
 
 

 

 

 

BREASTFEEDING SUPPORTS AND SERVICES: A COMMUNITY PERSPECTIVE  

 

 

 

 

 

 

 

 

A DISSERTATION SUBMITTED TO THE GRADUATE DIVISION OF THE 

UNIVERSITY OF HAWAI`I AT MĀNOA IN PARTIAL FULFILLMENT OF THE 

REQUIREMENTS FOR THE DEGREE OF 

 

DOCTOR OF PHILOSOPHY 

 

IN 

 

NURSING 

 

DECEMBER 2011 

 

 

 

 

By Jeanie L. Flood 

 

 

 

Dissertation Committee: 

 

Maureen Shannon, Chairperson 

Diane Ishida 

Karol Richardson 

Mirella Vasquez-Brooks 

Clementina Ceria-Ulep 

C. Alan Titchenal 

 

 

 

Keywords:  breastfeeding, support, community



i 

 

ACKNOWLEDGEMENTS   

This dissertation could not have been completed without the contributions of so 

many people.  First, I would like express my gratitude to all the participants who shared 

so willingly their perspectives and experiences working with mothers and infants in Hilo.  

Your openness and insights will not be forgotten.  

I want to thank the University of Hawai`i at Mānoa School of Nursing and Dental 

Hygiene for creating the pathway for students in rural areas of the State to further their 

education.  

I would also like to thank my dissertation chair, Dr. Maureen Shannon, for 

agreeing to serve as my chair and advisor.  You were always so kind and supportive and 

gave me the encouragement to continue.  You truly exemplify excellence in nursing 

education and research. 

A special thanks to all the members of my committee, Dr. Dianne Ishida, Dr. 

Karol Richardson, Dr. Mirella Vasquez-Brooks, Dr. Alan Titchenal and Dr. Clementina 

Ceria-Ulep, for agreeing to serve on my committee and supporting me throughout the 

process.  

My thanks and gratitude to Dr. Joan Dodgson, Dr. Hamilton McCubbin, and Dr. 

Neil McNaughton who served on my committee at different times. 

I would also like to thank Sigma Theta Tau Gamma Psi Chapter and the American 

Organization of Nurse Executives for the scholarships that gave me resources to help 

fund my research.  

Lastly, I would like to thank my family whose love and support and patience 

helped me complete this journey.   



ii 

 

ABSTRACT 

Background 

 In the State of Hawai`i, breastfeeding initiation rates are higher than the national 

average but fall below target rates for duration of breastfeeding.  Appropriate and timely 

breastfeeding services can improve breastfeeding exclusivity and duration but gaining 

access to these types of services is challenging for mothers living in rural areas of the 

state.  Health care workers (HCW) providing services to mothers and infants are in a key 

position to encourage and support breastfeeding efforts.  Specific aims of this study were 

to: (a) describe the characteristics and breastfeeding patterns of women living in Hilo, 

Hawai`i; (b) describe the characteristics of the HCWs working with childbearing mothers 

in Hilo, Hawai`i; (c) describe HCWs‟ understanding of community breastfeeding 

supports and services that exist within Hilo, Hawai`i; and d) geographically illustrate 

breastfeeding services in Hilo, Hawai`i.  

Method 

The study design used a mixed methods approach involving qualitative and 

quantitative data collection to address the research study aims.  The quantitative data 

collected included demographic characteristics of the participants and available 

breastfeeding data about women in Hilo including initiation, duration, and exclusivity of 

breastfeeding.  The qualitative method used was a focused ethnography.  This approach 

was used to gather data from participant HCWs (N = 23) about their individual or shared 

experience(s) about the breastfeeding supports and services available in their community.  

An iterative process of coding and categorizing the data followed by conceptual 
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abstraction into patterns was completed.  Data from the research aims were compiled to 

create a map of the available community breastfeeding resources. 

Results 

Available data reveals that the State of Hawai`i exceeds national targets for 

breastfeeding initiation but rates drop following delivery, and mixed feedings of infants is 

common.  Three patterns emerged from the qualitative interviews: Operating within 

Constraints of the Particular Environment, Coexisting Messages, and Process 

Interrupted.  Participants identified a number of gaps in breastfeeding services available 

to their clients including the lack of available lactation consultants and the inconsistent 

communication between hospital and community providers.  Finally, a number of 

implications for practice and further research are suggested to address the identified gaps 

in breastfeeding services. 
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CHAPTER 1 

This chapter contains an introduction to the topic of breastfeeding with a 

summary of the health benefits.  Although, it is customary in most research to have a 

section about the research setting in this chapter, this information is detailed in chapter 

four.  This research utilizes a methodology that looks more broadly at context.  

Recommendations of government and health care organizations regarding breastfeeding 

are discussed.  This chapter concludes with the study research aims. 

Introduction 

The American Academy of Pediatrics (AAP) has revised its policy statement 

about infant feeding.  Currently, the AAP recommendation is exclusive breastfeeding for 

the first 6 months of life.  “Exclusive breastfeeding is defined as an infant's consumption 

of human milk with no supplementation of any type (no water, no juice, no 

nonhuman milk, and no foods) except for vitamins, minerals, and medications” 

(American Academy of Pediatrics [AAP], 2005, p. 498). Thereafter, complementary 

foods should be introduced with continued breastfeeding.  There is no upper limit to the 

duration of breastfeeding and it may continue into the third year or longer (AAP, 2005). 

The World Health Organization (WHO) has made the global health recommendation that 

infants should be exclusively breastfed for the first six months of life and should continue 

for up to age two or beyond.  In addition, “Exclusive breastfeeding from birth is possible 

except for a few medical conditions, and unrestricted exclusive breastfeeding results in 

ample milk production” (WHO, 2010, p. 5).  The health benefits of breastfeeding for 

infants and mothers are the primary reasons for global support and include the transfer of 

essential nutrients and antibodies from mothers to their infants, enhanced maternal-infant 
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attachment and reduced risk of breast and ovarian cancer in women who have breastfed 

(AAP, 2005; United States Department of Health and Human Services [USDHHS], 

2000). 

Despite recommendations from government and health organizations, the duration 

of breastfeeding in the United States (U.S.) is still below desired levels.  The Healthy 

People 2020 targets have increased from the Healthy People 2010 targets, with the new 

goals as follows: 81.9% of mothers to initiate breastfeeding, 60.5% to breastfeed for at 

least six months postpartum and 34.1% to continue breastfeeding through 12 months after 

delivery (USDHHS, 2010).  According to the USDHHS Blueprint for Action on 

Breastfeeding, one of the major goals of the Healthy People targets was to “eliminate 

health disparities among different segments of the population” (USDHHS, 2000, p. 8).  

Despite substantial increases in breastfeeding rates in some areas of the U.S., racial and 

ethnic disparities are widespread (USDHHS, 2000).  In 2006, only 59.7% of Asian and 

Pacific Islander (PI) infants were ever breastfed with the rate dropping to 29.7% at six 

months.  An important public health goal is to increase breastfeeding rates “particularly 

among racial and ethnic groups who are less likely to initiate and sustain breastfeeding 

for the first year” (USDHHS, 2000, p. 9). 

Available data from the Centers for Disease Control and Prevention (CDC) about 

breastfeeding rates in the State of Hawai`i reveal that in 2004, 64.9% of infants were ever 

breastfed (CDC, 2010d). This percent declined significantly to 26.3% by three months 

postpartum, and by six months postpartum the breastfeeding rate is reported to be 14.1% 

(CDC, 2010d). These rates are substantially below the Healthy People 2010 or 2020 

goals.  



3 

 

State of Hawai`i data from the Pregnancy Risk Assessment Monitoring System 

(PRAMS) indicate that while the statewide rate of mothers initiating breastfeeding has 

steadily increased from 89.1% in 2000 to 92% in 2006, only 36.4% of women who 

initiated breastfeeding exclusively breastfed for eight weeks and 20.7% of women 

breastfed less than eight weeks (Hayes, Donohoe-Mather, Pager, Eshima, & Fuddy, 

2008). Some of the characteristics of women less likely to breastfeed included being 

Native Hawaiian (NH), younger (i.e., less than 20), less educated (i.e., did not graduate 

from high school), and living in Hawai`i County (i.e., the Island of Hawai`i) (Hayes et 

al., 2008).  

An important factor that may be influencing breastfeeding rates reported for the 

Island of Hawai`i is access to breastfeeding support.  The availability of information and 

resources that support breastfeeding infants may help women to initiate and to prolong 

duration of breastfeeding (CDC, 2005) which in turn, will enable vulnerable populations 

to receive the health benefits that are associated with breastfeeding (see Table 1).  
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Table 1.  

Summary of the Benefits of Breastfeeding using an Ecological Model 

Benefits of Breastfeeding for Infants 

↓   Respiratory infections  

↓   Respiratory syncytical virus  

↓   Otitis media  

↓   Urinary tract infections  

↓   The development of allergies and asthma  

↓   Diabetes mellitus 

↓   Leukemia  

↑    Immunological protection  

 

Benefits of Breastfeeding for Mothers 

↓  Postpartum hemorrhage  

↑   Postpartum weight loss  

↓  Occurrence of some types of breast cancer  

↓  Occurrence of ovarian cancer  

 

Benefits of Breastfeeding for Society 

↑   Savings from the prevention of childhood illnesses  

↓  Cost to supply artificial baby milk  

↓  Use of natural resources (cans, bottles, and plastic nipples)  

↓   Waste in landfills 

↓  Cost of missed days at work 

↑   Strain on health care system from cost of infants that are sick more 

 
Sources: (Bener, Denic, & Galadari, 2001; Bulkow, Singleton, Karron, & Harrison, 2002; Chua, 

Arulkumaran, Lim, Selamat, & Ratnam, 1994; Cushing et al., 1998; Dewey, Heinig, & Nommsen-

Rivers, 1995;  Dewey, Heinig, & Nommsen, 1993; Mayer et al., 1988; Newcomb et al., 1994; 

Oddy, Peat, & de Klerk, 2002; Pisacane, Graziano, Mazzarella, Scarpellino, & Zona, 1992; 

Rosenblatt & Thomas, 1993; Weimer, 2001). 

