commonly an important factor influencing childcare and child health outcomes (Hirani and Olson, 2016).
Interestingly, findings from the present study showed how many women in this study were internally empowered, and how some exercised their agency in educating and preparing themselves when starting to BF; this is exemplified through P9 statement:
 “Subconsciously, a mother who does not have enough awareness and determination can easily change and give up [breastfeeding] and give her child baby formula...” (P9, F, 38Y old, 3 child). 
Both factors were of huge importance as encouragement and support were scarce. 
The importance of a mother’s agency within decision making regarding the newborn’s health is exemplified through P5 statement, which highlighted the importance of independent thinking:
“I always believe that this [BF] is the nature and I feel sorry for mothers who said that there is no milk because she believes that she is just like her mother or sisters” (P5, F, 32Y old, 2 children, breastfed).
Women with a greater sense of agency and maternal autonomy of BF tended to express more explicit willingness for BF by resisting multiple forms of external pressure. This pressure came in a variety of forms, from social network and familial pressure, lack of support from healthcare professionals and lack of awareness and advice. Agency was associated with self-education about BF, which in turn strengthened agency. However, the extent of women’s agency varied among mothers as it depended on many factors, explored in the sections on Family, Social Networks & Cultural Influence of Nifass, Health System, and Community. 
6.3.1.3 Self-education about BF
Self-education about BF was found to be an enabler. It was considered important by mothers for various reasons, which included: a lack of information from other sources, a desire to understand why some mothers recommended it, and for their child’s health. Social media was cited as the main source of information.
The lack of information from other sources is exemplified in the statement:
“The health centres and hospitals […] do not provide support. The woman stays a day and a half and then goes out, there is no support” (P4, F, 27Y old, 4 children, breastfed). 
The desire to understand why BF was recommended was related to emotional benefits for the mother as well as health benefits for the baby is illustrated by P12’s description of described her motivation:
“I started to educate myself through reading in social media, I want to try the feeling of breastfeeding […]  I want to experience this feeling, and why do they say it is the best feeling in the world, and that it is impossible for you to feel it unless you experience it” (P12, F, 36Y old, 4 children, breastfed).
Some mothers, who had fed their previous babies with formula milk, had educated themselves using social media and had changed to BF with a new baby. As P4 explained:
“But after giving birth to my last child, I began watching social media advertisements [….] about breastfeeding and how to breastfeed. (P4, F, 27Y old, 4 children, breastfed). 
Self-education about BF could be hugely influential and beneficial when the mother was deciding whether to BF. It also helped some mothers to persist with BF, in spite of the emotional distress or practical difficulties they encountered, as exemplified by the statement provided by P13: 
“I decided that I would breastfeed, derived from the concept that it is healthy and good for the child. [….] I had difficult time at sometimes my daughter was crying and I was crying with her that things were complicated, and yet I still believed that breastfeeding is important and good” (P13, F, 25Y old, 1 child, breastfed).
One new mother with no experience explained that she had acquired most of her knowledge through YouTube videos during her pregnancy. The knowledge she had gained had helped her to breastfeed her child for six months, despite the two-week separation at the hospital from her child after her C-section:
“On the second day [after the C-section], after I woke up, I felt a pain in my breasts… So, I expressed the milk. […] I stayed at the hospital for one week so whenever I express the milk I would give it to the nurse, but in the second week, it was hard doing this as I had to leave the hospital” (P6, F, 26Y old, 2 children, breastfed).
These examples showed women exercising their agency to educate themselves about BF in order to BF their newborn. However, agency exists within an environment and is affected by the constraints of the social environment and the relationships a woman has within her social environment. The following section reports how the relative informality or formality of a specific setting can affect women’s choices about where and when to BF.
6.3.1.4 Formality and Informality of BF
Across the interviews, there was a sense that most of the women associated BF with being private and informal, and therefore felt uneasy doing it in social spheres that they would consider as more public and formal. Whilst this sub-theme could be presented in part under a heading related more to wider society, the taboos described in section 6.1 combined with women’s individual sense of agency result in a range of responses which are more related to the individual. The division between private and informal and public and formal is not straightforward because a more public sphere could mean in the home with friends, or with in-laws, and not simply outside the home. A participant elaborated on how a perception of informality and formality depended, to a large extent, on the nature of the relationship the BF mother had with the social setting and the people around her, and how she felt she had to present herself BF in front of them. This participant stated:
“For me, it is normal to breastfeed, I was open to everyone and I had no problem, but from my experience in society, some mothers do not want to breastfeed their baby in front of people, she would want to breastfeed at a time when she is alone” (P16, F, 48Y old, 6 children, breastfed). 
Whereas closeness meant openness, emotional distance meant formal behaviour, the latter being a deterrent to BF in contexts where formality was required, leading to barriers within the social network. 
Another participant expressed the lack of comfort and privacy created by social spheres and how this shaped her BF practices, stating:
“I do not feel comfortable to feed my baby in front of people. My friend used the feeding cover when feeding her baby, but I could not do it. When I want to go out, I used to express milk in a bottle in order to make her [daughter] calm down.” (P5, F, 32Y old, 2 children, breastfed).
Even when women were BF together in a room, they typically preferred to think of themselves as private individuals, in a situation of shared privacy, as another participant explained:
“We Saudi women think that in breastfeeding there is privacy, covering yourself with a cover or the like, I do not imagine myself sitting with a group and breastfeeding the baby. I mean, they are a group of women, and I breastfeed with them?” (P13, F, 25Y old, 1 child, breastfed).
References were made to the different comfort levels within different social spheres, for example with family compared with friends, and outside the home in a car. P7 explored this feeling within her statement:
“Breastfeeding him [her newborn] in a place where there are people is a rare thing [avoidance of BF] unless they are my family [when] it is normal, but when friends gather, no, it is very difficult. It was normal for me to breastfeed inside the car. [….] It is normal for me to breastfeed in many public places” (P7, F, 30Y old, 3 children, breastfed).
This shows the importance of safe, private spaces for mothers who BF. Some mothers found such spaces in public places within the comfort zone of the family, as above. Others struggled to find such spaces, for example in their in-laws’ home, as P12 indicates:
“I could no longer breastfeed everywhere, [….] so whenever I wanted to breastfeed my daughter, I would enter the room and breastfeed her, […] this issue was bothering for my in-laws and they were wondering why I enter the room every now and then, so it was a little difficult even to breastfeed in private” (P12, F, 36Y old, 4 children, breastfed).
This underlines the importance of an understanding and supportive social sphere, which could help to create safe and private spaces to enable mothers to freely chose to BF.
6.3.1.5 Breastfeeding and Work
Being a working mother was identified as a potentially important influence on a decision to BF. Working mothers in this study reported that joining or rejoining the workforce and taking up full-time jobs felt incompatible with BF. The reasons underlying this perception of incompatibility were wide and varied. Participants who were working often had to prioritize their work commitments over their motherhood duties. One participant described BF as a “religious right for the child”, in accordance with the Qur’an, which takes precedence:
“Of course, breastfeeding is the first thing for us, as Muslims, as a religious right for the child. It is his right to be in the embrace of his mother and a certain right for him. [….]. During the duration of breastfeeding, and if [the working mother] desires her child to breastfeed [but cannot]” (P17, F, 53Y old, 5 children, breastfed, grandmother).
An inability to continue work due to BF often made women of higher educational and professional backgrounds at first unwilling to establish the bonding with her newborn by BF, recognizing the psychological and emotional challenges they would face, in addition to expected physical exhaustion. A mother of four children with a graduate level of education encapsulated what others felt, stating: 
“My stance […] is negative, and this is the bitter truth. A working mother will always suffer from tiredness due to her multiple commitments. She will also feel an excessive attachment to the child. This is especially true if the mother is a working woman [….], things will not be going well to breastfeed” (P12, F, 36Y old, 4 children, breastfed).
Findings also suggested that a number of the mothers wished to find a balance between work and BF. The link between BF and workload among young mothers was further discussed by a participant who worked as social worker and now had two grandchildren. She reflected on how, for women of her generation, it was common to breastfeed one’s child for about two years. She linked women’s integration in the workforce with a shrinking of the time duration for which new generation women breastfeed:
“They said one year is enough, then nine months, then six months, and now, according to what I hear from young mothers, only 3 months is enough, especially for working mothers and educated women who are still studying” (P17, F, 53, 5 children, 2 grandchildren, breastfed).
Working participants were well-aware of the negative effect that work could have on their ability to BF. Nonetheless, at first, most mothers typically tried to reconcile both aspects, through practical arrangements that would meet both the needs of their child and their own work-related, socio-economic needs. The experience that ensued from such arrangements often determined their decision to continue or cease BF entirely and use breast milk substitute. As a 30-year-old, mother of one explained:
“An early return to work may be a primary reason for not breastfeeding. Work pressures, family and other home responsibilities can make it very hard for a woman to continuously breastfeed her child” (P14, F, 30Y old, 1 child, breastfed).
Further, the early separation of the working mother from her child as a result of work was seen as a barrier to BF practices and related experience, specifically among working mothers. Economic necessity meant some mothers had no option but to work, and this may become more common as Saudi Arabia seeks to increase the participation of women in the workforce. The following quote exemplifies the unfortunate situation in which many mothers find themselves, choosing between their salary or hiring a caregiver for their child:
“The choice was to leave him with the housemaid, and this is not good, but this is the only option available to me, and the other option is that I take a maternity leave with a quarter of the salary!” (P10, F, 36Y old, 2 children, breastfed).
The difficulties in reconciling work and BF were described by some participants as an inability to produce adequate amounts of breast milk, “insufficient milk”. This was due to long working hours and time spent away from the child, which was often accompanied by breast engorgement pain, despite the mother’s desire to breastfeed her newborn. The experience described by P10 was typical of others; a short maternity leave of two months was followed by her return to a full-time job, and the long hours spent without expressing milk from the breast resulted in breast engorgement pain which was coupled with a sharp reduction of milk production:
“I work for 8 hours, return home with breast engorgement pain, and then cannot express milk from the breast… After two months of childbirth, I had to go back to work, unfortunately and after I come back from work, because I spend many hours at work, my milk is less, and it is no longer enough for the newborn.” (P10, F, 36Y old, 2 children, breastfed).
6.3.1.6 Impact of C-section
Having a C-section delivery was found to be a barrier to BF in this study, partly because of intrapersonal factors that are discussed in this section and partly because of factors described later under Healthcare System theme (section 6.2.3). Separation of the mother from her infant immediately after the C-section was experienced as a shock, especially by those without previous knowledge of the procedure post-delivery, who had to endure not only physical postpartum pain, but also the sudden sense of emotional detachment from the newborn infant they had carried for nine months. Not being able to see or hold their newborn caused emotional distress, which was an important negative effect of C-section.
However, individual mothers responded differently to the sudden separation from their new-born who they had carried in their womb for nine months. For one mother, this sudden separation negatively affected her expectations and the confidence she had nurtured during her pregnancy about her ability and desire to breastfeed. In contrast, another mother’s willingness to BF and provide for her newborn took precedence over potential pain or disapproval from others; she chose her own temporary pain to be able to BF after the birth. P10 explained her experience with this situation, stating:
“Because of the C-section [I could not go to the nursery to see the baby]. But I deliberately did not take many painkillers because I wanted to breastfeed.” (P11, F, 29Y old, 1 child, breastfed).
Mothers who had experience of both C-section and natural delivery described the difference in their emotional attachment to their babies. One participant stated:
“After they finished the C-section, [the medical staff] quickly took my first baby away from me. […] This was not the case with my second child, as I had delivered her naturally. That time it was different, as when they brought her to me, I was able to see her and feel her. I have different attachment to her too.” (P2, F, 33Y old, 2 children, breastfed).
Another mother of two remembered the lack of touch and closeness which marked the first moments with her new-born and the way in which it instilled in her a sense of separation by not being able to see him: 
“As he was very small, I had to have a C-section surgery. I did not see him until the next day as he was in an incubator. I [was not able to put him on my chest as I did with my second child].” (P6, F, 26Y old, 2 children, breastfed).
In another case, although a participant was able to see her child the next day, she could not actually physically touch her newborn for two weeks as he was kept in the hospital, which proved to be extremely challenging. For her as a mother who had delivered at 35 weeks, this experience was emotionally unsettling:
“They actually told me that they would put the baby in the nursery for only one day, and on the second day they would bring him to me. They told me to rest because I had just undergone a C-section section. [However] I was not able to rest because the baby was not with me.” (P11, F, 29Y old, 1 child, breastfed)
This sense of helplessness was reflected in the experience of a mother of two children, who despite having successfully breastfed for two years, had during this time emotionally and physically suffered extensively due to her lack of preparedness:
“I breastfed my first child for two years. I gave birth to him by C-section and breastfeeding was, for me, very tiring. It took me an excruciating amount of effort. It was the first time I gave birth to a child, and I did not know anything about breastfeeding” (P19, F, 42Y old, 2 children, breastfed).
In summary, the above findings have presented mothers’ own views of BF to understand what BF means to them in order to understand their view of BF, to ease and open the conversation with mothers about this sensitive topic. Throughout these findings focused on the intrapersonal factors in the Mother and Baby layer of the socio-ecological framework, the interaction with family, social networks, culture and physical spaces is evident. These influences and their interactions are examined in the sections which follow.
5.3.2 [bookmark: _Toc152032344]Family, Social Networks and Cultural Influences 
As explained in section 2.9, religious precepts and cultural traditions infuse every aspect of daily life as well as major life events. They are an inextricable part of a Saudi mother’s experience after childbirth; they are not experienced as an outer layer of culture, but as something at the centre of their experience. This needs to be kept in mind when reading the findings in this section. The influences can operate as both as barriers to, and enablers of, women’s BF practices. Within this layer, discussion of the Saudi cultural norm ‘Nifass’ is followed by presentation of sub-themes related to mothers’ views of the husband’s involvement, and the roles of the other family members and members of the wider social network or ‘guests’. The section concludes with discussion of cultural norms regarding female beauty and behaviours.
6.2.2.1 Socio-cultural Context for BF: A Barrier or Enabler?
Data in this research provides first-time evidence that these influences become most prominent in the postpartum period. In KSA, motherhood is an experience that is heavily influenced by the perspectives, expectations, cultural norms, and involvement of the mother’s immediate social network, with a special importance given to older female relatives. However, when women do not benefit from a supportive social environment, they find themselves obliged to make compromises because of their vulnerability after birth. A mother’s decision to breastfeed and the duration of such should be considered in the social context they find themselves in. The following sections present the various social and cultural dynamics that have influenced the BF decision of participants in this study and presents information on the ways that BF is practised in KSA that is primarily social, in that it is intimately linked with the varying levels of support a woman receives throughout this postpartum period.
6.3.2.2 The Husband’s Involvement
The most frequently mentioned barrier to BF was the husband’s lack of moral, emotional or practical support. It is argued that Nifass defines and encourages gender norms amongst parents, as explained by a participant: 
 “My husband was not supportive of me at all. […] We have a culture that allows the husband to not do anything, to not assist [his wife].” (P10, F, 36Y old, 2 children, breastfed)
This exemplifies the weight given to traditional gender norms and indicates how they may be encouraged after Nifass. A second participant further highlighted the normality of bypassing shared responsibilities in the early days of parenthood:
“He thinks that he is not competent in such matters and that the wife should make herself entirely responsible for them.” (P10, F, 36Y old, 2 children, breastfed)
The husband’s physical separation from his wife and newborn due to Nifass, alongside reduced involvement in baby-related decisions (e.g., BF), leads to his emotional disinvolvement/disinvestment in postpartum matters. However, it seems that there a social change emerging across newer generations as mentioned by one participant:
“These days, when I go to the hospital for a check-up, I see some men chatting with their wives in the clinic. They also go to the doctor, the obstetrician and gynecologist together.” (P20, F, 52Y old, 5 children, breastfed).
This points to increased involvement of fathers in their wives’ experiences in traditional female spaces. It seems that some parents are starting to create a certain distance from the previous traditional gender roles taken on by both parents. 
In this research, the male participant discussed Saudi men’s lack of knowledge, interest, and involvement in early BF support. This was frequently described as a source of frustration across mothers and of tension between married couples. Nowadays, times have changed, and husbands may be expected to fill support roles that previously had been performed by mothers-in-law, grandmothers and sisters. This is complicated by the fact that husbands may themselves be often physically absent and unaware of how to help their wives navigate the challenges of BF. P21, the male participant, discussed the gender difference within support roles, stating:
“Naturally, mothers need external support [physical and moral]. Female-to-female support is however likely to be more effective because the female [on the giving end] is more familiar and empathetic towards her suffering.” 
The same participant emphasized beliefs surrounding male support and how it might not be possible to substitute for female support in BF, due to biological differences between both genders, stating: 
“A man cannot put himself into a woman’s or his wife’s shoes in the same way another woman can.” (P21, M, 47Y old, 2 children), 
He went on to reflect on where he personally stood at a time when his wife needed support:
“Yes, mothers need a lot of support during the entire period [postpartum]. But I also felt it was not my responsibility nor my role to invest as much effort into it as my wife was. I however failed in fulfilling my duties.” (P21, M, 47Y old, 2 children).
The support void was described by a mother of five, who highlighted the helplessness and solitude she felt when she realized that no one was standing by her side and sharing the responsibilities of caring for her twins. She recalled:
“No, no, there was no support [physical and moral] or encouragement from anyone, my husband used to go to bed early because he would go to work early in the morning, and I would sit nursing in another room as my housemaid taking care of me.” 
Because her husband worked full-time, her domestic worker was her primary source of company and social support. She deplored her husband’s complete disengagement from the duties involving moral support that would have encouraged her to breastfeed, saying:
“He should have been able to put aside his fatigue and exhaustion to spend time with me and help me. This was his duty” (P20, F, 52Y old, 5 children, breastfed)
[bookmark: _Hlk96641243]This participant referred to the fact that not only did her husband not cater to the baby’s basic needs, but also had failed to meet her own needs when she struggled due to her postpartum condition. Such increased needs may exacerbate misunderstandings within a couple, as emotional needs vary during this period, meaning that finding an appropriate response is always more difficult. The emotional needs can have a negative effect on the mother’s BF experience, as explored by P10 who referred to hormonal changes, the uneven division of labour regarding BF, and the unrealistic expectations of people close to her: 
“The [husband thinks that] the wife has a job which consists of having children she takes care of, and part of the job involves having her sleep interrupted several times at night [during breastfeeding], while he can sleep peacefully. She is [paradoxically] also expected to be active, emotionally balanced, and productive.”  (P10, F, 36Y old, 2 children, breastfed).
Sleep deprivation was mentioned as a common issue, with one participant highlighting it was also likely to have indirect repercussions on a mother’s mental health. 
The lack of awareness amongst new fathers was a common theme, as illustrated by one participant who commented,
“Many husbands are not aware of the importance of breastfeeding”, 
Highlighting how many husbands/fathers adopt a passive attitude towards BF and thus place the burden of decision-making entirely on the wife. The male participant agreed with mothers’ assessments of their husbands’ position, saying:
 “[...] I am one of these people. [Back then] I did not have any information about breastfeeding, and honestly, I was not keen on educating myself and learning about it.” (P21, M, 47Y old, 2 child).
Husbands often had differing perceptions regarding the utility of BF, and not understanding the baby’s needs. One participant explained that her husband valued BF primarily for its ‘pacifying’ function:
“People around you may affect you like my husband who, at some point in the past, did not have the necessary awareness: he used to say there was no need for breastfeeding, since your daughter does not cry.” (P9, F, 38Y old, 3 child).
P20 emphasized the importance of receiving validating feedback and encouragement from her husband on a regular basis, stating:
 “If only [my husband] had encouraged me with a few words, it would have made all the difference. I would have then had more strength and put more effort into my motherly duties.” (P20, F, 52Y old, 5 child, breastfed)
 She referred to the lack of moral support that could have helped her to breastfeed, support which would have allowed her to do a better job than she felt she had done.
Correspondingly, the male participant confirms this observation and reflected on his own shortcomings:
“I would say that I fell short in my duties towards my wife. Women deserve a lot of support from us, and we should work harder to support them.” (P21, M, 47Y old, 2 children)
In contrast, when a husband is involved in the BF decision, the mother may decide to follow his opinion and end up distorting her own decision and the baby’s priorities. The negative influence of the husband was mentioned by a participant who stated that:
“It was not appropriate for him that I ... sit and express milk from the breast for an hour and after that I cannot sit and feed the baby for another hour, and the child screams and screams, [...]” (P10, F, 36Y old, 2 children, breastfed). 
She expressed her husband’s dislike of watching her bond with her newborn over BF, which was taking place according to him for “24 hours a day” and he felt that this bond affected his public image.
It must be noted that among all the participants, only two described having a positive experience with their husbands, highlighting the fact that they were very considerate of their needs to breastfeed. These positive experiences were the exceptions, not the norm. For one participant, her husband was particularly helpful with regards to BF due to his professional background as an obstetrician and a gynecologist, stating:
 “… my husband would say: do not push yourself too much, try to breastfeed her only during the first three months, because it is going to be hard for you to continue, especially when you get back to study.” (P5, F, 32Y old, 2 children, breastfed). 
This statement reinforces the importance of knowledge about, and support for, BF. 
Another participant mentioned that her husband demonstrated similar levels of dedication, although his motivation may have stemmed from the long period of 12 years that the couple had to wait before being able to have children:
“He always encouraged me to breastfeed them and supported me throughout. He used to wake up during the night with me, because we have twins, and I needed him to handle them. He was involved in everything, including breastfeeding, and generally caring for them.” (P25, F, 56Y, 5 children, breastfed).
This section has explored the way in which the cultural norm of Nifass in KSA has the effect of physically and emotionally disinvesting the husband from involvement in this crucial period. For mothers affected by situations like this, there was a source of great suffering as they were not able to receive those elements through other social channels. Only two participants had differing positive experiences, but that was due to one husband's educational and professional background, and the circumstances in which the mother had given birth.
[bookmark: _Toc98334524][bookmark: _Toc100131721]6.3.2.3 Other Family Members 
Participants’ decisions on whether to breastfeed or not were also influenced by their wider family network, which could be both a barrier and an enabler, depending on the individuals involved. Individuals identified as part of the family network were not only the mothers, aunts, or sisters, but fathers, grandparents and other relatives. Altogether, this array of voices rarely resulted in unanimous views, which for some participants was described as confusing and destabilising, especially if they had no experience or strong views of their own.
One participant gave an explicit example of an enabling social network via the support she received from her father:
“My father was an elderly person and he wanted me to breastfeed my newborn, so he would tell me that breastfeeding is good, it preserves your body, and it helps it to rejuvenate itself as it was during youth.” (P2, F, 33Y old, 2 children, breastfed)
Another participant described how her experience of BF was enhanced and prolonged by her mother’s efforts to keep her motivated and healthy. When she felt that her breast milk was insufficient, her mother would make herbal drinks to stimulate milk production, P7 described how:
 “When I told my mother that my breast milk is little and that I wanted to stop breastfeeding, she would make me fenugreek, mint with milk, white pepper and many other things. This meant that the most important thing was to continue to breastfeed the newborn.” (P7, F, 30Y old, 3 children, breastfed)
Rather than having concrete effects on her ability to breastfeed, however, this investment was a way for the mother to communicate her desire to see her daughter continue to breastfeed and ensure that she enjoyed doing so.
A similar level of support was shown by another participant’s mother, who made sure that she would be able to handle BF and care for her twins by preparing her for it and guiding her throughout. This participant stated:
 “My mother… God have mercy on her, she supported me from the beginning of the twins’ birth, she helped me at night, taught me how to hold them... She also used to tell me to be patient.” (P25, F, 56Y, 5 children, breastfed).
Her statement reveals the positive psychological influence that a supportive social network, or a single supportive person within that network, can have on the individual.
Rather than BF being a practice that only involves the mother and her newborn, in KSA, the mother’s social network is expected to participate. In environments supportive of BF, families and close social networks provide mothers with the knowledge and support required to be able to breastfeed. In other words, without the presence and active involvement of her family and close social network, the mother would find herself, in most cases, unable to pursue BF due to a lack of knowledge and social support. Consequently, the interviews showed that women were much more likely to breastfeed if at least some members of their family or wider social network had been in favour of it and taken the initiative to help with the various duties and responsibilities motherhood involves. One participant’s account of the involvement of her family in the BF process, and accommodation of her needs, reflected this ‘enabling’ mobilization: 
“My family, my mother, and my aunt [encouraged me to breastfeed]. At first, I did not know how to breastfeed my firstborn daughter. [….]. My older sister was carrying my daughter and breastfeeding her, and my father, […].” (P24, F, 47Y, 3 children, breastfed).
The findings show that relatives who positively viewed BF also typically took part in the BF activity in one way or another. This contrasts with the earlier examples in which the mothers who received verbal encouragement to BF from their husbands did not however receive actual practical support from them, such as being awake at night, or holding the new-born when crying, which could be attributed to insufficient knowledge of the role they could play. From the mothers’ perspective, BF support was felt only verbally. This was especially true for new mothers, as they relied on their families and social networks to compensate for their lack of knowledge and experience regarding BF, as they navigated this new critical experience in their lives, which was dealt with without adequate professional support, as discussed under Health System. 
Some new mothers gained support from their mother, grandmother or a sister. One participant remarked upon the way her mother was able to make up for her maternal shortcomings whilst providing her with the support she most needed, stating:
“My mother was the most important supporter […] I did not know [at first] how to hold the newborn, so she used […] to teach me how to breastfeed. I did not even know how to breastfeed my baby, so my mother taught me how to.” (P19, F, 42Y old, 2 children, breastfed). 
This example shows how vital one’s family network can be in order to enable a positive BF experience. 
Finally, one participant provided an extraordinary account of how her own mother used to give her breast to her daughter at night so that she would be able to sleep peacefully:
“I used to sleep next to my mother, and when my daughter would wake up at night for feeding, my mother did not wake me up to breastfeed her. Instead, my mother used to give her breast and even though she did not have milk, she gave her breast not to distract me while I’m sleeping.” (P8, F, 40Y, 4 children, breastfed)
 This practical example of a grandmother ensuring that the newborn continued to feel comforted by the continuous availability of the nipple enabled the mother to feel supported on both practical and emotional levels throughout the BF period after birth.
Although there were many interesting cases of supportive and enabling individuals within family networks, it must be noted that not all participants were lucky enough to receive similar levels of support. Indeed, some individuals faced barriers in the form of their family network. For example, criticism could come from the participant’s mother; one participant exercised her agency in socially navigating the criticisms of her mother, who disapproved of BF, by purchasing feeding bottles. This participant stated:
 “My mother was a little bit against the idea of breastfeeding, and she was with formula milk, and she was urging me to buy feeding bottles, because I did not have bottles. I bought bottles only to please my mother … She used to tell me, breastfeed for a month, that is enough.” (P11, F, 29Y old, 1 child, breastfed)
Another participant highlighted the sharp contrast she felt between the kind of support she received from her husband’s family and her own family, where she had been able to receive the practical support of her older sister at home. While she was at her in-laws, she had felt uncomfortable and unable to truly rest postpartum, which was identified as a potentially important influence on her ability to breastfeed, stating:
 “I gave birth to the first child and stayed for 20 days in the house of my mother-in-law, then I went to my house, there is no place like your family's home, you take your rest completely, you move freely to go and come. The husband's family home is not like that.” (P20, F, 52Y old, 5 children, breastfed). 
In-laws’ and husband’s negative views could be mutually reinforcing, as in the following example from P11 statement:
“Even [my husband] did not envision that I would be breastfeeding, and his family had the same situation, and formula milk was the normal thing to choose for them”.
Such comments potentially led to feelings of exclusion and unwantedness, P11 adding:
“They used to ask me why do you bother yourself? Why did you go for this option? Why are you different from the rest of the mothers in the family?” (P11, F, 29Y old, 1 child, breastfed). 
One mother-in-law had tried to scare a participant away from BF by saying that if she did not stop BF soon, her child may never accept eating anything else. 
“She would say if you are late in giving him normal food, he will never accept it. They always advised me to stop breastfeeding […]” (P7, F, 30Y old, 3 children, breastfed).
By speaking in such a potentially controlling manner, family members can create a huge barrier within a mother’s BF experience. Moreover, negative views of BF from family members can be backed up by members of the wider social network, defined here as the many visitors, more distant relatives, friends, and others who come to see the new mother and baby during the Nifass period.
6.3.2.4 Involvement of ‘guests’
The presence of visitors from the extended social network during “Nifass” is culturally seen as a type of social support but in practice can create barriers to BF. The continuous presence of the close social network signals the role it is expected to play in terms of support and care during motherhood. One participant expressed the way these encounters between the new mother, her newborn and the social networks are facilitated by the customary social obligations that are a part of Nifass. The same participant also made an important point, that it could be difficult for a mother to practically reconcile her BF duties with such social obligations, if she felt uncomfortable about BF in front of her social network, as the following quote illustrates:
“You know, during the postpartum period, there are many visitors, relatives, family and friends, who come to visit from the afternoon until ten in the evening, and this undoubtedly affects the postpartum mother, [who] will not find any time to rest, or to try to breastfeed. Support in this case is a double-edged sword.” (P16, F, 48Y old, 6 children, breastfed).
In many cases, the comments and advice of family members and friends resulted in anxieties regarding maternity, and a general sense of indecision about the choices to be made, considering future implications. For example, one participant stated:
 “My aunt and my friends … used to say, that the more you breastfed the more your breasts will sag, [by breastfeeding] you are harming yourself. You have to keep a balance because you are still young, and your body and figure should be beautiful” (P7, F, 30Y old, 3 children, breastfed). 
This participant explained how her relatives and friends tried to make her internalise the perception that BF would lead to negative physical changes, which would prove to be detrimental to her desired appearance. Consistently reminding new mothers of their bodily changes postpartum often discourages mothers to breastfeed and therefore becomes a barrier in their BF experience.
It should be emphasized that, in KSA, the process of bringing up a child is one in which the wider social network feels entitled to participate, even if only verbally. For some participants, this resulted in a somewhat suffocating atmosphere, as during the early stages of motherhood, they had been continuously told what to do by others even though they had not consulted them. P7 refers to a typical scenario, stating:
 “When guests came to visit during the postpartum period [Nifass], if they heard the newborn crying, they would often tell me to breastfeed him.” (P7, F, 30Y old, 3 children, breastfed)
This malaise is echoed in a thirty-year-old mother’s refusal to follow the ongoing instructions and comments of the guests who would come to visit her postpartum and often lie to her social network, stating:
 “[...] I would either pretend that I didn't hear or say that he had already been fed.” (P7, F, 30Y old, 3 children, breastfed). 
This last quote highlights how a controlling social circle can be detrimental to one’s relationship with family and friends. It also provides an illustration of how many mothers found ways to negotiate their way through difficult social situations. 
Hence, some participants questioned whether the Nifass was truly genuine support, as it ultimately prevented the mother from recovering and dedicating herself to the activities she might want to do instead. While mothers received continuous feedback on matters concerning their handling of their new-born babies, including BF, it is not to say that they necessarily felt incentivised to follow this tradition.
The wider social network can continue to create negative influences after the Nifass ends. One mother spoke about how, as she breastfed in and around her social network, people who disapproved of BF would make gratuitous personal comments about her ability to breastfeed: 
“If I go out, …. some of them ask me; your nipple is small, how can you feed? The size of the nipple has nothing to with the breastfeeding, you just bring your baby to your breast, and you will see how he latches onto it.” (P1, F, 46Y old, 5 children, breastfed).
This highlights the importance of agency previously discussed (Section 1.3.2). Here and across the interviews, it was evident that the mothers who decided to breastfeed were often strong-willed and had to, in many instances, stand up against members of their family and social networks to be able to follow through with their choices and personal views and overcome the social network barrier. 
The above insights suggest that the verbal BF support received by mothers from their social networks often resulted in the deterrence of BF, due to the lack of BF practical support, which is considered essential for supporting or facilitating early BF practices. Within families who entirely disapproved of BF, the task proved to be even more difficult. Mothers would be continuously told that they must make the right choice regarding BF, potentially further discouraging them.
A mother’s relationship with her family-in-law could also potentially heavily influence her decision to practise BF. Data from the current study suggests that husbands are greatly influenced by the attitudes and beliefs held by their mothers, especially in matters that involve their wives, thus highlighting the effect that one’s family and social network can have. A mother-in-law’s attitudes can severely alter those of her son’s wife. Hence, if in-laws are reluctant to see their daughters-in-law breastfeed, it is likely that the husband will share similar views, which is in turn likely to discourage the mother from BF. This could be because Saudi women’s experiences of early motherhood are intimately connected to the social dynamics of their social networks, which are transmitted over the course of several generations.
The data suggest that the very nature of this influence shapes, in turn, how comfortable a woman feels about BF and caring for her child in front of her society. It highlights the longitudinal effect that social network barriers can have on new mothers.
6.3.2.5 Cultural Influences
This sub-theme covers the influence of BF taboo and stigma, together with the negative effect of cultural norms of beauty. Although these are factors in the wider culture of KSA, their influence on the family and social networks is where, indeed, they are felt most strongly. 
BF taboo and stigma are strongly associated with a lack of awareness and knowledge of BF and women’s bodies, resulting in women’s internalisation of shyness and shame in relation to discussing their needs and experiences. Such factors potentially influence how mothers feel about BF, as well as the duration of BF, their psychological state, and their ability to reach out for and receive adequate BF support for their needs (i.e., verbal, practical, emotional). One participating mother expressed the sense of discomfort that she would feel if she had to discuss changes to her breasts and the body in the company of other pregnant women and a specialist for BF education. Her input also reveals the stigma linked with publicly discussing the doubts and anxieties felt by soon-to-be mothers and how a mother would seek information related to the various changes that she would experience, including BF: 
“For me, I feel shy when I sit with other women, and we all ask the specialist such sensitive questions about breasts [breastfeeding] and changes in the body. Accordingly, if I met her alone, I would talk freely with her about whatever in my mind and accept her advice.” (P2, F, 33Y old, 2 children, breastfed)
This point provides insight into why some families may not be ‘BF friendly’. Perhaps the prevalence of shame impedes and restricts the circulation of information across generations by passing misinformation, and therefore adversely affects the formation of a BF culture that is more accommodating and aware of first mothers’ needs as well as BF in general. Another participant suggested that women experience this sense of shame or shyness, because they are simply unaware of how important BF is and the taboo to discuss it. She also implied that when women breastfeed in public, they often receive feedback on how or whether they should breastfeed. These act as additional deterrents to BF and act as social enforcers of shame; she established the link between shame and lack of awareness:
“When [a person] comes to know how important breastfeeding is, she will ignore people's comments. I regret to say this, but if there were such awareness, I would not be much ashamed to breastfeed in the presence of people.” (P7, F, 30Y old, 3 children, breastfed)
Shame is also associated with not meeting cultural expectations of beauty standards, as the example given earlier by a mother who stated that her aunt and friends warned her against breastfeeding because as a young woman, her figure should be beautiful.
The effect of taboo, stigma and shame is the cultural silencing of women, which in turn inhibits potentially transformative discussions and the altering of common cultural perceptions that may be prejudiced against BF.
In summary, the findings within the socio-ecological framework layer of Family, Social Networks and Cultural Influences have provided an insight into the way the mother’s cultural and social environment may influence her choice to breastfeed or not. A mother’s interactions with members of her immediate and extended family, friends, work colleagues, and the wider social networks are all to a greater or lesser extent influenced by the cultural tradition of the Nifass, as well as the BF taboo, shame and cultural norms of beauty.
5.3.3 [bookmark: _Toc152032345]Healthcare System 
This study provided findings that are in alignment with the third layer of the socio-ecological framework employed, related to the healthcare system theme. Factors within the healthcare system, specifically within hospital practices, were one of the most frequently mentioned barriers to BF. Three sub-themes emerged, namely: inadequate and inconsistent approaches to BF; health professionals’ attitudes and practices; and BF support pre- and post-delivery BF encouragement. Whilst some findings regarding mothers’ views of C-section delivery and BF have been reported under the Mother and Baby layer, others are reported here because they reflect the relationship between the mother and the healthcare system rather than the intrapersonal factors which pertain more strongly to the mother.
6.3.3.1 Inadequate and Inconsistent Approaches to Breastfeeding 
BF policies and practices varied among the hospitals used by the participants, and often depended on whether hospitals were public or private. Differences in policy in public hospitals, however, differed from each other most prominently; for example, some offered educational ‘clinics’ while others did not. This could be attributed to two factors: the focus in hospitals on medical care, and differences in policy and staffing. Participants frequently complained about the lack of support, whether they were new mothers or had previously given birth in hospital. They particularly highlighted a lack of information about BF, and mentioned that if any information was offered, it tended to be a lecture from graduate students who had no personal experience of BF and were unable to give practical support such as positioning the baby correctly. In one case, a doctor told the participant’s husband to make sure to ask his wife to BF her baby, reflecting the wife’s expected deference to her husband. In another case of a mother who needed to visit the hospital daily to BF her baby who had jaundice, no information or help was given regarding expressing breast milk, although she had other children at home. The situation regarding information and practical support appeared to have deteriorated over the previous ten years, since older mothers remembered being given pamphlets, as well as being taught how to position and attach the baby properly to BF.
A typical statement from a participant, who had learned to BF from her older sister, was:
“...In the hospital they do not provide any guidance on breastfeeding. No, they do not do such a thing” (P20, F, 52Y old, 5 children, breastfed).
Some participants assumed that better BF education was offered in public rather than private hospitals, as illustrated by P2 statement:
“At the hospital, there was no support at all. I’m talking about private hospitals. In private hospitals, I have never seen anybody distributing brochures on breastfeeding.” (P2, F, 33Y old, 2 children, breastfed).
In contrast, another mother who had given birth in a public hospital held the view that private hospitals had a more thorough and supportive network regarding BF. She stated:
 “...no one has given me instructions. But I think that if you are in private hospitals, they would provide advice and guidance, in order to make you feel that they care.” (P19, F, 42Y old, 2 children, breastfed).
These insights highlight the fact that problems with BF promotion and support may not be reserved to certain hospital types (e.g., public vs. private), but instead depend on hospital staff and policy as well as the health circumstances of the mother and the newborn postpartum. The hospital focus on medical care and neglect of BF support was well illustrated by P1 statement:
“In hospitals, they focus on internal health checks, delivery and their role at that time finish once mother and baby healthy. I delivered five babies at hospitals, yet I have never found breastfeeding information there to support me to breastfeed.” (P1, F, 46Y old, 5 children, breastfed).
The focus on medical care at the expense of BF promotion and support was reflected in data regarding participants perceptions of HCPs as reported in the following sections.
6.3.3.2 HCPs’ Attitudes and Practices
Several participants held the view that, after the delivery, HCPs were generally rather insensitive to their respective mothers’ level of knowledge and awareness about BF. It was observed that they did not proactively check whether newborns are breastfed well or not, as it was assumed that the mother instinctually ‘knew’ how to do it, even though BF is a skill that requires knowledge, exposure, and guidance to be able to practise it.
Illustratively, a participant described how throughout her pregnancy and after birth, she did not receive any counselling about BF, stating:
“No, they did not provide me with directions and instructions. They assumed that since I have three children, I am an expert in breastfeeding. It may be because I have children, they were not interested.” (P12, F, 36Y old, 4 children, breastfed). 
HCPs assumed that as she already had three children, she had acquired enough BF experience. Such assumptions are intrinsically problematic as they exclude the possibility that she may have given baby formula to her previous three children. She recalled the lack of interest hospital staff showed in supporting her to breastfeed her children, which suggests that even trained HCPs may hold the view that mothers who have previously given birth do not require support or assistance to breastfeed. 
Similarly, when asked about the monitoring of new mothers during breastfeed at health facilities or during home visits to ensure that they are BF well, a participant answered: 
“They don’t. but when the breast becomes swollen, they will tell you to feed your baby but no one stays with you to teach you or support you.” (P11, F, 29Y old, 1 child, breastfed).
Another mother’s response highlighted that HCPs would tell her to BF without checking her physical well-being and physical ability to BF safely; P4 stated: 
“They just say breastfeed and say hold the baby like this. But no one checks how the nipple is. They may have thought we know. Some things you need to understand the right way.” (P4, F, 27Y old, 4 children, breastfed).
This statement highlights an additional failure in the lack of education and support given within the HCS. It reveals that, even though BF was sometimes encouraged, this encouragement only took a verbal expression as opposed to practical support to assist the mother as she breastfed for the first time after giving birth.
A number of participants revealed that hospital staff would only mention the subject of BF when mothers asked for such support, which could include support to express milk. Further, contradicting the suitability of the self-reliance model adopted in hospitals, one mother emphasised the importance of support postpartum, which in her view should involve continuous monitoring, supervision, and instruction of the mother as undertaken by a professional:
“I mean a specialist in the field came [to my house] to raise my awareness [about breastfeeding]. I told him that if someone could help me with breastfeeding, that could have been useful. I mean to help me after childbirth for ten or 20 days, teaches me, helps me and guides me so that I can be more careful about breastfeeding.” (P11, F, 29Y old, 1 child, breastfed)
In a supporting statement, another mother shared her experience describing how formula milk companies in the private hospital educated her with knowledge about formula milk. In her view, advertisements and brochures qualified as ‘good education that convince mothers about formula milk’:
“During the last month of my pregnancy, many companies gave me brochures with information about formula milk. Also, they gave me samples of them. Perhaps, the advertisements on milk formulas are more than a good education on breastfeeding.” (P2, F, 33Y old, 2 children, breastfed).
6.3.3.3 BF Support Pre- and Post-delivery 
Across the data it was clear that though mothers were generally unprepared to breastfeed, they were often told by hospital staff to breastfeed immediately after birth. Beyond that, healthcare professionals showed no concern about whether they had been adequately prepared to do so or even been provided with enough information to breastfeed. This was echoed in one mother’s remark:
“After delivery, only a social worker specialist came to me and told me to breastfeed. Before delivery nothing at all! There was no education nor attempt to teach me how to breastfeed. I can say that nothing from all this existed at all.” (P2, F, 33Y old, 2 children, breastfed).
This sort of statement was described as a source of frustration for many participants, who had found its timing to be extremely inappropriate, given that after delivery, mothers found themselves in a poor physical and mental state to accept BF if not previously promoted. Because of this, they were not able to process new information and skill and would typically rather avoid BF altogether than experience further pain and suffering.
After giving birth to her twins, one participating mother stated that she had been feeling exhausted, saying:
“After the twins were born, I was sick and tired, and the hospital disapproved the formula feeding.” (P20, F, 52Y old, 5 child, breastfed)
Ignoring that she felt that formula feeding was the best option for her, hospital staff strictly told her to breastfeed. This presents the fact that hospitals may be disregarding of a mother’s needs and abilities and the potential long-term repercussions that may have on the mother.
“...They refused [to feed them] formula and used to tell me that I should breastfeed them. I breastfed them in the first days after birth as I stayed for 3 days in the hospital” (P20, F, 52Y old, 5 child, breastfed)
In some cases, hospitals compelled mothers to breastfeed in a more tacit way. The staff would simply tell the mother that they did not have formula (typically in public hospitals) to ensure that mothers did breastfeed, as experienced by a mother of four children, who stated: 
 “They [hospital staff] would say, we do not have formula, there is none here. And so the mother has to bring formula milk from the market, meaning they put pressure on the mother to breastfeed the baby, but there are no directives and instructions from the hospital in this regard. As you see me, I had C-section but no one taught me how to breastfeed my baby, I’m in pain.” (P4, F, 27Y old, 4 children, breastfed). 
These participants’ experiences highlight a situation in which the importance of BF was implied, yet again no support or education was given. 
In some cases, mothers were simply too exhausted, in too much pain, or, as one participant notes, depressed, after delivery to be receptive to information or instructions to BF. The timing of support was critical, as exemplified by P2 statement:
“After delivery is too late for the specialist to come to explain. Of course, I will say then: ‘No, it is not a suitable time! Let my baby drink formula better than I bear this tough pain to only breastfeed her!’. Educating mothers before delivery is much better.” (P2, F, 33Y old, 2 children, breastfed).
An additional source of exhaustion was described by a participant who had given birth via a C-section, which meant that she was physically unable to move around much nor get someone to support her to breastfeed, and therefore she was forced to breastfeed in spite of the pain it caused. That the hospital was not able to accommodate her preference for baby formula post-C-section nor prepare her for BF is just another example of how a mother was forced to breastfeed rather than convinced to carry on BF after discharge from hospital.
In face of such feeble BF promotion and support, many mothers feel discouraged to breastfeed at all, exemplified in P17 statement:
 “Mothers who do not receive support during their pregnancies nor after delivery are unlikely to pursue breastfeeding at all […]”.
This highlights how the lack of guidance prior to the baby’s birth could often lead to mothers choosing formula milk simply for ease.
6.3.3.4 Practices after C-section
Having a C-section delivery was reported as a barrier to BF earlier based on mother-related factors (section 6.2.1.1), while this section reports C-section impact on BF in relation to hospital practices. Participants’ expectations of the C-section procedure were discussed in relation to how complications after C-section could present hindrances of various forms to mothers. These included: severe pain, no demonstration of how to hold the baby, removal of newborn to nursery or special care for health reasons (mother and/or baby), and newborn being fed formula milk without the mother being helped to express breast milk. Some mothers, who had determined to give birth naturally, were shocked by having a C-section and were not supported or counselled afterwards.
Such a predicament was experienced by a 25-year-old mother of one child, who previously had categorical convictions against what she believed were unnatural ways of giving birth, in order to be able to breastfeed:
“Yes, I was determined that I want natural childbirth and that I would feed naturally [breastfeeding], I was rejecting anything unnatural. Even the C-section delivery, I was completely against” (P13, F, 25Y old, 1 child, breastfed).
Some participants reported their disappointment when they realized that, due to their lack of knowledge and the various positions in which a mother ought to breastfeed to avoid pain post C-section, they found themselves unable to breastfeed. One participant described how the accumulated pain linked with her consecutive C-section births was so crippling that she was unable to even hold her second child in her arms, despite her desire to do so:
“I definitely wanted to breastfeed…but I was suffering from the pain of stitching of the C-section wound. [….]. I couldn’t even hold him. […] I was not ready to breastfeed. […] For three weeks, I was tired and in pain… For a month I could not move, nor could I hold the baby.” (P4, F, 27Y old, 4 children, breastfed)
The barrier due to a lack of education and support before delivery was compounded by the effects of the C-section barrier to BF, as summed up by a first-time mother who commented on the lack of experience of early practice of BF. She stated:
“A specialist [social worker] came to my room at the hospital. […] she made me feel like it was a compulsory thing [breastfeeding] that women are bound to do by nature. […] I did not feel like breastfeeding at all, and I said no.” (P2, F, 33Y old, 2 children, breastfed)
This participant response highlights how insensitive HCP interaction created the barrier. The implication that BF is compulsory or mandated by nature might lead to some mothers resenting this part of motherhood – thereby affecting ideology surrounding BF.
Regardless of the delivery method they had opted for, most mothers in this study had not been introduced to skin-to-skin contact after birth, even when they had expressed an interest in it. For one 25 year old mother, her inability to see and immediately breastfeed her newborn post-C section felt like it had deprived her of her first moment of motherhood, a moment which she had been looking forward to, and which, in her view, played a crucial part in determining the nature of the bond that connects the mother with her newborn. Her response to this unexpected turn of events fuelled her choice to continue feeding formula to her baby, since her child had already been introduced to it in her absence:
“After the C-section, I was feeling scared and nervous, as I couldn't see my baby until the second day of birth... I did not have the first postnatal hours that are crucial for establishing a good interaction between the mother and her infant. My newborn introduced to formula milk as first feed.” (P13, F, 25Y old, 1 child, breastfed).
Another participant had equated the idea of a ‘natural birth’ with BF - as a ‘natural’ way of feeding and proceeding - and the surgical aspect of the C-section with that of formula milk. As she was not able to give birth ‘naturally’, it only made sense to her to feed her child formula milk, as she did not consider the possibility of being able to have a caesarean procedure and subsequently breastfeed:
“I used to say to myself, let me live the experience and see for myself. However, that I give birth by C-section […] and I did not breastfeed her after her birth immediately. She had problems, so they took her to the nursery and started feeding her with formula.” (P11, F, 29Y old, 1 child, breastfed).
In the case of a prolonged physical separation from the newborn, many inexperienced mothers can be tempted to not breastfeed and allow formula milk to be given to the infant. A twenty-seven-year-old mother of four children explained:
“When you hold the newborn and start breastfeeding him, the milk flows, but if you do not breastfeed for a week, then the milk will dry up, because if the baby starts feeding from you, then surely there will not remain milk in the breast to dry up” (P4, F, 27Y old, 4 children, breastfed).
This statement implies that mothers who have not received any or little knowledge or guidance on BF, and have to separate from the child for at least one day post C-section, out of sheer ignorance, may not express milk on a regular basis, thinking that this will not affect their ability to breastfeed their child later on. This is, however, not the case, and such misconceptions are a further sign of an overall lack of BF support and guidance for new mothers. Such was explained by a twenty-seven-year-old mother, who held a conviction that after delivering her baby, she would be easily able to breastfeed her infant:
“I was very disappointed, because I was imagining that there would be much milk in my breasts and I can breastfeed…” (P13, F, 25Y old, 1 child, breastfed)
This section has highlighted barriers to BF caused by factors within the Health System. The main factors were shown to be: inadequate and inconsistent approaches to BF education and practice, as well as formula milk, across and within public and private hospitals; attitudes among health professionals which focused on medical needs of the mother while neglecting her emotional and human needs; and inadequate BF support pre- and post-delivery BF encouragement. Additionally, the specific problem of physical separation from the baby after C-section delivery was described.
5.3.4 [bookmark: _Toc152032346]Breastfeeding Friendly Spaces 
In the present study, the fourth layer, community, refers to the settings in which interpersonal relationships occur and covers the physical spaces available for BF. Only one participant referred to this, which may reflect the fact that relatively few mothers BF outside the safe spaces they find in homes and their social networks. It may also reflect a lack of suitable spaces in the community, and particularly at work for mothers in employment, because the taboo and cultural norms do not recognise the need to provide them. The one example provided by P5 was truly surprising, describing the unhygienic and highly uncomfortable circumstances she encountered each time she wanted to express milk at work, and the psychological effect it had on her. Her personal strength and resilience however helped her to adapt to her circumstances and not give up BF; she stated:
“There was no private place in my workplace […]. They told me [at my workplace] to go to the praying area but no way as it was uncomfortable at all. I remembered one I expressed milk in the toilet, but I could not make it again, […]. One of my colleagues […] had a space between fridges in a quiet office and I felt bit comfortable. Sometimes I took out the milk in the car with my husband or Uber. I did not care about where and how long it would take. It is just the mother instinct.” (P5, F, 32Y old, 2 children, breastfed).
5.4 [bookmark: _Toc152032347]Summary 
BF is a complex behaviour and the findings from the interviews, provided insightful exploration of mother’s views and factors influencing BF. Themes identified were in line with socio-ecological model findings related to four layers: mother and baby (such as mother’s own views of BF, women’s agency, and self-education); family, social networks (such as guests’ involvement) and cultural influences; healthcare system (such as HCPs attitudes and BF support before and after delivery) and community, which was reported by one participant in relation to available spaces for BF. Mothers’ BF practices and behaviours appeared to be largely influenced by the family, social networks and cultural influences layer. This layer not only influenced BF practices, but also showed how people surrounding the mothers view and think about BF. The following chapter discusses mothers’ suggestions to improve the situation by reducing or removing some or all of the barriers to BF.

