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AN ABSTRACT OF THE THESIS OF

Hiba Mustafa Al Rifai  for Master of Science
Major: Public Health Nutrition

Title: Knowledge, Attitudes, and Practices of Lebanese Pediatricians in Relation to
Supporting Breastfeeding

Background: Worldwide rates of breastfeeding are still suboptimal despite its
confirmed importance and benefits during the first 1000 days of a child’s life. Using the
Social Cognitive Theory, the determinants of breastfeeding can be divided into personal
and environmental factors. Evidence has emphasized the role of pediatricians as an
environmental determinant of breastfeeding. In Lebanon, the rates of breastfeeding
remain below recommendations, as evidenced by low rates of exclusive and continued
breastfeeding.

Objectives: The main objective of this study is to examine the knowledge, attitudes and
practices of Lebanese pediatricians in relation to supporting breastfeeding. A secondary
objective is to explore the sociodemographic correlates of the breastfeeding knowledge,
attitudes, and practices of the Lebanese pediatricians.

Methods: A national cross-sectional survey of Lebanese pediatricians was conducted
online through Lime Survey. The list of pediatricians’ emails was obtained from the
Lebanese Pediatric Society and the Lebanese Order of Physicians. After consenting to
participate, pediatricians completed a multicomponent questionnaire covering four main
sections: 1) Sociodemographic characteristics; 2) Practices related to supporting
breastfeeding (12 questions); 3) Attitudes towards breastfeeding (15 questions), and 4)
Knowledge of breastfeeding (22 questions). Data from the lime survey were exported
into the Statistical Package for Social Sciences (SPSS version 23). Frequency,
proportions, as well as means and standard deviations were used to describe categorical
and continuous variables. Summary Scores were computed for each section. The
sociodemographic correlates of the knowledge, attitudes, and practices scores were
examined through simple and multiple linear regression. Statistical significance was
established at a p-value < 0.05.

Results: A total of 117 pediatricians attempted to answer the questionnaire resulting in
response rate of 11%. The study sample consisted of 59.6% female pediatricians, 44.9%
above 50 years of age, and 76.6% from Beirut and Mount Lebanon. Almost 66% of
pediatricians spent the majority of their time in a clinical setting, and 69% did their
residency training in Lebanon. Regarding the knowledge section, the results of the study
revealed deficiencies in the knowledge related to breastfeeding. For instance, more than
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one third of the pediatricians did not recognize the correct age for introducing solid
foods and around 36% believed that breastfeeding is contraindicated in mothers with
hepatitis C. A significant number of pediatricians (56.6%) chose bottles as the best
option for providing pumped or formula milk and 50.6% did not acknowledge that
breastmilk retains its core components after 2 years of age. Moreover, 33.8% of
pediatricians showed suboptimal knowledge in addressing breastfeeding positioning
(33.8%), sore nipples (32%), frequent feedings (44.5%), and latching issues (65%).
With regards to the attitudes towards breastfeeding, the study sample reported
unfavorable attitudes to more than one theme. More specifically, negative attitudes
towards breastfeeding in public (34.1%), breastfeeding while working (25.3%), and
breastfeeding while pregnant (40%) were reported. Almost 30% of pediatricians
considered that mixed feeding is a more practical feeding method and 33% believed that
formula-fed babies are as healthy as breastfed babies. The majority of pediatricians
reported to be comfortable in assessing and evaluating breastfeeding problems while
20% disagreed that their residency prepared them well to support breastfeeding. As for
the practices section, the pediatricians’ answers showed varied practices. For instance,
36.3% of pediatricians asked mothers (frequently enough) to breastfeed in front of them
so that they can assess the feeding, 30.8% referred mothers to lactation consultants, and
only 24.2% kept brochures about breastfeeding resources to give to mothers.
Furthermore, more than 40% of pediatricians kept formula samples in their clinics to
distribute to mothers and their babies, and more than 20% had formula-related
advertising in their clinics. Around 32% of pediatricians would recommend
supplementing with formula if a healthy baby has not regained weight by 2 weeks, and
25.3% would do so if the mother feels her milk is inadequate. Most pediatricians
(72.5%) would recommend timed feeding instead of feeding on demand. Despite the
aforementioned gaps, a sizeable proportion of the study sample exhibited good
knowledge, positive attitudes, and favorable practices towards breastfeeding. After
adjustment for covariates using linear multiple regression, being a female remained the
sole predictor of a higher knowledge score (B=1.893, 95%CI 0.584 to 3.203). Spending
the majority of time at a hospital was the only predictor of the attitude score (B=1.583,
95%CI 0.202 to 2.964). Practice scores were predicted by being between 35 and 40
years old (B=-1.273, 95%CI -2.402 to -0.144) and spending most worktime at a hospital
(B=0.925, 95%CI 0.129 to 1.721).

Conclusion: This research study is the first attempt in Lebanon and in the region to
explore the knowledge, attitudes, and practices of pediatricians in relation to supporting
breastfeeding. The results of this study revealed important gaps in the knowledge of
pediatricians and considerable prevalence of negative attitudes and practices related to
breastfeeding support. These findings unveiled a critical opportunity which, if
addressed, could potentially increase the rates of exclusive breastfeeding. Concentrated
and coordinated efforts ought to be exerted to educate and equip pediatricians with the
knowledge and skills to support breastfeeding. In addition, a better understanding of the
barriers and enablers to supporting breastfeeding among pediatricians is warranted.
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CHAPTER |

LITERATURE REVIEW

A. First 1000 Days

The first 1000 days of life are the foundation of the child's lifelong physical
and mental health, where the most critical neurodevelopment occurs (Fox et al., 2010).
This vulnerable period encompasses changes on the cellular and the structural levels of
the brain. The timing and synergy of these changes are crucial for healthy normal
development (Schwarzenberg & Georgieff, 2018). Ensuring an optimal environment
with minimal challenges is required to safeguard the baby's growth within and outside
the uterus. Factors underlying this optimal environment include nutritional status,
parenting environment, social and cultural norms, and heredity (Pem, 2015).
Studies focusing on nutrition during the first 1000 days have highlighted the importance
of breastfeeding as the optimal nutrition for infants right after birth and beyond two
years of age (Fox et al., 2010; Pem, 2015; Robertson et al., 2019; Schwarzenberg &

Georgieff, 2018).

B. Breastfeeding

The World Health Organization (WHO), United Nations International
Children's Emergency Fund (UNICEF), and The American Academy of Pediatrics
(AAP) affirm that breastfeeding is the golden feeding standard for babies within this
1000 days window. Breastfeeding is recommended exclusively for the first six months
of life. After six months, nutritious complementary foods should be introduced while

breastfeeding is continued for two years and beyond (WHO, 2020a). Breastmilk is made
1



of the ideal combination of carbohydrates, fats, and proteins that are dynamically
changing according to the baby's needs for optimal growth and development (Pem,
2015). Moreover, breastmilk’s unique components, such as growth factors, cells, and
enzymes, cannot be mimicked in formula synthesis (Schwarzenberg & Georgieff,
2018). Offering formula milk — or any other Breastmilk Substitute (BMS) — instead of
breastmilk, could jeopardize the health shield offered by proper breastfeeding in this
critical stage. Studies have shown that the lack of breastfeeding is associated with
increased risks of specific incidents such as sudden infant syndrome, obesity, certain

cancers, diabetes, and asthma (Grummer-Strawn & Rollins, 2015).

C. Benefits of Breastfeeding

The most updated Lancet series on breastfeeding has compiled the evidence
pertinent to breastfeeding benefits for the baby and the mother. It was reported that
breastfeeding could save 823,000 children deaths — of which 13.8% corresponds to
children under the age of 2 years — each year if universal levels were reached. Strong
evidence exists, linking exclusive breastfeeding to a reduced risk of death (12%) when
compared to not breastfeeding. Additionally, any breastfeeding has a protective effect
on death to as much as 50% in 6 to 23 months old children. Other well-documented
benefits include: 1) decreasing the episodes of diarrhea and respiratory infections, 2)
decreasing the hospital admissions from diarrhea and respiratory infections (by 72% and
57% respectively), 3) decreasing the odds of overweight and obesity by 26%, 4)
decreasing the incidence of type 2 diabetes by 35%, 5) decreasing the risk of childhood
leukemia by 19%, and 6) increasing Intelligence Quotient (1Q) scores by 3.4 points in

children and adolescents.



Currently, breastfeeding saves 19,464 mothers from dying from breast cancer
annually. If breastfeeding durations increase where mothers breastfeed for 12 months/
child and 24 months/ child in High-Income Countries (HICs) and Low-Middle Income
Countries (LMICs), respectively, then an estimated additional 22,216 lives can be
saved each year (Victora et al., 2016). Robust evidence underlies these statistics where
every additional year of breastfeeding is associated with a 4.3% decrease in invasive
breast cancer incidence (Collaborative Group on Hormonal Factors in Breast Cancer,
2002). Another mother-related benefit that was highlighted in the Lancet series and
echoed in a Cochrane review on breastfeeding duration, is the extended amenorrhea as a
result of exclusive or predominant breastfeeding (Kramer & Kakuma, 2012; Victora et
al., 2016).

The importance of breastfeeding extends beyond its effect on health outcomes,
where it is a cornerstone of sustainability and one of the main contributors to the
achievement of the 2030 Sustainable Development Goals (SDGs). Goal number 2 is
about improving nutrition and aiming for zero hunger; this cannot happen without
securing the best nutrition for babies: breastfeeding. Similarly, breastfeeding is relevant
to Goal number 3; it can help achieve better maternal and child health outcomes,
including the prevention of Non-Communicable Diseases (NCDs). The impact of
breastfeeding on 1Q and improving productivity makes it relevant to the achievement of
Goals number 1(no poverty), 4(quality education), and 8(economic growth). It also
plays an indirect role in achieving gender (Goal number 5) and social equality (Goal
number 10). Finally, breastfeeding is an environmentally friendly practice making it
relevant to all environment-related goals (Goals number 12, 13, 14, and 15) (UNICEF,

2016; Victora et al., 2016).



D. Breastfeeding Rates

Despite these well-established benefits of breastfeeding, worldwide rates are
still suboptimal. Only 43% of newborns initiate breastfeeding during the first hour of
birth, and only 41% of infants (0-6 months) breastfeed exclusively. Even though most
mothers (70%) provide some kind of breastmilk up until one year of age, only 45%
continue to do so by the age of two years (UNICEF & WHO, 2019). These trends are a
warning that global goals will not be met by 2030. According to the 2019 Global
Breastfeeding Score Card, in 2030 the rates of breastfeeding should be amplified to at
least 70% initiation within the first hour, 70% exclusive breastfeeding in the first 6-
months, 80% of breastfeeding at one year, and 60% at two years of age (UNICEF &

WHO, 2019).

E. Breastfeeding Determinants

Investigating the reasons behind the low rates of breastfeeding has been
progressing over the decades. The latest Lancet series on the subject demonstrated a
conceptual framework that illustrated the multiple players affecting the mother's
breastfeeding decision. These multiple players were categorized into three main layers:
the individual, the setting, and the structure. Individual factors included the mother-
infant relationship and attributes; the setting included factors related to health systems,
the family and community, and the workplace, and the structural layer referred to
sociocultural and market factors (Rollins et al., 2016). Other publications have studied
the determinants under the lenses of the different social behavior theories such as the

Self-Efficacy Theories (SETs) (Cangdl & Sahin, 2017; Chan & Choi, 2016; Nilsson et



al., 2017), the theory of planned behavior (TPB) (Giles et al., 2014; Giles et al., 2015;
Joshi et al., 2016), and the Social Cognitive Theory (SCT) (Ahmed, 2008; Hildebrand et
al., 2014; Pollard, 2011). The common aspect between these approaches is their focus
on individual-targeted interventions. A recent critical review on the use of these theories
regarding breastfeeding interventions highlighted the gap in addressing other factors
and the need for a more comprehensive approach addressing other environmental

aspects such as the cultural and healthcare providers' support (Bai et al., 2019).

F. The Social Cognitive Theory and Breastfeeding

The Social Cognitive Theory can assist in understanding the dimensions of
breastfeeding challenges. It mainly postulates that a certain behavior is produced
through the dynamic reciprocal interaction of the behavior itself in light of personal and
environmental influences (Bandura, 2001). This latter notion can be best translated into
the dual role the person plays in this theory; an actor of change and a receptor of
change. The latter role can be a window of opportunity for new interventions that
address broader challenges at the environmental level (GLANZ, 2001). Other SCT
constructs include behavioral capability, observational learning, reinforcement,
expectations, and self-efficacy. While these are different concepts, they all have the
reciprocal determinism entrenched within (Bandura, 2005; LaMorte, 2019).

Considering that the ultimate behavior is the initiation and continuation of
breastfeeding, then through the SCT lens, the mother's character and the environment
surrounding her interact continuously to affect the behavior (Figure 1). Accordingly, the
environment has a direct effect on the behavior, and proper changes at this level can

influence the mother's decision to breastfeed. For example, changing the social norms



surrounding the mother can influence the expectations a woman has when she decides
to breastfeed. Another example is related to changing the knowledge and skills of the
support environment of the mother, which includes healthcare providers, among others.
Such a change can influence the mother's self-efficacy and act as a reinforcement factor

shaping the behavior of breastfeeding initiation and continuation (Bandura, 2005).

Initiation and
continuation of
breastfeeding

Maternal
Personal
Factors

Figure 1: Breastfeeding under the Social Cognitive Theory

Schindler-Ruwisch et al. (2019), used the SCT to explore the determinants of
the initiation and duration of breastfeeding among African American women in
Washington DC who are receiving the Special Supplemental Nutrition Program for
Women, Infants, and Children (WIC). Their results revealed that the breastfeeding
experience of the mother was influenced by 1) the community which shaped the
breastfeeding norms i.e. the mother's expectations, 2) the interpersonal factors such as
the availability of support from health providers that shaped the enforcement of

6



breastfeeding and the observational learning of the mother, and 3) the individual
challenges related to pain and latching success that reflect the mother's behavioral
capability (Schindler-Ruwisch et al., 2019). Another study done in Scotland
investigated the perceptions of women and midwives in relation to breastfeeding
initiation under the SCT perspective (Edwards et al., 2018). The authors reported that
the unfamiliar demanding hospital environment had a negative influence on the mother's
self-efficacy and motivation to initiate breastfeeding. Similarly, midwives reported that
their surrounding environment and their busy schedules prevented them from
adequately supporting the mothers in breastfeeding initiation, highlighting a gap in the
midwives' self-efficacy (Edwards et al., 2018). These findings were paralleled in
another mixed-method cross-sectional study, which reported a strong association
between low-maternal breastfeeding self-efficacy and having early problems with
breastfeeding. When put under the SCT, the authors explained that low-efficacy can be
a result of previous experiences or can be shaped by current experiences. The study also
highlighted the role of the surrounding environment, including healthcare professionals,
in motivating mothers, addressing their concerns, and increasing their self-efficacy
(Feenstra et al., 2018).

Accordingly, using the SCT to understand the breastfeeding determinants
highlights the importance of focusing on environmental changes that can make the
mother's experience more breastfeeding conducive. Among the most prominent
environmental factors are those related to the healthcare providers; it has been widely
reported that the breastfeeding behavior is challenged by the healthcare providers' lack

of knowledge, support, and malpractices related to breastfeeding (Rollins et al., 2016).



G. Healthcare Providers and Breastfeeding

Healthcare providers play a critical role in influencing breastfeeding practices
of families. They are often identified as a trustworthy source of information
(Gebremariam et al., 2020) who are best equipped to support and address mothers'
breastfeeding concerns (Taveras et al., 2004). The positive attitude of healthcare
professionals can influence mothers to initiate and continue breastfeeding (Clifford, &
Mclintyre, 2008), while the lack of knowledge and mal-recommendations can make
mothers stop breastfeeding and use formula (Radzyminski & Callister, 2015; Taveras et
al., 2004). The importance of the healthcare providers' role in supporting breastfeeding
has been emphasized in the literature over the decades (Labbok, & Taylor, 2008;
McFadden et al., 2017; Rollins et al., 2016). Studies ranged from those exploring the
gaps in the healthcare providers' knowledge and practices to those estimating the effect
of interventions aimed at the healthcare professionals in improving breastfeeding
outcomes.

Leviniené et al. (2009) documented gaps in the general practitioners' and
nurses' breastfeeding knowledge. The healthcare providers studied had: 1) insufficient
information on exclusive and continued breastfeeding durations, 2) recommended
pacifiers and early initiation of solid foods, and 3) did not know about hypogalactia
prevention and management (Leviniené et al., 2009). Another study by Shaw and
Devgan (2018), reported that more than half of the general practitioners and quarter of
the nurses working at a tertiary healthcare center believed that cow milk or formula
should be provided at six months of age for better growth. Moreover, the study found
gaps in recommending breastfeeding on demand and a lack of knowledge regarding

optimal breastfeeding durations (Shaw & Devgan, 2018). These results were echoed in



a qualitative approach that highlighted the mixed information provided to mothers by
the different healthcare providers feeding into the mother's confusion and doubt
(Feenstra et al., 2018).