 

The AAP emphasizes the essential role of pediatricians and health care providers 

(HCPs) in promoting,
 
protecting, and supporting breastfeeding and makes specific 

recommendations about breastfeeding policies.  According to Pillitteri (2009), support 
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from health care personnel is important to help a woman think she is secure enough to 

relax and breastfeed.   

In a recent news release, the Surgeon General of the U.S. released a Call to 

Action to support breastfeeding (USDHHS, 2011b). According to the news release:  

Many mothers who attempt to breastfeed say several factors impede their efforts, 

such as a lack of support at home; absence of family members who have 

experience with breastfeeding; a lack of breastfeeding information from health 

care clinicians; a lack of time and privacy to breastfeed or express milk at the 

workplace; and an inability to connect with other breastfeeding mothers in their 

communities (USDHHS, 2011b, p. 1). 

The Call to Action identifies specific ways that communities, families, and health 

professionals can increase support for breastfeeding.  Included in the Surgeon General’s 

recommendations are the Ten Steps to Successful Breastfeeding, which has interventions 

applicable to phases of the perinatal period (See Figure 1).  

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1 
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Interventions Based on the Ten Steps for Successful Breastfeeding (Baby Friendly 

Hospital Initiative [BFHI], 2010) 

 

An analysis of recent data from the CDC focusing on breastfeeding support 

revealed that the state of Hawai`i scored lowest in the nation for breastfeeding support 

after hospital discharge (2008).  Moreover, the availability of breastfeeding services may 

be more limited in rural settings in the State.  The geographic location of the Island of 

Hawai`i, which is classified as a rural region in the State of the same name, has particular 

difficulties with access to health care, which can result in suboptimal services.  Currently, 

breastfeeding supports and service needs for the Island of Hawai`i are unknown.  This 

complicates the ability of pregnant or new mothers living on this Island to access quality 

health care services, including breastfeeding services.  The perspectives of the health care 

workers (HCWs) working with breastfeeding women can provide an opportunity to 

understand why women choose or do not choose to breastfeed, and is an important 

element to include in any intervention to support breastfeeding.  The purpose of this 

study is to gain a better understanding of a Hawaiian community‟s (specifically Hilo, 

Prenatal:  Inform 
all pregnant 

women about 
the benefits and 
management of 
breastfeeding. 

Intrapartum: 
Help mothers 

initiate 
breastfeeding 

within one hour 
of birth. 

Postpartum: 
Foster the 

establishment of 
breastfeeding 

support groups 
and refer 

mothers to them 
on discharge 

from the hospital 
or clinic 
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Hawai`i) breastfeeding services and support issues.  A future phase of this research will 

explore the perceptions of new mothers in the same community about breastfeeding 

services and supports and compare these to the HCWs‟ perceptions revealed in this study. 

Aims 

The goal of this study was to explore HCWs perceptions about existing 

breastfeeding supports and services in a federally designated rural community on the 

Island of Hawai`i, specifically Hilo.  The following are the specific aims that the study 

addressed: 

1. To describe the characteristics and breastfeeding patterns of women living 

in Hilo, Hawai`i.  

 2. To describe the characteristics of the HCWs working with childbearing 

mothers in Hilo, Hawai`i.     

3. To describe HCWs‟ understanding of community breastfeeding supports 

and services that exists within Hilo, Hawai`i.  

 4.      To geographically illustrate breastfeeding services in Hilo, Hawai`i.  

 

 

 

 

 

 

CHAPTER 2 

The focus of this study is to explore HCWs perceptions of existing breastfeeding 
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supports, services, and resources and the consequent influences of these on breastfeeding 

women in Hilo, Hawai`i.  This chapter will present a review of the scientific literature on 

breastfeeding support and is grouped into the following sections: (a) maternal influences 

on breastfeeding decisions; (b) cultural, community-based, and contextual influences on 

breastfeeding; and (c) the role of the health care system in promoting breastfeeding.  The 

chapter concludes with a description of the conceptual framework used in the study. 

Literature Review 

Maternal Influences on Breastfeeding Decisions 

Many researchers have focused on exploring what influences a mother‟s infant 

feeding choices.  Family influences and maternal factors (e.g., attitude about 

breastfeeding, confidence in breastfeeding) can impact maternal decisions about whether 

or not to breastfeed.   

The influence of attitudes, social norms, and experience predicting breastfeeding 

intention was investigated in a cross-sectional study of low-income primarily minority 

pregnant women (N = 963) receiving services in a public hospital in the southern region 

of the U.S.  The researchers found that maternal breastfeeding attitudes differed among 

the groups of women and were significantly more predictive of breastfeeding intention 

than social norms (Kloeblen-Tarver, Thompson, & Miner, 2002). For primiparous 

women, breastfeeding attitudes and social norms both significantly contributed to 

predicting breastfeeding intention (p <0.01), with attitude contributing more to explaining 

variance in intention than social norms (sr 2 = 0.03).  For multiparous women, both 

variables contributed to predicting breastfeeding intention (p <0.01) but maternal 

attitudes accounted for more of the variance than did social norms (sr 2 = 0.01).  Maternal 
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breastfeeding attitudes, while significant for both groups of women, differed 

considerably.  For primiparous women who did not plan to breastfeed, the strongest 

concerns were that breastfeeding would be painful, difficult, and have a negative impact 

on their bodies.  For multiparous women with limited breastfeeding experience who 

planned to breastfeed, concerns were that breastfeeding was embarrassing and would not 

make them feel any closer to their infants than formula feeding (Kloeblen-Tarver et al., 

2002). 

In a cross-sectional study of primiparas who delivered in an urban Midwestern 

hospital in the U.S. (N = 635), Avery, Duckett, Dodgson, Savik, and Henly (1998) 

explored the factors associated with early weaning using the predictors of demographic 

variables, the Theory of Planned Behavior (TPB) variables (e.g., intention and attitude), 

breastfeeding knowledge, and difficulties experienced during the first month after birth.  

The researchers found that women who weaned earlier were younger (p =.00001), had 

less years of education (p =.00001), had intended to breastfeed for a shorter period         

(p =.00001), had lower knowledge scores about breastfeeding (p =.00001), and planned 

to work outside the home (p =.00001) (Avery et al., 1998).  

Maternal confidence with breastfeeding has also been cited as an influence on 

breastfeeding outcomes.  Using the Breastfeeding Self-Efficacy Scale, Blythe et al. 

(2002) conducted a large prospective study (N = 300) from a cohort of primarily 

Caucasian (86%) participants from a large teaching hospital‟s antenatal clinic in 

Brisbane, Australia.  Initial psychometric assessment for this 33 item self-report 

instrument was conducted with a convenience sample of 130 Canadian breastfeeding 

women who completed the questionnaire in the hospital prior to discharge and at six 
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weeks postpartum.  Cronbach‟s alpha coefficient for the scale was 0.96 indicating a high 

degree of internal consistency reliability (Munro, 2005). Support for predictive validity 

was demonstrated with Cronbach‟s alpha coefficients of 0.97, 0.96, and 0.96 respectively 

when the scale was administered antenatally and at one-week and four months 

postpartum (Blythe et al., 2002).  The Cronbach alpha coefficients indicate reliability and 

stability of the instrument over time (Munro, 2005).  For the purposes of their larger 

prospective study, the investigators described “efficacious (confident) mothers as those 

more likely to choose breastfeeding” (Blythe et al., 2002, p. 279).  They found that 

mothers with high breastfeeding self-efficacy (confidence) were more likely to be 

breastfeeding exclusively at one week and four months postpartum than mothers with low 

breastfeeding self-efficacy (Blythe et al., 2002).  Although self-efficacy is measurable 

and was shown to be predictive of breastfeeding in this cohort, one limitation to this 

study was its inability to determine if interventions to increase maternal confidence can 

affect breastfeeding outcomes (Blythe et al., 2002).  Another limitation is that the 

findings may not be applicable to other population groups as the cohort was largely a 

Caucasian Canadian population. 

The association between general self-efficacy and breastfeeding was investigated 

by Mitra, Khoury, Hinton, and Carothers (2004) in a study exploring the predictors of 

breastfeeding intention among low-income women. The researchers developed and pilot 

tested a two page self-administered questionnaire for the study.  They established face 

validity with an extensive literature review and content validity by using breastfeeding 

experts to review their questionnaire.  Using a cross-sectional design, data were collected 

from 694 pregnant women about their breastfeeding intention, knowledge, self-efficacy, 
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and common barriers to breastfeeding (e.g., embarrassment, time and social constraints, 

and lack of social support).  The results of the study showed that the variables that 

significantly predicted breastfeeding intention were those with higher scores on the 

indices of breastfeeding knowledge, self-efficacy, and social support (p <0.05) (Mitra et 

al., 2004).  These findings support those previously reported by Blythe et al. (2002).  In 

addition, women who intended to breastfeed reported fewer barriers (i.e., lack of social 

support or knowledge about breastfeeding) than those that did not intend to breastfeed 

(Mitra et al., 2004).  

Researchers have also found that in addition to maternal attitude and confidence, 

family members‟ attitudes toward infant feeding can influence breastfeeding decisions.  

Kong and Lee (2004) collected quantitative and qualitative data with first time mothers in 

Hong Kong (N = 230) to investigate the factors contributing to women‟s decisions to 

breastfeed. The authors found a hierarchical progression of influences to be key 

determinants of maternal breastfeeding decisions.  Specifically, a husband's support of 

maternal breastfeeding was a key influence in maternal breastfeeding decisions, and was 

superseded in importance only by the mother's knowledge and attitude about 

breastfeeding.  These findings reinforce the results of other studies that found an 

association between paternal attitudes toward breastfeeding and maternal infant feeding 

choices (Arora, McJunkin, Wehrer, & Kuhn, 2000; Morrison, Reza, Cardines, Foutch-

Chew, & Severance, 2008). 