6 [bookmark: _Toc152032348]Chapter 7: Mothers’ Recommendations to Support Breastfeeding
This chapter presents the findings relevant to the fifth research question, namely What are mothers’ views and needs for BF support? The final theme is presented as suggestions to improve BF by using mother’s own voices. Suggestions were grouped into five sub-themes, namely: increase BF awareness; increase husband’s involvement; healthcare practices; need for technology support to promote BF awareness; and government and media accountability. The socio-ecological model was then used to inform the final structure of this chapter, which presents the mothers’ suggestions under three layers: family, social networks, and cultural influences; healthcare system practices; and society/public policy layers. These suggestions provided by mothers could help in developing recommendations and providing evidence-based data to inform what is required when supporting mothers to BF. Whereas the previous chapter concerned itself with the barriers regarding BF, this chapter concerns itself with solutions and ideas to address the issues based on mothers’ identified needs.
6.1 [bookmark: _Toc152032349]Supporting BF within the Family, Social Networks and Cultural Influences Layer
6.1.1 [bookmark: _Toc152032350]Increase BF Awareness 
A recurring sub-theme in the data was about what was required from the surrounding social network to support the mother in her choice; the suggestion was to improve BF knowledge and awareness, a suggestion which could potentially increase the prevalence of social environments that are favourable and friendly to BF in KSA. One participant remarked that ‘breastfeeding awareness’ meant that people, in a general sense, should be able to comprehend the value of BF and with such awareness, all mothers would be supported to practice BF whenever and wherever they want.
It was further implied by another participant that general awareness about the importance of BF would not be enough. The scenario in which BF relies on support from the mother’s social network highlights its importance and reiterates the point that people in the mother’s close social circle also need to comprehend the value of BF so that they can support the mother to BF for longer.
“If the people that are closest to the mother are aware of matters related to breastfeeding, this can have a significant impact on the mother, in the long term [breastfeeding duration].” (P13, F, 25Y old, 1 child, breastfed).
This explicitly shapes the idea that support during the Nifass is of the utmost importance to those involved, and as stated can make a significant impact.
Mothers may not have access to sufficient information to be able to make their own choices nor to sustain the decisions of BF due to their lack of an informed and supportive social network. It was also suggested education about BF should be more nuanced, in the sense that education should not centre itself only around the benefits of BF, but also around the challenges that are related to BF, the example being the commitment it is to begin BF and the ways to come over these challenges. Rather than imposing a particular option, one participant suggested that BF awareness and education should ensure that the mother is able to make a well-informed choice. She stated:
“We look at the two aspects related to breastfeeding, for example breastfeeding has a good side, and from a long time we used to hear that breastfeeding is good, […] but it has another side, […] and the second side is absent [disadvantage of breastfeeding e.g., commitment].” (P12, F, 36Y old, 4 children, breastfed), 
For another participant, knowledge and awareness are also equated with the perception of how valued and supported BF is in their families and their wider social networks, which often include influential women in their communities who they do not know well but whose opinion carries weight. As explained in the previous chapter, if the mother and people around her felt that it was not a priority, then the former would be most likely to adopt baby formula early on, while the latter would not feel incentivised to encourage her or provide her with the required support to facilitate her continuing with BF. She describes how, after her first birth, this knowledge would have been critical, as she found herself in the challenging situation of making important, and uneducated decisions straight after birthing her child. As one mother explained: 
“The first thing a mother needs is to be aware of [after postpartum], is nursing […] When a mother enters in the turmoil -I mean- the battle of breastfeeding, she faces obstacles, and that’s where breastfeeding awareness, […]  As a mother this was the type of support and encouragement I most needed while breastfeeding my firstborn, compared to my second baby. I was then aware and experienced in my motherhood”. (P12, F, 36Y old, 4 children, breastfed), 
Again, highlighting that BF education and awareness should be taught and delivered more thoroughly and be available to all (e.g. mothers, mothers-in-law, other family members, and people in the wider social network). 
In summary, participants suggested there was a need to improve the knowledge and awareness of BF among families and social networks and that this knowledge would incentivise and help people in a mother’s social circle to encourage her in her choice, while supporting her during BF period.
6.1.2 [bookmark: _Toc152032351]Increase Husband’s Involvement 
Beyond the needs and suggestions that the mothers provided, there was a strong sense among participants that husbands’ involvement in proactively supporting them throughout any period of maternity could compensate significantly for any shortcomings. Participants considered the lack of support from their husbands, and by extension their mothers-in-law, separately from their other family members; some participants identified that support from their husband held a different weight from other support, highlighting that it was the most important single source of support. In the following quote, the participant suggested that not only HCPs should be providing mothers with such support; in this situation the participant meant emotional support, as a husband’s commitment to helping his wife to breastfeed and care for her is also vital:
“A mother after childbirth needs support from her husband first, and from her family and from the people around her second, such as her relatives or friends, and during the follow-up and delivery time, she needs support and encouragement from the husband.” (P15, F, 26Y old, 1 child, breastfed) 
Some participants considered support from their husband and the hospital equally necessary, as exemplified in P15 statement:
“If the mother is provided with basic support for breastfeeding from her husband and the hospital, I think she will be ready to go through the breastfeeding experience.” (P15, F, 26Y old, 1 child, breastfed)
One participant suggested that awareness programmes should also target husbands, so that they are able to empathise with and conduct themselves in a manner that would make it easier for their wives to follow through with their various commitments and challenges:
“Husbands need awareness programs on breastfeeding with their wives so that they can support, encourage their wives, and understand and appreciate the effort that mothers make, and the value and benefits of breastfeeding. I think husbands don't have the slightest awareness about what it entails to be a mother.” (P15, F, 26Y old, 1 child, breastfed)
However, husbands may be one of the most difficult groups to reach, given the current disincentives resulting from traditional gender roles, the Nifass custom, and the influence of their own mothers. Thus, it may be more appropriate to focus initially on mothers and mothers-in-law and to impress on them the challenges a mother faces, the support she needs, and how their sons could, and should, support their wives during this time, including the provision of practical support such as waking in the night and holding the baby, as outlined in Section 6.2.2.2. 
To summarise, it can be seen from the above statements that although support comes in many forms, many participants held their partner’s support to the highest degree and found it the most significant during BF regardless of external support from family or HCPs. It will take some years for many men to become more involved in supporting their wives to BF, and in the meantime it will be vital to try to engage their mothers in the process.
6.2 [bookmark: _Toc152032352]Supporting BF at the Healthcare System Level 
Various suggestions were made regarding how hospitals could improve their practices with regard to BF, while some participants proposed setting up a dedicated organisation and workforce to promote and educate about BF, as well as providing practical support after delivery. One participant suggested that in hospitals, nurses and other staff should be able to freely engage with mothers and educate them about BF. This could potentially encourage wider communication about BF and contribute to increasing its acceptance in society, especially as nowadays women must seek the assistance of a specialist in a separate clinic and often do so as they require the information from an expert. 
“[…] Yet we are mothers, we need an expert support. We need support in breastfeeding. [Nurses] should be experts and speak freely with us. They should be highly qualified and aware of what they are talking about. [….] we need a specialist who is dedicated to educating mothers.” (P2, F, 33Y old, 2 children, breastfed)
This was said by a participant whose discussion exemplifies the importance of support from an educated specialist because as individuals, we often trust professionals due to their experience in specific sectors. 
Another participant, however, suggested that women are unable to expect nurses and doctors to educate mothers about BF as this is not their priority. Instead of expecting doctors and nurses to fulfil this role, this participant suggested that health educators could be hired in each hospital and healthcare centre to ensure essential BF education. She also argued that such health educators should monitor women throughout their pregnancy, until six months after delivery, to receive a proper understanding of what BF is, how it is done, and what it entails: 
“Nurses are very busy […] Would they have time to educate mothers, do you think? [..] health educator or the nutritionist and let them focus on educating the mother on breastfeeding and encouraging and educating after delivery.” (P1, F, 46Y old, 5 children, breastfed)
One participant strongly suggested that there needed to be a distinct group of trained professionals available to meet in person with mothers and educate them about BF. She argued that there needed to be a focus on the teaching of BF techniques to new mothers rather than dilute the expertise by attaching such professionals to existing teams. She proposed that every hospital and primary care centre should have its own expert.
“…everyone is working on different projects. It must be held by one entity that serves mothers starting from pregnancy until after delivery for 6 months.” (P12, F, 36Y old, 4 children, breastfed)
Another participant went further, suggesting how these specialists could be trained, and how the work could be distributed to maximise the objectives of a dedicated BF organisation. She discussed her belief that there should be an organisation/institution that specialises in policies regarding BF, and taking responsibility for training. Like the participant above, there was a shared and common understanding that education must come from a higher, more aware group of specialists such as HCPs. 
“From my perspective, there is a need for a specialised organisation or institution for breastfeeding with an independent policy. This institution would be responsible for offering standardised training for all specialists. Then, these specialists will distribute in each maternity hospital, and they organise a following up programme for every single pregnant woman and they meet with her alone.” (P2, F, 33Y old, 2 children, breastfed)
Another participant said that such encounters could serve as a type of psychological preparation that could help with fostering resilience. Hospitals should be able to meet some of the mothers’ requirements on an emotional and psychological level. Highlighting the importance of support from a specialist with whom the mother felt comfortable, P16 stated that this would enable: 
“…hospitals to focus after the birth on the mother’s bond with the child so that the bond is strong from the beginning.” (P16, F, 48Y old, 6 children, breastfed).
In addition, some participants suggested that pregnant women should specifically be targeted, since postpartum women may not necessarily have the time or desire to learn about BF due to external issues such as postpartum illnesses or simply exhaustion. 
When discussing the ways in which hospitals and HPCs could assist, one participant proposed:
“In hospitals, they can help mothers to meet with each other, and I think they will love such an experience very much, with supportive things for them such as activities such as programmes and applications.” (P16, F, 48Y old, 6 children, breastfed). 
This indicates that hospitals and HCPs could play a more proactive role in enabling mothers to come together by organising different programmes and activities and thus enabling them to make connections with other mothers in similar positions. It needs to be understood that this suggestion is not quite the same as peer support, which has only recently been trialled in education and mental health in KSA, and has been unsupported by staff but successful when initiated by an individual who created a civil society organisation. The mothers in the present study were proposing to meet and share activities, a looser arrangement whereby they could meet, maybe share experiences, but not commit to mutual support. The reasons behind this are related to approval from husbands and family members, as well as caution about who to admit to their close circle in a community where gossiping and commenting unfavourably on what someone is doing and how bad that is for their family is commonplace. Many mothers would welcome an opportunity to share activities with other mothers outside the home, but might prefer to create their own small peer support group from among trusted friends. 
One participant stated that in some hospitals, brochures were distributed to mothers to explain the basics of BF. She commented on how this way of transmitting information was at complete odds with the way in which people seek information nowadays, and indeed, how mothers given such brochures are likely to ignore anything that is written on them:
“All the educators are nurses or midwives who are already busy with their main work. Consequently, they give you a brochure and they ask you to read it. What if I cannot read? Or I don’t have enough time! What if I have a question not mentioned in this paper. It’s most likely that [for any question I have], I will go search online and rip this paper!” (P2, F, 33Y old, 2 children, breastfed).
To summarise, although ideally education would come from HCPs it may be unlikely that they have the time and resources to do so, although they could facilitate meetings and activities for mothers, and encourage peer support. For BF support and education, the emergence of a new, smaller set of specialised HCPs, combined with a technologically up to date method of teaching BF, is a potentially important positive influence on BF experiences of new mothers. This has implications for what needs to happen at the higher and wider level of society.
6.3 [bookmark: _Toc152032353]Supporting BF at the Society/Public Policy Level
6.3.1 [bookmark: _Toc152032354]Need for Technology Support to Promote BF Awareness
Some participants agreed that they had achieved BF support through the intermediary of social interactions with other BF mothers. It was recognized that changing methods of communication and education could potentially influence the type and extent of support that older generations traditionally gave to the generation of new mothers. Participants also stated that, although brochures may have been effective for some people in the past, this method should be reviewed and altered to allow the best education for everybody involved. As one participant expressed it:
“Honestly, the support that was provided to us may not suit [new mothers], and they will not be convinced of it. They want to receive support that differs, that is appropriate for their generation, and is consistent with their way of education.” (P16, F, 48Y old, 6 children, breastfed).
An increasing number of mothers were now seeking access to information through the internet, as many remained unaware of other forms of support, while on-line support was often the most convenient form, given their duties and responsibilities in the home and/or at work. Even though this participant had not breastfed her first child, she talked about how she was supported to BF through Instagram, which motivated her to breastfeed her second baby: 
“Do you know how I breastfed? By following Instagrammers who were discussing breastfeeding, then I was eager to breastfeed my second baby…. Social media, TV, SMS are great tools and will benefit us a lot.” (P2, F, 33Y old, 2 children, breastfed)
Such changes potentially offer new options for new mothers to seek BF support during pregnancy and postpartum. However, even though women have access to better sources of information, this does not mean that the influence of her social surroundings is diminished. As will be explored in the following sections, participants expect and need those perceptions in society at large to change and foster a culture that is more hospitable to the needs of BF mothers, instead of mothers becoming more self-reliant and independent with regards to BF.
6.3.2 [bookmark: _Toc152032355]Government and Media Accountability
Following on from participants’ views that media used to diffuse information related to BF should be adapted to the habits of the generation that grew up in the current ‘internet era’, there were suggestions that audio-visual resources on popular apps would be more likely to be used by and resonate with these new mothers than traditional methods. The creation of an approved app by the MoH would help to ensure that correct information was distributed. However, it would need to be sensitive to users’ emotional and psychological needs rather than simply an exhortation to BF because it is the right thing to do, which is what information currently on the MoH website advises women. It would ideally need to include visual representation about how to hold the new-born and encourage latching on.
The Saudi media could potentially exert a positive influence on attitudes towards BF. Although the MoH website stresses the importance of BF and BF is a religious right, the cultural taboos deter many mothers from BF outside the home using a cover. Several participants commented that educating mothers was not enough. The first step, as one participant observed, was to raise awareness not only among mothers but across the whole of society. She emphasised the unprecedented influence of the media, saying:
“[Perceptions can change through] awareness campaigns and ads. Now the most influencer is the media. I think that if we could develop a media that is focused on breastfeeding benefits, it will really help to convince mothers. [….]. We are talking about making the entirety of society aware, even people in the small cities.” (P1, F, 46Y old, 5 children, breastfed).
Awareness campaigns that are upheld by the media can be crucially important in helping change societal views on an existing topic, for example media coverage denoting a positive ideology of BF could foster a more positive BF climate for women. One participant discussed this, stating:
“I think that the media also plays a great role in that it makes people aware of this thing. On the one hand, educate the mothers, and this is an important thing, and on the other hand, educate the society not to disapprove the mother who breastfeeds her newborn in the presence of people.” (P7, F, 30Y old, 3 children, breastfed). 
By exploring the weight that media holds in perception of the self and of others, we can explore the ways in which we can make BF a more positive experience for those involved. 
This same participant went on to explore how government institutions may, or may not, play a vital role in access to BF education., specifically mentioning the KSA Ministry of Education and Culture referring to their importance: 
“The media play a role, and on the other hand, there are government ministries like the Ministry of Education and Culture, they play a role in their institutions. This is an important thing [awareness campaigns] that they should be focused on.” (P7, F, 30Y old, 3 children, breastfed).
Another participant also suggested that the MOH should ensure that new mothers are provided with free access to BF support programmes in hospitals, highlighting that the lack of education is not the fault of the mothers, but of those in higher power. “Mothers require follow-up programs for breastfeeding […] and they also require free [non paid] awareness programs in hospitals [... ]. Responsible bodies such as the Ministry of Health should provide awareness programs in hospitals”. (P15, F, 26Y old, 1 child, breastfed).
6.4 [bookmark: _Toc152032356]Summary
In conclusion, mothers made many suggestions for improving BF in the KSA, based on their own needs. These are related to their perceptions of what should happen in the third and fifth layers of the socio-ecological framework to enable change in the first and second layers. Raising awareness at the individual level needed, importantly, to be accompanied by education about BF awareness for people within their families and social networks, ideally reaching their husbands in particular. Participants did not propose specific ways of achieving this within their families or social networks, possibly because they were constrained by cultural traditions; however, they had no hesitation in making suggestions that could be implemented in the healthcare system layer or the societal/policy layer.
Within the healthcare system layer, one suggestion was that a husband and wife should experience BF awareness/education together. Another was that hospitals could facilitate meetings of mothers to share activities and programs. More follow-up and support after delivery was suggested. A new, dedicated, expert nurse workforce was suggested, and this should be run by a new, separate, specialist organisation, a suggestion which would have to be implemented from within the fifth (societal) layer because of the funding needed for the specialist staff and their training. All of these would require upskilling the workforce and, probably, recruiting additional HCPs.
However, there were strong suggestions of the role that technology and the media could play, especially if the government organisations like the Ministries of Education and Health got involved in funding and delivering campaigns. Participants highlighted the importance of using technology, for both convenience and because the new generations of mothers expect to learn from familiar and modern methods; this was based on the experience of mothers who already self-educated themselves using social media. Using the media could help not only to educate but also to drive policy change.