A systematic review of 18 studies done on the role of health professionals in
supporting breastfeeding revealed a consistent trend with negative influence.
Professionals conveyed contradictory messages to mothers, lacked the required skills to
motivate breastfeeding mothers, and did not have time or resources to support them.
Additionally, they had theoretical knowledge rather than practical experience with
documented mismanagement of complicated breastfeeding issues and improper training
in breastfeeding to empower them to promote and support breastfeeding effectively (de
Almeida, 2015).

Another systematic review by Yang et al. (2018) on the breastfeeding
knowledge and attitudes of health professional students and their determinants,
highlighted similar gaps. Breastfeeding knowledge (related to breastfeeding initiation
and duration, supporting mothers and babies, clinical management, and intervening if
necessary) among the different practitioner students was lacking even after finishing
their clinical rounds on maternal and child health. The same review looked at
interventions done to address this lack of knowledge and reported a significant
improvement in knowledge scores, including those related to the management of
breastfeeding complications. Furthermore, unfavorable attitudes towards breastfeeding
were reported among the health professional students. Despite that some studies
highlighted a positive attitude among nurses, which manifested as confidence about
breastfeeding support abilities, the majority reported mid-scores. Other studies

documented a negative attitude towards public breastfeeding in particular. Intervention



studies found that educational approaches did not change attitudes towards
breastfeeding but affected the attitudes regarding formula feeding as a less favorable
practice (Yang et al., 2018).

The most updated Cochrane review on support interventions found that
combined support (peer and professional) significantly increased the rates of any
breastfeeding as well as exclusive breastfeeding (McFadden et al., 2017). A previous
systematic review of professional support reported the significance of this intervention
in improving breastfeeding rates (Hannula et al., 2008). The study highlighted that 1)
professionals play a crucial role, 2) interactive support is better than lecturing, 3)
extended support is more effective than one-period intervention, and 4) multiple
approaches are better than one single method (Hannula et al., 2008). Another Cochrane
review similarly reported a significant increase in breastfeeding initiation among
women receiving education and support from healthcare professionals compared to
standard care delivery (Balogun et al., 2016). Additionally, the 2016 Lancet meta-
analysis on breastfeeding interventions reported an almost 50% increase in exclusive
breastfeeding and 66% in any breastfeeding when healthcare providers support was
delivered (education and counseling, support at delivery, and lactation management)

(Rollins et al., 2016).

H. Pediatricians and Breastfeeding

Pediatricians are the "right people, in the right place, at the right time" to shape
breastfeeding success (Ware & Piovanetti, 2020). Pediatricians are considered one of
the most influential healthcare providers regarding the feeding method of babies

(Clifford & Mclntyre, 2008; Santiago et al., 2003). Usually, they are the first to contact

10



physicians after the mother leaves the hospital and are frequently reported as the most
trustworthy source of information (Sayres & Visentin, 2018). Pediatricians — being
frequently visited throughout the first year of the baby's life — have more than one
opportunity to redirect the feeding method and support breastfeeding (Dillaway &
Douma, 2004). Their role extends from providing quality-evidence based information to
investigating possible barriers and work with the patients accordingly to direct, modify,
and manage these issues (Sayres & Visentin, 2018). Several studies have highlighted
how mothers chose to breastfeed, continued breastfeeding, or even switched from
formula to breastfeeding because their pediatricians have recommended that (Clifford &
Mclintyre, 2008; Schneidrova et al., 2003). However, the available literature features a
noticeable lack of breastfeeding-friendly education and practice among many
pediatricians (Reyes-Vazquez, 2019; Rollins et al., 2016).

Early studies have highlighted several gaps in the breastfeeding knowledge and
practices of pediatricians. Freed et al. (1995) found that some pediatricians were not
aware of: 1) the protective effect of breastfeeding against otitis, 2) the superiority of
breastmilk on all other infant feedings, and 3) the effect of early supplementation with a
formula on breastfeeding success (Freed et al., 1995). Michelman et al. (1990) have also
reported that more than half of the pediatricians in their research did not recommend
breastfeeding for their patients. The authors also found that most pediatricians did not
offer any breastfeeding-related education or assistance to new mothers (Michelman et
al., 1990). These findings were echoed later by Taveras et al. (2004), where
pediatricians recommended supplementing with formula if a healthy baby did not gain
enough weight and accordingly, mothers were found to discontinue exclusive

breastfeeding (Taveras et al., 2004). These results were further confirmed qualitatively
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by Dillaway and Douma (2004), who voiced the mothers' experiences at pediatric
clinics. Mothers in the study highlighted the negative influence the pediatricians had on
their breastfeeding journey, emphasizing the lack of support at the clinics. They
reported to consider pediatricians a reliable important source of information and
expressed their disappointment when the pediatricians assumed that they were using
formula and did not encourage or motivate them to breastfeed; the mothers described
the pediatricians' attitude towards breastfeeding as neutral and indifferent. Interestingly,
the role of pediatricians in breastfeeding promotion was portrayed as a potential
motivator if adequate support was provided; it can increase the duration of breastfeeding
and the satisfaction of the mothers (Dillaway & Douma, 2004).

In their qualitative approach to understanding the breastfeeding attitudes and
beliefs of health professionals, Radzyminski and Callister (2015), showed that while
obstetricians thought that pediatricians were responsible for supporting mothers in
breastfeeding, nurses referred to pediatricians as "not putting enough efforts to support
mothers." On the other hand, the pediatrician residents reported not to discuss infant
feeding with the mothers indicating that it is not their responsibility. Similarly,
practicing pediatricians did not address breastfeeding with mothers because they did not
want to make mothers who would formula feed their babies, feel guilty. They also
referred the mothers to nurses who, according to the pediatricians, are more expert in
dealing with breastfeeding issues. Moreover, pediatricians in the study (residents and
practitioners) did not refer to breastfeeding as the golden standard. Rather they thought
that what matters is feeding the baby regardless of the method (Radzyminski &

Callister, 2015).
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One of the earliest AAP studies on breastfeeding knowledge, attitudes, and
practices of U.S pediatricians identified several gaps (Schanler et al., 1999). Many
pediatricians did not recommend breastfeeding according to the guidelines, with only
44% recommending early (within the first half-hour after delivery) initiation of
breastfeeding and only 63% addressing the duration of breastfeeding with the mothers.
Additionally, a noticeable gap was identified regarding pacifier use, where the majority
(70%) did not provide any specific recommendation and only 23% advised mothers to
avoid the early use of pacifiers. Pediatricians were fairly confident about their ability to
manage common breastfeeding problems with a significant difference between those
who received a breastfeeding management session (more confident) and those who did
not (less confident). The opinions of pediatricians regarding breastfeeding support
varied, and the majority believed that breastfeeding is not superior to formula feeding
(both are equally acceptable). Moreover, pediatricians were reported to recommend
against breastfeeding for irrelevant reasons such as mastitis, low weight gain, jaundice,
or low milk supply. Finally, gaps were also identified at the level of early solid foods
introduction; pediatricians were more likely to recommend iron, vitamins, solid foods,
and supplementary feedings before five months of age (Schanler et al., 1999).

Later, Feldman-Winter et al. (2017) conducted a review on the different AAP
studies on pediatricians’ practices and attitudes about breastfeeding to investigate the
trends from 1995 until 2014. They found that, despite some improvements, gaps in
pediatricians' attitudes and practices persisted, and some were on a negative trend. Most
pediatricians in 2014 did not refer mothers to community support groups, and only 47%
recommended against the use of pacifiers in early breastfeeding initiation period. A

noticeable number of pediatricians did not recommend a specific infant feeding method
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in the first month of life. Compared to pediatricians in 1995, pediatricians in 2014 were:
1) less likely to discuss breastfeeding with mothers, 2) less likely to report that any
mother can breastfeed if she continues on trying, and 3) less likely to report that the
benefits of breastfeeding are worth the difficulties encountered by the mothers. This
study has also identified that older pediatricians were more confident in their ability to
address mothers' concerns and manage common breastfeeding problems than younger
pediatricians (Feldman-Winter et al., 2017).

Recently, in another study by Quinn and Tanis (2020), pediatricians were
reported to have a low emphasis on breastfeeding as the best nutrition. When compared
with other healthcare providers, pediatricians were less likely to believe that 1) infants
who breastfeed are healthier than formula-fed infants and 2) breastmilk is the best
nutrition for babies. The authors of this study highlighted the impact of such beliefs on
woman's decision to breastfeed and the importance of providing breastfeeding-related
additional regular training to all physicians, especially pediatricians (Quinn & Tanis,
2020). These results were also recorded by Pound et al. (2014). When compared with
family doctors, pediatricians in their study were more likely to believe that formula is
equivalent to breastmilk and more likely to keep formula samples in their offices.
Additionally, pediatricians were less likely to directly observe breastfeeding in their
office, with very few (5.1%) ever doing so. Other identified gaps were related to 1)
incorrect feeding recommendations (timed not on demand), 2) believing that milk intake
of the mother can increase breastmilk production, 3) identifying and managing
common breastfeeding problems, and 4) not linking formula introduction with

breastfeeding failure (Pound et al., 2014).
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The evidence behind the efficacy of breastfeeding interventions targeting
health professionals in general is well established (McFadden et al., 2017; Rollins et al.,
2016). Nevertheless, only a few studies have investigated interventions targeting
pediatricians in specific. The AAP has incorporated many resources and interventions to
better equip physicians — and pediatricians in particular — to support breastfeeding
mothers. These efforts include updating curricula to include breastfeeding-focused
chapters and training and providing easy access to updated resources with useful links
and evidence based-information related to breastfeeding (Meek, 2017). Feldman-Winter
et al. (2010) conducted a controlled trial to test the effectiveness of updating the
residency curriculum on pediatric residents' breastfeeding knowledge, confidence, and
practices as well as on breastfeeding rates in patients. Their results came confirming that
a breastfeeding updated curriculum can improve the knowledge, confidence, and
practices of pediatricians. As for the breastfeeding rates, the study documented an
increase in breastfeeding rates among infants visiting the intervention group compared
with those visiting the control group (Feldman-Winter et al., 2010). These results were
also paralleled in another study on interactive education intervention. In addition to a
significant increase in pediatric residents' knowledge and confidence, sustainable,
appropriate breastfeeding counseling practices were reported even after the intervention
(Hillenbrand & Larsen, 2002). Santiago et al. (2003), tested the effect of a trained
pediatrician on mothers' exclusive breastfeeding rates and found that a well-trained
pediatrician can be as effective as a multi-professional breastfeeding team and more
influential than a pediatrician with no training in increasing the exclusive breastfeeding

rates among their patients (Santiago et al., 2003).
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I. Breastfeeding in Lebanon

Lebanon, a middle-income Middle-Eastern country, has a very low
breastfeeding rate of 14.8%, where exclusive breastfeeding of 1-month-old infants is
40%, and of 4-5 months old infants is only 2%. Moreover, mixed feeding during the
first month of age is very prevalent (more than 40%). As for continued breastfeeding,
41.8% of babies continue breastfeeding - with the complimentary food - up to 9 months,
37.5% up to 15 months, and only 14.6% up to 23 months (CAS and UNICEF, 2009).
The above statistics are the latest available national representative data, yet later cross-
sectional studies have reported similar rates. Batal et al. (2005), found that even though
95.4% of Lebanese mothers initiated breastfeeding (18.3% within half an hour, 55.9%
within a few hours, and 21.3% within few days), exclusive breastfeeding dropped down
to 52.4% at one month, 23.4% at four months, and 10.1% at six months. As for the
introduction of other fluids before six months of age, the authors reported that 41.8%,
37.6%, and 36.3% of infants were given herbal teas, sweetened water, and water,
respectively (Batal et al., 2005). In 2008, Al-Sahab et al. used data from a prospective
cohort of mothers living in Beirut and found that while 56.3% of mothers were
exclusively breastfeeding at one month, this percentage decreased to 24.7% at four
months and then to 18.8% at six months (Al-Sahab et al., 2008). Similarly, in their
cross-sectional study in Beirut, Hamade et al. (2013) have documented that only 27.4%
of women were exclusively breastfeeding at 8-12 weeks postpartum compared to 33%
who were exclusively formula feeding. Mixed feeding was recorded at 33% (Hamade et

al., 2013).

J. Determinants of Breastfeeding in Lebanon
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The determinants of breastfeeding in Lebanon can be identified across the
SCT’s reciprocal determinism construct. In a recent publication, personal and
environmental determinants of breastfeeding among Lebanese women were identified
qualitatively (BouDiab & Werle, 2018). Personal factors were related to the mother's
experiences, whether positive (motherly instinct, mother's awareness of breastfeeding
benefits...) or negative (postpartum depression, lack of patience...). The environmental
determinants were divided into two major components. The first component reflected
the surrounding community, which involved the knowledge, attitudes, and behaviors of
the mother's friends, family members, and close unions. This aspect was determined by
the mother's early observations and guidance provided by these community groups.
Additionally, it encompassed the effect of wider organizations such as Non-
Governmental Organizations (NGOs) or workplaces and the dominant social norms or
expectations surrounding the mother. The second environmental component was
pertinent to the medical environment, which included the hospital policies and the
knowledge, attitudes, and practices of healthcare providers who interacted continuously
with the mother. Also, this aspect comprised the national policies and governmental
efforts and laws — that exist or do not exist — to address breastfeeding rates in Lebanon

(BouDiab & Werle, 2018).

K. Healthcare Providers and Breastfeeding in Lebanon

The role and practices of healthcare providers in breastfeeding promotion and
support in Lebanon were recognized in numerous studies. Batal et al. (2005) found that
more than half of the mothers in their study did not receive any encouragement from

healthcare professionals to initiate breastfeeding early after delivery. The same
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population has reported that physicians were among the highest influencers when it
comes to breastfeeding decisions where mothers who were advised to initiate early
breastfeeding (within half an hour) were more likely to do so compared to mothers who
did not receive any encouragement from healthcare staff. An interesting finding related
to the pediatrician gender was reported by Al-Sahab et al. (2013); mothers were 1.5
times more likely to continue breastfeeding until four months of age if their
pediatrician was a female (Al-Sahab et al., 2013). A qualitative study among Lebanese
mothers concluded that the absence of professional advice exacerbated the influence of
all other barriers to breastfeeding (Nabulsi, 2011). In other studies, the lack of support
was manifested in the distribution of free formula samples to mothers by hospitals and
pediatricians (Akik, 2014, LACTICA, 2015). Studies investigating these malpractices
indicated that they happen in light of some incentives from the BMS industry, such as
free conferences, clinic equipment, or access to scientific journals (Akik et al., 2015). It
was also highlighted that these malpractices happened before and after Lebanon
endorsed the WHO International Code of Marketing Breast-Milk Substitutes through
the law 47/2008 (Akik et al., 2015).

Recently, Moukarzel et al. (2020) highlighted the barriers to supporting and
promoting breastfeeding according to medical interns' perceptions and experiences.
Their results confirmed previous records where the influence of formula companies was
identified as a tempting financial incentive leading physicians to promote formula
feeding instead of breastfeeding. Furthermore, the interns reflected on their own
experiences where they have attended training sponsored by formula companies and
received indirect advertising about the improved quality of formula products mimicking

breastmilk. The social pressure on physicians to promote formula rather than
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breastfeeding was also identified as a barrier. The study participants explained that
physicians might lose their patients if they insisted on breastfeeding, where it is much
easier and socially acceptable just to recommend formula. Other barriers were identified
at the healthcare system level, where guidance on integrating breastfeeding-related
support within the practice was not emphasized during their women or child health
rounds at the hospital. This was mainly related to the lack of baby-friendly protocols
within these learning institutions (Moukarzel et al., 2020).

In a previous publication, Moukarzel et al. (2018) have used a mixed-method
approach to investigate breastfeeding knowledge, attitudes, and self-efficacy of interns
and residents in the Lebanese Public School of Medicine. Quantitatively, both groups
had sub-optimal scores regarding knowledge and self-efficacy. Knowledge gaps were
identified regarding the anatomy, physiology, and management of lactation as well as
WHO recommendations. Self-efficacy was measured through the ability to provide
breastfeeding counseling and psycho-social support for the mothers. On the other hand,
a positive attitude towards breastfeeding was manifested; they viewed breastmilk as
important and beneficial (immune-protective) to the infants and (breast cancer-
preventive) to the mothers. The qualitative data supported these results where the study
population expressed their lack of knowledge and the need to learn more about
breastfeeding to be able to promote and support it. The authors have also investigated
the source of breastfeeding information using social network analysis. Their results
identified a lack of communication regarding the breastfeeding topic between the
participants. Also, it was noted that many participants used informal foundations to base

their breastfeeding knowledge like friends and family members. This was emphasized
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as a risk of circulating and exacerbating misinformation and myths related to
breastfeeding (Moukarzel et al., 2018).