Other family members can influence maternal infant feeding plans.  The feelings 

and attitudes that a woman‟s mother, mother-in-law, and significant other have toward 

breastfeeding have been identified as having an effect on maternal infant feeding 
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decisions (Kong & Lee, 2004; Mitra et al., 2004; Paine & Dorea, 2001).  Hill, Arnett, and 

Mauk (2008) investigated breastfeeding intention among a small cohort (N = 88) of low-

income primarily Hispanic (n = 60, 69%) and African American (n = 16, 18.4%) women 

in Texas. They found that the opinion of “referent others” was clearly a factor in 

breastfeeding intentions; most notably the woman‟s husband or partner, parents, siblings 

and friends (Hill et al., 2008, p. 126).  

 In summary, maternal infant feeding decisions can be influenced by a mother‟s 

attitude and those of her family, especially the baby‟s father.  While these factors have 

been identified as significant influences on maternal breastfeeding in a number of studies, 

they do not exist in isolation.  Many demographic variables such as maternal age, 

ethnicity, and education level have also been identified as influences on whether or not a 

mother chooses to breastfeed (Blyth et al., 2002; Novotny et al., 2000).  Dennis (2002) 

conducted a review of the literature spanning from 1990-2000 and identified personal 

characteristics of breastfeeding women. The variables of maternal age, socioeconomic 

status, ethnicity, smoking status, and employment were identified as consistent predictors 

of breastfeeding behavior (Dennis, 2002). Characteristics of women more likely to 

breastfeed were Caucasian, of a higher socioeconomic status, older, well educated, 

married, non smokers, and not employed outside the home (Dennis, 2002). Conversely, 

the characteristics of women less likely to breastfeed were those who were young, of an 

ethnic minority, and lacking in social support or confidence (Dennis, 2002). Knowledge 

of characteristics of breastfeeding women can allow HCWs to target interventions to 

vulnerable groups.  
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Culture, Community and Contextual Influences 

The context of women‟s lives is important to consider in any exploration of what 

may be influencing infant feeding decisions and outcomes.  Issues such as socioeconomic 

status, community acceptance of breastfeeding, and cultural norms have been identified 

as playing a role in breastfeeding outcomes.  In the following section, research on these 

influences is reviewed.  

According to Riordan and Auerbach (1998), culture is a major influence on a 

mother‟s decision about how to feed her baby. Others have also explored culture in 

relation to breastfeeding decisions.  Kong and Lee (2004) explored the factors 

influencing women‟s decisions to breastfeed in Hong Kong and identified local cultural 

differences as important influences in infant feeding choices. Participants in an 

ethnographic study of Asian and PI mothers‟ breastfeeding patterns (N = 20) found that 

mothers with strong cultural connections (i.e., the influence of culture on feeding 

decisions) were described by HCPs as more likely to breastfeed (Flood & Dodgson, 

2010). 

 Others have employed different approaches to explore the role of culture on 

breastfeeding decisions.  Some researchers have explored the relationship of ethnicity and 

country of birth to breastfeeding outcomes.  One study (N = 2011) utilized a Hazard 

Model to examine factors that influenced the duration of breastfeeding among ethnically 

diverse mothers in Hawai`i and found two factors that increased the risk of early 

weaning, specifically mothers of a certain ethnic group (Japanese) and having been born 

in a country other than the U.S. (Novotny et al., 2000). Filipino women who breastfed 

were at a higher risk for early weaning than other groups but this finding was masked by 
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including the variable of other or mixed language in the model (Novotony et al., 2000).  

Bonuck, Freeman and Trombley (2005) examined the impact that country of origin and 

race and ethnicity have on breastfeeding intentions. Participants for the study (N = 382) 

were recruited from a low income, primarily Hispanic and black (non-Hispanic) urban 

population in New York with 39% of the sample being foreign born.  Using multivariate 

analyses, the researchers found that other than a history of breastfeeding another child, 

being born in the U.S. or not being born in the U.S. was the only significant predictor of 

breastfeeding intentions.  Maternal country of origin (i.e., U.S. or non-U.S.) was a more 

significant predictor (p=0.01) for breastfeeding intention than race, age or education 

(Bonuck et al., 2005).  

Other research has focused on cultural relevancy of breastfeeding support 

interventions.  Al Tajir, Sulieman and Badrinath (2006) looked at differences in 

breastfeeding outcomes in United Arab Emirates (UAE), a multiethnic, multicultural 

community. The majority of citizens in this community are expatriates seeking work, 

with UAE citizens compromising one third of the population (Al Tajir et al., 2006).  A 

convenience sample of 221 women were interviewed in the hospital one day following a 

normal spontaneous vaginal delivery and again at one month and six months postpartum 

to identify breastfeeding patterns and examine factors that may affect breastfeeding.  

Parity was categorized by mothers having no previous children, by the number of 

children to three children and with those having four or more children.  Nationality, 

which the authors used as a “surrogate” term for the values, customs, and attitudes which 

make up ethnicity, was a significant factor affecting breastfeeding rates at one day (p 

<.033) and one month postpartum (p <.0001); and nationality combined with parity at six 
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months (p = .04) (Al Tajir et al., 2006, p. 45).  The 17 different nationalities in the study 

were grouped in four categories: UAE nationals, Arabs, Asians, and others.  Asians 

showed a higher likelihood of exclusive breastfeeding than the other groups and at one 

month follow-up, Asians and Arabs showed higher exclusive breastfeeding rates than 

UAE nationals (Al Tajir et al., 2006).  Based on their findings, the researchers 

recommended that breastfeeding promotion strategies focus on risk factors specific to a 

particular population subgroup (Al Tajir et al., 2006).   

In an exploratory qualitative study situated in an urban medical practice in the 

United Kingdom, first time mothers (N = 11) from various socioeconomic backgrounds 

were interviewed to access a range of infant feeding experiences and support issues 

(Bailey & Pain, 2001). The researchers described the sociocultural contexts of infant 

feeding practices and suggested that these are important in understanding different 

groups‟ access to and interpretation of breastfeeding support services.  In a cross 

sectional study using the TPB as a foundation, Saunders-Goldson and Edwards (2004) 

explored the factors associated with breastfeeding intention among African American 

(AA) women at two military health care facilities located in the northeastern U.S. (N = 

95). The researchers included and counted the District of Columbia and Puerto Rico as 

states in the reporting of their findings.  Age (p<0.05), education (p<0.05), subjective 

norms (e.g., women‟s perception of social pressure to breastfeed)  (p<0.05), and 

perceived behavioral control (p <0.01), were correlated with intent to breastfeed 

(Saunders-Goldson & Edwards, 2004). Using a regression model, only perceived 

behavioral control and maternal age were statistically significant predictors of 

breastfeeding intention (p = 0.000).  Based on their findings, the authors suggested that 



16 

 

providers use a culturally sensitive approach to increase AA women‟s confidence toward 

breastfeeding success (Saunders-Goldson & Edwards, 2004), a recommendation similar 

to that of Mitra et al. (2004) regarding the use of culturally sensitive educational 

materials to increase the breastfeeding knowledge of at risk populations.  However, 

Saunders-Goldson‟s and Edwards‟ study was limited by the small sample size of women 

who intended to exclusively breastfeed (27%), and only 17% of the variance was 

explained by two variables which were age and perceived behavior control. 

It has been suggested that for breastfeeding intervention programs to be 

successful they need to be based on culturally relevant perspectives (Dodgson, Duckett, 

Garwick, & Graham, 2002; Mitra et al., 2004).  Several studies have determined the 

importance of including cultural considerations for the success of health interventions.  

Using data from a randomized-controlled trial which examined the effect of a peer 

counseling intervention on exclusive breastfeeding in a group of inner city, low income, 

predominantly Latina women (N = 182), researchers investigated the role of ethnicity in 

the efficacy of the intervention (Anderson, Damio, Chapman, & Pérez-Escamilla, 2007).  

Specifically, the authors explored whether different ethnic groups (Blacks, non-Puerto 

Rican Hispanics, and Puerto Ricans), responded differently to a peer counseling 

intervention.  At two months postpartum, the authors found the prevalence of exclusive 

breastfeeding in the group that received the peer counseling intervention was 11.4% 

among Puerto Ricans compared to 44.4% among non-Puerto Ricans (p = .008) 

suggesting that different ethnic groups had unique responses to the intervention 

(Anderson et al., 2007).  The authors indicated that most Puerto Rican participants were 

not breastfed as infants and that the presence of the maternal grandmother who may be 
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more supportive of mixed feedings may have contributed to the decreased rates of 

breastfeeding in this group (Anderson et al., 2007).  

Murphy and Wilson (2008) created a program that targeted breastfeeding 

promotion efforts to a population of Native American women at risk for developing type 

2 diabetes. To address cultural issues, the researchers included materials that shared 

stories from tribal members of different ages, genders, and backgrounds about traditional 

values of breastfeeding.  Comparing the groups at the onset of the program in 1999 to the 

groups in 2006, this approach resulted in an increase in breastfeeding rates at 8 weeks for 

mothers fully or nearly fully breastfeeding (defined as supplementation with formula no 

more than twice per week) from 50.3% to 65.5% (p <.00001) (Murphy & Wilson, 2008). 

In a study investigating the participation of women in breast and cervical cancer 

screening, researchers found that, incorporating traditional Hawaiian values increased 

NH women‟s participation in cancer screening (Gotay et al., 2000). Based on the results 

of studies that have investigated the incorporation of culturally sensitive and relevant 

approaches to health interventions, it is likely that the inclusion of cultural considerations 

in planning interventions aimed at breastfeeding promotion will increase successful 

outcomes. 