7 [bookmark: _Toc152032357]Chapter 8: Discussion
This chapter presents the key findings and overall conclusion of the three studies which contributed to achieving the main aim of the study i.e., to explore factors that influence BF practices in the KSA. Whereas previous chapters have presented in detail the findings from the systematic review, the quantitative survey and the qualitative interviews, this chapter offers the overall conclusions of the research, beginning by addressing each of the research questions in turn and relating the findings to the various layers of the socio-ecological framework employed. It then discusses barriers with reference to wider literature, in broadly the sequence in which they are encountered by mothers, before considering the influence of key barriers to BF in terms of their influence on layers of the socio-ecological framework and how they relate to the BBF Gear model. Thereafter it discusses mothers’ suggestions for improvement which inform the recommendations of the study. Next, the strengths and limitations of the research are examined, after which the chapter concludes with the implications of the findings for policy, practice and research.
The summary of key findings addresses each of the research questions in turn.
· What are the potential barriers to, and facilitators of, BF practices: early initiation, EBF, and continued BF up to 24 months in the GCC region? (see ‎Chapter 3)
· What are the institutional factors influencing BF practices in the KSA? (see Section 2.9 and ‎Chapter 5)
· What are the components of family and other social circle influences that affect BF practices? (see Chapter 6)
· What are mothers’ views and barriers of BF? (see ‎Chapter 6)
· What are mothers’ views and needs for BF support? ‎(see Chapter 7)
It should be noted that whilst the present study was designed to answer each of the research questions with a specific method, findings from the main source were supported by the findings of one or both of the other methods, as shown in Table 8-1.


[bookmark: _Toc150837314][bookmark: _Toc152000212]Table 8‑1: Relationship between research questions and method

	[bookmark: _Hlk148835508]Research Questions
	Methods

	
	Systematic Review
	Quantitative
	Qualitative

	RQ 1 •	What are the potential barriers to, and facilitators of, BF practices: early initiation, EBF, and continued BF up to 24 months in the GCC region?
	
Main source
	
Confirmation of some of the factors

	
Explanation of some of the factors


	RQ 2 What are the institutional factors influencing BF practices in the KSA?
	
Confirmation of some of the factors 
	
Main source

	
Confirmation of some of the factors


	RQ 3 What are the components of family and other social circle influences that affect BF practices?
	
Confirmation of some of the factors 
	
	
Main source

	RQ 4 What are mothers’ views and barriers of BF?
	
Confirmation of some of the factors 
	
	
Main source

	RQ 5 What are mothers’ views and needs for BF support?
	