Despite the postulated lag behind of the breastfeeding support from healthcare
providers in Lebanon and in accordance with the robust evidence highlighting the
critical role that healthcare professionals — pediatricians in particular — play in
influencing the mother's decision to breastfeed, an up to date, evidence regarding the
role of Lebanese pediatricians is still lacking. Investigating the knowledge, attitudes,
and practices of Lebanese pediatricians in relation to supporting breastfeeding is
essential. This approach will help in identifying gaps that shall allow the development
of evidence-based interventions to promote the role of pediatricians in supporting
breastfeeding. As such this research study has the below objectives :

e  The primary objective is to examine the knowledge, attitudes, and
practices of Lebanese pediatricians in relation to supporting breastfeeding.

e A secondary objective is to explore the sociodemographic correlates of

these knowledge, attitudes, and practices.
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CHAPTER II

METHODOLOGY

A. The Study Design and Purpose:

This study follows a national cross-sectional survey design. The practicing
Lebanese Pediatricians constitute the target population. The study population includes
the pediatricians registered at the Lebanese Order of Physicians (LOP) in Beirut and
Tripoli and at the Lebanese Pediatric Society (LPS). All physicians in Lebanon have to
be registered at LOP before they can practice their profession. Pediatricians from all
governorates except North are registered at LOP-Beirut while pediatricians from the
North area are registered at LOP-Tripoli. Registration at LPS, on the other hand, is
optional and voluntary. LPS was founded since 1959 as a forum where pediatricians can
exchange experiences and establish a well-grounded reputation for Lebanese
pediatricians in the region. Lebanese nationality is a mandatory requirement for the

registration at both LOP and LPS.

1. The Sample:

The records of LOP-Beirut and LOP-Tripoli show that there are 1383
registered pediatrician. Using the Raosoft sample size calculator (at a probability of 0.5
with a 95% confidence interval (CI) and a margin of error of 5%), it was determined
that 301 pediatricians should complete the questionnaire to have a nationally

representative sample.

B. The Data Collection Process
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Data collection was conducted using an online survey sent via email. The
hosting server is the Lime Survey under the American University of Beirut’s (AUB)
porter. LOP-Beirut, LOP-Tripoli, and LPS provided different lists of all the emails
available in their registries. A list of 370 emails was obtained from LOP-Beirut and
another 95 emails were received from LOP-Tripoli. LPS provided a list of 592 emails.
Additionally, pediatricians’ phone numbers were obtained from LOP-Beirut and LOP-
Tripoli. Pediatricians were phone-called and invited to provide their email addresses in
order to participate in the research study. Names with available emails within the lists
were not phone-contacted. All pediatricians with no email addresses were approached.
The cumulative number of emails obtained from the three registry bodies and after
calling the pediatricians was 1211. The multiple lists of emails were compiled and
duplicates were removed. After sending the invitations, 154 emails were bounced as
wrong/unavailable emails. Thus, the final number of correctly sent emails was 1057. A
unique Token was generated for each email through the Lime Survey. Email invitations

were followed with periodic reminders for pediatricians to complete the questionnaire.

C. Incentive:

Invited pediatricians were informed that they can participate in an iPad draw
after completing the questionnaire. As the Lime Survey doesn’t allow for identification
of pediatricians’ emails who completed the questionnaire, the pediatricians were asked

to send their emails after completing the questionnaire in order to enter the draw.

D. Ethics:
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The study was approved by the university Institutional Review Board (IRB) at
the American University of Beirut. The voluntary nature of the study was highlighted in
the invitation. Pediatricians had to read a consent form and agree on it before filling in
the questionnaire. The email and phone invitations as well as the consent form were
written in line with the IRB guidelines and received the IRB approval. Completed
questionnaires were received anonymously through the lime survey system where a
random identification number was generated to each participant. Data files were

securely saved in a password-protected laptop.

E. The Questionnaire:

The questionnaire’s set of questions were mainly adopted from a previous
published study on Canadian physicians (Pound et al., 2014). The adaptation of the
questionnaire was guided by an extensive research of the available literature on
physicians Knowledge, Attitudes, and Practices regarding breastfeeding. The
questionnaire was amended (layout and content) based on cultural adequacy and
research objectives. The questionnaire was further reviewed by a panel of experts in the
fields of 1) clinical pediatrics, 2) nutrition epidemiology, 3) human nutrition, 4) public
health, and 5) breastfeeding and lactation. The panel checked the content validity and
clarity of the questionnaire as well as its adequacy addressing the research objectives.
The questionnaire was formulated in English, then it was translated to Arabic. To ensure
parallel form reliability, the questionnaire was retranslated from Arabic to English. Both
the Arabic and the English forms of the questionnaire were pilot tested on a convenient
sample of 10 pediatricians. The participants in the pilot phase reviewed the

understandability and the cultural relevancy of the questions. Examples of adopted
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amendments/changes included: removing questions related to the pediatricians’ private
experience (if they breastfed their babies) and those related to HIV, replacing the word
“office” with the word “clinic”, and adding questions on extended breastfeeding. Given
the changes, data collected from the pilot sample were not included in this study.

The final version of the questionnaire (Appendix 1) constitutes of four main
sections. The first section relates to the demographic and work-related characteristics of
the participants. It encompasses 8 questions about the pediatricians’ age, gender,
whether their residency training was in Lebanon or not, practicing district, main
practicing setting, years of experience, where they learned about breastfeeding (Own
experience, medical school, residency, self-directed learning), and if they hold a
breastfeeding support certificate.

The second section addresses pediatricians’ practices regarding breastfeeding
counseling and support. In this section, there are 12 total questions. The first 5 questions
address the frequency of: counseling mothers on breastfeeding, encouraging
breastfeeding after mothers return to work, referring mothers to lactation consultants,
and recommending formula feeding. These questions are rated on a 5-point Likert scale
from (5): always or almost always to (1): never or almost never. In the second 7
questions, pediatricians are asked to indicate (Yes) or (No) on several statements
reflecting their practices on topics related to formula advertising, formula
supplementation, breastfeeding promotion and recommendation.

The third section pertains to the attitudes/ beliefs of pediatricians. It constitutes
of 15 questions in total. Pediatricians are asked to record their level of agreement on 9
issues related to breastfeeding and formula feeding such as the role of pediatricians in

assessing breastfeeding, their influence on the mothers’ decision to breastfeed, and their
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perception on mixed feeding and formula fed babies. A 5-point Likert scale from (5)
strongly agree to (1) strongly disagree is used. The attitudes section also highlights 6
questions on the confidence/comfort of pediatricians in teaching and counseling
mothers on breastfeeding issues and assessing and addressing breastfeeding problems.
The pediatricians indicate their confidence/comfort on these topics using a 5-point
Likert scale from (5) being very confident/ comfortable to (1) being very unconfident/
uncomfortable.

The final section explores the pediatricians knowledge through a set of 15 True
and False questions (T/F) and 7 Multiple Choice Questions (MCQs) of scenarios and
fact testing (a total of 22 questions). The T/F questions address several topics:
breastfeeding duration, solid foods introduction, water supplementation during the
night, the nutrition value of infant formulas and how they compare to breastmilk, the
use of bottles for pumped milk, the effect of supplementing with formula on the success
of breastfeeding, the effect of exercise on breastmilk, the effect of fluids on milk supply,
the importance of breastfeeding on SIDS and ovarian and breast cancer prevention in
babies and mothers respectively, the contraindications of breastfeeding, and the
effectiveness of breastmilk after the age of two. As for the MCQs, they cover topics
such as the proper tongue position during breastfeeding, the signs of correct latching,
the management of sore nipples, the best way to address frequent feedings in young
infants, the proper advice for a jaundiced newborn, exclusive breastfeeding, and the

adequate timing for breastfeeding initiation.

F. Data Analysis:
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Data from the Lime Survey was exported into excel sheets and then compiled
into the Statistical Package for Social Sciences (SPSS, version 23). Data cleaning was
done through outliers identification and removal. Descriptive Statistics (frequencies
and percentages) were used to summarize the pediatricians’ characteristics, as well as
their practices, attitudes and knowledge. Then, scores were computed for each section.
The total score (within each section) of each participant was calculated from the
summation of points on each question.

Correct answers within the Knowledge section were given 1 point, whereas
wrong answers as well as “I don’t know” answers were given 0 points. As there are 22
questions pertaining to the knowledge section, the scores ranged between 0 (minimum
score) and 22 (maximum score); higher scores reflected better knowledge.

In the Attitude section, favorable attitudes were given 1 point whereas negative
attitudes were given 0 points (see Appendix I11). The first set of questions within the
attitude section was measured on an agreement “5 Likert Scale”. Accordingly, when the
pediatricians were supposed to agree, those who chose 5 (strongly agree) or 4 (agree)
were given 1 point, whereas those who chose 3, 2, or 1, were given 0 points.
Conversely, on questions where pediatricians were supposed to disagree those who
chose 1 (strongly disagree) or 2 (disagree) were given 1 point, whereas those who chose
3, 4, or 5, were given 0 points. Likewise, the second set of questions within the attitude
section was scored. One point was given to those who recorded confidence/ comfort (5
or 4) and 0 points were given to those who chose 3, 2, or 1. Then the points were
summed in all questions. As there are 15 questions in the attitude section, the scores

ranged between 0 and 15.
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Finally, a score was computed for the Practices section. Good practices were
given 1 point whereas bad practices were given 0 points (see Appendix I11). The first set
of questions in the practices section was measured on a frequency “5 Likert Scale”.
Consequently, when the pediatricians were supposed to record high frequency, those
who chose 5 (always) or 4 (often) were given 1 point, whereas those who chose 3, 2, or
1, were given 0 points. Conversely, on questions where pediatricians were supposed to
record low/null frequency, those who chose 1 (never) or 2 (rarely) were given 1 point,
whereas those who chose 3, 4, or 5, were given 0 points. The second set of questions
was measured by “Yes” or “No”. Accordingly when pediatricians chose the correct
practice (whether yes or no) they were given 1 point, whereas when they chose the
wrong practice they were given 0 points. The total score for each participant ranged
between 0 and 12 (the total number of questions in the practices section).

Simple linear regression was used to explore the sociodemographic correlates
of the pediatricians’ knowledge, attitudes, and practices. The scores were considered the
continuous variables and were entered as the dependent variable whereas the
sociodemographic factors were considered as the independent variable. All
sociodemographic factors that showed significance in the simple linear regression were
entered into the multiple linear regression. Statistical significance was established at a

p-value < 0.05.
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CHAPTER 111

RESULTS

A. Responders

From the 1,056 pediatricians reached through emails, 117 attempted the
questionnaire (11% response rate). Out of the 117 responses, 26 had none of the three
main sections (knowledge, attitudes, practices) completed , accordingly they were not
included in the analysis. The remaining 91 responders constituted the study sample.
Table 1 represents the sociodemographic characteristics of the study participants.
Compared with the national distribution, the study sample showed similar distribution
of pediatricians across the different governorates. Differences were found in Bekaa
(3.3% vs 8% national) and South (10% vs 16% national). The majority of pediatricians
were above 41 years old (71.9%) and had more than 15 years of experience (64.4%).
The study sample consisted of slightly more females (59.6%) than males (40.4%).
Sixty-nine percent of pediatricians in this study did their residency in Lebanon and
65.6% reported to spend the majority of their work in a clinical setting. Pediatricians
reported to learn about breastfeeding from own experience and self-directed learning
(66.7%) and medical school and residency (78.9%). Only 7.9% of the participants had

any certification in breastfeeding support.

Table 1: The Sociodemographic Characteristics of Study Participants

Pediatrician’s Characteristics
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“table 1 continue

30 to 34 years old
35 to 40 years old

41 to 50 years old
> 50 years old

Male 36 40.4
Female 53 59.6

Lebanon 60 69

Other* 27 31

11

22
43
16

North (Akkar and North) 9 10

Bekaa (Baalbeck-Hermel and Bekaa) 3 3.3

Beirut 30 33.3
Mount Lebanon 39 43.3
South (Nabatieh and South) 9 10

Clinic 59 65.6
Hospital 28 31.1
Other** 3 3.3

Otob 16 17.8
6 tol5 16 17.8
>15 years 58 64.4
Own experience and Self-directed learning

No 30 33.3
Yes 60 66.7
Medical school and Residency

No 19 21.1
Yes 71 78.9

No 82 92.1
Yes 7 7.9

*: France, Belarus, Syria, Jordan, Lithuania, Poland, Russia, US, UK
**: NSSF, hospital and clinic
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B. Pediatricians’ Knowledge

Table 2 displays the percentage of pediatricians who answered correctly vs.
those who answered incorrectly or “I don’t know”. See Appendix IV for tables
illustrating the knowledge answers of the pediatricians on the T/F questions and the
MCQs. Most pediatricians answered correctly the questions related to the
recommendations of breastfeeding initiation (91.6%), exclusivity (94%) and duration
(84.3%). However, almost 35% of pediatricians did not know the WHO’s
recommendation on solid foods introduction. Ninety-four percent of the pediatricians
knew that it is not correct to offer babies water during the night. Nevertheless, 66.3% of
the participants believed that increasing mother’s fluid or milk intake will increase her
milk production.

Most pediatricians answered correctly the questions on formula and
breastfeeding benefits where they knew that: 1) the infant formula is not superior to
breastmilk even if fortified (81.7%), 2) supplementing with formula in the first weeks of
life will affect breastfeeding success (90.4%), 3) moderate exercise will not decrease the
quality and quantity of breastmilk (89.2%), 4)breastfeeding decreases the risk of SIDS
(86.7%), and 5) breastfeeding decreases the risk of ovarian and breast cancer in mothers
(96.4%). Even though, 78.3% of pediatricians knew that it is safe to continue
breastfeeding if only one breast is affected by herpes simplex, more than one third
believed that breastfeeding is contraindicated in mothers with Hepatitis C. Furthermore,
almost 23% of pediatricians believed that the current infant formulas are nutritionally
equivalent to breastmilk. A noteworthy gap was also identified in the question related to
the use of bottles where 56.6% answered incorrectly that bottles are the best option to

use when milk is pumped or formula is provided. More than half of pediatricians lacked
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the knowledge regarding the quality of breastmilk at 2 years of age; 34.9% believed that
breastmilk loses its core components and 15.7% did not know.

Additional suboptimal knowledge related to the assessment and management
of breastfeeding problems was identified: 1) 33.8% did not know or incorrectly
identified signs of proper breastfeeding, 2) 32% chose the wrong first thing to do with
sore nipples, and 3) 44.5% chose an incorrect action if a mother complains of frequent
feedings. Even though 86.7% of pediatricians knew how to deal with a 5 days old

jaundiced baby, more than 65% did not recognize the incorrect latching sign.

Table 2: Knowledge Answers of Study Participants

Pediatricians Knowledge n=83

Answered
I don’t
know

n % n % n %

Answered | Answered

Correct ;
correctly | incorrectly

Answer

Exclusive breastfeeding is
recommended for the first
six months of life by the True 78 94 5 6 0 0
World Health
Organization (WHO)

It is recommended to
completely wean breastfed
babies from the breast at
the age of 1 year

Solid foods introduction
should start when the baby
is 4 months according to
WHO

offering the baby water
during the night will help
the baby hydrate and sleep
better

The current infant
Formulas are nutritionally False 63 | 759 | 19 |229| 1 1.2
equivalent to breastmilk

False 70 84.3 9 108 4 4.4

False 53 | 639 | 29 |349| 1 | 12

False 78 94 4 148 | 1 | 12
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“table 2 continued”

Formula is sometimes
superior to breastmilk if it
was fortified with iron and
vitamin D that are both
lacking in human milk

False

67

81.7

15

18.3

Bottles are the best option
to use when breastmilk is
pumped or when formula
is provided

False

32

38.6

47

56.6

4.8

Supplementing with
formula in the first weeks
of life will not affect
breastfeeding success

False

75

90.4

9.6

Moderate exercise in the
mother can decrease
quality and quantity of
breastmilk

False

74

89.2

4.8

Increasing mother’s fluid
or milk intake will
increase her milk
production

False

28

33.7

55

66.3

Breastfeeding has been
shown to decrease the risk
of SIDS

True

72

86.7

4.8

8.4

Breastfeeding is
contraindicated in mothers
with Hepatitis C

False

47

56.6

30

36.1

7.2

Breastfeeding decreases
the risk of ovarian and
breast cancer in mothers

True

80

96.4

2.4

1.2

Breastfeeding is safe to
continue in mothers who
have herpes simplex on a
breast as long as the child
only feeds from the
unaffected breast

True

65

78.3

15

18.1

3.6

Breastmilk loses its core
components after the baby
is two years old

False

41

49.4

29

34.9

13

15.7
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“table 2 continued”

Only breast
milk, no other
liquids or
solids, not
even water,
To your knowledge, ) t,?.e f
exclusive breastfeeding exceplion 0 70 [ 843 | 12 |144 | 1 | 12
consists of: V|Fam|ns,
minerals
supplement,
medicines or
Oral
Rehydration
Solutions.
In a baby who is Down and
breastfeeding effectively, | over the gum 55 | 66.3 | 17 [205| 11 |13.3
the tongue is : line
When a breastfeedin
mother complains thgt her Ass.et.ss babé',s 1 | e1a | 22 |388] o0 | o
nipples are sore, the first Fa(f[zlhlon an ' :
thingtodo is :
All of the following are No part of the
signs that a baby is latched | areola can be 25 [ 301 | 54 |[651| 4 | 48
on properly except: seen
Explain that
the baby
requires more
A mother complains that milk because
her 6 week old infant has | he/she is
been breastfeeding almost | growing and 45 | 542 | 37 |445| 1 | 1.2
every hour for a day or frequent
two: breastfeeding
is his/her way
to increase
milk supply
An otherwise healthy 5- NETOIEE
day old breastfeedin more frequ_ent
day ol . g breastfeeding
infant is admitted to the sessions. and
hospital with jaundice. In h ’ther 72 1867 | 11 [132| O 0
addition to treating the Leac mo
) . ow and when
child with phototherapy, o use a breast
the first thing to do is:
pump
Breastfeeding initiation Directly after 76 | 916 | 7 84 | NA | NA

should be:

birth
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C. Pediatricians’ Attitudes:

Tables 3 and 4 summarize the pediatricians responses on the attitudes section.
Herein, agreed and disagreed will reflect both scales (strongly agree and agree) and
(strongly disagree and disagree) respectively. The majority of pediatricians had positive
attitudes towards their responsibility to evaluate and follow up on breastfeeding. Most
participants (68.2%) agreed that it is their responsibility as the child’s primary physician
to evaluate breastfeeding position, latch and milk transfer in the first 3 to 5 days after
birth. Most pediatricians (87.9%) disagreed that it’s not the pediatrician’s responsibility
to follow up on breastfeeding progress and success. Similarly, most pediatricians
(85.7%) agreed that they have an influence on the mother’s decision to breastfeed.

