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1 | INTRODUCTION

Globally, 8.5 million infants under 6 months (u6m) of age suffer from
moderate or severe acute malnutrition (Kerac et al., 2011). The preva-
lence of lactation failure among malnourished infants is up to 90%
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Abstract

Acute malnutrition in infants under 6 months (uém) is increasingly recognised as a
global public health problem. The World Health Organisation (WHO) guidelines
for inpatient nutritional rehabilitation of infants uém is re-lactation: the
re-establishment of exclusive breastfeeding. Evidence suggests these guidelines are
rarely followed in many low-income settings. Two studies of infant nutritional
rehabilitation undertaken in three public hospitals in coastal Kenya employed
breastfeeding peer supporters (BFPSs) to facilitate WHO guideline implementation.
To explore the acceptability of the strategy to health workers (HWs) and the
BFPSs, in-depth interviews were conducted with 20 HWs and five BFPSs in the
three study hospitals. The HWs reported that the presence of the BFPSs changed
the way infant nutritional rehabilitation was managed, increasing efforts at
relactation and decreasing reliance on supplemental milk. BFPSs were said to help
address staff shortages and had dedicated time to support and assist the mothers.
Key to the success of the BFPSs was the social relationships they were able to
establish with the mothers due to the similarity in their experiences and back-
grounds. Despite the success of the BFPSs, human resource management and
infrastructure challenges remained. BFPSs can successfully be employed to facili-
tate the implementation of the WHO guidelines for the nutritional rehabilitation of
acutely malnourished infants uém in hospitals in Kenya, establishing supportive
social relationships and trust with the mothers of the acutely malnourished infants

and helping to address the issue of human resource shortages.
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(Vygen, Roberfroid, Captier, & Kolsteren, 2013). The World Health
Organisation (WHO) recommended treatment for infant malnutrition
is re-lactation: the re-establishment of exclusive breastfeeding
(WHO, 2013). However, evidence suggests that in common with

other international health care guidelines, these recommendations are
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rarely implemented in low- and middle-income countries (LMICs)
(McGrath, 2016; Nzinga, Mbindyo, Mbaabu, Warira, & English, 2009;
Ritchie Puchalski et al., 2016). Challenges often faced in guideline
implementation include understaffing and high workload in hospitals
(Irimu et al., 2014; McGrath, 2016; Nzinga, Mbindyo, Mbaabu, Warira,
& English, 2009).

A recent study, Improved Breastfeeding Support to Treat
Acute Malnutrition among Infants under 6 months admitted to
hospital because of illness (IBAMI) undertaken in a public hospital
in coastal Kenya, used breastfeeding peer supporters (BFPSs) to
facilitate the effective implementation of the WHO nutritional
rehabilitation guidelines among inpatient malnourished infants uém
(Mwangome et al., 2019). The IBAMI study demonstrated that, in a
research context in a resource-constrained hospital setting, BFPSs
can support the effective implementation of these guidelines
(Mwangome et al., 2019). Over recent years, BFPS strategies have
been employed in community settings in high-, middle- and low-
income contexts to facilitate the initiation and retention of exclu-
sive breastfeeding (Jolly et al., 2012; Kimani-Murage et al., 2017,
Nankunda, Tumwine, Nankabirwa, & Tylleskar, 2010; Ochola,
Labadarios, & Nduati, 2012; Tylleskér et al., 2011). In high-income
settings, BFPS strategies have also been implemented within hospi-
tals (Kaunonen, Hannula, & Tarkka, 2012; Kempenaar &
Darwent, 2013; Meier, Engstrom, & Rossman, 2013; Oza-Frank,
Bhatia, & Smith, 2014; Reeder, Joyce, Sibley, Arnold, &
Altindag, 2014; Rossman, Engstrom, & Meier, 2012), but there is
conflicting evidence on the ability of BFPSs to cope and work well
with professional health workers in a hospital environment (Aiken
& Thomson, 2013). In LMICs, BFPSs are rarely used in hospitals,
and little is known about the feasibility or acceptability of their
introduction to support the re-establishment of exclusive
breastfeeding (EBF) in acutely malnourished infants (Mwangome
et al, 2019). To investigate the feasibility and acceptability of inte-
grating BFPS to work in routine public hospital settings in Kenya, a
follow-on study to IBAMI (Strategies to integrate Breastfeeding
peer supporter in the health system-SIBs) was conducted in two
hospitals in the coastal region of Kenya. This paper reports on the
IBAMI and SIBs studies that explored

the perceptions and experiences of the health workers (HWs) and

component of the

the BFPSs in implementing the WHO guidelines for the inpatient

management of malnourished infants uém.