Although a lack of community acceptance of breastfeeding has been identified as 

an influence on breastfeeding outcomes, research conducted investigating the impact of 

the community on maternal decisions to breastfeed is limited.  In one qualitative study of 

primiparas (N = 20) in Hong Kong, researchers interviewed mothers to explore the 

contextual influences on mothers‟ breastfeeding experiences (Tarrant, Dodgson, & Tsang 

Fei, 2002).  Major themes identified were sociocultural and environmental influences 
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(e.g., support network and workplace transition) and lactation management issues (e.g., 

breastfeeding education and perceptions and beliefs about formula supplementation) 

(Tarrant et al., 2002).  

Morrison et al., (2008) explored determinants of infant feeding choice in rural 

Hawai`i and identified barriers to breastfeeding that included mothers‟ discomfort with 

breastfeeding in public and lack of community support for breastfeeding.  Discomfort 

with public breastfeeding may be a result of societal contradictions and is frequently 

mentioned in the literature as a barrier to breastfeeding (Holmes, Chin, Kaczorowski, & 

Howard, 2009; Wolf, 2008).  In particular, Asian and PI women hold modesty as a core 

value (Simpson & Creehan, 2008) and some have found that it may influence infant 

feeding practices (Flood & Dodgson, 2010; Morrison et al., 2008). Hannan, Li, Benton-

Davis and Grummer-Strawn (2005) used data from the Healthstyles survey to examine 

regional variation in public opinion on breastfeeding in the U.S. The authors found that 

although many people believed that women should have a right to breastfeed in public, 

they expressed disapproval of showing breastfeeding on television (Hannan et al., 2005).  

Economic pressures force some women to return to work only to find 

employment incompatible with breastfeeding.  Some researchers have documented that 

returning to work is associated with early weaning or a decision not to breastfeed (Avery 

et al., 1998; Chatterji & Frick, 2005).  If a mother does choose to continue breastfeeding, 

she may be faced with problems like a lack of employer support, space and time for milk 

expression and storage (Dunn, Zavela, Cline, & Cost, 2004; Flood & Dodgson, 2010). 

This issue was highlighted in a recent article that described the discrepancy in one 

corporation between executive breastfeeding women given time and space for breast 
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pumping and other women employees who staff the same corporate chain‟s store 

counters but not given the same opportunities to maintain lactation (Kantor, 2006). 

McCarter-Spaulding (2008) suggested that breastfeeding may not be a realistic choice for 

many groups of women, in particular, those of lower socioeconomic status.  Many 

women who must return to work out of economic necessity often return to low paying 

jobs that do not offer the flexibility or power to negotiate a place and time for milk 

expression (McCarter-Spaulding, 2008). 

To summarize, the influences on breastfeeding decisions are multi-factorial.  

Culture plays a role and is important to consider when working with breastfeeding 

mothers.  The challenges of acceptance and support for breastfeeding in communities and 

larger society are complex and vary by region.  Socioeconomic status and the need to 

return to work may influence many mothers to breastfeed for a shorter duration of time if 

they choose to breastfeed.  Less is known about the impact of the community context on 

breastfeeding decisions.  For the purposes of this investigation, community refers to a 

specific locale, Hilo, Hawai`i, and includes the diverse group of residents from all 

cultural, ethnic, and religious backgrounds.  

Role of Health Care System 

The health care system has the potential to influence breastfeeding outcomes in 

many ways.  Physician offices and clinics are often the initial source mothers have 

regarding information on infant feeding.  Hospital policies, protocols, and staffing are 

also important to consider when exploring breastfeeding supports and services.  Low-

income women may be receiving additional services including nutritional information 

from Special Supplemental Nutrition Program for Women, Infants, and Children (WIC).  
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Appropriate and timely breastfeeding services can improve breastfeeding 

exclusivity and duration (USDHHS, 2000).  In addition, the provision of ongoing support 

has been shown to increase the proportion of women who continued to breastfeed for up 

to six months (Guise et al., 2003).  Access to breastfeeding support services has become 

essential to increasing breastfeeding initiation and duration (CDC, 2005).  As members of 

the health care system, HCWs working with mothers and infants are in a key position to 

encourage and support breastfeeding efforts.  Despite the opportunities HCWs have for 

breastfeeding promotion, women often have expressed dissatisfaction regarding how 

HCWs communicate about infant feeding (Hoddinott & Roisin, 2000; Wambach et al., 

2005). 

It is well documented that HCWs can influence breastfeeding decisions.  Mothers 

who have spoken with providers about breastfeeding during the prenatal period are more 

likely to initiate breastfeeding (Ahluwalia, Morrow, Hsia, & Grummer-Strawn, 2003). In 

a prospective cohort study with low risk mothers (N = 288), researchers found that the 

specific opinions and practices of clinicians (obstetric and pediatric physicians, nurse 

practitioners and nurse midwives) were associated with likelihood of exclusive 

breastfeeding among their patients (Tavares et al., 2004).  Opinions and practices that 

were associated with less likelihood of the continuation of exclusive breastfeeding were 

formula supplementation and an attitude by providers that their advice to mothers about 

breastfeeding duration was not important.  Many clinicians identified time constraints of 

clinic visits and a lack of confidence in their breastfeeding knowledge and skills as issues 

that impeded their counseling of patients about infant feeding (Tavares et al., 2004).  

Szucs, Miracle, and Rosenman (2009) explored breastfeeding attitudes, 
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knowledge, and attitudes among a group of inner city health care providers (i.e., 

physicians, nurses, and WIC staff). Utilizing a focus group approach with semi-structured 

interviews, the researchers identified gaps in provider‟s breastfeeding knowledge, 

counseling skills, and professional education, and training.  Anecdotal breastfeeding 

experiences of providers‟ replaced evidence based knowledge and AAP 

recommendations for breastfeeding couplets (Szucs et al., 2009).  In addition, providers‟ 

attitudes and culture affected breastfeeding promotion and support efforts (Szucs et al., 

2009).   

Data from the Infant Feeding Practices Survey, a longitudinal study conducted by 

the U.S. Food and Drug Administration which collected information during the prenatal 

period through the first year postpartum, was used to investigate how perceived attitudes 

of physicians and hospital staff affect breastfeeding decisions in women (DiGirolamo, 

Grummer-Strawn, & Fein, 2003). The large (N = 1585) sample was predominately white 

(96%), older (29% over 30), had incomes equal to or greater than $40,000 per year, and 

33% reported having completed at least four years of college.  The researchers found that 

a large percentage of mothers (41%) were not breastfeeding by six weeks postpartum.  

Mothers did not perceive many physicians (61%) and hospital staff (42%) as preferring 

formula or breastfeeding.  In addition, the percentage of mothers intending to breastfeed 

for a longer duration was much higher among those who perceived that their physician 

favored breastfeeding (80%) than among those who thought their physician favored 

formula (29%).  Some women reported not receiving positive breastfeeding messages 

from staff.  In addition, a neutral attitude from staff about breastfeeding was related to 

mothers not breastfeeding their infants beyond six weeks postpartum (DiGirolamo et al., 
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2003).   

Hospital environments have the potential to facilitate or deter breastfeeding.  A 

number of health care organizations have offered evidence-based breastfeeding 

guidelines for hospitals including the AAP in its policy statement on Breastfeeding and 

the Use of Human Milk (AAP, 2005), the WHO in the Baby-Friendly Hospital Initiative, 

(WHO, 2009) and the CDC in the CDC Guide to Breastfeeding Interventions (CDC, 

2005). These guidelines contain similar intrapartum and postpartum recommendations to 

facilitate and support breastfeeding.  

Declercq, Labbok, Sakala, & O'Hara, (2009) used data from the Listening to 

Mothers II, a nationally representative survey of mothers 18-45 who had a hospital birth, 

to examine hospital practices related to the U.S. BFHI (BFHI, 2010) Ten Steps for 

Successful Breastfeeding and breastfeeding outcomes.  To achieve a sample 

representative of the U.S. birthing population, data were supplemented with a 30-minute 

phone or Internet interview of non-White mothers.  Mothers were asked about their 

feeding intention at the end of their pregnancy, feeding practices at one week, and 

experiences with hospital staff on seven specific practices associated with exclusive 

breastfeeding (e.g., showing mothers how to position baby, encouraging feeding on 

demand) derived from the BFHI.  The investigators found that first time mothers who 

delivered in hospitals that practiced six or seven of the 10 steps were six times more 

likely to achieve their plan to exclusively breastfeed compared to those mothers who 

delivered in hospitals that practiced none or only one of the 10 Steps (Declercq, et al., 

2009).  Despite recommendations from major organizations, some mothers have voiced 

dissatisfaction with the breastfeeding support in hospitals.  In a qualitative study of first 
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time mothers regarding the breastfeeding support they received from nurses in the first 48 

hours postpartum, supportive and unsupportive behaviors were described (Hong, 

Callister, & Schwartz, 2003). Supportive behaviors of obstetrical nurses included 

emotional (e.g., reassurance), informational (e.g., answering questions), and tangible 

support (e.g., breast ointment).  Unsupportive behaviors described by mothers included 

nurses‟ failure to provide information, being too busy or rushed, a limited amount of 

knowledge about breastfeeding, and the placement of formula in baby bassinets (Hong et 

al., 2003).  

The most vulnerable populations (i.e., certain ethnic groups, young mothers and 

those socioeconomically disadvantaged) are those with much to gain from the health and 

the economic benefits of breastfeeding; yet, they are more likely to have limited access to 

breastfeeding support and services.  One available community resource for low-income 

women is the WIC program.  Importantly, results of studies exploring the attitudes of 

WIC staff about breastfeeding promotion found that WIC workers were supportive of 

breastfeeding; however, the distribution of formula by WIC sites is often regarded as a 

disincentive for breastfeeding by WIC staff (Holmes et al., 2009; Reifsnider, Gill, 

Villarreal, & Tinkle, 2003).  