On the other hand, negative attitudes towards breastfeeding were identified.
More than one quarter of the participants had neutral attitudes or disagreed that it is
practical for working mothers to continue to breastfeed their infants. More than one
third had negative attitudes about breastfeeding in public. Additionally, more than 40%
of the pediatricians reported to have neutral attitude or agreed that mothers should stop
breastfeeding once they know they are pregnant. Likewise, around 30% of the
participants had neutral attitudes or agreed that: 1) mixed feeding is a more practical and
acceptable feeding method and 2) formula fed babies are as healthy as breastfed babies.
Even though most pediatricians agreed (69%) that their residency prepared them well to
support breastfeeding mothers, almost 20% disagreed.

Most pediatricians were very confident/ comfortable supporting mothers in
breastfeeding assessment and counselling. Almost 90% of participants reported to be
very confident/ comfortable or confident/ comfortable in: 1) teaching mothers about

good breastfeeding positioning, 2) addressing breastfeeding related problems, and 3)
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counselling mothers on cracked and sore nipples. Some pediatricians reported neutral

comfort/ confidence in: 1) evaluating whether a baby's latch is successful (16.7%), 2)

assessing whether there is good milk transfer from mother to baby during breastfeeding

(15.4%), and 3) teaching mothers how to express milk (14.3%).

Table 3: Study Participants’ Attitudes Answers to the Agree/Disagree Questions Set

n=91

5
(Stron
Agre

Pediatricians Attitudes 1 n = 91

gly
e)

(Agree)

3
(Neutral)

2
(Disagree)

1

(Strongly
Disagree)

n

%

n %

n %

n

%

The child's
primary
physician is
responsible for
performing an
evaluation of
breastfeeding,
including
position, latch
and milk
transfer in the
first 3 to 5 days
after birth

45

49.5

17 | 18.7

14 | 154

11 | 121

4.4

As a
Pediatrician, |
have an
influence on a
mother’s
decision to
breastfeed her
infant

61

67.0

17 | 18.7

9 9.9

1.1

| think it is
practical for
working
mothers to
continue to
breastfeed their
infants

41

45.1

27 | 29.7

18 | 19.8

3.3
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“table 3 continued”

| think it is
acceptable for
women to
breastfeed in
public

42

46.2

18

19.8

18

19.8

6.6

1.7

My residency
training
prepared me to
support
breastfeeding
mothers

47

51.6

13

14.3

13

14.3

11

12.1

7.7

It’s not the
pediatrician’s
responsibility to
follow up on
breastfeeding
progress and
success

2.2

2.2

7.7

14

15.4

66

72.5

Mixed feeding
(breastmilk and
formula) is a
more practical
acceptable
feeding method

3.3

6.6

18

19.8

18

19.8

46

50.5

Formula-fed
babies are just
as healthy as
breastfed babies

5.5

6.6

19

20.9

20

22.0

41

45.1

| believe a
mother should
stop
breastfeeding
once she knows
she is pregnant

19

20.9

7.7

12

13.2

13

14.3

40

44.0
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Table 4: Study Participants’ Comfort Towards Breastfeeding Related Topics

Pediatricians Attitudes 2

How confident/
comfortable are
you in:

5
(Very
Confident)

4
(Confident

)

3
(Neutral)

2
(Un-
confident)

1
(Very
uUn-
confident)

n %

n %

n %

n %

n %

Teaching mothers
about good
breastfeeding
positioning n=90

60 | 66.7

20 | 22.2

5 5.6

2 | 2.2

3 | 33

Addressing
breastfeeding
related problems
(engorgement,
mastitis, etc..)
n=91

60 | 65.9

20 | 22.0

Evaluating
whether a baby's
latch is successful
n=90

49 | 544

19 | 211

15 | 16.7

Assessing whether
there is good milk
transfer from
mother to baby
during
breastfeeding
n=91

53 | 58.2

14 | 154

14 | 154

Counselling
mothers on
cracked and sore
nipples n=91

55 | 60.4

24 | 26.4

Teaching mothers
how to express
milk n=91

52 | 57.1

19 | 20.9

13 | 143

D. Pediatricians’ Practices:

Table 5 shows the pediatricians’ self-reported frequency of breastfeeding-

related practices. The majority of pediatricians (85.7%) always ask breastfeeding

mothers how breastfeeding is going in the first year of their infants’ life. Almost 88%
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always recommend women to continue breastfeeding after returning to work.
Meanwhile, around 26.4% of pediatricians sometimes ask breastfeeding mothers to
breastfeed their infants in front of them so that they can assess the feeding, and 37.4%
rarely or never do so. Almost half of the participants reported to never or rarely refer
mothers to lactation consultants to address breastfeeding problems. Even though, 62.6%
of pediatricians never recommend formula feeding (excluding special needs), around
15% do so often or sometimes.

Table 6 summarizes the second set of the pediatricians’ practices results. While
40.7% of pediatricians kept formula samples in their clinics to distribute to mothers and
their babies, only 24.2% had brochures/ pamphlets in their clinics to give to mothers
about breastfeeding resources in the city. Additionally, more than 20% of pediatricians
reported to have formula-related advertising in their clinics. A noticeable number of
pediatricians would recommend formula supplementation: 1) if a healthy term baby
who is exclusively breastfed has not regained birth weight by 2 weeks (31.9%), and 2) if
a mother feels that her milk supply is inadequate (25.3%). On the other hand, only
13.2% of pediatricians would typically recommend feeding glucose water or formula to
the otherwise healthy newborn while waiting for the mother’s milk to come in. The
majority of pediatricians (72.5%) did not advise breastfeeding on demand, instead they

would recommend that babies breastfeed on each side for 15-20 minutes every 3 hours.
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Table 5: Study Participants’ Frequency of Performing Breastfeeding Related Practices

Pediatricians Practices 1 n=91

How often do > 4 9 (B0 2 L
you? (Always) (Often) times) (Rarely) (Never)
n % n % n % n % n %
Ask

breastfeeding
mothers how
breastfeedingis | 78 | 85.7 | 9 9.9 2 2.2 0 0 2 2.2
going in the first
year of their
infants’ life

Ask
breastfeeding
mothers to
breastfeed their
infants in front
of you so that
yOUu can assess
the feeding

16 | 176 | 17 | 187 | 24 | 264 | 17 | 187 | 17 | 18.7

Recommend
women to
continue
breastfeeding
after returning
to work

80 | 87.9 7 7.7 2 2.2 0 0 2 2.2

Refer mothers
to lactation
consultants to
address
breastfeeding
problems

11 | 121 | 17 | 187 | 19 | 209 | 21 | 231 | 23 | 253

Recommend
formula feeding
(excluding
special needs)

0 0 6 6.6 8 88 | 20 | 22.0 | 57 | 62.6
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Table 6: Study Participants’ Clinical Practices

Pediatricians Practices 2 n=91

Yes No

Do you keep samples of formula in your clinic to
distribute to mothers and their babies
Do you have advertisement in your clinic on formula
products, or well-baby care documents that have 19 | 209 [ 72 | 79.1
formula companies’ logo on them?

Do you have brochures / pamphlets in your clinic that
you give to mothers about breastfeeding resources in 22 | 242 | 69 | 75.8
the city
I recommend to start supplementing with formula, if a
healthy term baby who is exclusively breastfed has not 29 | 31.9 62 | 68.1
regained birth weight by 2 weeks
I routinely recommend to supplement with formula if a
mother feels that her milk supply is inadequate
| typically recommend feeding glucose water or
formula to the otherwise healthy newborn while waiting | 12 | 13.2 [ 79 | 86.8
for the mother’s milk to come in
I routinely recommend that babies breastfeed on each
side for 15-20 minutes every 3 hours

37 | 40.7 | 54 | 59.3

23 | 253 | 68 | 74.7

66 | 725 | 25 | 275

E. KAP Computed Scores and Regression
1. Knowledge

A knowledge score was calculated for each pediatrician (table 7). Pediatricians
scored all over the scale from a minimum of 6, to a maximum of 22. Almost 17% of the
pediatricians scored 14, another 17% scored 17 and 14.5% scored 19. Only one
pediatrician scored 6 and only one scored 22. The average score of all pediatricians was
15.87 + 3.09. The sociodemographic correlates of the knowledge score (table 8) that
showed significance using linear regression were: Being a female (B=2.175, 95%ClI
0.884 to 3.465), having done the residency training in Lebanon (B=1.6, 95%CI 0.166 to

3.034), and spending the majority of work in Mount Lebanon ( B= 3.0, 95%CI 0.719 to
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5.281). After adjustment for covariates using linear multiple regression, being a female
remained the sole predictor of a higher knowledge score (B=1.893, 95%CI 0.584 to

3.203).

Table 7: Study Participants” Knowledge Score

Knowledge Score n=83 \

Average
score

Standard
Deviation

Score / 22 n %
0 0 0
1 0 0
2 0 0
3 0 0
4 0 0
5 0 0
6 1 1.2
7 0 0
8 1 1.2
9 1 1.2
10 3 3.6
11 2 2.4
12 1 1.2
13 4 4.8
14 14 16.9
15 9 10.8
16 7 8.4
17 14 16.9
18 8 9.6
19 12 14.5

20 2 2.4
21 3 3.6
22 1 1.2

15.87 =72.1%

3.091




Table 8: Study Participants” Knowledge Predictors

Pediatrician’s Knowledge Predictors

B, (95% ClI)

Adjusted B, (95%

Pediatricians Age (years)

Cl)

30 to 34 years old Ref -

35 to 40 years old -1.524 (-4.199, 1.152) -

41 to 50 years old -0.903 (-3.044, 1.238) -

> 50 years old -1.329 (-3.302, 0.643) -

Gender

Male Ref -

Female 2.175 (0.884, 3.465) | 2.022 (0.702, 3.342)

Residency place

South (Nabatieh and South)

1.556 (-1.303, 4.415)

Other Ref -

Lebanon 1600 (0.166,3.084) | o 11'12824 679)

Major Working Area

North (Akkar and North) Ref -

Bekaa (Baalbeck-Hermel and Bekaa) | 2.667 (-1.376, 6.710) © 922:'38%95 42)

Beirut 2110 (205,4443) | 2;505233)
2.008

Mount Lebanon 3.000 (0.719, 5.281) (-0.170, 4.187)
1.732

(-1.020, 4.483)

Major workplace

Clinic Ref -
. - 0.259 (-1.763,

Hospital 1.246) -

Other -2.019 (-5.708,1.671) -

Years of Practice

Oto5 Ref -
6 tol5 0.400 (-1.920, 2.720) -
>15 years -0.321 (-2.197, 1.555) -
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“table 8 continued”

Breastfeeding Background

Own experience and Self-directed learning

No Ref -
Yes 0.230 (-1.219, 1.680) -
Medical school and Residency

No Ref -
Yes -0.243 (-1.904, 1.418) -

Certification in breastfeeding support

No Ref -
Yes 0.604 (-1.870, 3.078) -
2. Attitudes

Table 9 shows the attitude scores of the pediatricians. The average attitude
score was 11.37+ 3.066. The minimum reported score was 0 (1.1%) indicating an
absolute negative attitude towards breastfeeding and the maximum attained score was
15 (10%) reflecting a high positive attitude towards breastfeeding. Even though, the
scores were distributed all over the scale, clusters were identified at scores: 12 (15.6%)
and 13 (20%). Using Simple Linear Regression (table 10), the workplace was the only
predictor of the attitude score. Pediatricians who spent the majority of their time at a
hospital had higher attitude scores (B=1.583, 95%CI 0.202 to 2.964) compared to those

who spent the majority of their time in clinics.
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Table 9: Study Participants’ Attitudes Score

 Attitudes Scoren=00

Score / 15 n %
0 1 1.1
1 1 1.1
2 1 1.1
3 0 0
4 1 1.1
5 1 1.1
6 0 0
7 4 44
8 3 3.3
9 6 6.7
10 9 10
11 10 11.1
12 14 15.6
13 18 20
14 12 13.3
15 9 10

Average
score
Standard
Deviation

11.37 =75.8%

3.066

Table 10: Study Participants’ Attitudes Predictors

Pediatrician’s Attitudes Predictors

Adjusted B, (95%

B, (95% ClI)

Cl)
Pediatricians Age (years)
30 to 34 years old Ref
35 to 40 years old -0.633 (-3.150, 1.883)
41 to 50 years old -0.458 (-2.487, 1.570)
> 50 years old 0.436 (-1.437, 2.309)
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“table 10 continued”

Male

Ref

Female

0.357 (-0.990, 1.704

Ref

North (Akkar and North)

-0.267 (-1.721, 1.186)

Ref

Bekaa (Baalbeck-Hermel and Bekaa)

0.222 (-3.750, 4.195)

Beirut

-1.978 (-4.242, 0.287)

Mount Lebanon

0.099 (-2.110, 2.308)

South (Nabatieh and South)

-1.222 (-4.031, 1.587)

Clinic Ref
Hospital 1.583 (0.202, 2.964)
Other -0.381 (-4.707, 3.944

0to5 Ref
6 tol5 0.125 (-2.067, 2.317)
>15 years -0.042 (-1.796, 1.712

Own experience and Self-directed learning

No

Ref

Yes

0.610 (-0.767, 1.986)

Medical school and Residency

No

Yes

No

Ref

Yes

1.268-0.116, 4.652)
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3. Practices

Pediatricians’ average practice score (63.6%) was lower than that of the
attitudes (75.8%) and that of the knowledge (72.1%). None of the pediatrician scored
12/12 (table 11). The maximum recorded score was 11 (3.3%) and the minimum was 3
(1.1%). Scores were aggregated at 6 (18.7%), 8 (17.6%), and 9 (27.5%). When the
practice score variable was run under simple linear regression (table12), pediatricians
who were between the age of 41 and 50 had significantly lower scores (B=-1.250,
95%CI -2.411 to -0.089) compared to those between 30 and 34 years old. Similar to the
attitude score, a higher practice score was predicted by spending the majority of work
time at a hospital (B=0.967, 95%CI 0.171 to 1.764). Both predictors retained their
significance after using linear multiple regression; being between 35 and 40 years old
(B=-1.273, 95%CI -2.402 to -0.144) and spending most worktime at a hospital

(B=0.925, 95%Cl 0.129 to 1.721).