Confirmation of some of the factors 
	
	
Main source



7.1 [bookmark: _Toc152032358]Summary of the Key Findings
The rates of BF in the KSA have declined significantly during the past three decades ‎(see Section 1.5.3), although a lack of consistency in the use of WHO (2008) indicators and the absence of associated national monitoring statistics meant that factors contributing to decline in BF practices in the KSA were not fully understood. Two systematic reviews (Al Juaid et al., 2014; Alahmed et al., 2023) had provided limited knowledge on barriers and facilitators influencing BF which helped to highlight the specific knowledge gap regarding a lack of understanding of barriers and facilitators influencing BF. The systematic literature review among GCC countries conducted by the researcher identified a number of barriers and facilitators to BF practices and categorised them according to the socio-ecological framework adopted in this research.
In response to the first research question, it was concluded from the literature review that barriers and facilitators were located within three layers of the social-ecological framework. Under the first layer, Mother and Baby, the main factors reported as barriers were: exhaustion following birth; pain and immobility following C-section; mothers’ lack of knowledge and experience of BF; physical BF challenges; perceived insufficient milk production; feelings of embarrassment about BF in front of others, especially in public; fear of unappealing breast shape changes; and employed status. It was also noted that tensions between hospital policies, conflicting advice and criticism from members of the family and wider social networks, and mother’s own views could create a barrier. Supporting evidence for all of these was provided by the qualitative study which also found lack of privacy to be a barrier for many participants. The qualitative findings also highlighted the importance of women’s agency in overcoming perceived barriers, by, for example, self-education about BF and its benefits. In contrast to the barriers, the status of housewife, mothers’ knowledge before delivery of BF benefits, as well as practical knowledge of how to BF were facilitators. 
The barriers identified in the literature review under the second layer, Family, Social Networks and Cultural Influences, were living with relatives and husband’s preference for formula milk feeding, while peer support from other mothers was identified as a facilitator. The qualitative study findings particularly highlighted lack of support from the husband, family members, members of wider social networks and peers, associated with their knowledge of the benefits of BF, as a barrier, whereas strong support from the husband or another close family member were identified as facilitators. Views of peer support as a facilitator were moderated by the desire for privacy. The barriers included criticism of the mother’s choices and physical appearance and, in some cases, a lack of rest due to the presence of visitors, which, like the other barriers in this layer, contributed to the tensions between hospital policies, family members and mothers’ views.
Evidence for factors under the third layer, Healthcare System, was scarce in the systematic literature review, although one barrier was identified, namely free samples of formula milk, while BFHI and rooming-in were reported to be facilitators of EIBH and BF at discharge. These findings were drawn from mainly quantitative studies using self-administrated questionnaires. The inconsistent use of indicators and differences in study design make it unwise to attempt to conclude which factors influenced the different indicators. The review also showed there were conflicting results regarding other factors that affected BF behaviours and practices from which conclusions could not be drawn. However, mothers in the qualitative study identified barriers at every stage from antenatal to postnatal support, citing: inadequate information before birth, inadequate support in hospital, too much reliance on formula milk, and lack of sensitivity to mothers’ needs, as well as inadequate follow-up support such as home visits. Inadequate support in hospital referred to a lack of help with BF, including pumping and storing breast milk. These barriers were especially noticeable after C-section delivery. Some mothers also referred to not being given SSC or rooming-in opportunities. They recognised that a shortage of qualified staff contributed to these barriers and needed to be addressed at a higher level. The constraints imposed by short staffing and the need to address them at a higher level were reflected in the responses from the majority of HCPs in the quantitative study who stated that BFHI was complicated and a burden on staff.
The second research question was addressed primarily through the cross-sectional quantitative survey of HCPs, which explored institutional factors which influenced BF practices in Riyadh city, and thus was situated in the third layer of the social-ecological framework (see ‎Chapter 5). It should be noted that, at the time the study was conducted, the BFHI had not been rolled out across Saudi hospitals. Institutional factors were defined as awareness of existing BF policies in the workplace, knowledge of the TSSBF, views of BFHI, and practices and attitudes to infant feeding, as reported by HCPs. Although most participants were aware of the BFHI and policies in place to promote and support BF, more than half were unaware of whether the hospital they worked in was BFHI accredited or not, nor whether the TSSBF were being applied there. Mothers in the qualitative study also reported inconsistencies between and among public and private hospitals in their approaches to BF and provision of BF support, which suggests differences in policies and how they are implemented. Additionally, a high number of HCPs did not know about facilitating skin-to-skin contact where they worked, BF support after discharge from hospital, or collaboration with community. At least at the time the present study was conducted, HCPs lack of knowledge in these areas indicates that training was inadequate and unevenly distributed. In response to open-ended questions, some HCPs identified increasing BF awareness among pregnant women as a facilitator. Some HCPs also mentioned three particular barriers, namely: lack of educating mothers about the benefits of BF before delivery; violation of the Code by giving free samples of formula milk; and lack of resources such as the availability of staff, training of staff, and efficient use of time for healthcare provision. As noted by mothers, the lack of resources also requires action at the fifth layer of the socio-ecological framework, the Society/Public Policy layer since additional resources would have to come from the national budget.
The third research question regarding the components of family and other social circle influences that affect BF practices was addressed primarily through the qualitative study, supported by literature relating specifically to the postpartum period, the Nifass, in the KSA, as reported at the beginning of Chapter 6. The literature revealed that the postpartum period is considered taboo (Lamadah, 2013), in accordance with a society-wide taboo regarding the discussion of matters relating to sex and reproduction (Kingori et al., 2018). The Nifass period is characterized by seclusion, special foods, and visits to congratulate the new mother (Hundt et al., 2000). Seclusion mainly relates to the requirement for a new mother to live apart from her husband during Nifass at the home of her mother or her mother-in-law, although her husband may visit for a few hours a day. While close family members can visit immediately, other visitors usually wait a week or ten days, so the new mother may have relatively little time to rest and bond with her baby throughout the period.
During Nifass women in the family have the decisive role in advising and caring for mother, even when the advice may not be correct (Zareen et al., 2023). This decisive role for women, along with the visiting hours for husbands, may potentially reinforce the traditional male view that anything related to babies and children is the concern of women and not of men. Many of the mothers said that this male view persists, despite some signs of change among younger fathers in Riyadh. Moreover, the decisive role for women may not be helpful when different women in the same family hold different opinions and each thinks her view is the right one. The role may, in some cases, also have the effect of cutting off contacts between health professionals and new mothers in the first few weeks after discharge. Saudi women find discussion of reproductive matters very difficult and prefer reading to talking about such topics (Alomair et al., 2021). However, BF mothers may find it beneficial to have conversations with health professionals in the early weeks and months because they may not have access to a family member or friend who is able, willing and sufficiently knowledgeable to have those conversations. The influence of Islamic values and Arab cultural traditions remains strong (Almalki and Ganong, 2018). 
The fourth and fifth research questions were addressed primarily through the qualitative study. Four themes were identified which aligned with the four layers of the socio-ecological model employed: mother’s own influences on BF under Mother and Baby; sociocultural context for BF: a barrier or enabler? under Family, Social Networks and Cultural Influences; healthcare system under Healthcare System and BF friendly spaces under Community. The fourth research question, What are mothers’ views and barriers of BF?, generated some particularly interesting findings, highlighting that mothers held positive views of BF and that many of them exercised their agency to self-educate about BF, mainly from social media, and to persist with BF in spite of the barriers they encountered. The barriers they mentioned fell into all four layers of the socio-ecological framework. Within the Mother and Baby layer, the barriers have been noted in the response to the research question, but are repeated here for convenience. They included lack of BF knowledge during pregnancy, lack of practical BF support after delivery, pain and exhaustion (especially following C-section), and fear of unappealing breast shape changes, in addition to employment. The lack of informed support from husband, family members, members of wider social networks and peers was also included. Moreover, privacy to BF was also an issue for many mothers, in some cases even to discuss BF; outside a medical context, discussion of women’s bodies remains a cultural taboo, linked to religious teachings and rules regarding separation of the sexes. The findings showed that mothers’ BF practices were likely to be highly affected by the influence of the family, social networks and cultural influences during Nifass, which is intended to be a restful time for mother and baby but is often one of intense social pressure, as shown by examples of how members of the social circle around the mother view and act toward BF in the Saudi context.
Barriers, as previously reported in the third layer of the socio-ecological framework under the first research question, were: inadequate and inconsistent approaches to BF in hospital settings especially with regard to the availability of formula milk, insensitivity to new mothers on the part of some HCPs, inadequate BF support pre- and post-delivery, and practices after C-section. Finally, within the Community layer, employed mothers reported a lack of suitable spaces to BF.
The fifth research question, What are mothers’ views and needs for BF support?, identified a multi-layered need for awareness and education about BF that reached wider society as well as family members and themselves. Moreover, they wanted the government to make better use of technology and social media to provide education about BF that could counter to some extent the messages put out by formula milk marketing companies. Together, these suggestions would potentially reduce the strength of some of the key barriers in all four layers of the adopted socio-ecological framework. Additionally, mothers wanted to see a change in the third layer, with dedicated and specially trained HCPs providing support with how to BF and overcome problems such as physical breast problems and perceived insufficient milk production in a way that was sensitive to their emotional and psychological needs. It is important to note that this study is one of very few studies in the KSA which empowered women to express their ideas of what they required to improve BF.
To sum up the key findings, it can be said that whilst they are in general agreement with global findings, there are nuances specific to the Saudi context. Moreover, taken together, the findings of all three studies indicate a systematic failure of support in the KSA for mothers who wish to BF. The barriers can potentially lead to a failure of support in three main ways. They can potentially discourage a mother from BF at any of the various stages of her journey from pregnancy to birth and beyond. Some of the barriers exert an influence on one or more layers of the socio-ecological framework, resulting in structural failures in the health system. Moreover, they can interact within and across layers. It is possible that these effects can combine to make it more likely that a mother will be deterred from BF.
The next sections discuss the findings from the empirical work in relation to the wider literature relating to this field of study, arranged broadly by the sequence in which the mother experiences them, with reference to layers of the socio-ecological framework and bringing together findings from the different sources where appropriate. 
7.2 [bookmark: _Toc152032359]BF Education and Preparation
In the context of the qualitative study, the introduction of BF for the first time immediately after birth refers to mothers being encouraged to BF for the first time after delivery, and was described by participants as “inappropriate” due to their physical and emotional exhaustion. In contrast to Saudi mothers’ experience, other studies reported that when pregnant women are encouraged to BF following pregnancy, alongside BF education regarding different types of common BF challenges and how to solve them, together with support during pregnancy and postpartum, mothers will commonly start to breastfeed immediately following delivery, which in turn has a positive effect on EBF duration (Bailey, Pain and Aarvold, 2004; Ekström et al., 2011; Oakley et al., 2014). Support during pregnancy is important to give mothers realistic and appropriate expectations of BF after birth (Hall and Hauck, 2007; Avery et al., 2009; Rollins et al., 2016). Whilst the importance of information during pregnancy has been acknowledged in the KSA, even for BFHI hospitals, recommendations include greater emphasis on BF promotion and encouraging mothers’ immediate involvement in care for their newborn, but there is no mention of realistic expectations (Alghamdi, 2022).
The results from the cross-sectional study (see Chapter 5) highlighted that 55% of HCPs knew the importance of discussing BF management with pregnant women and their families, even though mothers failed to receive sufficient levels of support during pregnancy. Reasons for low attendance at antenatal appointments in Saudi Arabia identified dissatisfaction with the information and emotional support provided by healthcare staff, in addition to lack of transport and lack of time (Alanazy and Brown, 2020). Negative experiences of healthcare staff have been found to deter women from seeking care in a range of countries (Mannava et al., 2015). Interventions should also be culturally appropriate, which means in Saudi Arabia, recognising a probable need to address the views of healthcare held by the wider community, because women who were told by family and community members that their pregnancy was normal might be less inclined to attend appointments (Alanazy and Brown, 2020).
A Cochrane systematic review, which mainly drew on studies from high-income countries, reported inconclusive findings regarding the effect of antenatal BF education on improving BF initiation or duration (Lumbiganon et al., 2016). There are many possible reasons for this, including the interaction of BF education with other factors which may influence the outcomes. As well as the interaction with views held by members of the family and socio-cultural network suggested by Alanazy and Brown (2020), a particular intervention may not meet women’s needs or suit the culture, or the qualifications, experience and communication styles of healthcare professionals. Interventions range from three 30-minute healthcare sessions in Saudi Arabia (Hanafi et al., 2014), two BF education sessions, which included videos, and an illustrated booklet in the local language for Kurdish mothers in Iraq (Piro and Ahmed, 2020), trained nurses delivering and recording completion of BF education during antenatal visits in Malaysia (Tan et al., 2020), and a social media based antenatal support service in which midwives acted as moderators during the COVID-19 lockdown in the UK (Chatwin et al., 2021). These examples illustrate the need for the intervention to suit the context, while for the individuals, a review by Hannula et al. (2008) concluded that a combination of methods was preferable to a single method of BF education. Appropriate BF education can potentially increase women’s confidence in their ability to BF (Piro and Ahmed, 2020; Vakilian et al., 2020). Crucially, in a study in Ireland, Whelan and Kearney (2015) stressed the importance of women having support from the right person at the right time. 
7.3 [bookmark: _Toc152032360]Institutional Barriers affecting BF after hospital birth
This section discusses findings from this study primarily in relation to the institutional factors that are related to third layer of the socio-ecological framework healthcare system. Institutional factors are divided into two groups, (1) related to hospital practices in relation to introduction of BF after C-section, and late timing of first feed, and (2) related to HCPs in terms of HCPs’ attitudes towards BF, lack of BF support, and HCPs’ communication with mothers.
7.3.1 [bookmark: _Toc152032361]Breastfeeding and C-section Births
The qualitative study showed that C-section birth was a barrier to EIBF, which is acknowledged among mothers around the world (Hobbs et al., 2016). In regard to KSA, rates of C-sections have risen to approximately 20% in recent decades, while in the capital city, Riyadh (i.e. location of the current study) the rate was 27% as of 2016 (Ahmed and Mohammad, 2018). Global projections indicate a further increase by 2030, raising the possibility that this will work against EIBF (Betran et al., 2021). Compared to vaginal delivery, C-section can delay the start of BF as well as reducing EBF duration (breastfeeding and shorten the duration of exclusive breastfeeding (Li, Wan and Zhu, 2021). Some, but not all, studies in GCC countries reported findings consistent with the BF challenges following C-sections (Radwan, 2013; Carballo et al., 2018). Further, this is potentially exacerbated by the initiation of BF being delayed (Rowe‐Murray and Fisher, 2002), due to the use of anaesthesia and analgesia (Rajan, 1994). In a literature review of BF after C-section, training for HCPs was recommended to enable them to promote BF and provide practical support following C-section (Li, Wan and Zhu, 2021). Mothers in the current study who required a C-section could have planned their BF practices, if they had been supported to consider sessional skills, such as hand expressing. Mothers should probably also be prepared during pregnancy for the challenges of C-section, not only regarding BF but also separation from their newborn. Specifically, separation from a newborn during the first 2 hours postpartum correlates with less infant self-regulation and decreased maternal sensitivity and attachment, which is likely to not occur if separation is not implemented during this stage, with mothers still commonly BF at 6 months, if they are able to stay with their newborn directly after birth (Sharma and Byrne, 2016). 
The present qualitative study showed that mothers who had a C-section, but were self-motivated to undertake BF, still had difficulty to breastfeed. The issue of formula milk is discussed later in section 8.7. However, in different studies, no correlation was found between C-sections and reduced BF rates; for instance, in the UK, an Infant Feeding Survey (2005) showed that mothers remained likely to breastfeed after 1-2 weeks no matter the form of delivery (Bolling et al., 2007; Martin et al., 2022). Correspondingly, it was determined in other studies that the mode of delivery did not affect BF practices, as it was concluded that levels of support from the hospital generally proved to be the effective factor in BF outcomes (Chou et al., 2012; Kearney, Cronenwett and Reinhardt, 1990). Quality support that mothers receive following a C-section helps increase BF rates, although the effects of surgery and the physiological effects of a C-section in regards to BF can often continue in mothers (Erbaydar and Erbaydar, 2020). As a result, it is necessary to gain a better level of understanding of C-section rates, as well as how they are consequential upon BF rates, in order for HCPs to monitor their own practice, and ensure that mothers make the best decisions in regards to infant feeding.
7.3.2 [bookmark: _Toc152032362]Late Timing of First Feed
Effective early initiation was shown to increase through mother-infant SSC within the first hour following the birth (WHO, 1995; WHO, 2009). Indeed, early initiation and SSC, and especially over the breast, results in a mother’s body producing oxytocin, which boosts breast milk secretion, and subsequently helps in increased BF practices (Jonas et al., 2007; Moore et al., 2016). However, mothers in the present study generally lacked knowledge of SSC and a 2022 review of compliance with BFHI in Riyadh confirmed that less than 25% of mothers were informed of SSC during pregnancy, while just under 37% actually experienced SSC, with almost 30% not holding their baby in the first hour. Delays in the timing of the first feed could potentially explain, at least in part, BF rates decreasing early. A positive bonding experience positively increases the maternal identity for satisfying and fulfilling experiences of BF (Manhire et al., 2007). SSC between mother and infant correlates with postnatal ward breastfeeding exclusivity (Mathur et al., 1993) and breastfeeding duration (Nakao et al., 2008; WHO, 1998). Consequently, knowledge of the importance of early initiation and SSC needs to be passed to all HCPs who in turn need to pass it on to mothers during pregnancy in KSA.