2 | METHODS

21 | Setting

The studies were conducted in three public hospitals in the rural
coastal region of Kenya. The data were collected during November
2017 in the IBAMI study and between December 2019 and January
2020 in the SIBs study. The IBAMI data was collected in the context
of a research trial setting, whereas the SIBs data was collected as part

of a routine implementation study.
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Key messages

e BFPSs presence in the hospitals changed the way the
nutritional rehabilitation for infants under 6 months was
managed.

e Health workers appreciated that the BFPSs helped
address staff shortages and provided support and
counselling enhancing relactation.

e Key to success was the similarity in BFPSs and mothers'
backgrounds, allowing development of supportive social
relationships facilitating the delivery of appropriate sup-
port and counselling.

o Despite the success of the BFPS strategy, human

resource and infrastructure challenges remained.

2.2 | Recruitment, selection and training of BFPS
Recruitment and training of the BFPSs in IBAMI were coordinated
by the KEMRI Wellcome-Trust Research Programme (KWTRP) with
three peer supporters recruited from an existing pool of the KWTRP
field workers (Mwangome et al., 2019). In SIBs, the county depart-
ment of health coordinated the recruitment of two BFPSs (one per
hospital); both were previously community health volunteers
(CHVs). Although the hospitals and selection process differed, the
BFPSs roles in the two studies remained the same. In both studies,
the focus for the BFPS was to support the existing cadres of HWs
working in the paediatric wards of the hospital to implement the
2013 WHO guidelines. The training provided and the roles allocated
in both settings are described in detail elsewhere (Mwangome
et al,, 2019).

2.3 | Study design
This was an exploratory qualitative study. In-depth interviews were
conducted at the end of each study among HWs and BFPSs who had

been working in the paediatric wards.

2.4 | Participant selection

Participants were purposively selected to reflect the range of cadres
involved in the nutritional rehabilitation of malnourished infants in the
three hospitals. These included medical officers, clinical officers,
nurses, nutritionists and BFPSs. In IBAMI, two participants were
selected from each cadre. In SIBs, where possible, two participants
were selected from each cadre, but the selection was limited by the
number of each cadre working in the hospital; consequently, no clini-
cal officers or medical doctors were interviewed in one of the hospi-

tals. Instead, two additional nurses (who were involved in providing
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clinical care) were selected for interview. All the BFPSs participating

in the two studies were interviewed.

2.5 | In-depth interviews

In-depth interviews were conducted by two experienced social sci-
ence interviewers with the aid of a semi-structured interview guide.
The interview language was either Kiswahili or English depending on
the interviewee's preference. The interviews took place in a private
room in each hospital. With consent from the participants, all inter-
views were audio-recorded using a digital encrypted recorder. Each
interview lasted for 20 to 95 min.

2.6 | Data management and storage

Data were downloaded to password-protected computers, and the
audio recordings were deleted from the recorder. The audio files were
transcribed verbatim and, where necessary, translated from Kiswahili
to English. All names/identifiers were removed during transcription
and replaced with codes. All transcripts were checked by SC against
the audio for accuracy, completeness and correctness before they
were imported to NVIVO software for management and analysis.

2.7 | Data analysis

Data from IBAMI and SIBs were initially analysed separately using
thematic content analysis. The transcripts were read by SC and DO,
and an agreed coding framework was developed. Following the
endorsement of the framework by all authors, SC and DO coded the
transcripts independently using NVIVO. The coding was compared
and charts developed and shared. Following further discussion among
all authors, the charts were organised into themes for subsequent
interpretation.

2.8 | Ethical considerations

Ethical approval was obtained from the Kenya Medical Research Insti-
tute Ethical Review Committee in Nairobi for both studies (KEMRI/

TABLE 1 Study participants: Locations and cadres

Cadres interviewed IBAMI
Medical doctor(s)
Clinical officer(s)
Nurses
Nutritionists
BFPS

Total

NV W NN N O
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SERU/CGMR-C/050/3285 and KEMRI/SERU/CGMRC-C/102/3545).