Table 11: Study Participants’ Practices Score

Practices Score n=91 \

Score /12 n %
0 0 0
1 0 0
2 0 0
3 1 1.1
4 6 6.6
5 3 3.3
6 17 18.7
7 12 13.2
8 16 17.6
9 25 27.5

10 8 8.8
11 3 3.3
12 0 0
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“table 11 continued”

Average
score

7.63 = 63.6%

Standard

Deviation 1.823

Table 12: Study Participants’ Practices Predictors

Pediatrician’s Practice Predictors

B, (95% CI)

Adjusted B, (95%

Pediatricians Age (years)

Cl)

41 to 50 years old

-1.250 (-2.411, -0.089)

30 to 34 years old Ref .
-0.362

35 to 40 years old -0.433 (-1.873, 1.007) (-1.836, 1.113)
-1.273

(-2.402, -0.144)

> 50 years old -0.583 (-1.651, 0.485) | -0.613 (-1.654, 0.428)
Gender

Male Ref -

Female 0.675 (-0.088, 1.437) -

Residency place

Other Ref -
Lebanon -0.430 (-1.266, 0.406) -
Major Working Area

North (Akkar and North)

Ref

Bekaa (Baalbeck-Hermel and Bekaa)

-0.778 (-3.180, 1.624)

Beirut

0.256 (-1.114, 1.625)

Mount Lebanon

0.427 (-0.905, 1.760)

South (Nabatieh and South)

-0.222 (-1.921, 1.476)

Major workplace

Clinic Ref -
Hospital 0.967 (0.171, 1.764) 0.925 (0.129, 1.721)
Other -0.723 (-2.777, 1.330) | -0.975 (-3.140, 1.191)
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“table 12 continued”

0to5 Ref -
6 to15 -0.375 (-1.642, 0.892) -
>15 years -0.511 (-1.523, 0.501 -

Own experience and Self-directed learnin

No Ref -
Yes 0.650 (-0.139, 1.439) -
Medical school and Residency

No Ref -
Yes 0.245 (-0.679, 1.169 -

No Ref -

Yes 1.153 (-0.240, 2.546) -
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CHAPTER IV

DISCUSSION

To the best of our knowledge, this is the first study, in Lebanon and in the
MENA region, to investigate the knowledge, attitudes, and practices of practicing
pediatricians in relation to supporting breastfeeding. The results of this study revealed
several gaps along the breastfeeding knowledge, attitudes, and practices of Lebanese
pediatricians. Additionally, a few sociodemographic predictors of the pediatricians’

knowledge, attitudes, and practices were found.

A. Pediatricians’ Knowledge

The study findings uncovered disconcerting knowledge misconceptions among
the pediatricians. These include: 1) increasing mother’s fluid or milk intake will
increase her milk production, 2) WHO recommends solid foods introduction at 4
months of age, 3) breastfeeding is contraindicated in mothers with Hepatitis C, 4)
current infant formulas are nutritionally equivalent to breastmilk, and 5) it is not safe to
continue breastfeeding if only one breast is affected by herpes simplex. These findings
are similar to those reported by Pound et al. (2014) and Schanler et al. (1999) among
Canadian and American pediatricians respectively. Such myths/misinformation can lead
to recommending early cessation of exclusive breastfeeding or to unnecessary
supplementation of formula. Furthermore, despite the well-established evidence against
the use of bottles to provide pumped or supplemented milk (WHO, 2020c), most
pediatricians in this study answered incorrectly to this question. In addition, the

majority of pediatricians in this study either thought that breastmilk loses its core
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components after the baby is two years or did not know. This indicates that pediatricians
are not aware of the updated evidence regarding the continuation of breastfeeding” as
long as the mother and the baby want beyond two years of age” (WHO, 2020a). Neither
do they know about the ever-lasting value of breastmilk on reduced obesity and
enhanced immunity (WHO, 2020b). Suboptimal knowledge related to the assessment
and management of breastfeeding problems was also identified among the study
participants. Likewise, Moukarzel et al. (2018) documented a knowledge gap in
breastfeeding management among medical students in the Lebanese Public School of
Medicine. Concordantly, the available literature has consistently reported these
knowledge gaps among pediatricians (Dillaway & Douma, 2004; Feldman-Winter et al.,
2017; Michelman et al., 1990; Radzyminski & Callister, 2015; Schanler et al., 1999;
Taveras et al., 2004). These deficiencies could stem from the failure of the medical
curriculum to address breastfeeding related topics while incorporating a clinical
training. Additionally, this can indicate that both LOP and LPS are not actively pursuing
updating the pediatricians on the recent breastfeeding recommendations. Accordingly,
interventions to address these knowledge gaps are warranted throughout the
pediatricians’ education and practice.

Despite the aforementioned suboptimal knowledge, a noticeable number of
participants in this study were knowledgeable about several breastfeeding topics. In
agreement with the available literature, the participants in this study were able to
identify the protective effects of breastfeeding on SIDS among babies and on ovarian
and breast cancer among mothers (Moukarzel et al., 2018; Pound et al., 2014). Most
pediatricians in this study were aware of the recommendations of breastfeeding

initiation, exclusivity and duration. Similarly, Feldman-Winter et al. (2017) documented
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an improved knowledge regarding the AAP recommendations among pediatricians in
2014 compared to those in 1995. These findings can be attributed to the recent national
breastfeeding campaigns in Lebanon which might have made Lebanese pediatricians

more interested in seeking updated breastfeeding information.

B. Pediatricians’ Attitudes

Unfavorable attitudes towards breastfeeding among the study pediatricians
were identified at several levels. The study participants had negative attitudes towards
breastfeeding in public, and towards the practicality of breastfeeding for working
mothers. Breastfeeding in public is an international issue as documented by Yang et al.,
(2018), and it can be fairly related to the conservative culture in Lebanon where
breastfeeding is still considered a private act. The impracticality of breastfeeding
among working mothers was previously reported by Pound et al. (2014) and can be
related to the absence of maternal policies in Lebanon that support working mothers to
continue breastfeeding. In fact, these negative attitudes towards breastfeeding in public
and among working mothers, were reported among Lebanese females (Hamade et al.,
(2014). Accordingly, efforts to change these attitudes should take into consideration the
mother’s broader environment in terms of societal norms and workplace policies.
Consistent with the available literature, the findings of this study highlighted acceptance
of mixed feeding among Lebanese pediatricians where they have agreed to its
practicality. Schanler et al. (1999) and Radzyminski and Callister (2015) reported that
pediatricians believed that breastfeeding and formula feeding are both equally
acceptable. Additioonally, Feldman-Winter et al. (2017) documented that pediatricians

were less likely to report that the benefits of breastfeeding are worth the difficulties
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encountered by the mothers. Similarly, in another study by Quinn and Tanis (2020),
pediatricians were reported to have a low emphasis on breastfeeding as the best
nutrition. In this latter study, pediatricians were less likely to believe that infants who
breastfeed are healthier than formula-fed infants. This was also echoed in this study
where around one third of the participants had either neutral attitudes or agreed that
formula fed babies are as healthy as breastfed babies. These findings do not only
highlight a negative attitude towards breastfeeding but also suggest a positive attitude
towards formula feeding. Moukarzel et al., (2020) found that the BMS industry efforts
to influence pediatricians’ attitudes start early during their residency training where they
get exposed to advertising about the improved quality of formula products. Therefore,
interventions aimed at changing these negative attitudes should not only focus on the
pediatricians, but should also address their environment.

Even though breastfeeding during pregnancy has been documented as safe with
no effects on delivery or birthweight (L6pez-Fernandez et al., 2017), many pediatricians
in this study believed that mothers should stop breastfeeding once they know they are
pregnant. This belief can make pediatricians recommend against breastfeeding once a
mother becomes pregnant and hence babies lose their right of optimal nutrition. This is
worrying especially among mothers in the region who choose to deliver their first two
babies with short inter pregnancy intervals (Casterline & Odden, 2016).

In agreement with previous reports, the findings of this study revealed that
some pediatricians did not think their residency training has prepared them well to
support breastfeeding (Pound et al., 2014; Schanler et al., 1999). As discussed by Freed
et al. (1995), this can be attributed to the lecturing-nature of training where residents are

not exposed to an actual clinical setting to develop the required breastfeeding support
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skills. This was further confirmed by Feldman-Winter et al. (2010) and Hillenbrand and
Larsen (2002) who have documented that incorporating interactive sessions in the
residency curricula can lead to improvements in the pediatricians’ knowledge,
confidence, and practices as well as breastfeeding rates among mothers visiting the
intervention groups. Indicatively, simple solutions exist and policy makers in Lebanon
need to be aware of these evidence based approaches in order to optimize the
pediatrician-mother relationship.

A general positivity towards breastfeeding was noticeable among many
pediatricians in this study. The majority of the study participants believed that they are
responsible for the evaluation and follow up of early and continued breastfeeding.
Additionally, they acknowledged their influence on the mother’s decision to breastfeed.
This comes in line with maternal studies in Lebanon where physicians were considered
among the highest influencers on breastfeeding decisions (Batal et al., 2005; Nabulsi,
2011). Moukarzel et al. (2018) have also confirmed a general positive attitude towards
breastfeeding among residents in the Lebanese Public School of Medicine. This
favorable attitude towards breastfeeding promotion was equally recorded in early
international studies among pediatricians (Freed et al., 1995; Michelman et al., 1990).
Furthermore, the study participants reported confidence/ comfort in breastfeeding
assessment, counselling, and management. This echoes the international literature
highlighting confidence in breastfeeding management among Canadian and American
pediatricians (Feldman-Winter et al., 2017; Pound et al., 2014; Schanler et al., 1999).
The sense of accountability among pediatricians is a promising starting point to
collaboratively work with the pediatricians in order to address any gaps in knowledge,

attitudes, or practices related to breastfeeding support.
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C. Pediatricians Practices

The findings of this study highlighted several malpractices among the
pediatricians. Concordant with the findings by Pound et al. (2014), pediatricians in this
study did not routinely ask breastfeeding mothers to breastfeed their babies in front of
them to assess the feeding. This can be explained by the mother-pediatrician
relationship where the mother is not the pediatrician’s patient (the baby is) and hence
asking her to breastfeed might not be culturally conventional especially if the
pediatrician is a male. Despite this, more than half of the participants rarely or never
referred mothers to lactation consultants to address breastfeeding problems. These
results suggest that mothers might be missing the opportunity to be observed — by either
the pediatrician or the lactation consultant — while breastfeeding in order to assess and
evaluate the feeding.

Furthermore, a significant number of pediatricians in this study kept formula
samples in their clinics. This is consistent with previous records highlighting the
distribution of free formula samples by Lebanese pediatricians (Akik, 2014, LACTICA,
2015). Such practices were claimed to be incentivized by the BMS industry, through
free conferences, clinic equipment, or access to scientific journals (Akik et al., 2015).
Moukarzel et al. (2020), confirmed these claims where pediatric residents in their study
have identified incentives from the BMS industry as a driver for formula promotion.
Social pressure and the mother’s demand to formula feed her baby were reported as
additional reasons for promoting formula by pediatricians (Moukarzel et al., 2020).
Formula advertising in the clinic and the use of documents with formula logo on them

were also documented in this study. This is congruent with the findings of Akik et al.
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(2015) highlighting that the breaches of the Law 47/2008 happened before and after its
ratification. These results echo the findings of Pound et al. (2014) who reported that
Canadian physicians kept formula samples and formula advertisements in their clinics.
These practices are worrying as mothers become exposed to a formula-friendly
environment instead of a breastfeeding-friendly one endangering the exclusivity and
continuation of breastfeeding (Howard et al., 2000).

These formula conducive practices can be exacerbated by the overwhelming
majority of pediatricians who reported to not have brochures or pamphlets to give to
mothers about breastfeeding resources in the city. This indicates that the chances of a
mother leaving the clinic with a formula sample are much higher than those of a mother
leaving the clinic with breastfeeding support materials. Pediatricians may be unaware of
the available breastfeeding resources, however, it is very important to equip all pediatric
clinics with these information to disseminate to mothers. In Lebanon there are multiple
support groups (online and face to face), NGOs, many breastfeeding consultants, in
addition to the hotline of the Ministry of Public Health (MOPH) all of which can
support mothers and address their breastfeeding concerns. These resources if utilized by
mothers were shown to be effective in increasing the exclusivity and continuation of
breastfeeding (McFadden et al., 2017). This issue was observed among American and
Canadian pediatricians where the majority did not refer mothers to community support
groups and did not provide them with written resources, respectively (Feldman-Winter
etal., 2017; Pound et al., 2014).

Even though, only 15% of the study participants indicated that they would
recommend formula feeding (excluding special needs) often or sometimes, a noticeable

number of pediatricians reported to recommend formula supplementation if a mother
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feels her milk is inadequate or if the healthy baby does not regain birthweight by 2
weeks. These two conditions are not considered “special needs” and hence
supplementing with formula is unnecessary and might impede successful breastfeeding
(Taveras et al., 2004). These results match those of previous studies, showing that
pediatricians recommended formula supplementation or stopping breastfeeding for
irrelevant reasons (Feldman-Winter et al., 2017; Pound et al, 2014; Taveras et al., 2004;
Schanler et al., 1999). Such recommendations can jeopardize the success of
breastfeeding even if the mother wants to breastfeed (Dillaway & Douma, 2004).

Similar to Canadian physicians (Pound et al., 2014), the vast majority of
Lebanese pediatricians in this study recommended timed feeding. The problem with
these recommendations is that they are often unrealistic where a baby demands
breastfeeding on a much smaller interval (Kent et al., 2012). Thus, when a mother is
advised to breastfeed every three hours and faces a demanding baby she might feel her
milk supply is inadequate or the baby might not gain enough weight. As discussed
previously, a significant number of pediatricians would recommend supplementing with
formula for these particular reasons. It is, therefore, imperative to update pediatricians
on the importance of breastfeeding on demand (as much as the child wants day and
night) in light of the latest international recommendations (WHO, 2020a).

Despite these unfavorable practices, the study pediatricians reported several
good practices related to breastfeeding. The vast majority of pediatricians: 1) discussed
breastfeeding with mothers during the first year, 2) recommended breastfeeding for
working mothers, and 3) did not recommend feeding glucose water or formula to the
otherwise healthy newborn while waiting for the mother’s milk to come in. These

findings match those of Canadian physicians as reported by Pound et al. (2014). On the
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other hand, Radzyminski and Callister (2015) reported that pediatricians in their study
did not discuss infant feeding so that they don’t make formula feeding mothers feel
guilty. Moreover, Feldman-Winter et al. (2017) reported that pediatricians in 2014 were
less likely to discuss breastfeeding with mothers compared to those in 1995.

The results of the practices section, when considered together, highlight a
critical opportunity to increase breastfeeding rates among Lebanese mothers through
capitalizing on the good practices in order to address the gaps. The will of pediatricians
to discuss breastfeeding paves the way for introducing breastfeeding-friendly policies.
The AAP has reviewed the best outpatient practices that have shown potential for
increasing exclusive and continued breastfeeding among mothers (Meek & Hatcher,
2017). This initiative is known as the Breastfeeding-Friendly Pediatric Office Practice
and encompasses a series of evidence-based recommendations that are meant to help
pediatricians create a breastfeeding conducive environment at their clinics (see
Appendix IX). Accordingly, policy makers and breastfeeding advocates can put these
recommendation to advantage when considering interventions targeting health

professionals.

C. Knowledge, Attitudes, and Practices

The comparative analysis of the knowledge, attitudes, and practices of
pediatricians in relation to supporting breastfeeding uncovered several consistencies and
disparities. There was a noticeable gap between the reported confidence and the
knowledge in this sample. For example, the participants reported to be
confident/comfortable in teaching mothers about good breastfeeding positioning and

counselling mothers on cracked and sore nipples, however, they chose the wrong
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answers regarding the signs of proper breastfeeding and the management of sore
nipples. This difference might indicate a misunderstanding among pediatricians of what
breastfeeding management entails. Moreover, it highlights a risk of mismanagement and
mis-advising on breastfeeding problems and thus threatens breastfeeding success. This
risk can be further exacerbated when considering the low frequency of observing
breastfeeding reported by the pediatricians in the practices section.

Another disparity was found regarding the practicality of breastfeeding among
working mothers. Even though the majority of pediatricians recommended women to
continue breastfeeding after returning to work, a noticeable number thought it was
impractical to do so. This can have a positive connotation attached to it in case this
difference is related to a belief among the pediatricians that the importance and benefits
of breastfeeding are worth the efforts to overcome its impracticality after returning to
work.

Several concordant inter-findings were identified. For example, both the
pediatricians’ attitudes and practices highlighted the endorsed responsibility of the study
participants to follow up on breastfeeding. A significant number of pediatricians did not
identify the right answer to addressing a breastmilk-demanding child and this was also
apparent in their practices where they recommended timed-feeding rather than
breastfeeding on demand. Another consistency was found between the knowledge and
attitudes towards formula. A noticeable proportion of pediatricians believed that the
current infant formulas are nutritionally equivalent to breastmilk, similarly they had a
positive attitude towards formula-fed babies believing that they are as healthy as

breastfed babies.
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In brief, the dynamic relationship between the knowledge, attitudes, and
practices of pediatricians in relation to supporting breastfeeding, suggests that more
work is needed to harmonize and linearize these KAP components in order to have good
knowledge, positive attitudes, and good practices. Hence, it is advised to design multi-
component interventions that increase the knowledge related to breastfeeding, highlight
the importance of acquiring positive attitudes towards breastfeeding, and equip the

pediatricians with the necessary skills to exhibit breastfeeding-friendly practices.