7.4 [bookmark: _Toc152032363]Barriers Related to Health Professionals
There appear to be two different but interrelated aspects to the barriers in respect of HCPs, firstly, a lack of resources, including appropriate training, and secondly, a failure to prioritise the needs of and empathise with new mothers needing support with BF.
7.4.1 [bookmark: _Toc152032364]HCPs’ Attitudes towards the Support of Breastfeeding
In the KSA healthcare system BF support is primarily provided by nurses and obstetricians as discussed previously (see Section 2.3.1.1). It is reported that HCPs with positive attitudes towards BF resulted in successful BF promotion and support (Ekström and Thorstensson, 2015; Mäkelä et al., 2022). The cross-sectional study among HCPs (See Chapter 5) indicated that their positive attitudes toward BF practices and the provision of necessary support was limited by staff shortages, insufficient training, and busy schedules. Shortages of human resources have been reported elsewhere as major constraints on sufficient information and support being provided to mothers (Pemo et al., 2019). Additional BF support for mothers would therefore increase nurses’ and midwives’ workloads within care settings (Mathole et al., 2005; Pemo et al., 2019). Workloads may account for some of the participants’ comments in the qualitative study that HCPs advised mothers to seek support from a family member, but there is also a focus on providing medical care for mothers as patients rather than more holistic care for mothers as people. The importance of communicating with a mother as a person, as well as providing some continuity of care from HCPs, has been documented in a number of studies (Moran et al., 2006; Mcinnes and Chambers, 2008; Schmied et al., 2011).
7.4.2 [bookmark: _Toc152032365]Support from HCPs
The lack of support from HCPs experienced by mothers in the present study concurs with another study conducted in the KSA, which showed that a lack of support from nurses and/or doctors subsequently became a barrier to BF (Al-Sayad and Alharthi, 2017). In contrast, HCP support can have a positive influence on BF (Alyousefi et al., 2017; Nassar et al., 2014). Effective HCP support has been associated with more positive experiences of BF and longer duration (Brockway and Venturato, 2016; Duffy et al., 1997; Renfrew, 2005; Sikorski et al., 2003). Hence, for effective support to be implemented by HCPs in KSA, it is necessary for them to receive sessional training to develop support and counselling skills in relation to BF. According to a Cochrane review, BF support is more likely to be effective if it is proactive, delivered face to face and provided on an ongoing basis (Gavine et al., 2022).
To achieve this, HCPs need to develop their skill to listen to and understand mothers better, because this will help mothers to engage with BF more frequently, as they will become more self-confident  (Bernaix, 2000; Moran et al., 2006). HCPs need to improve the level of focus that is directed towards viewing mothers as individuals (Oakley, 1993).
Furthermore, peer support, as suggested by HCPs, could also be beneficial. Although this was not widespread in the KSA healthcare system, there are now a number of recognised BF support groups in Riyadh, according to Alghamdi (2022). Studies have indicated that mothers in various countries value peer support from individuals who have had similar experiences and are able to relate to their own situations (Dykes, 2005; Hoddinott et al., 2006; Rossman et al., 2011; Hunt et al., 2021). Also, it evident that augmented social interaction from the provision of peer support is also a major benefit to mothers (Scott and Mostyn, 2003; Nankunda et al., 2010; Chang et al., 2022). In particular, this can create a setting for mothers to comfortably ask questions without any feeling of judgement (Martens, 2002; Rossman et al., 2011), and to discuss personal choices and opinions regarding BF (Nankunda et al., 2010). Women have also reported improved psychological health due to peer support, as it can increase self-esteem, confidence and a sense of well-being (Wade et al., 2009). Peer support may need careful implementation in the KSA, due to the concerns around privacy identified in the qualitative study and the cultural importance attached to resolving matters within the family. Moreover, peer support would not address the disconnection from healthcare services that potentially occurs when a mother leaves hospital and her care is traditionally transferred to the women in the family. The following sections discuss the findings related to the family, social networks and cultural influences under the second layer of the socio-ecological framework.
7.5 [bookmark: _Toc152032366]Family, Social Networks and Cultural Influences
Studies in many countries have shown that the right kind and amount of support from partners and family members plays a major role in facilitating BF (Arora et al., 2017; Ekström et al., 2003a; Lestari, Wiryanti and Nabila, 2021; Ingram et al., 2001; Scott et al., 2006). Indeed, one study has shown that a mother’s intention to EBF was increased by each family member who preferred BF (Lok, Bai and Tarrant, 2017). Support from family members, together with support from HCPs that ensures a good breastfeeding technique, enables mothers to feel their milk supply is more than enough (Ingram et al., 2001). A broad spectrum of support may be needed, covering emotional as well as informational, and practical, physical support (Hong et al., 2003), and thus non-professionals in addition to HCPs may be involved in giving the necessary support (Hall and Yauck, 2007). The support given should be individualised to meet the mother’s needs, in order to build their confidence, and contribute to their capacity to exercise their agency to continue BF (Hannula et al., 2008). Conversely, a review of postnatal depression in Arabic countries reported that negative comments created an important barrier to BF (Ayoub, Shaheen and Hajat, 2020). Moreover, an early comparative study of mothers in Australia from Anglo-Celtic, Vietnamese and Arabic communities, found that Arabic women expected more postpartum support from their community than the other mothers, and attributed this to the high value placed on such support within their culture (Stuchbery, Matthey and Barnett, 1998). This finding was supported by a 2020 comparison in Israel of Arab and Jewish women, with Arab women mentioning much greater negative experiences in terms of interference, insensitivity and conflict, with the major source of those experiences being the husband’s family members (Puddister et al., 2020). 
7.5.1 [bookmark: _Toc152032367]Nifass Period
Very few studies have mentioned the effects of the traditional Nifass period, which is intended to provide time for the new mother to rest and bond with her baby while being supported by family, friends and members of her family’s wider social networks within her community. However, a study of 16 women in Al-Madinah confirms the findings of the present study, that women were subjected to conflicting advice, criticism and negative comments (Murad et al., 2021). Nonetheless, mothers in KSA believed that the connection and advice provided by family and social networks during Nifass helped with further BF continuation (Murad et al., 2021). It has been shown in other research that a mother would gain a positive effect in the reduction of anxiety and stress, if BF is performed and maintained (Sisk et al., 2006). However, the family can be a source of stress which works against this.
7.5.2 [bookmark: _Toc152032368]Influence of Family and Extended Family
Mothers’ experience of conflicting advice and tensions among members of the family and extended family are not limited to the KSA. In a variety of cultures and countries, a family tradition of BF makes it more likely that a mother will have a stronger intent to BF and to practice BF (Brown, 2018), such as in New Zealand (Alianmoghaddam, Phibbs and Benn, 2018). However, different families have different BF histories, so mothers or grandmothers and mothers-in-law can offer conflicting advice. Studies from the GCC nations have reported contradictory findings about the influence particular family members such as mothers, mothers-in-law, and grandmothers 
7.5.3 [bookmark: _Toc152032369]Husband’s Involvement
‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬‬In line with the findings of the present study, the influence of the husband or partner has been shown to exert considerable influence, which could be positive or negative, on mothers’ decisions to BF (Chang et al., 2021). Whereas husbands in a study in the UAE were found to be a valuable source of support fo BF mothers, (Radwan and Sapsford, 2016), another study found husbands in the prevailing patriarchal culture in Turkey did not see they had a role in issues regarding BF (Uludağ, Ayar and Bektaş, 2023). The Turkish study recommended that HCPs should seek to involve husbands, not least because men could make other men aware that BF is important and could argue for BF in public to be accepted ((Uludağ, Ayar and Bektaş, 2023).
In other, mainly non-patriarchal societies, it has been shown that men have stated that they feel excluded and unable to help as they desire clearer beneficial information to be provided, which would enable them to become included in the BF process and to help to support their partners (Sherriff and Hall, 2011; Brown and Davies, 2014; Sherriff, Hall and Panton, 2014). These men believed that more father-centric BF education was required in order to define them as important and competent in understanding and working with their partners’ decisions. In general, the inclusion of fathers in BF support programmes has resulted in improved rates of BF, although the effects on BF duration have been mixed (Brown and Davies, 2014; Rempel, Rempel and Moore, 2017). Moreover, many fathers have expressed that they wish to provide emotional support to their partners through positive actions or even simply based on their presence in situations (de Montigny et al., 2018). 
One study, in a very different setting in rural Indonesia, employed a multi-layered programme to encourage EBF, involving and targeting mothers, their families, village leaders and Muslim scholars, which helped to provide a broader consensus around EBF (Susiloretni et al., 2013). This recognizes that social networks affect the decisions that mothers make in relation to their own personal BF practices (Grassley and Eschiti, 2008; Reid, Schmied and Beale, 2010).
7.5.4 [bookmark: _Toc152032370]Breastfeeding Outside the Home/in Front of Others
The embarrassment and discomfort felt by mothers in the present study when BF in pubic correlates with the findings from other studies in different countries in the Western world, such as in the UK (McFadden and Toole, 2006; Morris et al., 2016; Mcfadden et al., 2017; Jackson and Hallam, 2021), the USA (Ware, Webb and Levy, 2014) and New Zealand (McBride-Henry, 2010). Whereas in the West this has been ascribed to the breast being sexualised (Sheehan, Gribble and Schmied, 2019), in Islamic countries it is forbidden by religion to expose parts of the body that can arouse a sexual response, so there may be an added reason for the discomfort felt by women, perhaps explaining why some women in the present study would not breastfeed in front of even female family members. 
Husbands in Kuwait stated they would not want their wives to practice any BF in a public setting (Carballo et al., 2017), while in the KSA, BF is deemed socially unacceptable, which makes the practice embarrassing for a mother (Elsayed and Al-Dossary, 2016; WBTi, 2016). There is a corresponding lack of suitable public spaces where mothers can BF their infants. Even where BF in public is protected by law in the UK, many mothers who were BF still felt discomfort as a result of feeling judged by unfavourable looks and comments (Johnston-Robledo et al., 2007; McAndrew et al., 2010). This issue cuts across the second, third and fourth (Community) layers of the socio-ecological framework.
7.6 [bookmark: _Toc152032371]Mothers’ Employment
Although employment status was considered as a factor in the Mother and Baby layer, the lack of suitable spaces for BF relate to the Community layer, while the associated issues of maternity leave and pay relate to legal aspects of the Society/Policy layer. Various cross-sectional studies in Middle Eastern countries have reported that working mothers found their work settings to prove too challenging, often resulting in the cessation of BF practices (e.g. Kuwait by Al-Darweesh et al., 2016 and Oman by Al-Mamari et al., 2017). According to the labour law in KSA, working women are able to take 70 days maternity leave with full salary, with extensions to maternity leave possible with 25% of the basic salary (Human Resources and Social Development (HRSD), 2022). Other studies from KSA have documented that insufficient maternity leave would prove detrimental upon mothers being able to breastfeed (El Mouzan et al., 2009; Abusaad and El-Gilany, 2011; Amin et al., 2011; El-Gilany et al., 2011; Al-Binali, 2012). When maternity leave was extended with full salary, which frequently occurred in high-income countries, it was noted that this resulted in positive effects upon BF in the first few months after birth (Steurer, 2017); examples were Canada (Baker and Milligan, 2008), and USA (Mirkovic et al., 2016; Huang and Yang, 2015), as well as some other nations (Chai et al., 2018; Kimbro, 2006). In contrast to the UK, where the Sex Discrimination Act (1975) can be cited to enable women to request flexible working periods in order to incorporate their BF practices, the KSA states that women may take one hour during the day to BF. The KSA approach does not at present provide spaces where women can BF, nor enough nurseries or enough time for women to go home then return after feeding the baby. The KSA aims to increase women’s participation in the labour market by 2030 but has yet to address this issue. Universities lack BF spaces, although many students in higher education are BF mothers; even hospitals do not provide such facilities for their staff. A Saudi Arabian cross-sectional study among HCPs reported that working environments in PHCs failed to provide suitable places for mothers to breastfeed or even express their milk via a pump (Al-Katufi et al., 2020). To enable mothers to achieve an optimal balance between work and continuation of BF, there needs to be legislation which covers facilities for expression and storage of breastmilk, as well as suitable BF spaces.
Comparatively, though, the employment of mothers could be perceived to be a modifiable factor with one particular study from KSA reporting that certain working mothers had not believed that employment was a barrier (Murad et al., 2021). Therefore, there is not enough conclusive, unambiguous evidence on the influence of workplace settings and how they affect BF practices among mothers in KSA. What is more, the current findings are unable to offer appropriate levels of insight into the correlation between mothers’ employment status, duration of maternity leave, workplace settings, and BF policy and practice. Therefore, additional research is required to investigate these factors within the context of KSA, and how they relate to the needs of the mothers.
7.7 [bookmark: _Toc152032372]Formula Milk
The issue of formula milk, like the issue of employment, relates to more than one layer of the socio-ecological framework adopted for the present study, in this case the Healthcare System and the Society/Policy layers. The conflicting findings between HCPs knowledge of the importance of breastmilk and mothers’ experiences of formula milk provision in private hospitals was not addressed by Alghamdi (2022) in their examination of compliance with BFHI in Riyadh hospitals; it was stated that this was covered by decree. Whilst the law states that only qualified physicians may prescribe formula milk and that it must be prescribed for sound medical reasons, this would not prevent prescription and continued use of formula milk following C-section, for example. Enforcement of the Code to ensure mothers do not receive free samples of formula milk at discharge would not prevent major manufacturing companies from providing them through other routes.
Rollins et al. (2023) have highlighted the challenges of trying to counteract the powerful marketing strategies employed by producers of formula milk and state that better enforcement of the Code would help. It would also help if HCPs were required to fully comply with the Code, for example refusing to accept free samples to be given to mothers in primary healthcare or hospital settings; this could be implemented through contractual means following appropriate training.
The interactions between the barriers in different layers of the socio-ecological framework are complex. The main barriers in each layer and some of the key influences of the main barriers are illustrated in Figure 8-1, while the discussion that follows the figure makes reference to various gears in the BBF Gears model to further illustrate the complexity of factor interaction. 
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[bookmark: _Toc152000259]Figure 8‑1 Main barriers and their influences on socio-ecological framework layers developed by the researcher 
The absence of campaigns directed at awareness of the importance of breastfeeding and its social acceptability in the Society/Public Policy layer directly affects the Family, Social Networks and Cultural Influences layer, because information is not reaching family and social network members from the highest level of authority in a society whose structure is both patriarchal and hierarchical as mentioned by Almalki and Ganong (2018). In terms of the BBF Gears model, the lack of such campaigns is associated with a weakness in the advocacy gear, which in turn is associated with the political will gear because the existence of strong advocacy helps to support or increase political will. The absence of campaigns with a wide reach is accompanied by the insufficient use of social media to reach the younger generations of mothers who seek information on breastfeeding; this reduces the likelihood of access to impartial and reliable information about BF. It restricts the sources of information to which healthcare professionals are able to refer new mothers, thus adding to the overall lack of information. It is possible, if not probable, that the absence of both campaigns and information on social media are linked to the prevailing social and cultural taboos which persist at all levels in society. Without a central co-ordinating function or the required funding and resources, as indicated by the BBF Gears model, the negative influence is likely to persist.
The maintenance of social and cultural taboos at the Society/Public Policy level potentially continues to encourage separation of the roles of health professionals and female family members during the Nifass, when traditional arrangements take over from the healthcare system. Furthermore, it potentially restricts the development of suitable spaces for BF in places of employment, study and elsewhere. The combined effect is to reduce the likelihood of new mothers having access to accurate and helpful information in the crucial weeks after birth and to potentially lead to feelings of shame if they cannot BF, and shame if there is nowhere set aside for BF because it is something that is not supposed to happen or be seen outside the home.
The failure to enforce the Code, which is evidenced by mothers’ accounts of the availability of formula milk and its ongoing use by healthcare professionals, is likely to have a direct effect on the use of formula milk in hospitals and may create an environment where busy healthcare professionals can continue to dispense formula milk after a C-section for longer than is necessary for medical reasons alone. Problems with updating the Code in Saudi Arabia were noted by Ahmed and Salih (2019) three years after WBTi (2016) and remained to be addressed at the time the present study was completed; this can be viewed as a weakness in the legislation and policy gear of the BBF Gear model.
[bookmark: _Hlk149221366]The shortage of funding and resources mentioned above contributes to the barriers located within the Healthcare System layer. It is partly responsible for the shortage of trained and qualified staff, although as reported by the WHO, staffing problems are found in many countries worldwide (https://www.who.int/health-topics/health-workforce). Shortages of staff as well as accurate and appropriate information in the Healthcare System layer potentially make it challenging for mothers to access the information and support they require at the time when they need it. Moreover, the barriers in the Healthcare System layer appear to affect individual mothers while having little or no effect on members of the family or social networks. However, the lack of direct influence on the family and social networks may add to the difficulties caused by conflicting or incorrect advice from family members when the women take on the traditional role of advisers and caregivers during the Nifass period. In this case, promotional campaigns targeting the whole of society take on greater importance, as does advocacy, not just for breastfeeding but for the mother as well. The barrier of insensitivity to mothers’ needs could be addressed to some extent by training for healthcare professionals, whereas at present this is missing from the training and program delivery BBF gear. Another key element largely missing at present from the training and program delivery BBF gear is the community outreach aspect of promotion, BF educational support and counselling, especially in postnatal settings; this directly affects individual mothers, as well as making it more difficult to reach family and social networks with information and advocacy on behalf of the mother. Mothers facing BF difficulties are less likely to continue BF in the absence of easily accessible local support. 
In addition to these interactions of factors across levels of the socio-ecological framework and actions missing from BBF gears, at the time of writing there was no national monitoring system that regularly collected data across all the levels and provision. Such a monitoring system is necessary for authorities to know where changes and improvements should be made, and to assess whether changes are having the desired effect.
Previous discussion of the institutional factors and barriers that negatively affect BF in the KSA has also included examples of interventions that have been made or could be made to improve the situation. This leads to consideration of participants’ responses to the fifth research question regarding mothers’ views of BF and their needs for support, in which they made suggestions for improvement, which inform the implications for policy and practice, and the recommendations towards the end of this concluding chapter.
7.8 [bookmark: _Toc152032373]Mothers’ Views, Needs for Support and Proposed Improvements
Overall, participants in the current study viewed BF as something they should do and would do, whether for religious reasons, health reasons, or other reasons such as emotional benefits, if only they had sufficient support or determination, or both. The challenges they faced have been outlined in the foregoing sections and therefore this section focus on their suggestions for overcoming many of these challenges. Some participants had limited ability to express their own needs and make suggestions, due to previous lack of opportunity to do this or lack of knowledge of what might be possible, for example, individualised or peer support. Moreover, they referred to ‘support’ without distinguishing between types of support such as moral/ psychological, emotional support, educational/informational support, and practical support. The sources of support they used were mainly close family members and social media, with Instagram the most frequently cited social media source. In the GCC countries, no study was found that explored in-depth, mothers’ knowledge and awareness of BF support sources or BF support-seeking behaviours. In contrast, a study conducted in the UK found that mother’s awareness of BF supporting sources enabled them to breastfeed with confidence, and thus, experience positive BF practices (Brown, 2016). 
They wanted better knowledge for themselves: education during pregnancy about the challenges as well as the benefits of BF, from both HCPs and social media; and practical knowledge (skills) to BF postpartum, as well as to express or pump milk.
One of the most frequently mentioned suggestions was for increased awareness and knowledge of BF in Saudi society as a whole, so that BF might be seen as normal, natural, and acceptable. Such knowledge and awareness of BF among communities has been reported to reflect positively on BF rates (Susin and Giugliani, 2008; Dykes and Flacking, 2010).
The most strongly desired form of support was from the husband, not only for the mother’s intention to practise and continue BF, but for general emotional support and physical assistance, as well as other practical support that husbands could provide, such as sharing responsibilities during the postpartum period. However, this suggestion was accompanied by a recognition that many husbands wanted no involvement in matters of BF or childrearing, which would only change if there was a change in attitudes within society as a whole. Some mothers nonetheless proposed that BF promotion programmes could target husbands to support postpartum women’s needs not only emotionally, but in relation to BF.
Mothers also felt HCPs could and should offer better support by being sensitive to their needs and feelings in the hours following delivery. Indeed, they felt there should be dedicated and specially trained staff, ideally employed by a separate organisation. Either this new organisation or existing hospitals should organise some form of peer support, in their words ‘activities for women’.
7.8.1 [bookmark: _Toc152032374]Using Technology to Support BF
The mothers seeking BF information and support online were not alone; it is a recognised way to overcome lack of knowledge from other sources (Bridges et al., 2018; Brown and Shenker, 2020). Not only do mothers of any age who are seeking information on BF use online resources, but it is noted that Facebook is widely used by first-time mothers thinking about what it will mean to become a parent (Baker and Yang, 2018; Bartholomew et al., 2012). Moreover, research into the take-up and effectiveness of Breastfeeding Support Facebook (BSF) groups is increasing (Black et al., 2020; Robinson et al., 2019; Skelton et al., 2018). However, mothers may not necessarily be aware of potential pitfalls; the use of BF information and support groups on social media raises issues regarding the validity of the information as well as concerns about who may be sharing the information (Regan and Brown, 2019). Mothers suggested that the government should employ modern technology to provide official BF information and support; this could ensure that information was properly validated. Thus, individual mothers’ thirst for BF knowledge in the first layer of the socio-ecological framework needs to be satisfied by action in the Society/Public Policy layer. 
Many of their suggestions are developed in the section on implications for policy, practice and further research which concludes this thesis. Before that, the strengths and limitations of the present research are discussed.
7.9 [bookmark: _Toc152032375]Strengths
This is one of the first studies to use a mixed methods design to explore the factors influencing BF within the KSA, with emphasis given to the mothers’ perspectives. It employs a socio-ecological framework which has been uniquely adapted to reflect the lived experiences of mothers during the Nifass, when influences of the cultural tradition combine with those of the family and social networks at a time when many mothers are physically, psychologically or emotionally vulnerable. The findings of this PhD provide valuable quantitative and qualitative data that help establish a new level of understanding of what mothers experience when BF; it also provides information about their needs and solutions to the challenges they face. These findings are unique as they provide an in-depth social and cultural understanding of BF that can be used to design intervention programmes that support BF mothers, not only in the KSA, but in other GCC countries. 
Another strength of this study is that data were collected from different perspectives, which provides a deeper understanding of the factors influencing BF. The qualitative study focused on exploring barriers to BF, and the semi-structured interviews provided some sensitive details on how social and cultural factors influence mothers’ BF experience. In contrast, most previous studies on BF in the KSA and other GCC countries did not investigate BF from different perspectives, and mainly quantitative data were collected. Thus, this study, which reviewed literature from all the GCC countries, used qualitative and quantitative data to understand the factors that influence BF.
Using the socio-ecological framework enabled the researcher to classify the factors that had been studied previously and it helped to systematically identify the knowledge gaps. The framework also helped the researcher understand how different factors in the various layers of the framework interacted and influenced mothers and BF. Later in the study, the framework helped the researcher identify the implications and recommendations by framework layer to address the systematic failure to provide BF support. Moreover, it assisted in identifying potential areas of further research.
7.10 [bookmark: _Toc152032376]Limitations
The cross-sectional study among health professionals did not provide representative data to enable generalisation of the findings to other health professionals in the KSA. While the qualitative study included one male participant, which is one of its unique contributions, this is also considered to be a limitation as male perspectives of BF were under-represented. This study was conducted in the city of Riyadh, so mothers from different locations, such as rural areas and other urban areas, were not included. Like other studies in KSA which have indicated regional differences in findings, this may not be representative of the country as a whole.
Additionally, the study was conducted in one city, in only 5 hospitals, none of which were private hospitals, which may restrict the generalization of the results because the sample was not representative enough.
7.11 [bookmark: _Toc152032377]Implications for Practice and Policy
In order to approach the targets for EIBF, EBF and continued BF, it is important to consider mothers’ perspectives and incorporate them in future action. The stronger need for support among Arabic women (Puddister et al., 2020) may mean that baby-friendly hospitals will not necessarily be perceived as mother-friendly in the KSA, unless additional action is taken. Accordingly, the following sub-sections provide relevant suggestions for practice, policy, and future research to improve overall BF practices, and. ultimately, to better equip mothers to make their own decisions based on having both the opportunities and the capacity to act on them within the particular social situations they face.
7.11.1 [bookmark: _Toc152032378]Implications for Practice
It is important to find beneficial strategies that integrate cultural, traditional BF support with modern approaches that improve support to mothers for BF, such as peer support as promoted through the present study, which has been shown to be a support concept new to many mothers.
In addition, a unique finding from the current study related to the Nifass period following birth, which has special significance in KSA for mothers and their respective families, is that it is culturally unacceptable to not permit a mother or mother-in-law, as well as other closely connected older women to be involved in the process of BF, as that would negatively affect the individual in the views of the wider community. Therefore, antenatal visits or educational classes, and postnatal follow-up visits should find ways of including significant women, and promotional campaigns should be designed with them in mind.
The participating mothers commented that it is imperative that they adhere to their cultural BF practices, whilst also following HCPs’ advice in conducting the most beneficial BF practices during their hospital stays, in order to find a balance to help them practise BF confidently. Therefore, it is important that these mothers are listened to in regards to their concerns and requirements for BF, and to be able to combine these opinions with the views of HCPs, obstetricians and nurses who work with these mothers, and who may need to develop their communication skills of listening and responding. Where HCPs fail to communicate in an effective way with mothers in regards to BF, mothers will turn to friends or relatives for BF advice and support. HCPs with better communication skills would be able to assist mothers in facing individual BF challenges, and from their evidence-based practices and knowledge they would be able to instil self-confidence in these mothers. This would also help the mothers utilise different strategies and practices that would facilitate continuous BF through the recognition of cultural practices that are relevant to the Saudi context.
In addition, to improve BF support, social media and technology should be harnessed to help mothers to obtain more correct and consistent information, and to reassure them about any potential challenges faced when BF. Specifically, online support would help in the provision of knowledge and communication between mothers and HCPs, whilst also enabling mothers to easily access support from HCPs. Furthermore, social media and technology could be used to establish a confidential platform or forum for BF support, directed by HCPs and peer supporters. This could assist in not only reducing the BF practice gap in knowledge and improving BF outcomes, but also reducing the amount of conflicting advice that mothers receive, and thus, reduce early BF cessation rates. Mothers’ idea of peer support activities organised by HCPs, possibly in a PHC setting, would offer the additional benefit of socialising with other mothers and, potentially, some of the significant women in their lives.
Mothers’ suggestions for education and promotion campaigns aimed at Saudi society as a whole could be adopted because these have been shown in other countries to have a positive effect on BF rates. Moreover, they could help to reduce the stigma and taboo associated with the idea of BF in general and BF in public in particular.
The desire for greater emotional and practical support from husbands would be more difficult to satisfy and would probably require the involvement of imams. However, the younger generation of men appears more willing to engage in antenatal and various hospital visits and it may be that this offers another possibility.
Mothers also felt HCPs could and should offer better support by being sensitive to their needs and feelings in the hours following delivery. Indeed, they felt there should be dedicated and specially trained professional staff, ideally employed by a separate organisation. This new organisation might be the more appropriate for development and oversight of some form of peer support, in their words ‘activities for women’.
Importantly, HCPs should provide information during pregnancy about the challenges mothers may face, such as milk expressing and positioning themselves to hold their baby after C-section or episiotomy. These health education programs also need to include other relevant females in connection with the mothers, as this is culturally important in KSA for the practice of BF following childbirth, including mothers, mothers-in-law, and grandmothers. The provision of information along with practical help should continue after delivery.
7.11.2 [bookmark: _Toc152032379]Policy Implications
There are four main policy implications, the first of which is that the KSA needs to implement a holistic approach in order to develop Becoming Breastfeed Friendly (BBF) initiatives. This will require additional specialist staffing and possibly a new organisation, which in turn will require funding. As a consequence, changes to policies on maternity care will be required. The second implication for policy is that modern use of technology in the style of social media needs to be formally adopted. The third policy implication is that legislation will be required to ensure that universities and workplaces, including healthcare settings, provide appropriate facilities for BF. Finally, the policy regarding violations of the Code needs to be enforced by taking action in all cases where a formula milk manufacturer or hospital is found to be breaking the Code.
The implications for policy and practice based on mothers’ needs and recommendations for BF support are summarised in Table 8.1 which shows the specific recommendations set out in sections 8.10.1 and 8.10.2 together with the socio-ecological framework layers they target.

[bookmark: _Toc139526673][bookmark: _Toc150837315][bookmark: _Toc152000213]Table 8‑2: Recommendations and socio-ecological framework layers targeted
	Recommendation
	Socio-ecological framework layers targeted

	
	1
	2
	3
	4
	5

	1
	Involve mothers-in-law, mothers, and other older influential women in antenatal visits or educational classes, and postnatal follow-up visits
	
	
	
	
	

	2
	Enhance HCPs communication skills of listening and responding appropriately
	
	
	
	
	

	3
	Develop and implement official social-media style sources of information and support for mothers
	
	
	
	
	

	4
	Develop peer support groups or activities
	
	
	
	
	

	5
	Develop and implement national education and promotion campaigns for BF
	
	
	
	
	

	6
	Encourage husbands to engage in antenatal and various hospital visits
	
	
	
	
	

	7
	Recruit and train specialist staff, employing them within existing healthcare team structures or, ideally, within a new, dedicated organisation
	
	
	
	
	

	8
	Prepare women during pregnancy for the challenges they may face, including possible BF difficulties, C-section, expressing / pumping milk
	
	
	
	
	

	9
	Legislation to create facilities as well as time for BF students and employees, also spaces in shopping malls and other leisure areas
	
	
	
	
	

	10
	Enforce action against violations of the Code
	
	
	
	
	



7.11.3 [bookmark: _Toc152032380]Directions for Future Research
A number of factors relating to BF practices would still benefit from further analysis, with one priority being to investigate where and why so much communication between HCPs and new mothers is unhelpful from the mothers’ perspective, with a view to resolving problems and designing sessional training for HCPs. Since it is more straightforward to apply BFHI in the case of vaginal delivery, it would be particularly useful to gain insights into whether women are prepared during pregnancy for the possibility of a C-section and for potential consequences in terms of rooming-in, timing of first feed, and expressing milk, as well as how, and how soon, they are supported after the birth. There remains a need for further research into factors leading to early cessation of BF, for example using a cohort study to identify and try to overcome problems as they occur, in order to determine which communications and interventions are likely to be the most useful to pursue. The inclusion of mothers, mothers-in-law or other significant older women in such a study could also shed light on who is best placed to help, and how. Moreover, BF peer group perspectives need to be considered in the continuation of BF research in KSA, investigating levels of take-up and acceptance of peer support. All these possible directions for research are underpinned by the importance of women’s agency that was highlighted in the qualitative findings. Even if every woman has her own sense of agency, she has to have both opportunities to exercise her agency and the capacity to act on those opportunities. The areas for research described here would explore key points where opportunities are likely to arise and where it can be seen whether the woman has the capacity to act on the opportunity when it arises, thereby pointing towards what changes may need to be made to enable her to act.
In addition, the present study has demonstrated the urgent need for large scale studies or national surveys that establish national BF databases, including in hospital practices and BF post-discharge. Also, there is a need for in-depth studies, such as phenomenological research that investigates lived experiences of BF support among both HCPs and mothers to gain better understanding of BF policies, and HCP practices. Indeed, intervention studies to investigate the effectiveness of peer support will be a new body of knowledge for the Saudi context. The findings also highlighted the need to harness technology and social media to support mothers to breastfeed. Thus, research on the effectiveness of technology with Arabic content in BF, and the perception and the acceptance of technology to support BF among mothers and HCPs will be another new body of knowledge for supporting BF in the Saudi context.
Furthermore, developing BF-friendly environments to facilitate BF practices is recommended as another vital area of research to understand the effectiveness of such facilities on BF practices. This could also include research on policies that support BF friendly environments. Other research may also investigate what governmental and non-governmental initiatives have been implemented to facilitate BF friendly environments in KSA. One important recommendation for research is to study the efficacy and evaluate available BF policies, with studies focusing on the current implementations including BFHI, TSSBF, maternity leave and their effectiveness in promoting BF in KSA. Further research should also focus on mothers’ experiences of SSC and other related BF essential skills, as well as self-efficacy to understand Saudi mothers’ ability levels in making decisions on BF.
7.12 [bookmark: _Toc152032381]Recommendations for Policy and Practice
The findings from the present study are able to inform policy, practices and further research related to BF support among Saudi mothers, which could also be appropriate for another similar cultural context in the Arab Gulf region. The recommendations that were devised from the findings and the implications of those findings focus on three main areas: developing family- and culturally-appropriate BF programmes; develop and improve BF promotion and support practices in the Saudi health system; and develop BF friendly environments. In view of the need for more women to have the capacity to act on opportunities and so exercise their agency, perhaps ‘mother and baby-friendly BF environments’ might be more appropriate. In conjunction with each other, these recommendations would require additional research in order to fully comprehend the implications and impact of these developments, such as providing evidence of how the mothers, infants and BF trends are affected by these developments.
7.12.1 [bookmark: _Toc152032382]Developing BF Friendly Environments
Saudi women have recently received increased attention to empower their roles within KSA’s Vision 2030 at different levels: politically, economically, scientifically and socially. Simultaneously, it has been recommended that BF friendly environments are increased in order to facilitate women to practice BF alongside their new roles. Developing BF friendly environments will help women practice BF comfortably and at ease, which could be achieved by establishing places to facilitate BF in public places (e.g., shopping malls, café shops, workplaces, restaurants, etc.); this kind of policy will help normalise BF. This will potentially be achievable, as the findings and recommendations from the current study will be shared with the MoH in KSA, which will indicate the effects of not having such a policy on women’s future roles, together with its likely impact on declining BF rates and practices. Further, the present study’s findings will be presented to BF advocates, HCPs and academics at related conferences that highlight the impact on mothers and babies due to the lack of BF friendly environments. 
7.12.2 [bookmark: _Toc152032383]Developing Family- and Culturally-Appropriate BF Awareness Programmes
Family and cultural aspects were found to be the most significant barriers that mothers faced in regards to BF. Thus, targeting these aspects needs to be undertaken by increasing awareness about the importance of families’ involvements in supporting and understanding mothers’ BF needs. This will be a key facilitator to mothers to breastfeed and reduce any perceived notion of embarrassment that has been reported as a barrier to BF. Developing such a programme to spread BF awareness that is family- and culturally-based will help normalise BF among communities, and overcome the social and cultural barriers that mothers face. This could be achieved by involving husbands, the new mothers’ mothers, and/or other relatives in antenatal visits, the birth and postpartum responsibilities. This could be undertaken in collaboration with community leaders and HCPs to encourage engagement and provide guidance for these family members’ involvement. The findings from the present study will be presented to BF teams, who were met previously at selected hospitals in order to promote such programmes as an approach to involve those individuals in doing more to support Saudi mothers. 
7.12.3 [bookmark: _Toc152032384]Develop and Improve BF Promotional and Practical Support in the Saudi Health System
In order to improve and develop the Saudi health system, there need to be multidisciplinary teams that have been trained to specialise and focus on working with mothers and support BF alongside their other roles. The BF support teams should focus on BF related information, skills, practical application after birth, and follow up after hospital discharge, whilst working in collaboration with other supporting groups in the community (e.g. community midwives or peer support). In addition, as was demonstrated by the findings, rather than after childbirth care being a medicalised approach, BF should be handled separately, as mothers would benefit from meeting peers prior to discharge from hospital in order to develop essential BF skills, and to become conscious and aware about better decisions on feeding methods. Further, lectures may be delivered to BF teams that were met at selected hospitals and for the nutrition department at the MoH, to which the current study was presented previously, the aim of which is to further explain the findings, and how these could help improve existing practices.
7.13 [bookmark: _Toc152032385]Conclusion
The rate of BF initiation in KSA is high, and Saudi women generally have positive attitudes towards BF. However, the present study has identified barriers and support needs of BF Saudi mothers, together with recommendations for action to remove some of the key barriers and enable women to make better-informed decisions. Mothers want to be, and should be able to be, at the centre of the BF decision-making process. In order to achieve this, there needs to be an enabling environment that enhances their capacity to act and exercise their agency.
A wide range of barriers was identified from the systematic literature review, the quantitative survey of HCPs and the qualitative interviews with mothers. Important barriers were: lack of BF education, both knowledge and practical demonstration, before and after birth, inadequate and inconsistent hospital practices regarding SSC and the timing of the first feed. Another important barrier was healthcare professionals’ insensitivity to mothers’ needs in terms of when and how to provide BF support, for example in dealing with physical problems such as pain following C-section delivery and sore nipples. Family and socio-cultural barriers were also identified as potentially important influences on breastfeeding practices among Saudi mothers. These barriers were: inadequate family support, conflicting views and advice about BF (linked to the major decision-making role accorded to women in the family), criticism of the BF mother, and distractions from BF and mother-baby bonding time caused by visits from members of the mother’s social networks. In addition, cultural norms of beauty and taboo topics of women’s reproductive health created barriers, as did a lack of privacy for many mothers, both inside and outside the home. Suitable spaces for BF outside the home were virtually non-existent, even in places of employment or study. A further barrier was the over-reliance on formula milk related to its availability in hospitals as well as in society more generally. The findings indicated that action was needed in different layers of the socio-ecological framework to broaden awareness of the importance of BF and provide society-wide support for BF.
The findings demonstrated the complexity of interplay among factors influencing BF practices. It has been highlighted that BF is not only a mother’s responsibility, as they face social and cultural barriers independent of their personal attitudes. Family and social networks, together with cultural practices, consciously and unconsciously, were found to discourage mothers to BF. The main reason behind this, which has been identified, is a lack of awareness and education about BF, which includes the mothers themselves, but also their relatives and their social networks. With appropriate awareness and education, family, social networks and HCPs could work together more effectively to provide BF support.
Accordingly, recommendations to improve BF practices in KSA and to overcome some of the identified barriers have been proposed. These recommendations could inform BF advocates, policymakers, public health departments, and HCPs about the key areas which need improvement in regard to BF in KSA, with two key areas being identified that need to be targeted. Firstly, socially- and culturally-appropriate interventions should be developed that target family members. These should be community-based interventions, rather than just individual interventions targeted at the mothers alone or with one family member. Secondly, increased involvement of HCPs requires BF training and support. What is more, this research study’s findings fill an important gap in the knowledge base for Saudi Arabia, in a way that amplifies the views of women, and potential future uses of this data, such as changes to BF policies and recommendations, could aid mothers in KSA in their BF journey.
In order to provide effective interventions and programmes, Saudi cultural and social norms should be taken into account. The programmes might need to target families and communities in order to reform the current approach to BF and family care post-delivery, although this should be mother-, and baby-centric. Furthermore, in order to reach a wide community, a multi-disciplinary approach involving a wide range of stakeholders is recommended. Policymakers and healthcare bodies responsible for BF guidance should focus on building an environment that encourages BF and serves the whole community. Overall, this approach will help normalise BF among mothers and target their needs more adequately than current approaches.
The use of the socio-ecological framework adapted to the context of Nifass in the KSA in this study has helped to ensure that the lived experiences of BF mothers have been considered within their intimate and powerful cultural settings at all times. It has been essential in the process of bringing together data from the systematic literature review, the quantitative study and the qualitative study in the discussion of the findings. This in turn has helped to clarify what action is needed in the various layers of the framework.
It has also highlighted the importance of considering the country context for the implementation of WHO policies, thus may not be capable of generalisation to other country contexts; conflicting findings were found in different GCC countries. Two of the factors that need to be taken into consideration are the experiences and views of mothers in a specific country since these affect the action that may be required for successful implementation of international policies.
It is hoped that the present study, its insights into barriers to BF and its recommendations for removing or minimising the impact of those barriers on BF mothers will lead to sustainable improvements in rates of early initiation and duration of BF in KSA, including exclusive breastfeeding.
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[bookmark: _Toc8130600]Initial search strategy/outputs of scoping search Ovid MEDLINE
	[bookmark: _Hlk3056239]#
	Search strategy