 Much of the current scientific research has focused on maternal attitudes and 

family influences on breastfeeding decisions (Kloeblen-Tarver et al., 2002; Kong & Lee, 

2004); however, other levels of influence have not been explored.  The influence of the 

health care system and providers within the system on health behaviors or breastfeeding 

practices is well established.  Less is known about the influences that the community 

context and HCWs working within this context have on breastfeeding outcomes 
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(Dodgson et al., 2002).  This study was developed to gain more knowledge about the 

HCWs and the community‟s influence on breastfeeding, service, and support issues.  

Conceptual Framework 

The social ecological model with an emic perspective is the conceptual 

framework for this exploration.  The emic perspective seeks to understand the insider‟s 

perceptions about a phenomenon.  Research using this approach is driven by the views of 

the participants (Creswell, 2007).  The focus of research shifts from the standpoint of the 

researcher (an outsider) to a discovery of the insider‟s point of view (Spradley & 

McCurdy, 1972) and is a systematic and holistic way to discover the knowledge of a 

group of people by understanding the way members of a cultural group see their world 

(Munhall, 2007). Although the researcher has a background in health care, she is not 

working in the health care field in this community with this group of participants.  For 

this research, the emic perspective is important to understand the views of members of 

the community actually experiencing the phenomenon under study (LoBiondo-Wood & 

Haber, 2006). 

The Social Ecological Model 

The social ecological model evolved through the work of a number of researchers.  

One of the earliest references to the underpinnings of the social ecological model was by 

Bookchin, a social philosopher who was concerned with environmental issues and who is 

credited with founding the social ecology movement.  According to Bookchin (1993), 

social ecology is defined as “social” because of the belief that ecologic problems arise 

from social problems. Bookchin believed that cultural, ethnic, and economic factors 

among others were the basis for many of the ecological problems of society.  Following 
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this line of thought, one could not understand nor solve ecological issues without 

understanding society (Bookchin, 1993).  This was a view of the interrelationship 

between society and issues of ecology; to understand one, it is important to understand 

the other because they do not exist in isolation.  

Another researcher whose work has contributed to the social ecological model is 

Bronfenbrenner.  Bronfenbrenner was a psychologist concerned with issues of child 

development and is credited with the development of the Ecological Systems Theory.  

Bronfenbrenner (1986) described the “ecology of the family” as the context for human 

development.  His research focused on the relationship between individuals and their 

environment and included the idea of contextual relevance.  According to Bronfenbrenner 

(1974), research is better informed when it is conducted within natural settings and has 

more applicability when it is contextually relevant. He believed it was important for 

scholarship to occur not only at the individual level but also include efforts toward the 

larger environment or social world (Bronfenbrenner, 2005). Bronfenbrenner (1994) saw 

the influences on child behavior as a series of nested layers where each layer had an 

impact on the subsequent level. For example, family is embedded within and influenced 

by the physical environment.   

Daniel Stokols, a researcher at University of California, Irvine School of Social 

Ecology, created the Social Ecology Model, which is similar to the Ecological Systems 

Theory.  This model is represented by a series of overlapping circles with each circle 

representing a layer or component of the model and each having an impact on the 

individual (Stokols, 1996). According to Stokols (2000), all levels of social ecological 

analyses are characterized by a broad contextual scope with a focus on the interaction 
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between people and their environments that may explain health issues or provide the 

basis for interventions that may enhance personal and community wellbeing. The social 

ecological model although common in health care research, must be modified to each 

research focus and population group (Elder et al., 2007). 

 For the purpose of this study, the social ecological model was tailored to focus on 

the different layers of influence on breastfeeding patterns including the mother, the 

family, the community, HCWs working with the community and the larger health care 

system (see Figure 2).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.  
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Conceptual Diagram of the Different Layers of Influence on Breastfeeding Patterns 

 

 

Note: The size of the circle does not correlate with the potential influence that each category may exert on 

breastfeeding patterns.  

 

Factors that influence decisions about infant feeding include those of the mother 

(Lawrence & Lawrence R.M., 2005), the family (Kong & Lee, 2004; Mitra et al., 2004), 

and the community and larger society (Baumslag & Michels, 1995). HCWs, a part of the 

health care system, influence community, family, and mothers, and may contribute to 

choices mothers make regarding breastfeeding (Hong et al., 2003).  This approach offers 

the opportunity for increased understanding of the socio-cultural, psychological and 

environmental influences on breastfeeding supports and services available to families in 

this context (Stokols, 2000).  
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Methodology 

The purpose of this chapter is to explain the methodology used to collect and 

analyze data to address the following research aims:  

1. To describe the characteristics and breastfeeding patterns of women living 

in Hilo, Hawai`i.  

 2. To describe the characteristics of the HCWs working with childbearing 

mothers in Hilo, Hawai`i.     

3. To describe HCWs‟ understanding of community breastfeeding supports 

and services that exist within Hilo, Hawai`i.  

 4.      To illustrate geographically breastfeeding services in Hilo, Hawai`i.  

 Components of this methodology are explicated.  The key to the methodology is an 

emphasis on contextual factors, described in detail in the following sections.  

Design 

 The study design was a mixed methods approach involving qualitative and 

quantitative data collection that addressed the research study aims.  Both types of data are 

needed because the ecological framework looks at many levels (i.e., influence of the 

family and community).  One of the best ways to examine these levels is to use both 

qualitative and quantitative data.  The qualitative method used was a focused 

ethnography in order to gather data from participants about their individual or shared 

experience(s) (Morse & Richards, 2002). This methodology was used to explore 

breastfeeding supports and services available in a specific community.  Focused 

ethnographies differ from classical ethnography in that the researchers choose the issue 

that they will concentrate their efforts on prior to data collection (Heaman & Gupton, 
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1998). Descriptive quantitative data from existing databases and participant 

demographics were used to further describe the participants and their contexts.  

Triangulation of methodology and multiple data sources is consistent with ethnographic 

methods and was used to answer the research aims (Roper & Shapira, 2000). Using this 

approach, the researcher has targeted the specific topic of breastfeeding supports and 

services as perceived by a specific group of individuals (i.e., HCWs) in a medically 

underserved area of Hawai`i.  

Context 

 Context is multilayered and refers to the physical environment as well as the 

cultural and social aspects of the community (Holloway, 1997). A clear description of the 

context is important because meanings can change with different contexts (Munhall, 

2007).  Elements of context discussed in this section include geography, history, 

socioeconomics, health care system (including perinatal demographics), and the 

population.  Contextualization is particularly important to this study because of the 

unique features of this island community.  A clear description will give a greater 

understanding of the breastfeeding support and service needs of the community (Munhall, 

2007). 

 Geography.  Geography is a particularly important part of the context of this 

study.  Although a part of the U.S., the State of Hawai`i is approximately 2,500 miles 

from the U.S. mainland and is in the center of the Pacific Ocean.  The Island of Hawai`i 

is the largest island geographically in the state with a land mass of 4,028 square miles.  It 

has the second largest county population with 172,547 residents; however, it has the 

lowest population density per square mile in the State (County of Hawai`i, 2008). Hilo is 
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the setting for this study and the largest city on the INsland of Hawai`i with a population 

of 42,916, and is on the eastern and windward side of the island.  Reference to the island 

is commonly made to general divisions, which correspond to districts, and regions of the 

island (see Figure 3). 

Figure 3. 

 Map of Hawai`i County Regional Divisions (North Hawai`i Outcomes Project, 2010)  

 

 The town of Hilo in East Hawai`i, is built surrounding a large deep-water bay, and 

is the seat of county government.  In 1946 the city was nearly obliterated by a tsunami, 

and suffered the effects of another tsunami in 1960 (Hawai`i Tourism Authority, 2011). 

Hilo is less frequented by tourists than other parts of the Island of Hawai`i, in part, 

because it is somewhat geographically isolated, surrounded by two active volcanoes, and 

because it is one of the wettest areas in the U.S., with an average yearly rainfall of 132 

inches.  Air transportation to Hilo is currently routed through Honolulu; there are no 

direct flights from the U.S. mainland to Hilo.  Roadways on the island are primarily two 
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lane narrow highways, which pass around the island and over the saddle between the two 

large volcanoes.  The climate and relative isolation has allowed Hilo to retain a strong 

sense of local culture.  The unique geographic and socio-cultural features of Hilo, which 

include a relatively isolated multicultural island community, contribute to its being an 

appropriate setting for this exploration. 

 History.  An overview of the history of Hawai`i and the Hilo area, including the 

indigenous history and the ethnic diversity of East Hawai`i, is important in understanding 

the current situation.  Native Hawaiian and Polynesian people were the first known 

inhabitants of this area from as early as 1100 AD.  They established farming and fishing 

communities around Hilo Bay (Mercier, 2008). Historically, the district was divided into 

ahupua`a  by the sixteenth century with ruling ali`i  based at Waiakea near the Wailuku 

river in Hilo.  Figure 4 shows the historical land divisions for Hilo and the location on 

Hilo Bay.  

 

 

 

 

 

 

 

 

 

Figure 4.  
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1891 Map of Hilo and Vicinity (County of Hawai`i, 2009) 

 

  

Ahupua`a were major land divisions created so that they contained “segments running 

from the shore back into the mountains” (Craighill Handy & Pukui, 1998, p. 4).  Each 

ahupua`a could produce most of the things its people needed (Taylor, 1983). Many 

`ohana or family made up the population of the ahupua`a and there was much sharing 

between the households.  `Ohana living inland raised taro, bananas, and wauke (for cloth) 

and `ohana living near shore shared marine foods (Craighill Handy & Pukui, 1998) 

creating a model of self-sustainability. The concept of `ohana is still important in modern 

Hawai`i (Clarke, 1994) and it is not uncommon to have many family and extended family 

members living under one roof, sharing expenses, and meals.   

 In 1778, Captain James Cook arrived in Hawai`i and based on his notes, spent 

some time off the east coast of Hawai`i Island (Leithead, 1974). His arrival opened the 

door to waves of international migration to Hawai`i (Clarke, 1994). To impose colonial 
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order on the islands, the geography was mapped into a western grid work replacing many 

Hawaiian names with westernized names (Rohrer, 2010).  This invariably led to a 

conversion of the `ãina into land available to be claimed or owned (Rohrer, 2010). 