D. Sociodemographic Correlates and KAP Scores

The regression analyses identified few significant predictors of the knowledge,
attitudes, and practices scores. The knowledge score was significantly higher among
female pediatricians. This has been consistently reported in studies worldwide
(Brodribb et al., 2008; Freed et al., 1995; Pound et al., 2014). Moreover, Al-Sahab et al.
(2013) found that Lebanese mothers were 1.5 times more likely to continue
breastfeeding until four months of age if their sought pediatrician was a female. This
can be related to the fact that females are more interested in breastfeeding and more
comfortable discussing breastfeeding issues due to their personal experience (Freed et
al., 1995; Pound et al, 2014). Spending the majority of worktime in Mount Lebanon was
a potential predictor of higher knowledge scores among the study participants. While
Pound et al. (2014) have documented significance in specific provinces in Canada, they
have not suggested any explanation for this finding. One argument can be related to the
fact that pediatricians in urban areas (like Mount Lebanon) see more patients and are
exposed to more seminars, scientific events, and workshops where breastfeeding might

be discussed. Similarly, Noueiri et al. (2017) have reported a higher knowledge scores
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of children’s oral health among Lebanese pediatricians living in cities Another potential
predictor of higher Knowledge scores was having done the residency in Lebanon. This
might indicate that breastfeeding information is part of the residency curricula in
Lebanon. However, the presented gaps in the attitudes an practices highlight a potential
failure of the residency to translate the knowledge into practice (lectures vs. clinical
experience).

Both the attitude score and the practice score were predicted by the practice
setting. Spending most work time in a hospital predicted higher scores when compared
to a clinic. Schanler et al. (1999), have reported similar findings; pediatricians
practicing in a clinical setting were less likely to report positive breastfeeding attitudes
and practices. This, as highlighted by Schanler et al. (1999), implicates that, when
considering interventions, the clinics should be a primary focus. This is relevant to this
study sample were the majority of pediatricians were practicing in a clinical setting.
Furthermore, the practice score was significantly predicted by the age of the
pediatricians. Pediatricians who were between the age of 41 and 50 scored lower than
their younger counterparts (30 to 34 years old). Possibly, younger pediatricians are
more aware of the updated international recommendations regarding breastfeeding-best
practices and hence scored higher. Another potential explanation might be that younger
pediatricians reflect a group of new parents who might be dealing with breastfeeding

themselves (Pound et al., 2014).

E. Strengths and Limitations
This discussion ought to be considered in light of the study limitations and

strengths. First, the sample size was small and lower than the planned target sample
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size. This was mainly due to a very low response rate. Despite the maximized efforts to
reach the largest possible number of pediatricians, only 11% responded. It is well
documented that physicians are a hard to recruit group (Asch et al., 2000) possibly
because of their busy schedules (Taveras et al., 2004). In fact, this low response rate can
be attributed to the major instabilities (economic, political, and pandemic-COVID-19)
in the country which might have prevented pediatricians from actively participating in
the study. These events were concurrent with the data collection phase. Another
explanation can be related to the online nature of the questionnaire where the literature
has highlighted lower response rates in web-based surveys (Fan & Yan, 2010; Pitet al.,
2010). However, the utilization of an online server (Lime Survey) eliminated the
chances of having measurement errors or biases related to interviewer bias or data entry.
Moreover, the anonymous nature of the responses reduced the social desirability bias.
Usually participants change their responses to please the interviewer and thus, when the
answers cannot be linked to the responder, the chances of favorably changing the
responses decrease. Furthermore, despite small differences, the study sample included
participants from all over Lebanon in proportions similar to those of the national
distribution.

This study depended on self-selection and hence those who responded (the
11%) might be those most interested in the topic of breastfeeding suggesting a possible
selection-bias. Accordingly, responders might be more knowledgeable of the topic
compared to other pediatricians (non-participants). Therefore, the study findings might
constitute a “best case scenario” of the pediatricians’ knowledge, attitudes and practices
when compared to the national trends. In light of the available evidence on the high

influence that pediatricians have on the mothers’ decisions to breastfeed (Clifford &
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Mclntyre, 2008; Santiago et al., 2003), the study findings highlight the importance of
addressing the discovered gaps in an attempt to increase national breastfeeding rates.

Despite the lack of a validated KAP questionnaire on this topic, the design of
the study questionnaire was conducted by an extensive review of the available literature.
Moreover, a committee of experts vetted the validity and reliability of the questionnaire.
To ensure further acceptability and understandability, the questionnaire was pilot tested.
Nonetheless, future studies are advised to validate a Breastfeeding KAP questionnaire
among health professionals. This is essential in light of the available evidence
highlighting the critical role the healthcare professionals play in the promotion and
support of breastfeeding (Rollins et al., 2016).

This is the first national-level study to investigate the breastfeeding KAP
among any group of health professionals in Lebanon. It is an essential starting point to
contextualize the role of healthcare providers in breastfeeding support and promotion.
However, more qualitative research is required to complement these findings to capture
an in depth understanding of the reasons behind the reported attitudes and practices.
Furthermore, studies that investigate the pediatricians’ practices and recommendations
regarding breastfeeding from mother-participants are advised to have a complete

evaluation of the matter.
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CHAPTER V

CONCLUSION AND RECOMMENDATIONS

A. Major Findings

This research study is the first attempt in Lebanon and in the region to explore
the knowledge, attitudes, and practices of pediatricians in relation to supporting
breastfeeding. The pediatricians in this study demonstrated good breastfeeding
knowledge regarding the recommendations of breastfeeding initiation, exclusivity and
duration. They have endorsed the responsibility of assessing, evaluating and promoting
breastfeeding as part of their attitudes and practices. Nonetheless, the study results
revealed concerning gaps along their knowledge, attitudes, and practices. For example,
the participants might supplement with formula or even recommend mothers to stop
breastfeeding for irrelevant reasons like: 1) the mother has Hepatitis C, 2) only one
breast is affected by herpes simplex, 3) the mother gets pregnant, 4) the mother feels her
milk is inadequate, and 5) the healthy baby does not regain birthweight by 2 weeks.
Even though pediatricians reported to be confident/ comfortable in managing and
dealing with breastfeeding problems, their knowledge in these areas were significantly
lacking. Finally, the pediatricians’ answers revealed a formula-friendly environment
manifested in their acceptance of mixed feeding, their distribution of formula samples,
the presence of formula advertising in their clinics, and the lack of breastfeeding

resources to provide to breastfeeding mothers.

B. Public Health Implications
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In an era of economic and health instability, efforts to mitigate the effects of
preventable diseases are crucial for population health. Breastfeeding is one of the few
scientifically proven approaches that can prevent a multitude of diseases and can
contribute to the sustainable development of nations. According to the SCT, the
pediatricians’ influence is considered at the level of the environment and hence has a
direct effect on the behavior (the initiation and maintenance of breastfeeding).
Therefore, breastfeeding misconceptions, negative attitudes and malpractices among
pediatricians will feed into lower breastfeeding rates. This can jeopardize the optimal
health and growth of babies during the first 1000 days of life. Additionally, it imposes
serious risks of chronic diseases in childhood and adulthood at a population level. This
can increase the burden on the country’s health system and economy. Policy makers
need to acknowledge the role that pediatricians play in promoting and supporting
breastfeeding. The findings of this study highlight that pediatricians need support to be
able to exhibit their roles more properly and to fill in the gaps in the mother’s
environment. Interventions aimed at strengthening and equipping pediatricians with
breastfeeding knowledge and skills (addressing the environment dimension of the SCT)
complement any efforts willing to increase the rates of breastfeeding (the behavior in

the SCT).

C. Recommendations

Improving the knowledge, attitudes, and practices of pediatricians in relation to
supporting breastfeeding and expanding the research on this topic, require a multi-
sectoral involvement. Health promoters, nutritionists, physicians, policy experts, NGO

workers, academicians, hospital administrations, LOP, LPS, MOPH and policy makers
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(authorities) all need to coordinate in order to move forward and advocate for a
breastfeeding-friendly environment where mothers feel safe and supported to initiate
and continue breastfeeding. Below is a list of recommendations based on the findings of
this study.

e Capitalizing on the pediatricians’ endorsed responsibility and sense of
accountability towards breastfeeding evaluation and follow up is recommended.

e Designing multi-component interventions is advised: 1) focusing on
addressing misconceptions and updating pediatricians on the recent recommendations
regarding solid foods introduction and extended breastfeeding and 2) integrating an
interactive clinical component to equip the pediatricians with the skills required for
breastfeeding assessment, evaluation and management.

e Emphasizing a breastfeeding-friendly clinic through the adoption of the
AAP “Breastfeeding-Friendly Pediatric Clinic Practice” steps is highly recommended.

e Activating the communication between pediatricians and lactation
consultants where mothers can be referred to diverse breastfeeding community
resources is advised.

e Targeting male pediatricians, older pediatricians, and those working at a
clinical setting is suggested.

e Incorporating interactive, hands-on content rather than lecturing and
addressing the pediatricians’ needs and expectations is highly recommended.

e Updating and improving the residency curriculum on breastfeeding is one
way to start the change early on. Additionally, incorporating breastfeeding modules

within the physicians’ continuous learning programs is another potential intervention.

65



e Mitigating the influence of the BMS industry on pediatricians and
activating a monitoring system to ensure the proper implementation of law 47/ 2008 is
necessary.

e Addressing the mother’s broader environment in terms of societal norms

and workplace policies is highly recommended.

D. Future Studies:

Given the critical role that pediatricians play in influencing breastfeeding
decisions among mothers and in light with the presented findings of this study, more
studies in this field are required in Lebanon and in the MENA region. While the local
literature highlights several maternal studies on breastfeeding, a noticeable gap appears
when it comes to health professionals. It is the time to lend our focus to the healthcare
providers to explore the gaps preventing them from fulfilling their roles as breastfeeding
advocates. These efforts demand both quantitative and qualitative research to
adequately situate the evidence. A potential necessary starting point can be validating a
breastfeeding KAP questionnaire for health professionals. It is also advised to examine
the maternal reports on the practices and recommendations provided to them by
healthcare professionals and pediatricians in particular. Furthermore, interventions
designed with their evaluation studies will help in weighing their efficacy in order to

better tailor future interventions.
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APPENDIX |

THE QUESTIONNAIRE (ENGLISH)

Demographics:
1. How old are you?

a) Less than 30 years old
b) 30 to 34 years old

c) 35to 40 years old

d) 41 to 50 years old

e) > 50 years old

2. What is your gender?

a) Male
b) Female

3. Did you do your residency training in Lebanon?

a) Yes
b) No; please specify:

4. Which governorate do you spend most of your time working in? (please
select only one answer)

a) Akkar

b) North

c) Baalbeck-Hermel
d) Bekaa

e) Beirut

f) Mount Lebanon
g) Nabatieh

h) South

5. Is the majority of your work spent in: (please select only one answer)

a) Private Clinic

b) Public Clinic

c) Private hospital

d) Public hospital

e) Private Teaching hospital
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f) Public Teaching hospital
g) Other; please specify:

6. How many years have you been in practice?

a) 0to5

b) 6t0l0

c) 11to 15
d) >15years

7. Where did you learn about breastfeeding? (please circle all that apply)

a) Own experience

b) Medical school

c) Residency

d) Self-directed learning
e) Other, please specify:

8. Do you hold a certification in breastfeeding support? (e.g. the
International Board of Lactation Consultants, online training, hospital
based training)

a) Yes, please specify:
b) No

Practices:

9. How often do you practice each of the below: please rate from (5) Always
or almost always to (1) Never or almost never

In the Last 12 months, how often did you: OO OIAIREN)

Ask breastfeeding mothers how breastfeeding is going in
the first year of their infants’ life

Ask breastfeeding mothers to breastfeed their infants in
front of you so that you can assess the feeding

Recommend women to continue breastfeeding after
returning to work

Refer mothers to lactation consultants to address
breastfeeding problems

Recommend formula feeding (excluding special needs)

10. Please indicate Yes or No to each of the below:
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Yes

No

and their babies

Do you keep samples of formula in your clinic to distribute to mothers

Do you have advertisement in your clinic on formula products, or well-
baby care documents that have formula companies’ logo on them?

about breastfeeding resources in the city

Do you have brochures / pamphlets in your clinic that you give to mothers

I recommend to start supplementing with formula, if a healthy term baby
who is exclusively breastfed has not regained birth weight by 2 weeks

her milk supply is inadequate

I routinely recommend to supplement with formula if a mother feels that

I typically recommend feeding glucose water or formula to the otherwise
healthy newborn while waiting for the mother’s milk to come in

minutes every 3 hours

I routinely recommend that babies breastfeed on each side for 15-20

Attitudes/beliefs

11. Please indicate to what extent do you agree on a scale from (5) Strongly
Agree to (1) Strongly Disagree on each of the below statements:

()

(4)

3)

(2)

1)

The child's primary physician is responsible for performing
an evaluation of breastfeeding, including position, latch and
milk transfer in the first 3 to 5 days after birth

As a Pediatrician, I have an influence on a mother’s
decision to breastfeed her infant

I think it is practical for working mothers to continue to
breastfeed their infants

I think it is acceptable for women to breastfeed in public

My residency training prepared me to support breastfeeding
mothers

It’s not the pediatrician’s responsibility to follow up on
breastfeeding progress and success

Mixed feeding (breastmilk and formula) is a more practical
acceptable feeding method

Formula-fed babies are just as healthy as breastfed babies

I believe a mother should stop breastfeeding once she
knows she is pregnant
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12. Please rate how confident / comfortable you are doing each of the below
on a scale from (5) being very confident / comfortable to (1) being very

unconfident/ uncomfortable

How confident/ comfortable are you in:

®) | 4

(©)

(2) | (1)

Teaching mothers about good breastfeeding positioning

Addressing breastfeeding related problems (engorgement,
mastitis, etc..)

Evaluating whether a baby's latch is successful

Assessing whether there is good milk transfer from mother
to baby during breastfeeding

Counselling mothers on cracked and sore nipples

Teaching mothers how to express milk

Knowledge:
13. Please answer by TRUE or FALSE

TRUE

FALSE

don't
know

Exclusive breastfeeding is recommended for the first six
months of life by the World Health Organization (WHO)

It is recommended to completely wean breastfed babies
from the breast at the age of 1 year

Solid foods introduction should start when the baby is 4
months

offering the baby water during the night will help the baby
hydrate and sleep better

The current infant Formulas are nutritionally equivalent to
breastmilk

Formula is sometimes superior to breastmilk if it was
fortified with iron and vitamin D that are both lacking in
human milk

Bottles are the best option to use when breastmilk is
pumped or when formula is provided

Supplementing with formula in the first weeks of life will
not affect breastfeeding success

Moderate exercise in the mother can decrease quality and
quantity of breastmilk
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Increasing mother’s fluid or milk intake will increase her
milk production

Breastfeeding has been shown to decrease the risk of SIDS

Breastfeeding is contraindicated in mothers with Hepatitis
C

Breastfeeding decreases the risk of ovarian and breast
cancer in mothers

Breastfeeding is safe to continue in mothers who have
herpes simplex on a breast as long as the child only feeds
from the unaffected breast

Breastmilk loses its core components after the baby is two
years old

14. To your knowledge, exclusive breastfeeding consists of:

a) Breast milk and occasional water or water-based fluids in hot
weather.

b) Breast milk as the main food for the infant, with other liquids or
solids allowed if in very small quantities.

c) Only breast milk, no other liquids or solids, not even water, with the
exception of vitamins, minerals supplement, medicines or Oral
Rehydration Solutions.

d) Idon’t know.