	
	
1 Arab Gulf.mp. (53)
2 Middle East.mp. or Middle East/ (13850)
3 Bahrain.mp. or BAHRAIN/ (911)
4 Kuwait.mp. or KUWAIT/ (3837)
5 oman.mp. or OMAN/ (2662)
6 qatar.mp. or QATAR/ (1583)
7 saudi
arabia.mp. or Saudi Arabia/ (16836)
8 united arab emirates.mp. or United Arab Emirates/ (2521)
9 UAE.mp. (3211)
10 KSA.mp. (800)
11 GCC countries.mp. (80)
12 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 or 11 (41490)
13 exp Breast Feeding/ (34482)
14 Breast-feeding.mp. (39403)
15 breastfed*.mp. (5597)
16 breastfed.mp. (5815)
17 exp Lactation/ or exp Milk, Human/ or Breastmilk.mp. (54635)
18 Breast Milk.mp. (11849)
19 Early initiation.mp. (3617)
20 initiat*.mp. (546806)
21 exclusive breastfeeding.mp. (3076)
22 breastfeeding duration.mp. (1291)
23 breastfeeding exclusivity.mp. (83)
24 Continue breastfeeding.mp. (211)
25 up take.mp. (372)
26 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 or 21 or 22 or 23 or 24 or 25 (633784)
27 factors.mp. (3936307)
28 Predictor*.mp. (323222)
29 determinant*.mp. (213826)
30 indicator*.mp. (323081)
31 Barrier*.mp. (259516)
32 facilitator*.mp. (20616)
33 enabler*.mp. (2132)
34 hinder*.mp. (45520)
35 impede.mp. (11677)
36 28 or 29 or 30 or 31 or 32 or 33 or 34 or 35 (4722815)
37 12 and 26 and 36 (594)




[bookmark: _Toc152032388]Appendix 2: Example comprehensive search strategy
1- MEDLINE via Ovid and 2- Embase via Ovid
	#
	search strategy

	1
	
1 Saudi Arabia.mp. or Saudi Arabia/ (16984)
2 Oman.mp. or OMAN/ (2674)
3 United Arab Emirates.mp. or United Arab Emirates/ (2543)
4 Kuwait.mp. or KUWAIT/ (3862)
5 Bahrain.mp. or BAHRAIN/ (913)
6 Qatar.mp. or QATAR/ (1600)
7 KSA.mp. (808)
8 UAE.mp. (3236)
9 Middle East/ or Arab Gulf.mp. (6481)
10 GCC countries.mp. (80)
11 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 (35514)
12 breastfeeding.mp. or exp Breast Feeding/ (43893)
13 Breast-feeding.mp. (39543)
14 Breast feeding.mp. (39543)
15 Breastfeed.mp. (2709)
16 breast feed.mp. (1194)
17 Breast-feed.mp. (1194)
18 exp Milk, Human/ (17858)
19 exp Lactation/ (38629)
20 Breast milk.mp. (11916)
21 12 or 13 or 15 or 16 or 17 or 18 or 19 or 20 (95438)
22 Bottle feeding.mp. or exp Bottle Feeding/ (4521)
23 Bottle feed.mp. (145)
24 Bottle fed.mp. (964)
25 exp Infant Food/ or Infant feeding.mp. (17196)
26 Formula milk.mp. (611)
27 Formula Feed.mp. (173)
28 Formula Fed.mp. (2021)
29 Artificial feeding.mp. [mp=title, abstract, original title, name of substance word, subject
heading word, floating sub-heading word, keyword heading word, protocol supplementary
concept word, rare disease supplementary concept word, unique identifier, synonyms] (918)
30 22 or 23 or 24 or 25 or 26 or 27 or 28 or 29 (22308)
31 Factor*.mp. (5111263)
32 Predict*.mp. (1439158)
33 determinant*.mp. (215064)
34 Indicator*.mp. (324825)
35 Barrier*.mp. (261725)
36 Facilit*.mp. (655536)
37Enabl*.mp. (368796)
38 hinder*.mp. (46025)
39 Impede.mp. (11771)
40 31 or 32 or 33 or 34 or 35 or 36 or 37 or 38 or 39 (7260221)
41 11 and 21 and 40 (239)
42 11 and 21 (339)
43 11 and 21 and 30 (85)
44 11 and 21 and 30 and 40(69)
***************************


	2
	1 Saudi Arabia.mp. (21377)
2 Oman.mp.(2868)
3 United Arab Emirates.mp.(3511)
4 Kuwait.mp.(5305)
5 Bahrain.mp.(1634)
6 Qatar.mp.(2662)
7 KSA.mp. (1312)
8 UAE.mp.(4942)
9 Arab Gulf.mp.(74)
10 GCC countries.mp.(100)
11 1 or 2 or 3 or 4 or 5 or 6 or 7 or 8 or 9 or 10 (38900)
12 exp breast feeding/ (45754)
13 Breastfeeding.mp. (26579)
14 Breast feeding.mp.(50230)
15 Breast-feeding.mp (50230)
16 Breastfeed.mp.(3169)
17 Breast feed.mp.(1203)
18 Breast-feed.mp.(1203)
19 Human milk.mp.(10931)
20 Lactation.mp. (54686)
21 Breast milk.mp.(28427)
22 12 or 13 or 14 or 15 or 16 or 17 or 18 or 19 or 20 or 21 (120822)
23 exp bottle feeding/ (3801)
24 Bottle feeding.mp. (4382)
25 Bottle feed.mp. (160)
26 Bottle fed.mp.(1032)
27 Infant food.mp. (474)
28 Infant feeding.mp. (10379)
29 Formula milk.mp. (811)
30 Formula feed.mp. (233)
31 Formula fed.mp. (2574)
32 Artificial feeding.mp. (2932)
33 23 or 24 or 25 or 26 or 27 or 28 or 29 or 30 or 31 (17306)
34 Factor*.mp. (4884366)
35 Predict*.mp.(1864406)
36 Determinant*.mp. (256103)
37 Indicator*.mp.(330117)
38 Barrier*.mp. (322526)
39 Facilitator*.mp. (25491)
40 Enabl*.mp.(435452)
41 Hinder*.mp. (52880)
42 Impede.mp. (14045)
43 34 or 35 or 36 or 37 or 38 or 39
or 40 or 41 or 42 (7112024)
44 11 and 22 (369)
45 11 and 22 and 43 (191)
46 11 and 22 and 33 (77)
47 11 and 22 and 33 and 43 (39)
*************************







[bookmark: _Toc152032389]Appendix 3: Preliminary sifting 

(Title and abstract) guide

	Reviewer  
	Date of sifting 
	Reference ID

	Questions 
	Yes
	No

	Does the title/abstract include any of the GCC countries? 
	
	

	Does the title/abstract mention infant’s age up to 24 months?
	
	

	Does the title/abstract include any of the WHO breast-feeding practices? 
	
	

	Does the title/abstract include any key terms described as barriers or facilitators or alternative synonyms? 
	
	







[bookmark: _Toc152032390]Appendix 4: Full screening guide

	Reviewer  
	Date of sifting 
	Reference ID

	Questions 
	Yes
	No

	Is this a primary study?  
	
	

	Is this research conducted among any of the GCC countries?
· KSA
· UAE
· Kuwait
· Bahrain
· Oman
· Qatar

	
	

	Does it report on any barriers and/or facilitators that are associated with the above outcomes?
	
	

	If yes, more details here
	
	

	Does it report any of the following outcomes?
· Early initiation
· Exclusive breastfeeding
· Continue breastfeeding
 
	
	

	Does the study include? 
(Reason for not including) 
	
	






[bookmark: _Toc152032391]Appendix 5: Data extraction table

The data extraction table had the following columns:
1. Study details
0. Study ID
0. Author
0. Year
0. Country

1. Methodology
1. Reported Design
1. Study Period
1. Setting
1. Population
1. Sampling method
1. Study Objectives
1. Outcome measures
1. Method of data collection
1. Methods of analysis 

1. Definitions used
2. Early initiation (EI) (in hours)
2. Exclusive breastfeeding (EBF) (in months and definition compared to WHO criteria)
2. Other definitions (such as partial BF)

1. Results - Sample
3. Participants (total number of patients entered study)
3. Sample size (Responses / available records - actual records analysed)
3. Mothers age descriptive statistics
3. Infant/Child age descriptive statistics
1. Results – outcome measures – General BF
4. Age of child when BF was calculated (duration of any type of BF)
4. Total number of participants who performed any type BF
4. Percentage of participants who performed any type of BF
1. Results – outcome measures – Early Initiation
5. Number of participants initiated BF early (as per definition)
5. Early initiation percentage for participants as reported by study
5. EI % of all participants (calculated based on sample size)
1. Results – outcome measures – Exclusive breastfeeding
6. Number of participants who BF exclusively as per definition and time span
6. Exclusive BF percentage as reported by study
6. Exclusive BF percentage (calculated based on appropriate sample size if data were available)

[bookmark: _Toc152032392]Appendix 6: Data extraction on factors influencing defined outcomes
The data extraction table had the following columns:
1. Study (Author, year)
1. Factor
1. Early Initiation 
2. definition (in hours)
2. Positive Effect on EI
2. Negative effect on EI
2. No effect
1. Exclusive breastfeeding
3. Definition (in months)
3. Positive Effect on exclusive BF
3. Negative effect on exclusive BF
3. No effect
1. Breastfeeding duration
4. Definition (in months)
4. Positive Effect on duration of BF
4. Negative effect on duration BF
4. No effect
1. Breastfeeding practice in general
5. Positive Effect on BF
5. Negative effect on BF
5. No effect

Results were provided as statistics (for example Odds Ratios and Confidence Intervals or percentages of respondents reporting a factor as contributing.



[bookmark: _Toc152032393]Appendix 7: Characteristics of included studies 
	Author (year)
	Country / Setting
	Study Design / Methods
	Study Population
	Results and conclusions summary

	1
	Abusaad and El-Gilany (2011)
	KSA, 
Outpatient (3 PHCs)
	Quantitative-Cross-sectional,
Records
	N=400 infants

Inclusion: mothers with infants < 6 months

Exclusion: non-Saudi mothers 
	Maternal work had a negative effect on EBF. EBF protects against infectious and non-infectious disease during the first six months of life.

	2
	Ahmed and Salih (2019)
	KSA, Outpatient (33 PHCs) in five major cities
(Riyadh, Hail, Jazan, Jeddah and Dammam)
	Cross-sectional study
	N=1,700 mothers

Inclusion: mothers of children aged less than 24 months. The sample was randomly selected from over 165 PHCs distributed across the country, at least 33 PHCs in each of the five geographical regions

	The BF initiation rate was 97.3% (1,559/1,700 mothers). Only 8.3% (141) of mothers never BF their children. Among all mothers surveyed, early initiation of BF within 1 h of birth was 43.6% (742), while initiation rates for 1-24 h and for more than 24 h were 27 and 21%, respectively. The overall prevalence of early initiation of BF 43.6%) is considered ‘fair’. Regional variation showed poor prevalence 26% (79/300 mothers) in Northern region; fair 38.4% (192/500 mothers), 45% (135/300 mothers), 49% (148/300 mothers) in the Central, Western and Eastern regions respectively; and good 63% (188/300 mothers) in the Southern region. Significant associations were indicated between early initiation of BF and mode of delivery, knowledge of the mother about the right time for early initiation, receipt of BF information, the region of residence, and educational level of the mother. Whilst some barriers to BF initiation manifest similarity across the regions, some factors were context-specific; thus, tailored interventions are imperative

	3
	Al-Katufi et al. (2020)
	Al-Ahsa region, KSA, Outpatient
PHC) 
	Analytical cross-sectional, self-administered questionnaire
	N=280 mothers
Inclusion: 
Saudi mothers working in the primary healthcare system

Exclusion:
Mothers, who deliver a child before being employed in MOH for at least 2 years 
Mothers below 18 years old, or older than 50 
Any married female in the PHC system, who has not had children
Single females
Non-Saudi workers
	An early return to work was seen by 69.5% (P = 0.006) as an obstacle to EBF, while 66% (P = 0.009) thought that unsupportive working environments have the greatest impact on women’s choices. Inadequate breastmilk was an obstacle for 43.5% of the study participants (P < 0.001), and about 42.5% (P <.001) described BF as too time-consuming.

	4
	Al Ketbi et al. (2018)
	UAE, 
Outpatient (4 PHCs)
	Quantitative-Cross-sectional,
self-administered questionnaire
	N= 344 mothers
Inclusion: Mothers more than 18 years old, children less than 2 years old

Exclusion: non-English and non-Arabic speakers
	Although BF knowledge was generally good, BF practice was still suboptimal. Modifiable factors found to predict EBF included BF knowledge and mothers’ employment status

	5
	Al Tajir et al. (2006)
	UAE, 
Inpatient (Hospital)
	Quantitative-Cohort,
Interview questionnaire
	N=221 mothers in the early postpartum period
Inclusion: mothers who had a normal, spontaneous vaginal delivery and gave birth to a live, healthy infant
	Pethidine use was associated with lower levels of EBF at 1 month. Education was the most significant determinant of BF behaviour at 6 months. Effects of the interrelationships between factors were examined and shown to influence BF outcomes in different population subgroups. The findings of this study suggest that strategies to improve BF should focus on risk factors specific to the population subgroup.

	6
	Albokhary and James (2014)
	KSA, 
Inpatient (1 Hospital)
	Quantitative-Cohort,
Self-administered questionnaire
	N= 60 mothers
Inclusion: primigravid, literate, inpatient women older than 17 years, who had initiated BF, no postnatal complications, with a well term baby
	Women who gave birth vaginally were more likely to breastfeed within the first hour, and at 24 hours after birth than those who had a caesarean section. The mothers who had caesarean section stated that pain interfered with their ability to hold, breastfeed, and care for their baby. Healthy term babies at King AbdulAziz University Hospital (KAUH) are routinely separated from their mothers, and given infant formula supplementation. The findings in this study reinforce the importance of appropriate pain management, keeping well babies with their mothers to remain together, 24 hours a day, and avoidance of non-medically indicated formula supplementation

	7
	Al-Kohji et al. (2012)
	Qatar, 
Outpatient (7 PHCs)
	Quantitative-Cross-sectional,
Interview questionnaire
	N= 770 mothers
Inclusion: Arab mothers with a child less than 24 months of age, who gave birth in Qatar and lived in Qatar during at least two-thirds of their pregnancy
	early initiation of BF was found in 57%, EBF under 6 months in 18.9%, and continued BF at one year in 49.9% of mothers. BF practice among Arab mothers in Qatar is not at an acceptable level. Core indicators, optional indicators, and health facility indicators for BF practice are not at the desired WHO recommended levels

	8
	Al-Mazroui et al. (1997)
	UAE, 
Inpatient (2 Hospitals)
	Quantitative-Cohort,
Interview questionnaire
	N= 221 new born infants at the postnatal ward

	Factors associated with delayed initiation of BF beyond the first day of life included low birth weight, complicated delivery, ignorance of the advantages of colostrum, and young maternal age. Non-milk supplements fed to babies included water, tea, juice, yansun (anise), and babunj (camomile) (local herbal drinks). The preferred method of feeding the supplements was the feeding bottle. There were significant associations between the use of these supplements and the mother's nationality and education

	9
	Al-Ruzaihan et al. (2017)
	KSA, 
Outpatient (Hospital)
	Quantitative-Cross-sectional,
Self-administered questionnaire
	N= 124 (n=62 full time students and workers) (n=62 non-working mothers)
Inclusion: full time students/working, and non-working mothers
	Maternal occupation was not observed to be a barrier to prevent mothers from BF, but affected the duration and frequency of BF per day and the health status of babies

	10
	Al-Shoshan (2007)
	KSA, 
Inpatient (4 Hospitals)
	Quantitative -Cross-sectional,
Interview questionnaire
	N= 1,791 mothers
Inclusion: mothers admitted for delivery
	Retrospectively, BF duration mean was 11.10±38.37 months and weaning was initiated by 11.3% and 40.8% at the first month and before the six months of the infant’s life, respectively. 62% said they are influenced by health providers in their decision for feeding their babies and in selecting a specific brand of milk, or supplementary food products. 21.2% women said they discussed the feeding practices with their health providers. Insufficient breast milk was the main reason for diverting to mixed feeding. Advice from other mothers was the preferred source of information

	11
	Alyousefi et al. (2017)
	KSA,
Outpatient (medical city)
	Quantitative -Cross-sectional,
Interview questionnaire
	N= 322 infants
Inclusion: Saudi residents, who spoke Arabic, who had an infant between 6 months and two years of age 
	The majority of Saudi mothers have suboptimal BF practices. Although 94.4% of the 322 Saudi mothers were successful in initiating BF on the first day of delivery, only 13.7% of all infants were exclusively breastfed at the age of 6 months. Factors predicting EBF for the first six months of life in the study sample were previous experience with EBF, and the intention to exclusively breastfeed

	12
	Alzaheb (2016)
	KSA,
Outpatient (5 PHCs)
	Quantitative -Cross-sectional,
Interview questionnaire
	N= 671 mothers
Inclusion: mothers with an infant aged less than 24 months
	BF was initiated by 92.7 % of mothers within the first 48 h after childbirth. BF initiation within the first 48 h of childbirth was lower in women who gave birth by caesarean section and had preterm or low birth weight infants. Each variable presents an important barrier to BF initiation. Suitable hospital policies and staff training are needed to support mothers in quickly initiating BF, and to discourage the use of infant formula in hospital. Additional support is required for mothers at a higher risk of failing to initiate BF in a timely manner

	13
	Alzaheb (2017)
	KSA,
Outpatient (5 PHCs)
	Quantitative -Cross-sectional,
Interview questionnaire
	N= 589 mothers
Inclusion: mothers who were literate, and had a healthy child between 6 and 24 months
	EBF was practised by 31.4% of mothers for the first 6 months of their infant’s life. The logistic regressions indicated that EBF at 6 months was less likely to be practised by working mothers, Saudi nationals, and for babies born via caesarean delivery or at low birth weights. Conversely, the mother’s awareness of the recommended EBF duration was positively associated with EBF

	14
	Amin, Hablas and Al Qader (2011)
	KSA,
Outpatient (2 PHCs)
	Quantitative -Cross-sectional,
interview questionnaire
	N=641 mothers
Inclusion: Saudi nationality; mothers of singleton infants; infants 24 months old, full term at birth with no congenital anomalies to interfere with feeding 

Exclusion: multiple births
	BF was initiated by 77.8% of mothers within the first 24 hours of childbirth. EBF at birth was reported by 76.1%, which declined to 32.9% and 12.2% at the age of 2 and 6 months, respectively. Increased maternal age, multiparity (three or more children), and vaginal delivery were significant positive predictors for early BF initiation. Rural, less-educated, low-income multiparous mothers were more likely to exclusively breastfeed their infants. All surveyed mothers demonstrated several misconceptions towards BF

	15
	Azzeh (2018)
	KSA, 
Outpatient (Hospital and PHCs)
	Quantitative -Cross-sectional,
Interview questionnaire
	N=814 mothers
Inclusion: mothers with children between 2 and 3 years old

Exclusion: infants with any disability, genetic metabolic disorder, and/or congenital anomalies
	Significant factors associated with no BF were not rooming-in infants in the mother’s room, and using a pacifier. The most significant determinant of the early initiation of BF was the initiation of bottle feeding followed by not rooming-in infants in the mother’s room, initiation of partial feeding, uninformed mothers regarding the importance of BF, and caesarean sections. Risk factors affecting BF and the early initiation of BF in Mecca City should be highlighted in national campaigns to increase mothers’ awareness and promote BF practice

	16
	Carballo et al. (2017)
	Kuwait,
Outpatient (PHCs)
	Quantitative -Cross-sectional,
Interview questionnaire
	N=1,484 mothers
Inclusion: infants aged 12 months or less
	In Kuwait, where the prevalence of both obesity and type 2 diabetes is growing rapidly, the public health role of BF must be recognised and acted upon more than it has in the past. Rates of BF initiation in Kuwait were high (98.1 %), but by the time of discharge from hospital, only 36.5 % of mothers were fully BF, 37.0 % were partially BF and 26.5 % were already fully formula-feeding. Nationality, employment status, mode of delivery, sex of child and BF information given by nurses were significantly associated with BF. Multiple social and health reasons were given for weaning the child, with 87.6 % of mothers who had stopped BF completely doing so within 3 months postpartum

	17
	Dashti et al. (2010)
	Kuwait, 
Inpatient (4 Hospitals)
	Quantitative -cohort,
Interview and questionnaire
	N=439 mothers on the postnatal ward
Inclusion: mothers shortly after delivery
	In total, 92.5% of mothers initiated BF, and at discharge from hospital, the majority of mothers were partially BF (55%), with only 30% of mothers fully BF. Prelacteal feeding was the norm (81.8%) and less than 1 in 5 infants (18.2%) received colostrum as their first feed. Only 10.5% of infants had been exclusively breastfed since birth, the remainder of the breastfed infants having received either prelacteal or supplementary infant formula feeds at some time during their hospital stay. Of the mothers who attempted to breastfeed, the majority of women (55.4%) delayed their first attempt to breastfeed until 24 hours or more after delivery. BF at discharge from hospital was positively associated with paternal support for BF and negatively associated with delivery by caesarean section and with the infant having spent time in the Special Care Nursery

	18
	Dorgham et al. (2014)
	KSA,
Outpatient (4 PHCs)
	Quantitative -Cross-sectional,
interview questionnaire
	N=400 mothers
Inclusion: mothers attending for birth registration with a child less than 6 months of age
	Timely initiation of BF and EBF rates in Taif, are considerably below national and international BF recommendations. Timely initiation BF rate was 22%, while prevalence of EBF was 19%. Independent predictors of timely BF were: not giving prelacteal feed, housewives mothers, secondary school educated father, and mothers who delivered through spontaneous vaginal delivery. The independent predictors of EBF were: secondary school educated mothers and fathers, normal vaginal delivery, having an infant whose age < 1 month

	19
	El-Gilany, Shady and Helal (2011)
	KSA,
Outpatient (PHCs)
	Quantitative -Cross-sectional,
interview questionnaire
	N=1,904 infants
Inclusion: infants attending for vaccination at the age of 6 months
	Mothers at risk of not BF exclusively should be the target of BF promotion during prenatal care. Working mothers should continue BF after returning to work. BF practices were assessed for any influence on EBF. Only 24.4% of infants were exclusively breastfed at the age of 6 months. The independent predictors of EBF were (in order) being a housewife mother, infant on-demand feeding, not giving prelacteal feed, rural/hegar residence, timely BF initiation, average-weight infants and spontaneous vaginal delivery 

	20
	El-Gilany, Sarraf and Al-Wehady (2012)
	KSA,
Outpatient (PHCs)
	Quantitative -Cross-sectional,
Interview questionnaire
	N=906 infants
Inclusion: Mothers attending for the registration of their infant within 2 weeks of delivery
	Mothers at risk of delayed BF initiation should be the target of BF promotion during prenatal care. While 91.9% of the 906 neonates studied were breastfed (8.1% were never breastfed), only 11.4% were given timely BF (within 1 hour after birth). The independent predictors of timely BF were: not giving prelacteal feed, rural/hegar residence, absence of breast problems, parity 2 or 3 and parity 4+

	21
	Goweda et al. (2021)

	KSA,
Outpatient 
Hospitals and PHCs

	Cross-sectional, community-based survey

	N= 345 mothers
Inclusion: BF women in Makkah, who visited the obstetrics and gynaecology hospitals in PHCs

	40.7% of the mothers were using complementary feeding (a combination of breast and bottle feeding), while only 25.1% were following an EBF strategy. 9.6% of the mothers had chronic medical conditions. 15% were using medications. 35.3% had infants aged between 1 and 6 months. 65.5% of the mothers had tried BF earlier, wherein 64.4% started BF after few hours from delivery and 18.6% of the mothers stated that their breast milk was not sufficient for their babies. Also, 7.1% of the mothers found that their working conditions were not compatible with BF