Written informed consent was obtained from all the participants.

3 | RESULTS
Twenty-five in-depth interviews were conducted among HWs
(n = 20) and BFPSs (n = 5) during the IBAMI and SIBs studies (Table 1).
Whereas data from SIBs and IBAMI were coded separately, key
themes emerging were consistent across the data sets and are
reported together. The major themes were (i) previous nutritional
rehabilitation practices, (i) effects of the BFPS on nutritional rehabili-
tation practices, (iii) perceived effects on infants and mothers from
BFPS presence, (iv) how the BFPS worked and (v) challenges of BFPS
inclusion.

3.1 | Previous nutritional rehabilitation practices
Across all three hospitals and among all cadres of HWs, it was
reported that before the BFPS intervention, the first action for nutri-

tional rehabilitation was to place the infant onto formula:

Previous ... once the mother's milk is not enough, there
was no effort in supporting the mother until she attains
sufficient milk production ... once the mother's milk is
not enough or the child has been admitted with malnu-
put directly on Dilute F100.
(KL_Nutritionist NUTHWO1)

trition, she was

These actions were not due to a lack of awareness of recommended
practice for the nutritional rehabilitation of malnourished infants but,
rather, a ‘lack of time’, meaning that the immediate use of formula
was the most practical option. The ‘lack of time’ appeared to be a
combination of the insufficient staff to allow dedicated time to be
spent on the task combined with the amount of time and effort
required to re-establish EBF:

Dealing with these mothers who probably they have
stopped breastfeeding for one reason ... it takes a bit
of time, and it requires a lot of sitting and talking and
by the time they have accepted, actually, agree to

SIBs (Hospital 1) SIBs (Hospital 2)

© = N b O O

1
1
2
2
1
8

Note. Nurses predominantly interviewed, whereas medical doctors were the least.
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This was despite the realisation that the current approach of formula

initiate re-lactation, usually ... it's quite interactive, it is
time-intensive. (KL_Clinical officer_MOHWO6)

feeding produced only a very short-term solution:

The guidelines were there but the implementation was
a problem might be due workload for the setting we
are working here ... we know that breastfeeding is
there but to sit down with the mother enough time to
counsel her day in day out, would have been difficult
so we were just managing with dilute F-100 every day,
every day and again once the child is out of malnutri-

tion, going home the situation is back to square one.
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| guess by adding peer supporters we are now trying to
implement those guidelines, coz otherwise we know
that breastfeeding is there but to sit down with the
mother enough time to counsel her day in day out,
would have been difficult so we were just managing
with dilute F-100 every day, (KW_Clinical
officer_MOIDI 07 KE)

... my time and their time is different, so, | would have
had to do it [sort out both mothers and infants], but
when they are round am grateful ... because | know
there is an expert here who will handle this [deal with
the mother]. (KL_Nurse_HW2)

(KW_Clinical officer_MOIDI 07 KE) The presence of a person dedicated to the practice of supporting
mothers to re-establish EBF meant that more attention was now
Furthermore, although the importance of addressing malnutrition was given to offering support and counselling to the mothers which had
acknowledged, in practice, dealing with infections was the main prior-
ity for the clinical staff. As such, the little time that staff had to deal

with each patient was primarily dedicated to the management of

been lacking:

With everything else | do, at times, it's hard for us to,
infections. to get to that level of one on one with the mother, ...

so we even have the nurses, I'll tell the nurse this

The only constraint was time, because re-lactation
process proves to be quite an intensive kind of
process that requires more time ... So, it works but
it requires time... | think clinicians, basically treat
the infection, their priority is the infection.
(KL_Nutritionist_ NUTHWO04)

mother is having problems she has told me that, am
not getting enough milk, and probably | don't have
enough time to sit with her and make sure she
expresses ... we find out what is the problem is. So,
we actually, really needed this kind of support.
(KL_Clinical officer MOHWO06)

In addition, for some of the HWs, the BFPS strategy seemed to have
32 |
practices