15. In a baby who is breastfeeding effectively, the tongue is:

a) Down and over the gum line
b) Positioned above the nipple
c) Against the hard palate

d) Idon’t know

16. When a breastfeeding mother complains that her nipples are sore, the
first thing to do is:

a) Assess baby’s position and latch

b) Encourage mother to continue breastfeeding as she will get used to it
soon

c) Give mother a prescription for a topical anti-fungal medication

d) Recommend that mom holds off breastfeeding for a few days so that
her nipples heal

e) Idon’t know

17. All of the following are signs that a baby is latched on properly except:

a) The baby’s lips are visible and flanged outward
b) There is no clicking sound as the baby sucks
c) No part of the areola can be seen
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d) Mother has no persistent nipple pain
e) Idon’t know

18. A mother complains that her 6 week old infant has been breastfeeding
almost every hour for a day or two. What do you tell her?

a) Explain that the baby requires more milk because he/she is growing
and frequent breastfeeding is his/her way to increase milk supply

b) Recommend giving the infant formula to help with the frequent
feedings

c) Explain that this is a sign of insufficient breast milk and should start
supplementing

d) Recommend that she comes in to weigh the baby before and after a
feed to see if he/she is taking enough in

e) Idon’t know

19. An otherwise healthy 5-day old breastfeeding infant is admitted to the
hospital with jaundice. In addition to treating the child with
phototherapy, you first do which of the following?

a) Recommend offering the infant formula after every breastfeeding
session

b) Recommend offering glucose water to the infant

c) Recommend more frequent breastfeeding sessions, and teach mother
how and when to use a breast pump

d) Explain to the mother that she likely does not have enough milk and
that she should have her partner give a few formula feeds to the baby
while she gets some rest

e) Idon’t know

20. Breastfeeding initiation should be:

a) Directly after birth
b) After the routine blood/general tests are done on the baby
c) After the mother recovers from the delivery

d) When the mother's milk come

e) Other, please specify:

Thank you for your time and participation!
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APPENDIX 11

THE QUESTIONNAIRE (ARABIC)
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APENDIX I11

ATTITUDES AND PRACTICES SCORING GUIDE

Attitudes Scoring Guide
Highlighted in green were given 1 point

Highlighted in yellow were given 0 points

Please indicate to what extent do you agree on a scale
from (5) Strongly Agree to (1) Strongly Disagree on each
of the below statements

()

(4)

(3)

()

(1)

The child's primary physician is responsible for performing
an evaluation of breastfeeding, including position, latch and
milk transfer in the first 3 to 5 days after birth

As a Pediatrician, I have an influence on a mother’s
decision to breastfeed her infant

I think it is practical for working mothers to continue to
breastfeed their infants

I think it is acceptable for women to breastfeed in public

My residency training prepared me to support breastfeeding
mothers

It’s not the pediatrician’s responsibility to follow up on
breastfeeding progress and success

Mixed feeding (breastmilk and formula) is a more practical
acceptable feeding method

Formula-fed babies are just as healthy as breastfed babies

I believe a mother should stop breastfeeding once she
knows she is pregnant
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How confident/ comfortable are you in: (5) being very

confident / comfortable to (1) being very unconfident/ RN RN RNCIRNEY
uncomfortable
Teaching mothers about good breastfeeding positioning 1 |1
Addressing breastfeeding related problems (engorgement, 1 |1
mastitis, etc..)
Evaluating whether a baby's latch is successful 1 |1
Assessing whether there is good milk transfer from mother |1 |1
to baby during breastfeeding
Counselling mothers on cracked and sore nipples 1 |1
Teaching mothers how to express milk 1 |1
Practices Scoring Guide
Highlighted in green were given 1 point
Highlighted in yellow were given 0 points
In the Last 12 months, how often did you: OIOIOINBIED)
Ask breastfeeding mothers how breastfeeding is going in 1
the first year of their infants’ life
Ask breastfeeding mothers to breastfeed their infants in 1
front of you so that you can assess the feeding
Recommend women to continue breastfeeding after 1
returning to work
Refer mothers to lactation consultants to address 1
breastfeeding problems
Recommend formula feeding (excluding special needs) 1
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Please indicate Yes or No to each of the below Yes | No

Do you keep samples of formula in your clinic to distribute to mothers and 1
their babies

Do you have advertisement in your clinic on formula products, or well- 1
baby care documents that have formula companies’ logo on them?
Do you have brochures / pamphlets in your clinic that you give to mothers | 1
about breastfeeding resources in the city
I recommend to start supplementing with formula, if a healthy term baby 1
who is exclusively breastfed has not regained birth weight by 2 weeks
I routinely recommend to supplement with formula if a mother feels that 1
her milk supply is inadequate
I typically recommend feeding glucose water or formula to the otherwise 1
healthy newborn while waiting for the mother’s milk to come in
I routinely recommend that babies breastfeed on each side for 15-20 1

minutes every 3 hours
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APPENDIX IV

PEDIATRICIANS’ ANSWERS
ON THE KNOWLEDGE SECTION

Pediatricians Knowledge 1

=83 True False | don't Know
- n % n % n %

Exclusive breastfeeding is recommended for

the first six months of life by the World Health | 78 | 94 | 5 6 0 0
Organization (WHO)

It is recommended to completely wean

breastfed babies from the breast at the ageof 1 | 9 | 10.8 |70 | 84.3 | 4 4.4

year

Solid foods introduction should start when the
baby is 4 months according to WHO

29134953639 | 1 1.2

offering the baby water during the night will
help the baby hydrate and sleep better

The current infant Formulas are nutritionally
equivalent to breastmilk
Formula is sometimes superior to breastmilk if
it was fortified with iron and vitamin D thatare | 15| 18.3 | 67 |81.7 | O 0
both lacking in human milk
Bottles are the best option to use when
breastmilk is pumped or when formula is 47 | 56.6 | 32 | 38.6 | 4 4.8
provided

Supplementing with formula in the first weeks
of life will not affect breastfeeding success

4 | 48 | 78| 94 1 1.2

19122963759 | 1 1.2

8 1 96 | 75/904| O 0

Moderate exercise in the mother can decrease
quality and quantity of breastmilk

Increasing mother’s fluid or milk intake will
increase her milk production
Breastfeeding has been shown to decrease the
risk of SIDS
Breastfeeding is contraindicated in mothers
with Hepatitis C

Breastfeeding decreases the risk of ovarian and
breast cancer in mothers

Breastfeeding is safe to continue in mothers
who have herpes simplex on a breast as longas | 65| 78.3 | 15| 18.1| 3 3.6
the child only feeds from the unaffected breast
Breastmilk loses its core components after the

baby is two years old

S| 6 |74(89.2| 4 4.8

95 (66.3(28|33.7| 0 0

72186.7| 4 | 48 7 8.4

30 |36.1 |47 |56.6| 6 7.2

80(9%.4| 2|24 | 1 1.2

29 1349411494 | 13 | 157
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Pediatricians Knowledge 2

n=83 n %
To your knowledge, exclusive breastfeeding consists of:
Breast milk and occasional water or water-based fluids in hot weather. 8| 96
Breast milk as the main food for the infant, with other liquids or solids 4| a8
allowed if in very small quantities. '
Only breast milk, no other liquids or solids, not even water, with the
exception of vitamins, minerals supplement, medicines or Oral 70 | 84.3
Rehydration Solutions.
I don’t know 1] 1.2
In a baby who is breastfeeding effectively, the tongue is:
Down and over the gum line 55 | 66.3
Positioned above the nipple 2 | 24
Against the hard palate 15]18.1
I don’t know 11| 13.3
When a breastfeeding mother complains that her nipples are sore, the first thing
to do is:

Assess baby’s position and latch 511|614
Encourage mother to continue breastfeeding as she will get used to it soon | 22 | 26.5
Give mother a prescription for a topical anti-fungal medication 6| 7.2
Recommend that mom holds off breastfeeding for a few days so that her 4| as
nipples heal )
I don’t know 0 0

All of the following are signs that a baby is latched on properly except:

The baby’s lips are visible and flanged outward 15118.1
There is no clicking sound as the baby sucks 22 | 26.5
No part of the areola can be seen 25 30.1
Mother has no persistent nipple pain 17| 20.5
I don’t know 4 | 4.8

A mother complains that her 6 week old infant has been breastfeeding almost

every hour for a day or two. What do you tell her?

Explain that the baby requires more milk because he/she is growing and

frequent breastfeeding is his/her way to increase milk supply 0| B
Recommend giving the infant formula to help with the frequent feedings 1|12
Explain that this is a sign of insufficient breast milk and should start 5| 6
supplementing

Recommend that she comes in to weigh the baby before and after a feed to 311373
see if he/she is taking enough in '
I don’t know 1] 12

An otherwise healthy 5-day old breastfeeding infant is admitted to the hospital
with jaundice. In addition to treating the child with phototherapy, you first do

which of the following?

Recommend offering the infant formula after every breastfeeding session

4

4.8

Recommend offering glucose water to the infant

5

6
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Recommend more frequent breastfeeding sessions, and teach mother how
72 | 86.7
and when to use a breast pump

Explain to the mother that she likely does not have enough milk and that

she should have her partner give a few formula feeds to the baby while 2 | 24
she gets some rest
I don’t know 0 0

Breastfeeding initiation should be:

Directly after birth 76 | 91.6
After the routine blood/general tests are done on the baby 0| O

After the mother recovers from the delivery 3|36
When the mother's milk come 112
Other* 3] 36

*: Before Birth, Directly after birth if the mother is willing. Make sure she
isn’t on drugs not compatible with breast feeding.., depends on delivery
situation
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APPENDIX V

EMAIL INVITATION TEMPLATE (ENGLISH)

($AUB

American University of Beirut
CARBESRR AUB Social & Behavioral Sciences
INVITATION SCRIPT

Invitation to Participate in a Research Study
This notice is for an AUB-IRB Approved Research Study

for Dr. Farah Naja at AUB.
Tel: 009611350000, ext; 4504

Email: fnl4@aub.edu.lb )

*It is not an Official Message from AUB*

| am inviting you to participate in a research study which aim is to examine
the knowledge, attitudes and prattices of Lebanese pediatricians in relation to
supporting breastfeeding. Another aim is to explore the sociodemographic
correlates of the above knowledge, attitudes and practices.

You will be asked to complete a short survey/questionnaire with demographic
information and, questions related to your practices as well as knowledge,
attitudes and beliefs towards breastfeeding.

You are invited because we are targeting pediatricians in Lebanon (you are
eligible for this study if you are a practicing Lebanese pediatrician.
Participants should have no conditions that impact their cognitive ability
(they need to be able to read, understand and answer the questions) and
they should be able to independently give consent)

The estimated time to complete this survey is approximately 30 minutes.
The research is conducted online and is hosted on AUB server.

Please read the consent form and consider whether you want to be involved
in the study.

If you have any questions about this study, you may contact the
investigator/research team (Hiba Al Rifai, Email:
further information regarding the study).

Version Date March 21, 2016
Version Number 1.1 1/1
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APPENDIX VI

EMAIL INVITATION TEMPLATE (ARABIC)

(%AUB

as 4 - AmhnUn’nasit!dlann
gyl Alasayl o plall APz Al
48 Ll 5 o)
Alag Al )3 A28 JLiall 5400

AUB-IRBU! (3 82dine a0 dul Al alada jledY 128
i o S el Aaalall i Lai 85 000
4504 :puia ¢ 009611350000 :aila
fnl4@aub.edu.lb: 25 Y & il

*QJ_»Q@%SQ)AV\&A#\QAQMJ&L‘)M*

e Ailaiall il jlaall 5 g g3l 5 48 jeall GLAS) ) Caags Aing L) jo (84S LA el yoof U
Jalgall 20a3 ) Al 5l 038 Cingly LS i g JUkY) elikal Lgs o gy 30) Agagdall Aol )l
il jlaal) 5 lga gl g A juall 03gs Adlatall L) 2 gasal)

3 Sleasilly A paall Jga Al y 8152 gags Slasles o (g siay spal Gl Ll dlia qallaiu
Agagalall delia 5 olas culaitaall y el jlaall

Juilal 8/caade < 13) Lul Hal) 03¢d 5/Ua 3a cul)liad 3 JUkY plilal Cisgis WY diges coad
S1aY) g pal (o 555 a8 Ujaa SYLa (S HLaall (o) S5 Ol ity ¥ Adgall 3/ slaa 3/ HL0
ethas| o ool 15358 Ol gy (Lesle DYl Leaedy il 5618 o 03000 153585 of )
(Jiiaan IS8 2 5l

Al 30 s s plata¥) 13 JLaSY jaiall cd )

L AUB JI pala diliatuly alldy cuijuiy) ye Sagdl ol o) o

el a1 B AS LA B oafias 53 S 13) uSanll y 4380 gall Bal 6 o

330 egelinl da) Baldl / Giagd) 3y iy Jlady) dliSay el jall o3a Jga Akl (gl dlial 1S 13)
(RalLd Jga cilaglaall a3y 3al) e J jaall hma124@mail.aub.edu 45,583

Version Date March 21, 2016
Version Number 1.1 1/
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APPENDIX VII

CONSENT FORM (ENGLISH)

[rhis notice is for an AUB-IRB Approved Research Study
for Dr. Farah Naja at AUB.
*It is not an Official Message from AUB*

You are invited to participate in a research study entitled Knowledge, Attitudes and Practices of
Lebanese Pediatricians in Relation to Supporting Breastfeeding conducted by Dr. Farah Naja Faculty of
agriculture and food science at the American University of Beirut. The conduct of this study will adhere
to the IRB approved protocol.

The IRB approved method for approaching subjects is through email. The purpose of this study to

the k ledge, attitudes and practices of Lebanese Pedlatric:ans in relation to supporting
breastfeeding. Another aim is to explore the graphic correlates of knowledge, attitudes and
practices of breastfeeding among Lebanese Pediatricians.

PROCEDURES
This message invites you to:

1. Read the consent document and consider whether you want to be involved in the study.
And to note:

. Partlc:pat:on is completely voluntary.

. leting the questi ire will take around 30 minutes.

. Only the data you provide in the questionnaire will be collected and analyzed. The research team
will not have access to your name or contact details.

* The results of the survey will be published in a research journal.

e The inclusion and I criteria: All participants should be practicing Leb. diatrici
They should have no conditions that impact their cognitive ability {they need to be able to read,
understand and answer the questions) and they should be able to independently give ¢ t

POTENTIAL BENEFITS TO SUBJECTS AND/OR TO SOCIETY

This research will not directly benefit you. However, the results will help us identify gaps in the
knowledge attitudes and practices of breastfeeding among Lebanese pediatricians and accordingly
interventions will be tailored to address these gaps.

You will not receive payment for participation in this study.

POTENTIAL RISKS TO SUBJECTS AND/OR SOCIETY

There are no foreseeable risks, side effects or discomforts to being involved in this study.
CONFIDENTIALITY

The collected data will remain confidential and anonymous.

Records will be monitored and may be audited by the IRB while assuring confidentiality. Data will be
securely stored in the PI's office on a password protected computer only accessible to the research
team. All the data will be collected, managed and stored by team members only. Your respond to the online

survey will not contain any information that can link your answer to your email. Research data will be saved
in an encrypted manner. A backup plan will be set in place to the PIs’ files and datasets.
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ﬁé' I‘p American University of Beirut
/ &‘@ S i ‘

5 Faculty of Agricultural and Food Sciences

PARTICIPATION AND WITHDRAWAL

If you voluntarily consent to take part in this study, you can change your mind and withdraw at any
time without consequences of any kind.

Refusal to participate or withdrawal from the study will involve no penalty or loss of benefits to which

the subject is otherwise entitled, and neither will it affect their relationship with their organization
and AUB/AUBMC,

After completing the questionnaire you can participate in a draw to win an IPAD. For this you have to
send us your email address. The email list that will be included in the draw cannot be linked back to
the participants’ response and will be deleted once the draw has been completed.

QUESTIONS ABOUT THE STUDY

If you have any questions about the study, can contact the research team at [DrJFarab, Naia, Tel:
009611350000, gxt: 4504 Email: fnl4@aub.edu.lb].

ACCESS TO THE SURVEY

If after reading the consent document and having you questions ed, you voluntarily agree to
take part in the study; you can access the survey by clicking on the following link.

CONCERNS OR QUESTIONS ABOUT YOUR RIGHTS

If you have concerns about the study or questions about your rights as a participant, you can contact the
AUB IRB Office: [Social & Behavioral Sciences Institutional Review Board American University of

Beirut, Lebanon Tel: 00961 1 374374, gxf: 5445 Email: irb@aub.edu.lb]
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APPENDIX VIII
CONSENT FORM (ARABIC)
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APPENDIX IX

AAP BREASTFEEDING-FRIENDLY PEDIATRIC OFFICE
PRACTICE

Summary of Breastfeeding Supportive Office Practices

. Have a written breastfeeding-friendly office policy

N

. Train staff in breastfeeding support skills

W

. Discuss breastfeeding during prenatal visits and at each well-child visit

£

. Encourage exclusive breastfeeding for -6 months

o

. Provide appropriate anticipatory guidance that supports the continuation of breastfeeding as long as desired

[=2]

. Incorporate breastfeeding observation into routine care

~

. Educate mothers on breast-milk expression and return to work

o

. Provide noncommercial breastfeeding educational resources for parents

w

. Encourage breastfeeding in the waiting room, but provide private space on request

10. Eliminate the distribution of free formula

11. Train staff to follow telephone triage protocols to address breastfeeding concerns

12. Collaborate with the local hospital or birthing center and obstetric community regarding breastfeeding-friendly care
13. Link with breastfeeding community resources

14. Monitor breastfeeding rates in your practice

(Meek & Hatcher, 2017)

90



REFERENCES

Ahmed, A. H. (2008). Breastfeeding preterm infants: An educational program to
support mothers of preterm infants in Cairo, Egypt. Pediatric Nursing, 34(2),
125.

Akik, C. (2014). Breastfeeding in Lebanon: barriers and policy dynamics (Doctoral
dissertation, London School of Hygiene & Tropical Medicine).

Akik, C., Ghattas, H., & El-Jardali, F. (2015). K2P Briefing Note: Protecting
breastfeeding in Lebanon. Beirut, Lebanon: Knowledge to Policy (K2P) Center.

Al-Sahab, B., Tamim, H., Mumtaz, G., Khawaja, M., Khogali, M., Afifi,R., ... &
National Collaborative Perinatal Neonatal Network (NCPNN. (2008). Predictors
of breast-feeding in a developing country: results of a prospective cohort
study. Public Health Nutrition, 11(12), 1350-1356.

Asch, S., Connor, S. E., Hamilton, E. G., & Fox, S. A. (2000). Problems in recruiting
community-based physicians for health services research. Journal of General
Internal medicine, 15(8), 591-599.

Bai, Y. K,, Lee, S., & Overgaard, K. (2019). Critical review of theory use in
breastfeeding interventions. Journal of Human Lactation, 35(3), 478-500.