	22
	Hegazi et al. (2019)

	 KSA, 
homes

	Cross-sectional 

The dependent outcome variable was defined according to WHO recommendation

	 N= 420

Inclusion: randomly selected BF mothers from different regions in Rabigh. Mothers, who had the last or the youngest healthy infant or child born as full term with age range from 6 months to 5 years. 
Exclusion: Mothers of preterm babies and mothers, who had multiple gestations, babies with major birth defects, such as congenital or genetic disorders and chronic medical disorders

	Prevalence of EBF for 6 months was 27.6%, which is far below WHO recommendations. Demographic, socioeconomic, biomedical as well as most studied variables of knowledge, attitude and practice of 50% to over 90% of participating mothers were adequate to account for low EBF rate. Proper knowledge about benefits of colostrum and continuation of BF for 2 years was given by only 86.2% and 36.7% of BFM, respectively. The most significant independent factors associated with EBF were perception of sufficient human milk, absence of nipple pain and mothers without university education. Early introduction of formula in hospital after birth was the main inappropriate feeding practice in 76.2% of infants of BFM. The study calls for their findings to be utilised by Rabigh community and other national or worldwide communities with similar characteristics to promote EBF by targeted educational programs


	23
	Hendaus et al. (2018)
	Qatar,
Outpatient
	Quantitative -Cross-sectional,
interview questionnaire
	N=453 mothers
Inclusion: mothers of children born in Qatar during 2012

Exclusion: infants whose mothers have infectious diseases, prematurity, admission to neonatal intensive care unit and were not able to initiate BF, any disease that prevented BF
	EBF barriers as perceived by women residing in the State of Qatar do not differ much from those in other nations. The overall BF initiation rate among the mothers was 96.2%, with 3.8% mothers reporting that they had never breastfed their baby. The percentage of mothers who exclusively breastfed their children in the first 6 months was 24.3%. The most common barriers to BF as perceived by our participants were the following: perception of lack of sufficient breast milk after delivery (44%), formula is easy to use and more available soon after birth (17.8%), mum had to return to work (16.3%), lack of adequate knowledge about BF (6.5%), and the concept that the infant did not tolerate breast milk (4.9%)

	24
	Al Sinani. (2004) 
	Oman, 
Outpatients (1 Hospital and 2 PHCs)
	Quantitative -Cross-sectional,
interview questionnaire
	N=3,409 children
Inclusion: children born to Arab fathers, less than 5-year-old, born in 1995 at Royal and Khoula hospitals, free of risk of malnutrition 

Exclusion: birth weight < 2.5 kg, Apgar score < 7, preterm or multiple birth, born with congenital anomalies, delivered by caesarean section or born outside a health facility
	By screening using this criterion, this study could obtain a suitable sample for the WHO Multicentre Growth Reference Study in Muscat. Children from households with a monthly income ≥ 800 Omani Riyals and mother’s education ≥ 4 years attained height-for-age levels comparable to the current international growth reference

	25
	Mosher et al. (2016)
	KSA, 
Inpatient (2 Hospitals)
	Quantitative -Cohort,
Interview questionnaire
	N=270 mothers at emergency room or early labour room. N= 7 admittance and maternity staff members
Inclusion: mothers receiving prenatal care
Exclusion: Women and babies with conditions contraindicating BF
	This is the first study assessing the effectiveness of BFHI implementation in KSA. Although women reported increased BF rates, this study identified important weaknesses that could be improved through strict compliance with BFHI practices. BF education and encouragement was higher at the BFHI-hospital (93.3%) compared to the non-BFHI-hospital (48.2%). Where formula feed was introduced, women in the BFHI-hospital more often practised mixed feeding rather than exclusive formula feeding with some switching from mixed feeding to EBF between 3 and 6 months postpartum. EBF rates declined in both hospitals at 3 and 6 months postpartum, because of lack of community services for lactation

	26
	Murad et al. (2021)

	 KSA
Outpatient (hospitals and three primary health clinics

	Qualitative phenomenological approach

	N=16 mothers
Inclusion: Mothers needed to have a baby under 2 years old, who was BF (regardless of frequency)

	Mothers had no doubts about wanting to BF their babies; but continuation was adversely affected by unhelpful hospital policies, by staff actions, the lack of ongoing social support, and by others people’s negativity, rather than by the mothers’ own views. Stopping BF earlier than planned was a complex decision for most mothers. However, mothers said that they intended to breastfeed their next baby successfully


	27
	Musaiger and Abdulkhalek (2000)
	Bahrain,
Outpatient (PHCs)
	Quantitative -Cross-sectional,
interview questionnaire
	N=200 mothers
Inclusion: mothers who have children less than 2 years of age
	The introduction of foods during the first 3 days of the infant's life as well as the practising of BF on schedule increased with greater educational level of mothers. Highly educated mothers tended to introduce rice, wheat, infant formula and fruit at an earlier age of the infant's life than other education groups. The study demonstrates an improvement in infant feeding practices during the last decade. However, the practice of sound infant feeding was less among highly-educated mothers when compared to low and middle education mothers. This is mainly due to socio-economic factors rather than lack of awareness

	28
	Nassar et al. (2014)
	Kuwait, 
Outpatient (Hospital)
	Quantitative -Cross-sectional,
interview questionnaire
	N=280 mothers
Inclusion: Arab mothers seeking medical advice for their children aged 2-3 years old

Exclusion: prematurity, congenital malformations, or admission to neonatal intensive care
	26.5% of the mothers had continued BF for 6 months or more. Separate family housing, higher maternal age, late initiation of BF, being employed without the feasibility to breastfeed at work, BF information given after, rather than before birth, and maternal and infant sickness were all significant contributors influencing early cessation. Father’s support was a significant factor that encouraged the practice. Preventive strategies are recommended for boosting BF, with special emphasis on the factors linked to early cessation, aiming at full implementation of the WHO global public health recommendations for successful BF in Kuwait

	29
	Nasser et al. (2018)
	Qatar,
Outpatient (5 PHCs)
	Quantitative -Cross-sectional,
self-administered questionnaire
	N=195 mothers.
Inclusion: mothers who gave birth in Qatar, and had lived in Qatar for at least two-thirds of the pregnancy
	42% of the mothers stopped BF when their child was aged between 0 and 11 months. Mothers who had only one or a female child stopped BF between the ages of 0 and 6 months (p = 0.025, 0.059). The more optimal the BF practices followed by the mothers, the older the age of the infant when they stopped BF. The following factors were inversely associated with BF duration: the mother’s perceptions that she “did not know how to breastfeed,” or “wasn’t making enough milk,” and the need “to return to work/school”. These findings present factors that should be considered when planning for health education and promotion programs to prolong BF duration in Qatar

	30
	Ogbeide et al. (2004)
	KSA,
Outpatient (PHCs)
	Quantitative - Cross-sectional,
interview questionnaire
	N=704
Inclusion: mothers with at least one child 
	Partial BF is the dominant mode of feeding in our community, although the influencing factors and behavioural factors are similar in BF and partial BF groups. The most significant factors affecting the outcome of BF are modifiable by health education

	31
	Orabi, Al-Sayad and Alharthi (2017)
	KSA, 
Inpatient (Hospital)
	Quantitative -Cross-sectional,
interview questionnaire
	N=100 mothers
Inclusion: primiparous and multiparous Saudi women giving birth
Exclusion: multiple pregnancies, postpartum complications, stillbirth or infants with congenital anomalies or admitted to neonatal intensive care
	The most commonly reported barriers were insufficient milk supply and lack of knowledge. A statistically significant correlation was found between BF knowledge and maternal age; also, there was a good significant correlation between women’s knowledge and their attitude toward BF. Although Saudi women have good knowledge regarding BF importance, they have a neutral attitude toward it and several barriers might prevent them from its practice

	32
	Osman and El-Sabban (1999)
	UAE,
Outpatient (4 PHCs)
	Quantitative -Cross-sectional,
interview questionnaire
	N=375 mothers
Inclusion: mothers attending clinic for vaccination of their child
	Results showed that 46% of infants were breastfed for 4-6 months. The mother’s nationality and her educational status were significant influences on her decision to exclusively breastfeed the infant, for how long and when to introduce supplementary food. Fresh cow and goat milk were the most common supplements. Inclusion and baby formula as a supplement generally occurred early, perhaps because of advertising and the influence in Al-Ain

	33
	Qadri et al. (1998)
	KSA,
Outpatient (5 PHC)
	Quantitative - Cross-sectional,
self-administered questionnaire
	N=1,185 children
Inclusion: children less than 2 years of age
	The EBF rate and predominantly BF rates were 33% and 11.5%, respectively, among children under 4 months of age. The timely complementary feeding rate was 31.7% only. All the values were far behind the recommended. The reasons given in order of their frequencies by the mothers for failure to breastfeed were: insufficient milk, advice and example of other mothers, and formula milk advertising. This study recognizes the low level of EBF among children under 4 months of age, and lays emphasis on changing the behaviour of mothers towards EBF

	34
	Radwan (2013)
	UAE,
Outpatient (PHC)
	Quantitative -Cross-sectional,
interview questionnaire
	N=593 mothers
Inclusion: Emirati (UAE nationality) women with children less than 2 years old
	Infant and young child feeding practices in this study were suboptimal. Almost all the mothers in the study had initiated BF (98%). The mean duration of BF was 8.6 months. The initiation and duration of BF rates were influenced by mother’s age and education, parity, rooming in, nipple problem and use of contraception. Rooming in, feeding on demand and feeding more frequently at night emerged as significant factors associated with exclusive or predominant BF practices. About 30% of the infants were given non-milk fluids, such as Anis seed drink (Yansun), grippe water and tea before 3 months of age

	35
	Shawky and Abalkhail (2003)
	KSA,
Outpatient (6 PHCs)
	Quantitative -Cross-sectional,
Interview questionnaire
	N=400 mothers
Inclusion: married mothers with children less than a year old
	BF practice seems to decline rapidly during the first year of the infant’s life. Health care professionals should promote BF practice as early as the antenatal period. Around 94.0% of women ever initially breast fed their infants, and this proportion dropped to 40.0% by the infant’s 12th month. Women who delivered by caesarean section, and those who used oral contraceptives were at higher risk of stopping BF and lower probability of maintaining BF to the 12th month postpartum than those who delivered vaginally and did not use oral contraceptives
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	Authors
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	
	

	1
	Abusaad and El-Gilany, 2011
	
	
	
	
	
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality

	2
	Al Ketbi et al., 2018
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Good quality

	3
	Al Tajir, Sulieman and Badrinath, 2006
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality

	4
	Albokhary and James, 2014
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality

	5
	Al-Kohji, Said and Selim, 2012 
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Moderate quality

	6
	Al-Mazroui et al., 1997
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality

	7
	Al-Ruzaihan et al., 2017
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality

	8
	Al-Shoshan, 2007
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality

	9
	Alyousefi et al., 2017
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Moderate quality

	10
	Alzaheb, 2016
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality

	11
	 Alzaheb, 2017
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Moderate quality 

	12
	Amin, Hablas and Al Qader, 2011
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Moderate quality

	13
	 Azzeh et al., 2018
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Moderate quality

	14
	Carballo et al., 2017
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality 

	15
	Dashti et al., 2010
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	
	
	
	Moderate quality

	16
	Dorgham et al., 2014
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Moderate quality

	17
	El-Gilany, Shady and Helal, 2011
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Moderate quality

	18
	El-Gilany, Sarraf and Al-Wehady, 2012
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Moderate quality

	19
	 Hendaus et al., 2018
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality 

	20
	Al Sinani, 2008
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality 

	21
	Mosher et al., 2016
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality

	22
	Musaiger and Abdulkhalek, 2000
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality 

	23
	Nassar et al., 2014
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality

	24
	Nasser et al., 2018
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Moderate quality 

	25
	Ogbeide et al., 2004
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Moderate quality

	26
	Orabi, Al-Sayad and Alharthi, 2017
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality

	27
	Osman and El-Sabban, 1999
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality 

	28
	Qadri, Al-Harfi and Al-Gamdi, 1998
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality

	29
	Radwan, 2013
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Moderate quality 

	30
	Shawky and Abalkhail, 2003
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	
	
	
	Moderate quality 

	31
	Al-Katufi et al., 2020
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	
	
	
	Low quality

	32
	Murad et al., 2021
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	N/A
	N/A
	
	
	Moderate quality

	33
	Goweda et al., 2021
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality

	34
	Ahmed and Salih, 2019
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality

	35
	Hegazi et al., 2019
	
	
	
	
	N/A
	N/A
	N/A
	
	
	
	
	N/A
	
	
	Low quality

	The checklist for assessing the quality of quantitate studies:
1. Question / objective sufficiently described? 
2. Study design evident and appropriate? 
3. Method of subject/comparison group selection or source of information/input variables described and appropriate?
4. Subject (and comparison group, if applicable) characteristics sufficiently described? 
5. If interventional and random allocation was possible, was it described? 
6. If interventional and blinding of investigators was possible, was it reported? 
7. If interventional and blinding of subjects was possible, was it reported? 
8. Outcome and (if applicable) exposure measure(s) well defined and robust to measurement /misclassification bias? Means of assessment reported? 
9. Sample size appropriate? 
10. Analytic methods described/justified and appropriate?
11. Some estimate of variance is reported for the main results? 
12. Controlled for confounding? 
13. Results reported in sufficient detail?
14. Conclusions supported by the results?
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	لا
	نعم
	يرجى وضع علامة في المربعات المناسبة


	
	
	المشاركة في الدراسة


	

	

	لقد  تم شرح المشروع بالكامل لي. (إذا كنت ستجيب على هذا السؤال، يرجى عدم المضي قدمًا في نموذج الموافقة هذا حتى تكون على علم تام بما ستعنيه مشاركتك في الدراسة).


	

	

	لقد أتيحت لي الفرصة لطرح الأسئلة حول الدراسة.


	

	

	أوافق على المشاركة في الدراسة. أدرك أن المشاركة في الدراسة ستشمل إجراء المقابلات والتسجيل الصوتي وسيتم تقديم نسخة مجهولة المصدر من المقابلة الى مكتب الترجمة في المملكة العربية السعودية للترجمة للغة الإنجليزية لضمان الدقة.


	

	

	أفهم أن مشاركتي هو اختياري وأنني أستطيع الانسحاب من الدراسة قبل تحليل بياناتي [عادة بعد أسبوع واحد من المقابلة] ؛ لا يتعين علي إعطاء أي أسباب لماذا لم أعد أرغب في المشاركة ولن تكون هناك عواقب سلبية إذا اخترت الانسحاب.


	
	
	كيف سيتم استخدام المعلومات الخاصة بي أثناء وبعد المشروع


	

	

	آتفهم أن تفاصيلي الشخصية مثل الاسم ورقم الهاتف والعمر وعنوان البريد الإلكتروني وما إلى ذلك لن يتم كشفها للأشخاص خارج الدراسة.

	

	

	أفهم وأوافق على أنه قد يتم اقتباس كلماتي في المطبوعات والتقارير وصفحات الويب ومخرجات الأبحاث الأخرى. أدرك أنه لن يتم تسميتي في هذه المخرجات إلا إذا طلبت ذلك على وجه التحديد.


	

	

	أتفهم أنه سيتم الاحتفاظ ببياناتي بشكل آمن من قبل جامعة شيفيلد من خلال فترة أبحاث الدكتوراه ولمدة 3 سنوات بمجرد الانتهاء من جميع المنشورات المتوقعة.

	
	
	بحيث يمكن استخدام المعلومات التي تقدمها بشكل قانوني من قبل الباحثين


	

	

	أوافق على تعيين حقوق الطبع والنشر التي أحملها في أي مواد يتم إنشاؤها كجزء من هذا المشروع لجامعة شيفيلد.





استمارة موافقة مشاركة الأمهات
اكتشاف وجهات نظر الأمهات حول الرضاعة الطبيعية وتحديد الاحتياجات لدعم الرضاعة الطبيعية لدى الأمهات

	
	
	

	التاريخ  [مطبوع]
	 التوقيع [مطبوع]
	اسم المشارك [مطبوع]

	

	
	

	التاريخ  [مطبوع]
	 التوقيع [مطبوع]
	اسم الباحث [مطبوع]

	
	




[bookmark: _Toc152032398]Appendix 12: Questionnaire (Arabic and English version)
	[bookmark: _Hlk25136721]الآسئلة الديموغرافية

	

	1. إسم المستشفى 
                 ………………………………………….


	_ الجنس

	
	· أُنثى

	· ذكر   

	_ الحالة الإجتماعية

	· مطلق/ مطلقة 
· أرمل/ أرملة  
	· أعزب/عزباء    
· متزوج/ متزوجة


	_ العمر 
                   ………………………………………….

	
_ الجنسية


	· غير سعودي

	· سعودي

	_ ماهي اللغة التي تستخدمها عند التحدث مع الامهات 

	· اللغة العربية
· اللغة الانجليزية
· أُخرى (الرجاء التوضيح)
                  ………………………………………….  


	المستوى التعليمي 
معهد تمريض ( مابعد المتوسط)
معهد تمريض ( المسمى) اذا لم اجد 
دبلوم
بكالوريس
ماجستير
دكتوراه
أخرى (الرجاء التوضيح)

	
ما عدد سنوات العمل (الخبرة) في المجال الصحي ؟
                                 ………………………………………………

	
ماهو منصبك الحالي؟


	· ممرضة
	· قابلة           
	·   NICU تمريض

	· مستشار في الرضاعة الطبيعية 
	· طبيب أطفال 
	· طبيب نساء وولادة  
· Peer counsellors

	· أخرى (الرجاء التوضيح)
                                 ………………………………………………..

	

	
ماعدد سنوات (الخبرة) في المنصب الحالي 
                             ……………..……………………………….


	هل لديك تجربة شخصية في الرضاعة الطبيعية؟

	


	· لا
	· نعم

	هل يوجد فريق دعم للرضاعة الطبيعية في المستشفى؟

	
	· لا
	· نعم


	

		الجزء الثاني:
في هذا الجزء من الإستبيان يرجى التوضيح ما اذا كنت/ي تتفق/ين مع العبارات التالية والتي تتعلق بالوعي بالسياسة الحالية للرضاعة الطبيعية. 

	الرجاء إختيار المربع المناسب 

	أُوافق وبشدة

	أُوافق

	محايد
	لا أوافق
	لا أوافق وبشدة
	

	5
	4
	3
	2
	1
	

	· 
	· 
	· 
	· 
	· 
	أنا على وعي بالسياسة الحالية في المرافق الصحية التي تقوم على تعزيز و دعم الرضاعة الطبيعية.

	· 
	· 
	· 
	· 
	· 
	

	· 
	· 
	· 
	· 
	· 
	أنا واعي بمبادرة المستشفيات الصديقة للطفل.

	· 
	· 
	· 
	· 
	· 
	أنا على وعي بأن المستشفى الذي أعمل به, هو معتمد كمستشفى صديق للطفل.

	· 
	· 
	· 
	· 
	· 
	أنا واعي بأنه يتم تطبيق الخطوات العشر لنجاح الرضاعة الطبيعية في المرفق الصحي الذي أعمل به.	

	
	
	
	
	
	

	
	
	
	
	
	

	الجزء الثالث:
في هذا الجزء يرجى التوضيح بمدى المعرفة حول الخطوات العشر لإنجاح الرضاعة الطبيعية في المستشفيات الصديقة للطفل. يرجى التوضيح ما اذا كنت/ي تتفق/ين مع العبارات التالية

	الرجاء إختيار المربع المناسب 

	أُوافق وبشدة

	أُوافق

	لا أُوافق ولا أتعارض

	أتعارض
	لا أُوافق وبشدة
	

	5
	4
	3
	2
	1
	

	· 
	· 
	· 
	· 
	· 
	يجب أن يكون هناك سياسة مكتوبة عن تغذية الرضع ويتم مشاركتها بشكل روتيني مع الموظفين والوالدين

	· 
	· 
	· 
	· 
	· 
	المستشفيات الصديقة للطفل لديها نظام مراقبة و إدارة بيانات مستمر

	· 
	· 
	· 
	· 
	· 
	يتم تدريب الممرضات/القابلات على إكتساب المعرفة والكفاءة الكافيتين بالاضافه إلى التطوير المستمر لتعزيز ودعم الرضاعة الطبيعية

	· 
	· 
	· 
	· 
	· 
	تناقش الممرضات/القابلات أهمية و تهيئة النساء الحوامل للرضاعة الطبيعية.

	· 
	· 
	· 
	· 
	· 
	تساعد الممرضات/ القابلات الملامسة الجسدية بين الأم ومولودها مباشرة بعد الولادة دون أي تدخلات منهمن.

	· 
	· 
	· 
	· 
	· 
	تدعم الممرضات/القابلات بعد الولادة الأمهات للاستمرارعلى الرضاعة الطبيعية إدارة الصعوبات الناتجه عنها خلال إقامتهن في المستشفى

	· 
	· 
	· 
	· 
	· 
	تضمن الممرضات/القابلات عدم تزويد الرضع حديثي الاولادة بأي غذاء أو سوائل بإستثناء حليب الأم, مالم تتطلب الحاجة الطبية.

	· 
	· 
	· 
	· 
	· 
	 تشجع الممرضات/القابلات حديثي الولادة مع أُمهاتهم على البقاء معاً وممارسة ذلك خلال إقامتهن في المستشفى على مدى 24 ساعة

	· 
	· 
	· 
	· 
	· 
	تدعم الممرضات/القابلات الأمهات للتعرف و الاستجابة لعلامات جوع الرضيع. 

	· 
	· 
	· 
	· 
	· 
	 يقدم الممرضات/القابلات المشورة للأمهات حول أضرار ومخاطراستخدام بدائل حليب الأم و اللهايات. 

	· 
	· 
	· 
	· 
	· 
	يقوم الممرضات/القابلات بالترتيبات اللازمة لزيارة الأمهات بعد خروجهن من المستشفى للإستمرار في الرضاعة الطبيعية. 

	· 
	· 
	· 
	· 
	· 
	 تعمل الممرضات/القابلات بالتعاون مع المجتمع (مثال: جمعيات أو مجموعات دعم) على تحسين و دعم الرضاعة الطبيعية.


	
	
	
	
	
	

	الجزء الرابع:
في هذا الجزء يرجى التوضيح عن وجهات نظركم حول مبادرة المستشفيات الصديقة للطفل من منظورك كمختص صحي.  يرجى التوضيح ما اذا كنت/ي تتفق/ين مع العبارات التالية و إن وجدت لديكم وجهات نظر أخرى الرجاء إضافتها .

	الرجاء إختيار المربع المناسب

	أُوافق وبشدة 

	أُوافق

	لا أُوافق ولا أتعارض

	 أتعارض
	 لا أُوافق وبشدة
	

	5
	4
	3
	2
	1
	

	· 
	· 
	· 
	· 
	· 
	تقوم مبادرة المستشفيات الصديقة للطفل بزيادة معدل الرضاعة الطبيعية.

	· 
	· 
	· 
	· 
	· 
	مبادرة المستشفيات الصديقة للطفل تزيد من ساعات العمل الإضافي ل...

	· 
	· 
	· 
	· 
	· 
	تتطلب مبادرة المستشفيات الصديقة للطفل عبئاً إضافياً (من ايش صار عبئا اضافي) لتعزيز و لدعم الرضاعة الطبيعية .

	
	· 
	· 
	· 
	· 
	مبادرة المستشفيات الصديقة للطفل تنفذ (كيف) من قبل أخصائي التغذية فقط.


	

هل لديك وجهات نظر أُخرى حول مبادرة المستشفيات الصديقة للطفل (الرجاء التوضيح)
..........................................................................................................................................................................................................................................

	
	
	
	
	
	

	في هذا الجزء يرجى التوضيح عن موقفكم تجاه ممارسات تغذية الرضع المناسبة .  يرجى التوضيح ما اذا كنت/ي تتفق/ين مع العبارات التالية

	الرجاء إختيار المربع المناسب

	أُوافق وبشدة

	أُوافق

	لا أُوافق ولا أتعارض

	أتعارض
	لا أُوافق وبشدة
	

	5
	4
	3
	2
	1
	

	· 
	· 
	· 
	· 
	· 
	أقوم بتعليم الأمهات فوائد الرضاعة الطبيعية أثناء الحمل و بعد الولادة.

	· 
	· 
	· 
	· 
	· 
	يجب على جميع الممرضات/القابلات تعزيز و دعم  الرضاعة الطبيعية.

	· 
	· 
	· 
	· 
	· 
	أقوم بمساعدة الأم على البدء بالرضاعة الطبيعية (الملامسة الجسدية) خلال الساعة الأولى بعد الولادة

	· 
	· 
	· 
	· 
	· 
	جميع الرضع الذين تقل أعمارهم عن ستة أشهر يجب أن يتم ارضاعهم الرضاعة الطبيعية المكثفة.

	· 
	· 
	· 
	· 
	· 
	الرضاعة الطبيعية المكثفة هي الخيار الأمثل لكل طفل أصغر من ستة أشهر.

	· 
	· 
	· 
	· 
	· 
	اللهايات تضعف الرضاعة الطبيعية. 

	· 
	· 
	· 
	· 
	· 
	  الأمهات اللاتي لا يملكن المال لشراء الحليب الصناعي هن فقط من عليهن ممارسة الرضاعة الطبيعية.

	· 
	· 
	· 
	· 
	· 
	يجب إعطاء الرضيع الماء و الأطعمة الصلبة والحليب الصناعي قبل بلوغ ستة أشهر.