 The first Chinese arrived on Hawai`i Island in 1789 with greater numbers coming 

in 1802 (Mercier, 2008). Many of the first Chinese immigrants were unmarried young 

men who came to work on the sugar cane fields.  Few women accompanied them to 

Hawai`i and many married Hawaiian girls (Sato, 2002). The family unit was integral to 

Chinese life with the father in the most important role.  Sons were regarded as valued 

assets and daughters were considered a liability due to the necessity of a dowry (Clarke, 

1994). Despite more than two centuries of assimilation to Hawai`i, some Hilo residents of 

Chinese descent say this perspective about children still persists (i.e., that sons are still 

seen as more favorable than daughters) (J. Thompson, personal communication, 

September, 12, 2010).  When their plantation contracts expired, many Chinese remained 

in Hawai`i and established businesses in town (Clarke, 1994). According to Taylor (1983, 

p. 12), 

The same qualities of industriousness, frugality and willingness to venture that 

their employers so admired, moved the Chinese off the plantations as soon as their 

contracts expired.  They managed to save enough money from their $36 annual 

wages to open stores or start farms.  Chinese cooperatives grew coffee, peanuts, 

and bananas and this cooperative system eventually evolved into the hui, an 

organization of small investors who together have built banks, stores, and 

development companies.  These huis have founded several great fortunes among 

the Chinese Americans living in Hawaii (p. 12).  
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In his memoir of his life growing up in Hilo, Robert “Steamy” Chow (2008) described  

blocks of Chinese businesses in Hilo; many were mom and pop stores selling dry goods 

or offering shoe repairs and  laundry service.  

 The constitutional monarchy was started in 1810 and Kamehameha the Great 

unified all the Hawaiian Islands under one government.  Several years after his death, in 

1820, the first missionaries arrived in Hilo and several prominent families established 

churches in the area.  Using their “moral authority” to establish dominance, religion 

played a significant role in the colonization of Hawai`i (Rohrer, 2010, p. 18). With 

money to be made in pineapple and sugar, many of the missionaries went on to become 

plantation owners (Rohrer, 2010). The impact of industry (e.g., whaling), the arrival of 

the missionaries, and many ensuing epidemics (e.g., measles, smallpox) changed village 

life for the indigenous people of Hawai`i (George, 1948).  

 According to a historical timeline detailed by Mercier (2008), another event 

which forever changed the region was the Mahele of 1848, a division of land by 

Kamehameha III, which permitted private ownership of the land for the first time. It was 

at that time that the Europeans and Americans started acquiring land to develop 

plantations.  By 1853, NHs made up 97% of the island‟s population (Mercier, 2008) but 

this was soon to change.  According to Rohrer (2010), it has been estimated that by the 

end of the 19
th

 century, the population of NHs in Hawai`i at the time of Captain Cook‟s 

arrival had decreased by 95%.  

 

 In 1868, U.S. based plantations began recruiting Japanese for contract labor for 

the sugar and fruit plantations.  These contract laborers were legally bound by contracts 
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and their lives were strictly controlled on and off the plantation; deserters could be jailed 

(Mercier, 2008).  

 When Queen Lili`uokalani attempted to restore power to the Hawaiian monarchy 

in 1893, she was overthrown by a group of American businessmen and a provisional 

government was put in control.  The U.S. Congress created the Territory of Hawaii 

several years later in 1898 (Mercier, 2008).  At this time, contract labor was forbidden 

and children born on the island became American citizens.  This was followed by several 

waves of immigrants as landowners sought workers for the sugar plantations.  The first 

Japanese immigrants arrived in 1890 with many more arriving in 1901 when the Japanese 

government lifted their restriction on travel (Mercier, 2008).  By 1896, Japanese were the 

largest ethnic group in Hawai`i and remained so for the next seventy five years (Clarke, 

1994).  According to some accounts, the Portuguese and Japanese were brought into the 

area to prevent the predominance of the Chinese population (George, 1948).  

 Most of the Japanese immigrants, similar to the Chinese workers, were single men 

but they seldom intermarried.  Picture brides from their homeland were common.  

Education was highly valued in Japanese culture and many issei (first generation [i.e., 

immigrants]) worked hard so their nisei (second generation) daughters and sons could 

gain an education (Clarke, 1994).  

 Korean immigrants arrived in 1903 followed by Filipinos recruited to fill jobs 

vacated by the striking Japanese.  In 1919, the Hawaii plantation labor force was over 

half Japanese but by the 1930‟s Filipinos had become the largest ethnic group of 

plantation workers (Mercier, 2008).  By 1923, the indigenous Hawaiian population had 

fallen to 16% of the total population in the Territory of Hawai`i with the Japanese as the 
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largest group.  In 1959, Hawaii became the 50
th

 state of the U.S. 

 Plantation life had a significant influence on the local culture.  Each sugar 

plantation provided rent-free housing on the plantation for its employees.  Clusters of 

houses were referred to as “camps” and were often identified by nationality or the name 

of a significant community member (e.g., Korean Camp or Toyota Camp) (Sato, 2002). 

The early camps contained a community bathhouse and a community outhouse located at 

an extreme end of the camps (Sato, 2002). Later camps consisted of single-family homes.  

According to a third generation Filipino camp resident, after a number of years, long term 

plantation residents of the camps were given the option of purchasing the home and land 

(A. Commendador, personal communication, March 17, 2011).  Caucasians, often 

referred to as haoles, controlled the majority of plantations and used separate pay scales 

and jobs to maintain power and control over the workers (Rohrer, 2010). In addition, the 

camps were segregated with each camp having a cultural identity of its own.  For 

example, in the Filipino Camp, the residents largely practiced the Catholic religion with 

many of the homes and yards adorned with religious statues (e.g., Mary or Jesus).  It was 

common for all members of the camp to attend community events such as baptisms or 

other religious ceremonies (A. Commendador, personal communication, March 17, 

2011).  The Japanese camp had Shinto or Buddhist cultural customs (Clarke, 1994).  

With the dissolution of the sugar cane industry, most of the plantation lands have been 

divided and sold but the areas where the plantation workers once lived continue to be 

referred to by their camp names (e.g., Andrade Camp). 
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 Multicultural Community.  No research could be done in this area without 

considering the ethnic diversity of the community.  As a result of the indigenous 

population who first settled this land and the influx of immigrants who initially came to 

work on sugar plantations, it is no surprise that Hilo is home to a diverse population, 

which continues today (see Table 2).  
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Table 2.  

Ethnic Background of the Community of Hilo (United States Bureau of the Census, 2005-

2009) 

Ethnic Background n (%) 

Self-identified as one race 35,659 (71.2) 

Asian 17,427 (34.8) 

     Asian Indian 73 (0.1) 

    Chinese 694 (1.4) 

     Filipino 3,153 (6.3) 

     Japanese 11,454 (22.9) 

     Korean 446 (0.9) 

     Vietnamese 48 (0.1) 

     Other Asian 1,559 (3.1) 

Native Hawaiian and Other Pacific Islander 6,238 (12.5) 

     Native Hawaiian 5,412 (10.8) 

     Guamanian or Chamorro 103 (0.2) 

     Samoan 16 (0.0) 

White 11,355  (22.7) 

Black or African American 117 (0.2) 

American Indian and Alaska Native 109 (0.2) 

Other race   413 (0.8) 

Self identified as two or more races 14,407 (28.8) 

Total Population 50,066 (100.0) 

  Note. Other race means responses other than the race categories listed. 
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 Although, many customs and traditions have disappeared during assimilation, 

NHs and many of the larger groups of immigrants (Chinese, Koreans, Japanese, 

Portuguese, and Filipinos) have maintained cultural traditions that in turn have become 

deeply imbedded in contemporary Hawai`i (Clarke, 1994). Some of these traditions can 

be found in the foods of the local community.  Korean kim chee and kalbi beef, 

Portuguese bean soup, malasadas, and sweet bread from the Portuguese; shoyu or soy 

sauce from the Chinese; and taro and fish from the NHs are just some of the local foods 

(Taylor, 1983). In addition to foods, cultural festivals are also part of this diverse 

community.  Celebrations of Chinese New Year, Japanese Bon dancing (a Buddhist 

custom), and the Merrie Monarch Festival (Native Hawaiian culture) among others occur 

annually.  The sound of roosters crowing is not uncommon in Hilo.  Many locals still 

raise game cocks, a remnant from the chicken fights that came to the area from the 

Philippines (Kaiawe, 2005). A revitalization of the Hawaiian culture and language is 

taking place through immersion programs and the local university offerings.  One of the 

largest population groups in Hilo are those of Japanese descent; at one time they 

constituted almost half of Hilo‟s population and after departing the plantation systems 

went on to occupy many government and business positions (Inouye, 2001).  

 Socioeconomics.  In ancient times, Hilo was a farming and fishing area and later 

became the center of the islands‟ sugar industry (Hawai`i Tourism Authority, 2011). The 

island community became reliant on the sugar cane industry and did little to diversify 

during its peak (Inouye, 2001).  Declining market share due to competition from imports 

and efforts at cost reductions eventually contributed to the end of the industry with dire 

economic consequences to the island (Inouye, 2001).  With the demise of the sugar 
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industry in the 1980‟s and 1990‟s, the once dominant industry has been replaced to some 

degree by other agricultural industries such as flower and nursery products, vegetables 

and macadamia nuts (County of Hawai`i, 2005).   Economically, Hilo has lower 

household income and higher poverty rates than either the State of Hawai`i or the U.S. 

(see Table 3). 
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Table 3. 