Effects of BFPS on nutritional rehabilitation prompted them to believe that with a little bit more attention and time,

re-establishment of breastfeeding in an inpatient setting is possible:

Across all cadres, the HW s reported that having the BFPS in their hos-
pital changed how the nutritional rehabilitation of malnourished

There was a day a mother tried to express and she
couldn't produce even a drop (of milk), but after ten
infants was managed. The primary reason for the change was minutes when | have informed one of them [peer sup-
reported to be the presence of an ‘extra pair of hands’. porter], ... | went back and find out she has produced

20 mls of milk, so | was surprised with that effort. |

Her presence affected our work positively (giggles)
because when we were busy at the wards, she took
over yeah .... (KM_Nutritionist_NUTIDI 07 ME)

You cannot be everywhere all the time ... sometimes
when these mothers need support; you're in

adult ward attending to clinical case

was surprised because the mother tried to express as |
witnessed, and there was none even a drop, but when
| came back | found a cup full of milk, ... | asked whose
cup is this? And she said it's mine, .... I've got help and
produced milk ... | asked what happened? And she said,
‘I was taught how to express’, so | realised is a good
thing, and there is importance. (KL_Nurse_HW3)

(KL_Nutritionist_ NUT HW4)

3.3 | Perceived effects on infants and mothers
from BFPS presence

However, it was not just a general ‘pair of hands’, rather a person
to assist in the specific task of re-lactation. The presence of the BFPS
provided not only the ‘person time’ to support relactation but also
the visible reminder of the importance of nutritional rehabilitation All HWs interviewed perceived the BFPS strategy to have contributed
(alongside infection treatment) and the possibility of implementing the positively to the health of the malnourished infants, including a per-

guidelines and achieving relactation: ceived reduction in length of hospital stay:



CHABEDA €T AL I ‘

First, it showed that when there is proper implementa-
tion or maybe a mother is well supported, ... we
decrease that stay in the hospital the days are
decreased. (KW _Nurse_NUIDI 03 KE)

and visible increases in weight on breast milk:

Its strengths is, that you can see a mother comes and
tells you that she has no milk completely, then she starts
expressing after two to three days, you see the child
came with a wrinkled face then after the three days you
see the child's face shines, ... you know mother's milk is
important it makes the child grow healthily, it reduces
ailments. (KL_Nutritionist NUTHWO02)

Several of the participants also mentioned that they thought that the
BFPS strategy had some positive impacts on the mothers. They
reported that at the end of the hospital stay, the mothers had learnt
about the importance of breastfeeding and acquired skills in appropri-
ate breastfeeding techniques which would have a post-discharge

bearing on the infant's health:

‘But through the support which they are getting
from the peer supporters, by the time the mother is
discharged she has the ability express milk above
the amount the child is supposed to take. So, I've
seen that to be a best thing’. (KL_Nutritionist_

NUTHWO1)

3.4 | How the BFPS worked

Three key issues emerged from the interviews as having contributed
to the effectiveness of the BFPs in adapting to the hospital environ-
ment and supporting the mothers. These were the relationships that
developed between the mothers and the BFPSs, the communications
between the BFPSs and the HWs and the ability of the BFPSs to work

as part of a team with minimal supervision.

3.4.1 | BFPS fostered relationships with mothers
Health workers appreciated that the BFPSs were from the local com-
munity and were able to speak to mothers in a language they

understood:

She has been of great assistance to us and most
especially to us that have some communication barrier
because like she was able to communicate to the
client one on one in the vernacular

(KW_Nurse_NUIDI 04 KE)

language.
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However, it was not just the language that was important; the social
position of the BFPS facilitated the formation of social relationships
with the mothers and developed a closeness that helped create trust

and cooperation:

She has been helping us with the mothers because you
know the mothers when they see a doctor. ... when
they are told that ‘this is a doctor’, they fear us, but
this one becomes at their level ... they interact they
say everything, they can't hide anything so if they
don't know how to breastfeed,
(KM_Nutritionist_NUTIDI 07 ME)

they tell her.