	
	
	
	
	
	

	تتعلق هذه الجزئية بوجهات النظر عن العوامل المحفزة أو العوامل العائقة لتعزيز و دعم الرضاعة الطبيعية

	ماهي وجهة نظرك في أهم العوامل التي تحفز تعزيز ودعم وممارسة الرضاعة الطبيعية في المستشفى حيث تعمل/تعملين؟
.....................................................................................................................

	ماهي وجهة نظرك في أهم العوامل التي تعيق تعزيز ودعم وممارسة الرضاعة الطبيعية في المستشفى حيث تعمل/تعملين؟
.....................................................................................................................


	من وجهة نظرك مالذي يجب القيام به لتحسين تعزيز و دعم ممارسات الرضاعة الطبيعية في المستشفيات؟
.....................................................................................................................













	Please write in today’s date:





	The first set of questions is about demographic information


	

	Hospital name
                 ………………………………………….


	Gender

	
	· Male  
	· Female 


	Marital status 

	·  Single
· Married
	· Widowed
· Divorced


	Date of birth or age (years)
                   ………………………………………….

	
Nationality (ethnicity)
                  ………………………………………….  


	What language do you use when communicating with mothers 

	· Arabic 
· English 
· Other (please specify) ………………………………………….


	Educational level

	· No education
· Secondary school 
· Diploma
· Undergraduate degree
· Postgraduate degree 
· Other (please specify) ………………………………………….

	
Years of work (experience) after graduating from school
                                 ………………………………………………

	What is your current position/role?

	· Nurse
	· Midwife
	· NICU nurse 

	· Lactation consultants 
	· Paediatrician
	· Obstetrician 

	· Infant feeding counsellors
	· Peer counsellors

	· Other (please specify)  
                                 ………………………………………………..

	

	
Years in your current position/role?
                             ……………..……………………………….

	Do you have breastfeeding experience?

	
	· Yes
	· No 


	Do you have breastfeeding team at your hospital? 

	
	· Yes
	· No


	

	

	This set of statements explore your awareness of any existing breastfeeding policies. Please indicate whether you agree or disagree with the following statements

	                                                                                                                            Please tick one box 

	
	Strongly disagree
	Disagree
	Neither agree nor disagree

	Agree
	Strongly agree

	
	1
	2
	3
	4
	5

	I am aware of an existing policy (or policies) currently in place in this hospital to promote and support breastfeeding.

	· 
	· 
	· 
	· 
	· 

	I am aware that hospital staff involved in promoting breastfeeding have been part of policy decisions to promote and support breastfeeding. 

	· 
	· 
	· 
	· 
	· 

	I am aware of the Baby Friendly Hospital Initiative (BFHI). 

	· 
	· 
	· 
	· 
	· 

	I am aware that the hospital I work for is an accredited Baby Friendly Hospital.

	· 
	· 
	· 
	· 
	· 

	The Ten Steps to successful breastfeeding are being applied in the hospital I work in. 

	· 
	· 
	· 
	· 
	· 

	

	

	

	This set of statements explores your knowledge about the Baby Friendly Hospital Initiative (BFHI). Please indicate whether you agree or disagree with the following statements about the BFHI. Please note that there are no right or wrong answers.

	[bookmark: _Hlk151998065]                                                                        
                                                                           Please tick one box

	                                        
	Strongly disagree
	Disagree
	Neither agree nor disagree

	Agree
	Strongly agree

	
	1
	2
	3
	4
	5

	There is a written infant feeding policy that is routinely communicated to staff and parents.
 
	· 
	· 
	· 
	· 
	· 

	BFH have an ongoing monitoring and data-management system.

	· 
	· 
	· 
	· 
	· 

	Nurses/midwives are adequately trained to acquire enough knowledge, and develop competence and skills, to support breastfeeding. 

	· 
	· 
	· 
	· 
	· 

	Nurses/midwives discuss the importance and management of breastfeeding with pregnant women. 

	· 
	· 
	· 
	· 
	· 

	Nurses/midwives facilitate immediate and uninterrupted skin-to-skin contact and support mothers to initiate breastfeeding within one hour after birth.

	· 
	· 
	· 
	· 
	· 

	Nurses/midwives support mothers to maintain breastfeeding and manage common difficulties during hospital stay. 

	· 
	· 
	· 
	· 
	· 

	Nurses/midwives ensure that new-born infants are not provided with any food or fluids other than breast milk, unless medically indicated. 

	· 
	· 
	· 
	· 
	· 

	Nurses/midwives encourage mothers and their infants to remain together and to practise rooming-in 24 hours a day.

	· 
	· 
	· 
	· 
	· 

	Nurses/midwives support mothers to recognise and respond to their infant’s cues for feeding. 

	· 
	· 
	· 
	· 
	· 

	Nurses/midwives provide counselling to mothers on the use and risks of feeding bottles, teats and pacifiers. 

	· 
	· 
	· 
	· 
	· 

	Nurses/midwives coordinate discharge so that parents and their infants have timely access to ongoing lactation and breastfeeding support. 

	· 
	· 
	· 
	· 
	· 

	Nurses/midwives work in collaboration with community to improve breastfeeding support

	· 
	· 
	· 
	· 
	· 

	

	This set of statements explore your views about the Baby Friendly Hospital Initiative (BFHI). Please indicate whether you agree or disagree with the following statements or if you have additional view to add.

	
                                                                             Please tick one box                                                                                                         

	
	Strongly disagree
	Disagree
	Neither agree nor disagree

	Agree
	Strongly agree

	
	1
	2
	3
	4
	5

	The BHFI increases breastfeeding rates. 
	· 
	· 
	· 
	· 
	· 

	The BFHI is time consuming and different from daily routine/practices. 

	· 
	· 
	· 
	· 
	· 

	The BFHI is complicated and an additional burden to the health worker. 

	· 
	· 
	· 
	· 
	· 

	The BFHI is for only nutritionists or dieticians to implement

	· 
	· 
	· 
	· 
	· 

	Other views about the BFHI (Please specify) …………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

	

	This set of statements refer to your attitudes and practices towards appropriate infant feeding practices. Please indicate whether you agree or disagree with the following statements.

	                                                                                 
                                                                                       Please tick one box                                                                                                         

	
	Strongly disagree
	Disagree
	Neither agree nor disagree

	Agree
	Strongly agree

	
	1
	2
	3
	4
	5

	I teach mothers about the benefits of breastfeeding during pregnancy and after birth. 

	· 
	· 
	· 
	· 
	· 

	All nurses/ midwives must promote, support and protect breastfeeding. 

	· 
	· 
	· 
	· 
	· 

	I encourage mother to initiate breastfeeding within 1 hour after birth.

	· 
	· 
	· 
	· 
	· 

	All infants less than 6 months should be exclusively breastfed.

	· 
	· 
	· 
	· 
	· 

	Exclusive breastfeeding is the optimum choice for every child younger than 6 months. 

	· 
	· 
	· 
	· 
	· 

	Complementary feeding should only be done after 6 months. 

	· 
	· 
	· 
	· 
	· 

	Dummies undermine breastfeeding. 

	· 
	· 
	· 
	· 
	· 

	Only mothers with no money to buy formula milk should practice breastfeeding/ exclusive breastfeeding. 

	· 
	· 
	· 
	· 
	· 

	Babies should be given water, solid foods, and formula milk before 6 months.
	· 
	· 
	· 
	· 
	· 

	

	This set of questions are about barriers and enablers to promote and support breastfeeding. 

	
What would you say are the most important factors that hinder breastfeeding promotion/practices in this hospital? 
………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

	What would you say are the most important factors that enable breastfeeding promotion/practices in this hospital? 

	………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

	

	In your opinion what should be done to improve breastfeeding promotion/practices in this hospital?

	………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………



THANKS ONCE AGAIN FOR PARTICIPATION AND COMPLETING THE QUESTIONNAIRE 




[bookmark: _Toc152032399]Appendix 13: Information sheet
[bookmark: _Hlk22073216]Participants information sheet  
Exploring mothers’ breastfeeding experience and breastfeeding support needs

You are being invited to take part in this study. Before you decide whether you wish to take part, it is important that you understand this study is exploring the view of mothers regarding breastfeeding, breastfeeding support. The study also aim to identify barriers to and the support mothers need to help them to breastfeed. Please read the following information carefully and discuss it with others if you wish. Also, please ask me if there is anything that is not clear or if you would like more information. Take your time to decide whether or not you wish to take part in this study.
What is the project’s purpose?
This study is a part of a PhD project, which aims to identify factors that influence breastfeeding practices in Riyadh, Saudi Arabia. 
Why have I been invited?
You are invited to take part in this study because your input will contribute to the study as Saudi mother, family member, or member of the community.

Do I have to take part?
It is your own choice whether to take part or not in this study. This information sheet provides you with an opportunity to understand the study, and you are free to ask any further questions before you agree to take part. If you do decide to take part, you will be given this information sheet to keep and be asked to sign a consent form.  You are free withdraw from the study at any time. 

What will happen to me if I take part?
If you decide to take part in the study, you will be interviewed at a time and place which is convenient for you. The interview will explore your views about breastfeeding, whether you breastfeed or not, and breastfeeding support. There are no right or wrong answers, we want to hear your own opinion on this topic. The interview will take between 30 and 60 minutes. 

What are the possible disadvantages and risks of taking part?
There are no significant risks associated with participation in the study.  However as the interview is likely to take up to 60 minutes of your time, this may interrupt your planned activities of the day especially time of the interview. If you decide that you wish to stop the interview, you can withdraw from the study at any point without providing a reason, and any support you are being offer for breastfeeding will not be affected by your decision.

What are the possible benefits of taking part?
There are no immediate personal benefits in taking part in the research but the information  will help us  to understand the factors influencing mothers to breastfeed and what support they need to be able to breastfeed. 


What if there is a problem?
If you feel your complaint has not been resolved after contacting me you are free to contact the  Chairman of the General Directorate for research at the Ministry of Health.  The School of Health and Related Research, where I am based, may also be contacted if the Ministry of health fail to address your queries.  They can be contact through the project supervisor, Dr Robert Akparibo (+44(0)1142224269). 

Will my taking part in this study be kept confidential? 
[bookmark: _Hlk22897159]All of the information that will collect from you  will be protected by the UK and Saudi Arabia data protection laws.  Your information will be stored safely and securely in the data management system of the University of Sheffield. Interviews and field notes will be stored securely on a password protected computer known only by the researcher. The audio recording will be anonymised before being transcribed and translated. If names are mentioned during the interview/recordings, these will be replaced by  a unique code which cannot be identified by any third party. . No person will be able to identify your information in any publication or the thesis report.  However, the data may need to be accessed by my  supervisors in order to ensure quality and confirm authenticity. Your information will be deleted after completion of the PhD project and once all publication is finished. 

What will happen to the data collected and the results of this study?
The findings from the study will be written up as a PhD thesis, which will be submitted to the University of Sheffield. Also, the findings will be used for other academic purposes, as well as shared with academic colleagues through conference presentations, and publications as journal articles and policy recommendations.

Who is funding the research?
This study is funded by the Saudi Electronic University and approved by the Ministry of Health. 

Who has reviewed this study?
This study has been reviewed by the Ministry of Health General Directorate for research and studies and the University of Sheffield Research Ethics Committee.

What do I need to do now?
If you are interested in taking part, please tell the nurse at the baby clinic or contact me directly using the details below. I will then contact you to arrange a time and the place for the interview. Before the interview takes place, you will be ask to sign a consent form and you can change your mind about participating at this stage. Please call me with any queries you may have and/or talk the study over with anyone else.

Lead Researcher contact information:
Sarah Alasmari PhD, student
Tel: 
 E-mail: samalasmari1@sheffield.ac.uk
Research Supervisor contact information:
Robert Akparibo, 
Tel: 
E-mail: R.Akparibo@sheffield.ac.uk 

Thank you once again for taking the time to read this information…

[bookmark: _Toc152032400]Appendix 14: Interview topic guide

Introduction
· Check preferred name.
· Check if participant has seen the information sheet/ or provide another one before signing the consent form.
· Sign the consent form. 
· Provide brief information about the confidentiality of the conversation/interview and no identifiable information will be used.  Transcripts will be anonymised. 
· Ask for permission to record the interview as this will help to focus on our conversation/interview. I the participants refuse to record the interview then I will take notes of our conversation. 
· Explain that the interview will take approximately 1 hour to complete but you can stop at any time. 
· Thank participants for their time.


Views on breastfeeding barriers and the support mothers need to breastfeed

Background information will be obtained to progress the conversation with some descriptive answers.
· Would you like to start by telling me a bit about you and your baby?
· (prompt: your age, education attainment, occupation/work, when was he/she born? What is his/her name? How was the birth experience? Do you have any other children?)
• هل تريد أن تبدأ بإخباري قليلاً عنك وعن طفلك؟
• (موجه: عمرك ، التحصيل العلمي ، المهنة / العمل ، متى وُلد / هي؟ ما هو اسمه / اسمها؟ كيف كانت تجربة الولادة؟ هل لديك أي أطفال آخرين؟)
I’m going to move on now to talk about your views on breastfeeding and breastfeeding support. I will particularly like us to talk more about the breastfeeding support available to you.
سأنتقل الآن للحديث عن وجهات نظركم حول دعم الرضاعة الطبيعية والرضاعة الطبيعية. أود بشكل خاص أن نتحدث أكثر عن دعم الرضاعة الطبيعية المتاح لك.
Explore breastfeeding and breastfeeding support 
2- What does “breastfeeding/ optimal breastfeeding” mean to you?
· (prompt: did you choose to breastfeed?  Can you tell me why/why not? What the benefit of breastfeeding would you say?)
2- ماذا تعني لك "الرضاعة الطبيعية / الرضاعة الطبيعية المثلى" بالنسبة لك؟
• (موجه: هل اخترت الإرضاع من الثدي؟ هل يمكن أن تخبرني لماذا / لماذا لا؟ ما فائدة الرضاعة الطبيعية التي سوف تقولينها؟)
3- I would like you to tell me about your breastfeeding experience. 
· (prompt: How many children have you breastfed? Do you remember the duration of breastfeeding? Do you remember the challenges you faced to breastfeed OR Do you remember the facilities you had to breastfeed?)
3- أود منك أن تخبرني عن تجربة الرضاعة الطبيعية.
• (موجه: كم عدد الأطفال الذين رضعتهم رضاعة طبيعية؟ هل تتذكر مدة الرضاعة الطبيعية؟ هل تتذكر التحديات التي واجهتها أثناء الرضاعة الطبيعية أو هل تتذكر المرافق التي كان عليك إرضاعها؟)
4- I would like to tell me about if you faced any challenges to adopt breastfeeding.  
4- أود أن أخبرني إذا كنت تواجه أي تحديات في تبني الرضاعة الطبيعية.
5- Thinking about all the people around you, who helped you to make your decision to breastfeed? / or not to breastfeed? 
· (prompt: what were the reasons associated with that (why)?)
· Do you think mothers would benefit from support to breastfeed? 
· Can you tell me if you had breastfeeding support from anyone? (prompt: (who? Were you satisfied with the support?)
5. التفكير في كل الناس من حولك ، من ساعدك على اتخاذ قرارك بالرضاعة الطبيعية؟ / أو لا ترضع؟
• (موجه: ما هي الأسباب المرتبطة بذلك (لماذا)؟)
• هل تعتقد أن الأمهات سيستفيدن من دعم الرضاعة الطبيعية؟
• هل يمكن أن تخبرني إذا كان لديك دعم من الرضاعة الطبيعية من أي شخص؟ (موجه: (من؟ هل كنت راضيًا عن الدعم؟)
6- Can you tell me some of the reason that you think mothers breastfeed?
Can you tell me some of the reasons that you think mothers don’t breastfeed/ or discontinue to breastfeed? 
6- هل يمكن أن تخبرني عن سبب اعتقادك أن الأمهات ترضعين أطفالهن؟
هل يمكن أن تخبرني ببعض الأسباب التي تجعلك تعتقد أن الأمهات لا يرضعن / يوقفن الرضاعة الطبيعية؟
7- What do you think would help mothers in Saudi Arabia to breastfeed? 
· (prompt: knowledge about different types of support, availability about breastfeeding support, promotion mothers receive about support ) 
7- ما رأيك من شأنه أن يساعد الأمهات في المملكة العربية السعودية على الرضاعة الطبيعية؟
• (موجه: معرفة أنواع الدعم المختلفة ، وتوافر دعم الرضاعة الطبيعية ، وحصول الأمهات على الدعم بشأن الدعم)
8- Is there anything else about breastfeeding or breastfeeding support that we have not discussed, and you would like to add?
8- هل هناك أي شيء آخر حول دعم الرضاعة الطبيعية أو الرضاعة الطبيعية لم نناقشه ، وتود إضافته؟
Thank you for your time
Reassure about confidentiality 

[bookmark: _Toc152032401]Appendix 15: Key themes and sub-themes 

	Key themes, sub-themes and their related topics 

	Themes
	Sub-themes
	Topics

	[bookmark: _Toc152032402]Barriers to breastfeeding

	[bookmark: _Toc152032403]Mother’s own influences on BF
	Mothers’ views of BF

	
	
	Women’s agency

	
	
	Self-education about BF

	
	
	Formality and informality of BF

	
	
	Breastfeeding and work

	
	
	Impact of C-section


	
	Sociocultural context for BF: A barrier or Enabler? 
	The Husband’s Involvement 


	
	
	Other family members


	
	
	Involvement of guest 


	
	
	Cultural influences

	
	Healthcare system
	Inconsistent approaches to breastfeeding


	
	
	Health Professionals’ Attitudes and practices


	
	
	BF support pre- and post-delivery 


	
	
	Practices after C-section


	
	[bookmark: _Toc152032404]Community 
	BF friendly spaces 

	[bookmark: _Toc152032405]Mothers’ recommendations to support BF 


	Supporting BF within the Family, Social networks & Cultural Influences layere
	[bookmark: _Toc152032406]Increase BF awareness


	
	
	[bookmark: _Toc152032407]Increase husband’s involvement


	
	[bookmark: _Toc152032408]Supporting BF at the healthcare system level 

	Healthcare practices 

	
	Supporting BF at the societal and policy level
	Need for Technology Support to Promote BF Awareness

	
	
	Government and Media Accountability 




[bookmark: _Toc152032409]Appendix 16: COVID-19 IMPACT FORM

THE UNIVERSITY OF SHEFFIELD: COVID-19 IMPACT FORM
This form is not compulsory but is intended to be a helpful note to examiners. You may submit this form alongside (not in) your thesis. The purpose of the form is to detail how your thesis has been impacted by the Covid-19 disruption.
	STUDENT’S DETAILS

	Name: Sarah A Alasmari

	Registration Number: 

	Department: SCHARR

	Faculty: medicine dentistry health

	Please provide a brief summary of the work you were planning to complete before covid-19 restrictions were implemented (max 300 words)

	· In the original title the “institutional policies” changed to broader focus “exploring factors Influencing breastfeeding”, during COVID-19 it was not possible to carry on the data collection in included hospitals with focus on institutional policies. 

· The length of work field extended from March to June in order to receive more responses to the quantitative study.


	Please provide a summary of plans for specific studies you were intending to conduct in the future (see note 1) (max 300 words)

	· Initially, both quantitative and qualitative phases had equal prat in the study, but when COVID-19 started the qualitative phase had the greater part of the study. 


	Where relevant, please provide details of changes to your personal circumstances (see note 2) (max 150 words)

	
· At the beginning of the pandemic, my two daughters under 3&5 years-old, out of nursery and school, which was extremely challenging to progress in work as single parent.
 
· In May 2020, evacuated to Saudi Arabia and had to quarantine for 14 days under the Saudi authority.  It was a traumatic experience, which impacted my academic progress significantly. Seeking counselling service from university of Sheffield was not possible as I was outside the UK as informed. 

·  Later on Oct 21, Home schooling, working remotely with the lock down circumstances were challenging to keep productively level as normal. During that period my father passed away. 

· March 2021, approval from Saudi Authority to return to the UK was received as my academic progress significantly impacted. 
· 12 weeks maternity leave Sep -Nov 
· One week before submission I had a virus infection 

	If your thesis includes Covid-related research, please include a brief statement of how it relates to your overall research aims (see note 3) (max 150 words)

	
N/A

	Please provide details of any previous funded extension, tuition-free extension or non-medical Covid-related leave of absence approved since March 2020

	
· April 21, one month break after return back to the UK for settlement. 
· From Sep- Nov 2021 (12 weeks maternity leave).
· Scholarship extended from Saudi Arabia, end date 30 August 2022



Note 1. This information could form a basis for discussion at the viva examination and give Examiners additional means to assess the volume and standard of the work completed. Detailed information could be included in a future work section in the thesis itself.
Note 2. For example, ill health or additional caring responsibilities. additional difficulty related to an underlying disability, returned to clinical service, or has worked in a voluntary capacity for Covid-related research. These data could contextualise the judgement made by Examiners as to the most appropriate outcome.
Note 3. If in doubt, consult with your supervisor


Challenges and barriers to breastfeeding.


Challenges with Breast Feeding


Overcoming Challenges


Hospital practices


Framework Structure


BF while working


Body (Breast) Shape


Education


Mode of delivery


Other


social context/cultural view


Use of formula-bottle feeding


Perception


Postnatal depression


Experience and understanding of breastfeeding.


Experience of BF


length of time 


After delivery


weaning


Healthcare setting


Communication between secondary and primary care


Home visits


Hospital Experience after Birth


Hospital Policy


Understanding of BF


Emotional (Bonding)


Scientific


Personal views


Supporting breastfeeding mothers.


Support for BF


Family-friend support


Role of father


Follow-up support


Training of mothers


Peer breastfeeding support


Psychological support


Hospital practices


Media


Mothers Needs and suggestions to BF


Train mothers


Media


Breastfeeding facilities and equipment


Healthcare professionals


Peer support


PHC and Hospitals


Organization


Social context


Cultural Differences


Post-delivery care


Pre-natal care


Cross-Cultural Differences



























































































































































Strongly Disagree	A1	A2 	A3 	A4 	A5 	4.7058823529411764E-2	5.8823529411764712E-2	4.7058823529411764E-2	0.21428571428571427	8.3333333333333343E-2	Disagree	A1	A2 	A3 	A4 	A5 	8.2352941176470573E-2	0.15294117647058825	0.30588235294117649	0.32142857142857145	0.45238095238095238	Neither	A1	A2 	A3 	A4 	A5 	5.8823529411764712E-2	0.15294117647058825	0.22352941176470587	0.16666666666666669	0.27380952380952378	Agree	A1	A2 	A3 	A4 	A5 	0.2	0.3411764705882353	0.25882352941176473	0.17857142857142858	2.3809523809523808E-2	Strongly Agree	A1	A2 	A3 	A4 	A5 	0.61176470588235299	0.29411764705882354	0.16470588235294115	0.11904761904761905	0.16666666666666669	



Strongly Disagree	K1 	K2	K3	K4 	K5 	K6 	K7 	0	0.27500000000000002	0.05	0.05	0.55000000000000004	0.1125	0	Disagree	K1 	K2	K3	K4 	K5 	K6 	K7 	0	0.21249999999999999	0.17499999999999999	0.21249999999999999	0.26250000000000001	0.27500000000000002	0.26250000000000001	Neither	K1 	K2	K3	K4 	K5 	K6 	K7 	1.2500000000000001E-2	0.28749999999999998	0.2	0.1875	3.7499999999999999E-2	0.125	0.05	Agree	K1 	K2	K3	K4 	K5 	K6 	K7 	0.33750000000000002	0.13750000000000001	0.38750000000000001	0.45	0	0.28749999999999998	0.23749999999999999	Strongly Agree	K1 	K2	K3	K4 	K5 	K6 	K7 	0.65	8.7499999999999994E-2	0.1875	0.1	0.15	0.2	0.45	



Strongly Disagree	K8 	K9 	K10 	K11 	K12 	K13 	0	0.05	0.05	0	0.8125	0.71250000000000002	Disagree	K8 	K9 	K10 	K11 	K12 	K13 	0.17499999999999999	0.26250000000000001	0.2	0.15	0.1125	6.25E-2	Neither	K8 	K9 	K10 	K11 	K12 	K13 	0.1125	2.5000000000000001E-2	0.33750000000000002	0.47499999999999998	1.2500000000000001E-2	0.13750000000000001	Agree	K8 	K9 	K10 	K11 	K12 	K13 	0.22500000000000001	0.17499999999999999	0.35	0.17499999999999999	2.5000000000000001E-2	2.5000000000000001E-2	Strongly Agree	K8 	K9 	K10 	K11 	K12 	K13 	0.48749999999999999	0.48749999999999999	6.25E-2	0.2	3.7499999999999999E-2	6.25E-2	



Views of BFHI

Strongly Disagree	V1 	V2 	V3 	V4	0	0	1.0638297872340425E-2	0.4210526315789474	Disagree	V1 	V2 	V3 	V4	2.5000000000000001E-2	3.1578947368421054E-2	6.3829787234042548E-2	0.41052631578947368	Neither	V1 	V2 	V3 	V4	0	0.11578947368421053	0.15957446808510639	0.10526315789473685	Agree	V1 	V2 	V3 	V4	0.32500000000000001	0.30526315789473685	0.4042553191489362	2.1052631578947368E-2	Strongly Agree	V1 	V2 	V3 	V4	0.65	0.54736842105263162	0.36170212765957444	4.2105263157894736E-2	



Attitudes towards infant feeding
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