 Economic Characteristics of Hilo, Hawai`i County, State of Hawai`i and the U.S. (United States Bureau of the Census, 2000) 

Economic Indicators Hilo 
Hawai`i 

County 
State of Hawai`i In US 

Median household income in 1999 (dollars) 39,290 39,805 49,820 41,994 

Median family income in 1999 (dollars) 48,803 46,480 56, 961 50,046 

Families below federal poverty level (%) 10.9% 11.0% 7.6% 9.2% 

Individuals below federal poverty level (%) 16.9% 15.7% 10.7% 12.4% 

 

Note: The term household includes all the people who occupy a housing unit as their usual place of residence; the term family refers to a group of two or more 

people who reside together and who are related by birth, marriage, or adoption 

   

 

 

 

javascript:openGlossary('glossary_i.html%22%20%5Cl%20%22income')%22%20%5Co%20%22Opens%20glossary%20in%20new%20window


42 

 

Socioeconomic status and ethnicity are heavily linked on the island with the 

unemployment rate observed to be higher among certain ethnic groups (see Table 4). 
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Table 4.  

 

Labor Force Information by Sex and Race, Hawai`i County: 2002 (County of Hawai`i, 

2008)  

Sex and Race Unemployment 
rate (%) 

Both sexes (including Hispanic) 5.7 

      White 4.4 

     Black/African American 3.5 

     American Indian/Alaskan Native 15.2 

     Asian 3.9 

     Native Hawaiian/Pacific Islander 10.2 

     Two or more races 9.7 

     Other race 7.6 

Females (including Hispanic) 4.0 

     White 9.1 

     Black/African American 22.1 

     American Indian/Alaskan Native 22.1 

     Asian 3.2 

     Native Hawaiian/Pacific Islander 9.5 

     Other race 10.2 

     Two or more races 7.5 
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Earnings are also lower among certain ethnic groups (see Table 5) 

Table 5. 

Median Earnings in the Past 12 Months (in 2008 inflation-adjusted dollars) Hilo 

(United States Bureau of the Census, 2000) 

 

Estimate 

(margin of error) 

Both sexes - Total population 16 years and older  26,149 (+/-1,794) 

      White 21,580 (+/-4,911) 

     Black/African American 25,682 (+/-25,076) 

     American Indian/Alaskan Native 7,292 (+/-141,839) 

     Asian 36,883 (+/-3,430) 

     Native Hawaiian/Pacific Islander 16,413 (+/-7,225) 

     Hispanic or Latino 15,369 (+/-4,006) 

     Other race 16,473 (+/-966) 

     Two or more races 22,556 (+/-5,046) 

 

  

 The major industries on the island are in educational, health, social services and 

arts, entertainment, recreation, accommodation (i.e., hotels) and food services.  This 

reflects the presence of the University of Hawai`i Hilo, the Hawai`i Community College 

in Hilo, and the tourism industry.  Retail Trade and Construction are also island industries 
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but to a lesser degree (County of Hawai`i, 2008).   

 Health care system.  Breast feeding support and services are a necessary 

component of the health care system in many communities.  Issues with health care 

delivery in general, may influence the availability of these services.  Therefore, it is 

important to examine the health care system of this Island.  

 Hawai`i County, which encompasses the entire Island of Hawai`i, is a federally 

designated medically underserved population area (USDHHS, 2008). This designation is 

given to indicate that many population groups on the island have documented economic, 

cultural, linguistic, and geographic barriers to accessing health care.  Additionally, many 

areas of the County are designated as health professional shortage areas, indicating 

significant HCP shortages exist in primary care, mental health and dental care (USDHHS, 

2008).  Consequently, the lack of providers leaves many island residents without access 

to needed services.  

 On the continental U.S., it would not be uncommon to travel to a different state or 

city to obtain services unavailable in a certain community.  However, travel to a neighbor 

island for care is an expensive option for many residents due to the cost of airfare, time, 

ground transportation and accommodations should they need to remain overnight or for a 

number of days to complete the medical consultation.  The difficulty in accessing these 

services is highlighted in the following example.  One of the largest private health 

maintenance organizations (HMO) on the island does not authorize local clinical care for 

patients living on Hawai`i Island who use public medical insurance.  This same HMO 

will authorize health care for clients with public insurance on other islands in the state.  

Because of the high ratio of patients on public assistance, living on the Island of Hawai`i 
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the local clinic cannot afford the transportation costs to a neighboring Island to obtain 

services not available on Hawai`i Island (R. Estes, personal communication, September 

23, 2010).  The result is the HMO services are unavailable to a large portion of island 

residents since Hawai`i County has the highest percentage of public insurance for non-

pregnant residents in the state (see Table 6). 

Table 6. 

Percent with Public Insurance Prior to Pregnancy in 2008 by State and County (Hawai`i 

Health Data Warehouse, 2010). 

 n (%) 

Hawai`i County 800 (32) 

Honolulu County 2,600 (19.3) 

Kauai County 200 (20.1) 

Maui County 300 (12.7) 

State of Hawai`i 3,800 (20.2) 

   Note. “n” refers to number of yes responses in the PRAMS sample. 

 Another challenge to health care delivery is the transitory availability of services.  

People often relocate to Hawai`i and stay for a few years and then move back to the 

continental U.S.  Reasons for this are unclear.  Perhaps they find the rural nature of the 

island environment too limited, or maybe they want to be closer to family, or maybe the 

cost of living was greater than they anticipated (Thomsen, 2003). Regardless of the 

reason, this transitory nature of members of the community also affects health care 

delivery.  For example, a new cardiology center opened in Hilo in 2007.  In less than 

three years, the center is struggling to find a replacement for the cardiologist who is 
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leaving.  A temporary replacement for three to six months has been identified but the 

future of this clinic is uncertain.  Other recent examples of the frequent turnover of 

medical professionals are one of the island hospitals has employed three different CEOs 

in three years and two local clinics have recently had a change in HCPs who had only 

been on staff providing clinical services for a short time.  The limited health care 

resources in this community change frequently enough that it is difficult to keep track of 

what health care services are currently available.  

 The transitory nature of the rural health care environment and the lack of 

available providers influence the availability of breastfeeding supports and services.  In 

addition, the cost required to access support currently unavailable to the community may 

be prohibitive for many (i.e., transportation costs or out-of-pocket payments for medical 

care).  The following section will focus on health care system factors related to perinatal 

services. 

 Perinatal health care services.  There are five hospitals on the Island of Hawai`i.  

Maternal-child health care services are available at three of the five hospitals.  Of these 

three hospitals, one is private and two are state operated facilities (See Figure 5).  
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Figure 5  

Public Health Care Facilities Serving Childbearing Families on the Island of Hawai`i 

(County of Hawai`i, 2005) 

 

 The largest state operated hospital on the Island was established in 1985 and is 

located in Hilo with an average of 1200 births per year (State of Hawai`i Department of 

Health [SHDH], 2008). The hospital was intended to be a major source of care for East 

Hawai`i which includes the Puna, South Hilo, and North Hilo Districts (County of 

Hawai`i, 2005).  The Department of Health [DH] and Department of Social Services 

[DSS] district offices are also within the Hilo district and provide public health and health 

care services (County of Hawai`i, 2005).  Sources of care for childbearing women in East 

Hawai`i area include private physician offices (seven obstetricians and five 

pediatricians), three community health centers, hospital based pediatrician and 

obstetrician offices, and one private medical group.  Currently an island wide shortage of 
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health care providers (HCPs) exists leaving many residents with limited choices for 

health care (Stewart, 2011a).  The ratio of women to obstetricians on the Island of 

Hawai`i is 5350:1.  This ratio reflects more than a two-fold demand for prenatal care 

services over the ratio that has been established for adequate prenatal care (i.e., 2000 

women to one obstetrician) (Big Island Perinatal Health Consortia, 2008).  

 According to the SHDH vital statistics for the Island of Hawai`i, there were 2,342 

births recorded for 2009 with 1,129 births occuring in Hilo (SHDH, 2010b).  Despite 

accounting for 12.5% of the population, the highest birth rate for the Island is for those of 

Hawaiian ethnicity (see Table 7).  

Table 7. 

Live Births Occurring in the County of Hawai`i and Ethnicity of Mother in 2009 (State of 

Hawai`i Department of Health, 2010b). 

County 

 

Caucasian 

n (%) 

Hawaiian 

n (%) 

Chinese 

n (%) 

Filipino 

n (%) 

Japanese 

n (%) 

All Others 

n (%) 

Total 

Hawaii 547 (23.3) 1,003 (42.8) 24 (1.0) 287 (12.2) 140 (5.9) 341 (14.6) 2,342 

 

 Access to prenatal care offers an important opportunity to promote positive birth 

outcomes (Alexander & Korenbrot, 1995). One of the goals of Healthy People 2020 is to 

increase the number of women who receive early and adequate prenatal care (defined as 

initiating prenatal care in the first trimester) to 90% (USDHHS, 2010). In 2006, 

approximately 72% of pregnant women on the Island of Hawai`i received early prenatal 

care; this is the lowest percentage in the State (Schempf, Hayes, Eschima, & Fuddy, 
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2008).  Prenatal care varies between Hilo and Hawai`i County and the rest of the state for 

first trimester prenatal care (see Table 8).  

Table 8. 

Percent of Mothers with No First Trimester Prenatal Care By State and County (SHDH, 

2008) . 

Mothers Resident Area 
Percent of Mothers with no first 

trimester prenatal care 

Hawai`i County 23.9 

     City of Hilo 22.1 

     Rest of Hawai`i County 24.7 

City and County of Honolulu 14.4 

Kauai County 16.5 

Maui County 20.2 

State of Hawai`i 16.4 

 

Suspected barriers to accessing prenatal care in this region include physician shortages 

and a rural environment (Schempf et al, 2008).  Women who were less likely to get early 

prenatal care were NH, Samoan, Hispanic or other PI, younger in age, less educated, 

unmarried and had public health insurance or were uninsured.  

 Access to perinatal services on Hawai`i Island is complicated by limited 

providers, the rural landscape, and socioeconomic issues among other factors.  

Consequently, breastfeeding and support services, components of perinatal services, may 
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be inaccessible or unavailable on the Island. 