The fact that the BFPS was likely to have experienced similar issues

also helped in the development of trust and openness:

You feel that this is not a doctor ... you're more com-
fortable to discuss with someone who is your peer
you can share your experiences, even the peer sup-
porter can tell the mother even me maybe | had this
problem, ... you can share experiences because this is
your peer and it's not like you're talking with the
doctor. If you are dealing with a peer, you're free, ...
you can open up, and the peer understands you
because maybe she might have passed through such,
so there is a good understanding between the two.
(KL_Nurse_HW?2)

In addition, shared experiences and similar backgrounds meant
that the BFPS already had some understanding of the types of chal-
lenges that mothers faced. All of these attributes of the BFPS helped
them to develop close relationships with the mothers which allowed
them to identify issues that mothers would not ordinarily share easily
with the HWs:

... because they were closer with the mothers, they
were able to pick some other issues that me as a
nutritionist | wasn't able to pick of which that
also helped in the treatment of the children.

(KL_Nutritionist NUTHW1)

This was recognised by the BFPS as being an important part of their
role:

What has assisted me to perform is that | have been
close to these mothers, when | stay closer with
these mothers, | take as if the child is mine, |
assume the feeling of the mother, | stay even closer
to her, so, when | become more closer to her, she
becomes free and opens up her breasts for me to
see. (KL_BFPS 01)
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34.2 |
and HWs

Good communication between BFPS

Across all three hospitals, the BFPS reported that they had a good
working relationship with the HWs and this attributed to good com-
munication among the cadres. To work together, BFPS and HWs had
to proactively work to build effective communication skills. Whenever
communication challenges arose, the BFPS and HWs met to discuss

and resolve them:

Communication is one of the way of which has con-
tributed big time in working well, when we are having
good communication between we workers, because
we have done this work, me as the peer supporter but
am between fellow colleagues, ... there are nutrition-
ists, there are nurses, there are clinicians, there are
doctors, there are fieldworkers, | think when there is
good communication between us, the work become
easier. (KL_BFPS_02)

343 | Commitment and teamwork

All HWs observed that the BFPS had a positive and committed atti-
tude towards their work. After training and induction into the wards,
the BFPS were said to have been able to work as required under mini-

mal supervision:

Their strength is that they have mastered the job very
well, because most of time once you've planned for
them the key responsibilities for them to achieve, from
there you see things are happening, they are happen-
ing. You won't find someone going and coming back
maybe when they don't have the confidence on what
to do, but they know their work, they have mastered it
and they are doing it well. (KL_Nurse_NUHW1)

As explained by the interviewees, there was a close working relation-
ship that existed between the BFPS and the line manager, and when-
ever the BFPS were faced with a challenge, they could easily turn to
them for help. The nurses repeatedly reported how frequently they
came together with the BFPS to handle mothers who were either
reluctant to EBF or experienced lactation challenges and counselled
the mothers together. Some of the nurses interviewed also reported
that they responded to some of the questions and issues from the
mothers that the BFPSs were unable to handle.

It was a good thing because you get to share differ-
ent ideas because we are from different cadres, we
do different things, so with that at least you come
there and then you share different ideas that can
help in management of the children. (KW_Clinical

officer_IDI 06 KE)
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3.5 | Challenges of BFPS inclusion

Whereas the BFPSs were viewed very positively, challenges such as a

lack of human resources, organisational and human resource manage-

ment and infrastructure were mentioned by both the BFPSs and HWs.
A major challenge was the high demand for breastfeeding support

which could not be fully met by the BFPs. In each site, there was a

feeling that the BFPSs were overstretched:

We get four mothers at the same time, and probably
that might have been too much for one or two people
at once. (KL_Clinical officer MOHW)

In addition, in the SIBs study, the BFPSs were often required to pro-
vide support to mothers across several wards and units within the
hospital, assisting in the establishment of breastfeeding in the mater-
nity ward as well as providing support to mothers of malnourished
infants in the paediatric ward:

Yes, we could maybe if she is in the wards or in
the maternity and we find here there are some
mothers, we could hold the mothers to wait for
her, though sometimes it was a bit challenging.
(KW _Nurse_NUIDI 05 KE)

Due to shortages among other cadres of staff (in particular the
nurses), the BFPS were also, at times, expected to support the nurses

with other simple tasks around the ward such as triaging:

