Faiza Khan


Health Equity Profile: Breastfeeding

1. Introduction

Health equity profiling is a preliminary step in doing a health equity audit, which might usefully be seen as “ The cycle by which relevant partners review inequalities in the cause of ill health, and access to effective health care and its outcome for a defined local population and ensure that further action is incorporated into policy, plans and practice.”

The purpose of this paper is to put forward findings relevant to breastfeeding in South Gloucestershire PCT area and make recommendations, which could form part of a health equity audit cycle at a later stage.

2. Background

1As part of the Government’s commitment to reduce health inequalities, a target has been set to increase breastfeeding initiation rates by 2% points per annum through the NHS Priorities and Planning Framework 2003-2006 focusing especially on women from disadvantaged groups. Breastfeeding initiation rates have a bearing on the PCT’s star rating. 

(PCT’s are assessed each financial year against a set of 42 performance indicators, which aim to reflect all areas of their work)

There is evidence to suggest that breastfeeding improves a child’s long-term physical health. There are fewer incidences of asthma; eczema and gastro-intestinal problems.2 Breast fed infants are less likely to develop diabetes and urinary tract infection. 3 In addition it seems that benefits continue into adulthood with a study showing breastfed infants are less likely to develop coronary heart disease and high cholesterol levels.

Not only does breastfeeding have a beneficial effect on the infants’ health but also has a positive effect on maternal health .4 It helps to form a bond between mother and child. It enables the mother to lose excess weight accumulated during pregnancy.5 It also has a contraceptive effect and helps in birth spacing.

Some of the reasons cited for barriers to breastfeeding are 6unemployment, illiteracy, cultural patterns, young single mothers, those living in council accommodation, lack of consistent support and home visits from a health visitor, 7 interference with maternal schedule, inability of others to feed infants, and physical discomfort.

How are breastfeeding rates assessed?

The United Bristol Healthcare Trust, Royal United Hospital, and North Bristol Trust collect the breastfeeding initiation rates for South Gloucestershire PCT. There are discrepancies in data collection, as the initiation rates for home births and patients who are discharged within 24 hours of delivering are not recorded. A major drawback of this data is that these rates cannot be broken down to ward level and project the collective rates for the PCT.

The breastfeeding rates at 6-8 wks are recorded by the health visitors and are passed on to the Child Health Services database.

How are quintiles constructed?

Geographical measure of deprivation is divided into five equal parts and each part is called a quintile. Quintile 1 is the least deprived area and quintile 5 is the most deprived area.

3. Breastfeeding Rates at 6-8 weeks for South Gloucestershire
 Graph 1 


Source: Child Health Surveillance, Avon Health Authority. 
Excel spreadsheets containing Graphs and Data are available. 

4. Breastfeeding rates - 2000

The breastfeeding rates ranged from 47% in quintile 1 to 27% in quintile 5. Lower rates were seen in the most deprived areas. 
Graph 2
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Source: Child Health Surveillance & Income Domain of the MD 2004

The breastfeeding rates at 6-8 weeks have been allocated into five equal groups (quintiles) based on the deprivation scores.

5. Breastfeeding rates - 2003

The breastfeeding rates ranged from 51.3% in quintile 1 to 34.7% in quintile 5. 

The over all breastfeeding rates have improved markedly in a span of three years, with the maximum surge in breastfeeding rates seen in quintile 2, where the rate has gone up by 15.5%. The rate has gone up by 7.7% in quintile 5. The least improvement in rates was seen in quintile 1, where the rate has gone up by only 4.3%.  

Data suggests that the gap between quintile 1 and 5 has narrowed slightly but we do see a slightly different trend emerging for quintile 1.

Table 1

	
	Percentage

Breastfeeding

In Quintile 1 

 
	Percentage

Breastfeeding

In Quintile 2 


	Percentage

Breastfeeding In quintile 3
	Percentage

Breastfeeding

In Quintile 4
	Percentage

Breastfeeding

In Quintile 5

	2000
	47 
	40
	42
	38
	27

	2003
	51.3
	55.5
	47.5
	43.2
	34.7

	Difference
	4.3
	15.5
	5.5
	5.2
	7.7


Table to show difference in Breastfeeding rates in 2000 and 2003

Graph 3


[image: image2.wmf]0

10

20

30

40

50

60

1

2

3

4

5

Quintiles

% Breastfeeding

2000

2003

Difference


Breastfeeding rates for the 2000 and 2003 and the changes in rates in all the quintiles

6. Discussion

· The data presented in the preceding two graphs should be interpreted with caution because of the changes in data recording. In mid-2002, the mechanism for recording breastfeeding changed to differentiate between exclusively breastfed, and mixed breastfeeding and bottle, preceding that mixed feeding was also recorded as breastfed. Taking into consideration the change in recording practice we can say with some surety that the data presented in 2003 is a more accurate representation of breastfeeding figures.

· Accuracy of data depends largely on the way it is collected. Currently the data is collected by the health visitors and passed on to the Child Health Service database. There may be discrepancies in the way different health visitors collect data in different areas.

· Government targets are based on the initiation rates, which are not represented in the above data.

· Obstetric services for South Gloucestershire are provided by the Southmead Hospital (97%), St. Michaels Hospital, community hospitals in Bath. Collection of initiation rate data from all the above locations may prove difficult.

7 Conclusion

It is difficult to say with accuracy whether the inequalities between the quintiles are increasing or decreasing because of the difference in method of data collection. Basing our conclusion on the available data we do see a narrowing of gap between the most deprived and least deprived quintile in 2003, and can say with some degree of surety that the inequalities are decreasing Any subsequent data that is produced would be a better measure to compare our present findings with.

8. Recommendations

1. Feedback results to all staff
2. Consider the case for further action locally with respect to the following
· Have a written breastfeeding policy that is routinely communicated to all health care staff.
· Peer support programme offered by experienced and trained peers may increase the number of women breastfeeding.
· Appropriate training for health professionals significantly improves health professionals’ knowledge, clinical skills and counselling skills in breastfeeding.

· Train all health care staff in the skills necessary to implement the breastfeeding policy.

· Practice rooming in allowing mothers and infants to remain together 24 hours a day.

· Foster the establishment of breastfeeding support groups and refer mothers to them on discharge from the hospital or clinic.

· Promote co-operation between health care staff, breastfeeding support group and local communities.

· Identify what is appropriate for disadvantage and vulnerable groups.

· Ensure there is consistency in data collection

· Raise profile in child curriculum about breast feeding

· Provision of breastfeeding booths in shopping malls and leisure facilities

· Target deprived areas as well as affluent areas for health promotion programme
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