Balogun, O. O., O'Sullivan, E. J., McFadden, A., Ota, E., Gavine, A., Garner, C. D., ...
& MacGillivray, S. (2016). Interventions for promoting the initiation of
breastfeeding. Cochrane Database of Systematic Reviews, (11).

Bandura, A. (2001). Social cognitive theory: An agentic perspective. Annual Review of
Psychology, 52(1), 1-26.

Bandura, A. (2005). The evolution of social cognitive theory. Great Minds in
Management, 9-35.

Batal, M., Boulghourjian, C., Abdallah, A., & Afifi, R. (2006). Breast-feeding and
feeding practices of infants in a developing country: a national survey in
Lebanon. Public Health Nutrition, 9(3), 313-319.

BouDiab, S., & Werle, C. (2018). What motivates women to breastfeed in Lebanon: An
exploratory qualitative analysis. Appetite, 123, 23-31.

Brodribb, W., Fallon, A., Jackson, C., & Hegney, D. (2008). Breastfeeding and
Australian GP registrars—their knowledge and attitudes. Journal of Human
Lactation, 24(4), 422-430.

91



Cangol, E., & Sahin, N. H. (2017). The effect of a breastfeeding motivation program
maintained during pregnancy on supporting breastfeeding: A randomized
controlled trial. Breastfeeding Medicine, 12(4), 218-226.

CAS & UNICEF 2010. Multiple Indicator Cluster Survey- Lebanon 2009.

Casterline, J. B., & Odden, C. (2016). Trends in inter-birth intervals in developing
countries 1965-2014. Population and Development Review, 173-194.

Chan, M. Y., Ip, W. Y., & Choi, K. C. (2016). The effect of a self- efficacy-based
educational programme on maternal breast- feeding self-efficacy, breastfeeding
duration and exclusive breastfeeding rates: A longitudinal study. Midwifery, 36,
92-98.

Clifford, J., & Mclntyre, E. (2008). Who supports breastfeeding?. Breastfeeding
Review, 16(2), 9.

Collaborative Group on Hormonal Factors in Breast Cancer. (2002). Breast cancer and
breastfeeding: collaborative reanalysis of individual data from 47
epidemiological studies in 30 countries, including 50 302 women with breast
cancer and 96 973 women without the disease. The Lancet, 360(9328), 187-195.

de Almeida, J. M., Luz, S. D. A. B., & da Veiga Ued, F. (2015). Support of
breastfeeding by health professionals: integrative review of the
literature. Revista Paulista de Pediatria (English Edition), 33(3), 355-362.

Dillaway, H. E., & Douma, M. E. (2004). Are pediatric offices “supportive” of
breastfeeding? Discrepancies between mothers’ and healthcare professionals’
reports. Clinical Pediatrics, 43(5), 417-430.

Edwards, M. E., Jepson, R. G., & Mclnnes, R. J. (2018). Breastfeeding initiation: An in-
depth qualitative analysis of the perspectives of women and midwives using
Social Cognitive Theory. Midwifery, 57, 8-17.

Fan, W., & Yan, Z. (2010). Factors affecting response rates of the web survey: A
systematic review. Computers in Human Behavior, 26(2), 132-139.

Feenstra, M. M., Kirkeby, M. J., Thygesen, M., Danbjerg, D. B., & Kronborg, H.
(2018). Early breastfeeding problems: A mixed method study of mothers’
experiences. Sexual & Reproductive Healthcare, 16, 167-174.

Feldman-Winter, L., Barone, L., Milcarek, B., Hunter, K., Meek, J., Morton, J., ... &
Lawrence, R. A. (2010). Residency curriculum improves breastfeeding
care. Pediatrics, 126(2), 289-297.

Feldman-Winter, L., Szucs, K., Milano, A., Gottschlich, E., Sisk, B., & Schanler, R. J.
(2017). National trends in pediatricians’ practices and attitudes about
breastfeeding: 1995 to 2014. Pediatrics, 140(4), e20171229.

92



Fox, S. E., Levitt, P., & Nelson IlI, C. A. (2010). How the timing and quality of early
experiences influence the development of brain architecture. Child
Development, 81(1), 28-40.

Freed, G. L., Clark, S. J., Lohr, J. A., & Sorenson, J. R. (1995). Pediatrician
involvement in breast-feeding promotion: a national study of residents and
practitioners. Pediatrics, 96(3), 490-494.

Gebremariam, K. T., Zelenko, O., Hadush, Z., Mulugeta, A., & Gallegos, D. (2020).
Exploring the challenges and opportunities towards optimal breastfeeding in
Ethiopia: a formative qualitative study. International Breastfeeding
Journal, 15(1), 1-10.

Giles, M., McClenahan, C., Armour, C., Millar, S., Rae, G., Mallett, J., & Stewart-
Knox, B. (2014). Evaluation of a theory of planned behaviour—based
breastfeeding intervention in Northern Irish schools using a randomized cluster
design. British Journal of Health Psychology, 19(1), 16-35.

Giles, M., Millar, S., Armour, C., McClenahan, C., Mallett, J., & Stewart-Knox, B.
(2015). Promoting positive attitudes to breastfeeding: The development and
evaluation of a theory- based intervention with school children involving a
cluster randomised controlled trial. Maternal & Child Nutrition, 11(4), 656-672.

GLANZ, K. (2001). Current theoretical bases for nutrition intervention and their uses.
In Nutrition in the Prevention and Treatment of Disease (pp. 83-93). Academic
Press.

Grummer-Strawn, L. M., & Rollins, N. (2015). Summarising the health effects of
breastfeeding. Acta Paediatrica, 104, 1-2.

Hamade, H., Chaaya, M., Saliba, M., Chaaban, R., & Osman, H. (2013). Determinants
of exclusive breastfeeding in an urban population of primiparas in Lebanon: a
cross-sectional study. BMC Public Health, 13(1), 702.

Hannula, L., Kaunonen, M., & Tarkka, M. T. (2008). A systematic review of
professional support interventions for breastfeeding. Journal of Clinical
Nursing, 17(9), 1132-1143.

Hildebrand, D. A., McCarthy, P., Tipton, D., Merriman, C., Schrank, M., & Newport,
M. (2014). Innovative use of influential prenatal counseling may improve
breastfeeding initiation rates among WIC participants. Journal of Nutrition
Education & Behavior, 46(6), 458-466.

Hillenbrand, K. M., & Larsen, P. G. (2002). Effect of an educational intervention about

breastfeeding on the knowledge, confidence, and behaviors of pediatric resident
physicians. Pediatrics, 110(5), e59-e59.

93



Howard, C., Howard, F., Lawrence, R., Andresen, E., DeBlieck, E., & Weitzman, M.
(2000). Office prenatal formula advertising and its effect on breast-feeding
patterns. Obstetrics & Gynecology, 95(2), 296-303.

Joshi, A., Amadi, C., Meza, J., Aguire, T., & Wilhelm, S. (2016). Evaluation of a
computer-based bilingual breastfeeding educational program on breastfeeding
knowledge, self-efficacy and intent to breastfeed among rural Hispanic women.
International Journal of Medical Informatics, 91, 10-109.

Kramer, M. S., & Kakuma, R. (2012). Optimal duration of exclusive
breastfeeding. Cochrane Database of Systematic Reviews, (8).

Kent, J. C., Prime, D. K., & Garbin, C. P. (2012). Principles for maintaining or
increasing breast milk production. Journal of Obstetric, Gynecologic &
Neonatal Nursing, 41(1), 114-121.

Kutlu, R., Kara, F., Durduran, Y., Marakoglu, K., & Civi, S. (2007). Assessment of
effects of pre-and post-training programme for healthcare professionals about
breastfeeding. Journal of Health, Population, and Nutrition, 25(3), 382.

Labbok, M., & Taylor, E. (2008). Achieving exclusive breastfeeding in the united

states: findings and recommendations. Washington, DC: United States
Breastfeeding Committee.

LACTICA (2015). Hospital Violations of Law 47/2008.

LaMorte w. (2019). The Social Cognitive Theory. Boston University School of Public
Health. Retrleved from hngﬂsphmabumgb;mdummmdai

Lebanese Ministry of Public Health (MOPH) and the World Health Organization
(WHO) (2018). Epi-Monitor Updates & Reviews, Lebanese context. 5 (02).
Retrleved from:

Leviniene, G., Petrauskien¢, A., Tamulevicien¢, E., Kudzyte, J., & Labanauskas, L.
(2009). The evaluation of knowledge and activities of primary health care
professionals in promoting breastfeeding. Medicina, 45(3), 238.

Lépez-Ferndndez, G., Barrios, M., Goberna-Tricas, J., & Gomez-Benito, J. (2017).
Breastfeeding during pregnancy: a systematic review. Women and Birth, 30(6),
€292-e300.

McFadden, A., Gavine, A., Renfrew, M. J., Wade, A., Buchanan, P., Taylor, J. L., ... &

MacGillivray, S. (2017). Support for healthy breastfeeding mothers with healthy
term babies. Cochrane Database of Systematic Reviews.

94


http://sphweb.bumc.bu.edu/otlt/MPH-Modules/SB/BehavioralChangeTheories/BehavioralChangeTheories5.html
http://sphweb.bumc.bu.edu/otlt/MPH-Modules/SB/BehavioralChangeTheories/BehavioralChangeTheories5.html
http://www.emro.who.int/images/stories/lebanon/NO_5_02_Breastfeeding_Feb_2018.pdf?ua=1
http://www.emro.who.int/images/stories/lebanon/NO_5_02_Breastfeeding_Feb_2018.pdf?ua=1

Meek, J. Y. (2017). Pediatrician competency in breastfeeding support has room for
improvement. Pediatrics, 140(4), e201725009.

Meek, J. Y., & Hatcher, A. J. (2017). The breastfeeding-friendly pediatric office
practice. Pediatrics, 139(5).

Medves, J., Godfrey, C., Turner, C., Paterson, M., Harrison, M., MacKenzie, L., &
Durando, P. (2010). Systematic review of practice guideline dissemination and
implementation strategies for healthcare teams and team-based
practice. International Journal of Evidence-Based Healthcare, 8(2), 79-89.

Michelman, D. F., Faden, R. R., Gielen, A. C., & Buxton, K. S. (1990). Pediatricians
and breastfeeding promotion: Attitudes, beliefs, and practices. American Journal
of Health Promotion, 4(3), 181-186.

Moukarzel, S., Mamas, C., Farhat, A., Abi Abboud, A., & Daly, A. J. (2020). A
qualitative examination of barriers against effective medical education and
practices related to breastfeeding promotion and support in Lebanon. Medical
Education Online, 25(1), 1723950.

Moukarzel, S., Mamas, C., Warstadt, M. F., Bode, L., Farhat, A., Abi Abboud, A., &
Daly, A.J. (2018). A case study on breastfeeding education in Lebanon’s public
medical school: exploring the potential role of social networks in medical
education. Medical education Online, 23(1), 1527629.

Nabulsi, M. (2011). Why are breastfeeding rates low in Lebanon? A qualitative
study. BMC Pediatrics, 11(1), 75.

Nilsson, I. M., Strandberg-Larsen, K., Knight, C. H., Hansen, A. V., & Kronborg, H.
(2017). Focused breastfeeding counselling improves short-and long-term
success in an early-discharge setting: A cluster-randomized study. Maternal &
Child Nutrition, 13(4), e12432.

Noueiri, B., Nassif, N., & Bacho, R. (2017). Behavior of Lebanese pediatricians
regarding children’s oral health. International journal of clinical pediatric
dentistry, 10(4), 379.

Pem, D. (2015). Factors affecting early childhood growth and development: golden
1000 days. Adv Practice Nurs, 1(101), 2573-0347.

Pit, S. W., Vo, T., & Pyakurel, S. (2014). The effectiveness of recruitment strategies on
general practitioner’s survey response rates—a systematic review. BMC Medical
Research Methodology, 14(1), 76.

Pollard, D. L. (2011). Impact of a feeding log on breastfeeding duration and exclusivity.
Maternal & Child Health Journal, 15(3), 395-400.

95



Pound, C. M., Williams, K., Grenon, R., Aglipay, M., & Plint, A. C. (2014).
Breastfeeding knowledge, confidence, beliefs, and attitudes of Canadian
physicians. Journal of Human Lactation, 30(3), 298-309.

Quinn, P., & Tanis, S. L. (2020). Attitudes, Perceptions, and Knowledge of
Breastfeeding Among Professional Caregivers in a Community
Hospital. Nursing for Women's Health.

Radzyminski, S., & Callister, L. C. (2015). Health professionals’ attitudes and beliefs
about breastfeeding. The Journal of Perinatal Education, 24(2), 102-109.

Reyes-Vazquez, H. (2019). Breastfeeding Recommendations. Pediatricians Mexicans
Survey. Open Access Library Journal, 6(05), 1.

Robertson, R. C., Manges, A. R., Finlay, B. B., & Prendergast, A. J. (2019). The human
microbiome and child growth—first 1000 days and beyond. Trends in
Microbiology, 27(2), 131-147.

Rollins, N. C., Bhandari, N., Hajeebhoy, N., Horton, S., Lutter, C. K., Martines, J. C., ...
& Group, T. L. B. S. (2016). Why invest, and what it will take to improve
breastfeeding practices?. The Lancet, 387(10017), 491-504.

Santiago, L. B., Bettiol, H., Barbieri, M. A., Guttierrez, M. R., & Del Ciampo, L. A.
(2003). Promation of breastfeeding: the importance of pediatricians with
specific training. Jornal de Pediatria, 79(6), 504-512.

Sayres, S., & Visentin, L. (2018). Breastfeeding: uncovering barriers and offering
solutions. Current Opinion in Pediatrics, 30(4), 591-596.

Schanler, R. J., O'Connor, K. G., & Lawrence, R. A. (1999). Pediatricians' practices and
attitudes regarding breastfeeding promotion. Pediatrics, 103(3), e35-e35.

Schindler-Ruwisch, J., Roess, A., Robert, R. C., Napolitano, M., Woody, E., Thompson,
P., & llakkuvan, V. (2019). Determinants of breastfeeding initiation and
duration among African American DC WIC recipients: Perspectives of recent
mothers. Women's Health Issues, 29(6), 513-52.

Schwarzenberg, S. J., & Georgieff, M. K. (2018). Advocacy for improving nutrition in
the first 1000 days to support childhood development and adult
health. Pediatrics, 141(2), e20173716.

Shaw, S. C., & Devgan, A. (2018). Knowledge of breastfeeding practices in doctors and
nurses: A questionnaire-based survey. Medical Journal Armed Forces
India, 74(3), 217-2109.

Taveras, E. M., Li, R., Grummer-Strawn, L., Richardson, M., Marshall, R., Régo, V. H.,
... & Lieu, T. A. (2004). Opinions and practices of clinicians associated with
continuation of exclusive breastfeeding. Pediatrics, 113(4), e283-e290.

96



United Nations International Children Emergency Fund (UNICEF) & World Health
Organization (WHO). (2019). Increasing commitment to breastfeeding through
funding and improved policies and programmes. Retrieved from:

- 2ua=

UNICEF. (2016). Breastfeeding and the Sustainable Development Goals Factsheet.

Victora, C. G., Bahl, R., Barros, A. J., Franca, G. V., Horton, S., Krasevec, J., ... &
Group, T. L. B. S. (2016). Breastfeeding in the 21st century: epidemiology,
mechanisms, and lifelong effect. The Lancet, 387(10017), 475-490.

Ware, J., & Piovanetti, Y. (2020). Pediatricians Are Perfectly Positioned to Help
Mothers Reach Their Breastfeeding Goals. Pediatrics, 145(4).

WHO. (2020a). Breastfeeding. Retrieved from:
hitos// ho.int/nutrition/topics/exclusive._breastfeeding/en/
WHO. (2020b)._Continued breastfeeding for healthy growth and development of
children. Retrieved from:

httos:// | elenaltitles/continued_| feedina/en/
WHO. (2020c)._Feeding of infants unable to breastfeed directly in care facilities.

Retrieved from: https://www.who.int/elena/titles/breastfeeding_inability/en/

Yang, S. F., Salamonson, Y., Burns, E., & Schmied, V. (2018). Breastfeeding
knowledge and attitudes of health professional students: a systematic
review. International Breastfeeding Journal, 13(1), 8.

97


https://apps.who.int/iris/bitstream/handle/10665/326049/WHO-NMH-NHD-19.22-eng.pdf?ua=1
https://apps.who.int/iris/bitstream/handle/10665/326049/WHO-NMH-NHD-19.22-eng.pdf?ua=1
https://worldbreastfeedingweek.org/2016/pdf/BreastfeedingandSDGsMessaging%20WBW2016%20Shared.pdf
https://worldbreastfeedingweek.org/2016/pdf/BreastfeedingandSDGsMessaging%20WBW2016%20Shared.pdf
https://www.who.int/nutrition/topics/exclusive_breastfeeding/en/
https://www.who.int/elena/titles/continued_breastfeeding/en/
https://www.who.int/elena/titles/breastfeeding_inability/en/

98



	Table             Page