According to other people's interest, there was little
collision or maybe, | go and sit with mothers and teach
them the way handle a child so that she can be
breastfeed well, and you're expecting me to come at
the admission desk to help you in the admission, so,
there was that collision, there was sometimes, some
don't understand us, they need our support but it
affects our work. (KL_BFPS 01)

In addition, in SIBs, as BFPS were employed and managed by the
county ministry of health, they frequently experienced delays in the
processing of their salaries. Furthermore, the BFPS, also mentioned
that, apart from their struggles with workload and late pay, a key chal-
lenge was the lack of conducive space within their hospital for assisting
mothers with breastfeeding. They voiced their concerns about the lack
of a private space where they could practically show mothers how to
express milk and offer back rubs as a way of stimulating an oxytocin

reflex in mothers who struggled with milk production.

4 | DISCUSSION

In this study, undertaken in three hospitals in coastal Kenya, we

explored the perceptions and experiences of front-line HWs in
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response to a strategy of employing BFPs to facilitate the implemen-
tation of the WHO guidelines for the nutritional rehabilitation of
infants. In many hospitals in LMICs, nutritional treatment for
malnourished infants uém starts with supplemental milk, rarely
progressing to efforts to re-introduce EBF due to time constraints
(Corbett, 2000; Oberlin & Wilkinson, 2008; Singh, Rai, Mishra,
Maurya, & Srivastava, 2014). Consequently, many infants are
discharged while still on supplemental milk and not on EBF as rec-
ommended by the WHO guidelines (Hallarou et al., 2017; Oberlin &
Wilkinson, 2008). In common with previous studies in LMICs, the
HWs in the IBAMI and SIBs studies reported that before the intro-
duction of the BFPS, inpatient malnourished infants were mainly
treated with supplemental milk rather than relactation. The
non-adherence to the WHO guidelines was not due to a lack of
knowledge of the recommendation for relactation but rather primar-
ily due to concerns about the amount of time and effort required to
effectively re-establish breastfeeding; putting an infant on supple-
mental milk was perceived to be the quicker and easier option.
Relactation is a time-intensive process that requires the health
worker to spend considerable time supporting breastfeeding mothers
(Seema, Patwari, & Satyanarayana, 1997). Studies of care provision
in paediatric and neonatal wards in sub-Saharan Africa in general,
and Kenya in particular, have frequently found high patient loads
with a high patient to staff ratios and too few staff to effectively
implement a range of care guidelines (English et al., 2004; Miseda,
Were, Murianki, Mutuku, & Mutwiwa, 2017; Wakaba et al., 2014).
The findings from IBAMI and SIBs fit this pattern, with the staff of
all cadres reporting heavy workloads and insufficient time to spend
helping mothers to relactate. The BFPS were welcomed for
providing an extra pair of hands but also had a specific role and
therefore able to dedicate sufficient unhurried time to the mothers.
Furthermore, the increase in the numbers of mothers who managed
to re-establish EBF (facilitated by the BFPS) was perceived
extremely positively by all cadres of staff across all three study
hospitals. Very few studies have investigated frontline health
workers' response to relactation. As has been found in studies in
high-income countries (Hopper & Skirton, 2016), the IBAMI and SIBs
studies highlight that HWs are keen to support mothers to
exclusively breastfeed but feel they lack the time required to
effectively do this. Although all of the HWs were supportive of the
relactation approach, at the start of both the IBAMI and SIBs
studies, some staff had been sceptical about the potential for
relactation and its benefits. By the end of the studies, all cadres of
staff thought that relactation was possible, and it helped in strength-
ening the nutritional rehabilitation of the malnourished infants. This
was partly as breast milk was seen as the most effective form of
nutrition for infants uém but also because if an infant was success-
fully relactated, then it was perceived that it would help tackle the
problem of readmission after discharge as the mothers would be less
likely need access to supplemental feeds for their infants. However,
concerns were raised about the ability of mothers to maintain EBF
in their home environments. Data from interviews with mothers

conducted as part of the IBAMI study showed that this was indeed
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the case, with some mothers struggling to maintain EBF post-
discharge (Mwangome et al, 2019; Van Ryneveld, Mwangome,
Kahindi, & Jones, 2020).

The BFPS were particularly valued by the professional HWs of
all cadres for their ability to relate socially and culturally to the
mothers, allowing the mothers to relax and feel comfortable in
the presence of the BFPS in a way that was hard for them to do in
the presence of a health professional. There is growing evidence
from the breastfeeding peer support literature that the social rela-
tionships created in the peer/mother encounters are central to the
provision of effective breastfeeding support (Atif et al, 2019;
Dennis, 2003; Forster et al., 2019). The IBAMI and SIBs data
suggest that, in line with the findings from a recent Australian
study, the experiential knowledge of the BFPS, together with the
training they received, facilitated their provision of the emotional
and social support which resulted in improved breastfeeding out-
comes (Forster et al., 2019).

To the best of our knowledge, this is the first study of the use of
BFPS in hospitals in a low- and middle-income context. BFPSs have
been used in hospitals in high-income countries, and although such
interventions have been largely successful (Hopper & Skirton, 2016;
Rossman, Engstrom, & Meier, 2012), some studies identified observ-
able challenges. Among the challenges that have been reported were
the inability of HWs to adapt to the presence of the BFPS and a
lack of appreciation of peer supporter work by HWs (Aiken &
Thomson, 2013). Problems have also occurred when BFPSs work
beyond their scope of training (Rossman, Engstrom, & Meier, 2012),
where no formal rota exists for managing, BFPS presence on the
wards and when HWs undermine BFPS roles by providing conflicting
advice to mothers or top-up formula milk for the infant (Aiken &
Thomson, 2013; Hopper & Skirton, 2016; Meier, Engstrom, &
Rossman, 2013; Rossman, Engstrom, & Meier, 2012). In the IBAMI
and SIBs studies, all of the participants reported good working rela-
tionships between the different cadres and the BFPS, enhanced by
good communication and a sense that the BFPS did not encroach on
the roles of the professional staff.

Despite the positive reception for the BFPS and an appreciation
of the assistance that they were providing, challenges remained. The
staff shortages and human resource challenges faced in all of the
hospitals led to a demand for the BFPS to support breastfeeding
practices in other departments, including among outpatients where
the breastfeeding challenges of mothers could not be adequately
met with the available staff. Another challenge faced by BFPS is one
that is commonly reported in health system's research findings in
LMIC. There was a delay in receipt of the monthly salaries that were
scheduled for payment at the end of each month (Nyikuri, Tsofa,
Barasa, Okoth, & Molyneux, 2015; Obadha, Chuma, Kazungu, &
Barasa, 2019; Tsofa, 2017; Tweheyo et al., 2017). Lastly, infrastruc-
ture challenges arose from a lack of operational spaces for the BFPS
to work. Overcrowding, a common feature of Kenyan public hospi-
tals (English et al., 2004; Irimu et al., 2014), meant that there were
no spare spaces available to allow the BFPS space and privacy to

support mothers with counselling or the teaching of effective
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breastfeeding techniques. This problem was also mentioned as a
concern by the mothers themselves in the IBAMI study (Kahindi,
Jones, Berkley, & Mwangome, 2020).

Despite these challenges, the results are encouraging, pointing
a potential way forward for improving relactation among
hospitalised malnourished infants in Kenya. However, further
research on the cost-effectiveness and transferability of this
approach across a broader range of hospital settings within Kenya
and beyond is required to assess the implications for policy and

practice in LMICs.

41 | STRENGTHS AND LIMITATIONS

The strength of our study was in our ability to triangulate our find-
ings across two different implementation contexts in three different
hospitals. However, the findings are from one-off cross-sectional
in-depth interviews and rely on reported rather than observed
behaviours. Non-participant or participant observations and a series
of longitudinal interviews would provide a more nuanced under-
standing of the barriers and facilitators to the use of BFPS in an

inpatient setting.

5 | CONCLUSION

Breastfeeding peer supporter integration into public hospital set-
tings in rural Kenya proved acceptable by the front-line health staff
and enhanced the implementation of the WHO (2013) nutritional
rehabilitation guidelines for malnourished infants uém. By
addressing HW shortages and time constraints, BFPSs were able to
support mothers to continue to practice or re-establish EBF
during admission. The social and cultural backgrounds of the BFPS
facilitated the development of trusting relationships with the
mothers. These trusting relationships are central to the effective
delivery and uptake of appropriate breastfeeding counselling

and support.
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