Sample 

 HCWs who work with childbearing women in Hilo were the target population for 

enrollment in this study.  The researcher systematically identified the key stakeholders in 

the community through established relationships and recommendations of known health 

professionals.  An effort was made to seek participants working with mothers and infants 

in a variety of settings in the community.  A combination of purposive and snowball 

sampling was used to identify potential study participants.  These sampling techniques 

were appropriate for the collection of descriptive data within a specific population where 

the aim is to describe a particular experience or phenomenon (LoBiondo-Wood & Haber, 

2006).  

 Entry into the field.  Entry into the field refers to how the researcher gains access 

to research participants and gatekeepers in the research setting (Holloway, 1997). The 

researcher has established relationships with providers at WIC, the Public Health 

Department, and through the East Hawai`i Local Area Consortia (LAC).  The East 

Hawai`i LAC is a community group that meets monthly to address issues surrounding 

perinatal care.  Members include pregnant women, nurse-midwives, educators, and health 

professionals or anyone interested in improving women‟s health in East Hawai`i.  To 

conduct this research, community health care providers, workers, and health centers were 

approached.  Being a member of the community facilitated contact with potential 

participants albeit in a new and different role, that of researcher.  

 Protection of human subjects.  The Institutional Review Board (IRB) at the 

University of Hawai`i at Mānoa approved the study protocol prior to participant 



52 

 

recruitment.  All potential participants were informed of the purpose, aims, and goals of 

this research project.  If a person agreed to participate, informed consent was obtained 

prior to their participation in the study.  Participants were also informed that they could 

withdraw from the study at any time.  To protect participant anonymity, all personal 

identifying information (e.g., name) was removed and a study code number was assigned 

to each participant.  Demographic information was aggregated and did not remain as a 

part of the participant‟s interview data.  Research records were kept in a locked file in the 

investigator's office for the duration of the study.  All personal information will be 

destroyed upon completion of both phases of the research project.  The second phase of 

the project will include interviews of new mothers about breastfeeding and will be 

initiated upon completion of this study.  Only the researcher, research supervisor 

(dissertation committee chair) and a method and content expert who was a member of the 

dissertation committee had access to the data.                

 Recruitment.  An information sheet and consent form was created outlining the 

research aims, procedure, and researcher contact information for potential participants.  A 

cover letter was created and attached to the information sheet along with the researcher‟s 

business card and contact information.  The packet of study information was distributed 

to physician offices, private clinics, and state and privately contracted WIC offices.  A 

presentation was done at the East Hawai`i LAC meeting and packets were distributed.  In 

addition to LAC members volunteering to participate, LAC members provided 

suggestions about other potential participants known to the group.  Interested participants 

contacted the researcher directly by e-mail, phone, and in person.  During the initial 

contact, the participant selected a time and place to discuss the study, provide written 
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informed consent, and to have the interview conducted.  Each participant was given a ten-

dollar Starbucks gift certificate as compensation for his/her time spent participating in the 

study.  The gift certificate was given after the informed consent was obtained.  If a 

participant wanted to withdraw from the study, they were informed that they could keep 

the gift certificate.  None of the participants chose to withdraw from the study.  

 Sample selection.  The sample of 23 participants included physicians, nurses, 

nurse-practitioners, doulas, private and community clinic and office staff, and WIC staff 

(see Table 9). 

Table 9.  

Participant Work Setting (N = 23) 

Setting n (%) 

Private Physician Office 6 (26) 

Hospital 5 (22) 

Community Setting 4 (17) 

State WIC Office 3 (13) 

Privately contracted WIC Clinic 5 (22) 

 

The sampling was limited to the available pool of potential participants and the research 

aims as Miles and Huberman (1994) recommend. There were no exclusionary criteria.  

Sampling continued until saturation was reached (N = 23). 
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Data Collection  

 Data collection began on September 10, 2009 and concluded with the final 

interview conducted on September 21, 2010.  The methods used for data collection and 

analysis are summarized in Table 10.  Additional detail is provided on data sources, data 

collection, and data analysis in the following sections.  
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Table 10.  

Study Aims with Variables, Data Sources, and Analysis 

Research Aim Variables Data Sources Data Analysis 

 

1. To describe the characteristics and 

breastfeeding patterns 

of women living in Hilo, Hawai`i 

BF initiation, duration & 

exclusivity  

Age of weaning 

Maternal age, education & 

ethnicity 

WIC participation 

BF discussion with providers 

Antenatal BF classes 

Supplementation 

Return to work issues 

SES & marital status 

Gestational age of the infant 

Previous breastfeeding experience 

Existing Federal, State and 

Local Data Sets: 

 Hawai`i PRAMS  

 

 State of Hawai`i WIC 

Database 

 

 National Immunization 

Survey 1999-2005 

 

 Pediatric and Pregnancy 

Nutritional 

Surveillance  

 

 

Comparison of frequency 

distributions across datasets 

 

 

 

 

2. To describe the characteristics of 

the HCWs working with childbearing 

mothers in Hilo, Hawai`i  

Age, education & ethnicity 

Number of children  

Number of children breastfed 

Years in Hawaii and Hilo 

Source of BF information given to 

clients  

HCW professional breastfeeding 

education  

Place of work 

Number of years working with 

childbearing women 

Self report from interview 

participants 

Frequency distribution with 

means, standard deviations   

 

Cross tabulations with chi-

square where appropriate. 
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Table 10.  (Continued) 

Study Aims with Variables, Data Sources, and Analysis 

Research Aim Variables Data Sources Data Analysis 

 

3. To describe HCWs understanding 

of community BF support and services  

 

 

 

 

Not applicable 

 

 

Narrative data recorded and 

transcribed from interviews  

 

 

Ethnographic coding, 

categorizing and conceptual 

abstraction.   

4.To illustrate geographically BF 

resources in Hilo, HI  

Lactation consultants and 

educators 

Breastfeeding support groups 

HCPs‟ (e.g., physician, nurse-

midwife, midwife) offices 

Clinics  

WIC offices 

Data collected from 

Research aims 1-3.   

Topographical mapping  

Note: BF = Breastfeeding; HCW = Health care Worker; SES = Socioeconomic Status; HCP = Health Care Provider  
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 Research aim one.  To describe the characteristics and breastfeeding patterns of 

women living in Hilo, several existing national, state, and local data sets were accessed to 

identify and describe the breastfeeding patterns of women in this community.  Local data 

were extracted from national surveillance datasets (i.e., Pregnancy Risk Assessment 

Monitoring System (PRAMS), Pediatric Nutrition Surveillance System (PedNSS), 

Pregnancy Nutritional Surveillance System (PNSS) and the National Immunization 

Survey (NIS).  Data from PedNSS, PNSS, and the NIS are available on CDC websites.  

PRAMS data are available for the State of Hawai`i for the years 2000 through 2008.  

Access to PRAMS data was requested through the Hawai`i Health Data Warehouse.  

Additional PRAMS data were available on the Hawai`i Department of Health Family 

Health Services Division Perinatal Fact Sheets (Hayes, et al., 2008). WIC data were 

accessed from the Hilo office and the State Department of Health WIC Services Branch.  

 The PRAMS is a surveillance project of the CDC and state health departments.  

The data collected are state-specific, population-based information on maternal attitudes 

and experiences before, during, and shortly after pregnancy.  PRAMS questionnaires are 

mailed to approximately 200 mothers each month throughout the Hawaiian Islands 

(SHDH, 2011b).  

 For the PRAMS methodology, the Hawai`i population is divided into two groups; 

Hawaiian/Part Hawaiians and all other ethnic groups combined.  Two geographic 

divisions are (1) Honolulu County (i.e., the entire Island of Oahu) and (2) the Neighbor 

Islands (i.e., all of the remaining Hawaiian Islands).  The questionnaires include core 

questions developed by the CDC that include Hawai`i state specific questions (SHDH, 

2011).  Every month a stratified random sample is drawn from the birth certificate files of 
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live births that have occurred two to three months prior to the random sampling process.  

A letter that explains the purpose of the survey is sent to the randomly sampled mothers 

and is followed by a questionnaire packet that is sent out three to seven days after the 

initial letter is mailed.  A second and third mailing of the questionnaire packet is sent out 

to all of the mothers in the random sample who did not respond to the initial mailing of 

the questionnaire.  Telephone follow-up is done for all non-respondents, after the third 

mailing of the questionnaire (SHDH, 2011). 

 The PedNSS and the PNSS are program-based national surveillance systems that 

monitor the nutritional status of low-income infants, children, and women in federally 

funded maternal and child health programs (CDC, 2010d). The PedNSS report contains 

data that describes trends of nutrition and health for mothers and children, including 

infant feeding practices (i.e., breastfeeding initiation, duration, and exclusivity) (CDC, 

2010d). Data about children who attend public health clinics for routine care are collected 

at the individual clinic sites.  The data are then aggregated at the state level and submitted 

to the CDC.  In 2004, records were submitted for approximately seven million children in 

the U.S. from birth to five years of age.  Hawai`i data from the 2004 report that was 

available from the CDC website was accessed and included as part of this study‟s data 

analysis.  

 The PNSS is a program based public health surveillance system that monitors risk 

factors associated with poor birth outcomes among low-income mothers.  Approximately 

99% of PNSS data comes from the WIC program.  Similar to the PedNSS system, data 

are collected at the individual clinic sites and aggregated to the contributor (e.g., a state, 

U.S. territory, or tribal government) level, and submitted to the CDC for analysis.  Each 
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woman contributes one record representing one pregnancy.  A report is generated 

annually, which summarizes demographic and nutrition related health indicators (i.e., 

breastfeeding initiation).  Some of the indicators are stratified by race/ethnicity, age, and 

education (CDC, 2010d).  

 The NIS consists of two parts; a random dialed telephone survey to households 

and a mailed survey to immunization providers to monitor childhood immunization 

coverage (CDC, 2010c). Children living in the U.S., between the age of 19 and 35 

months are the target population for the NIS.  Starting in 2001, breastfeeding questions 

were added to the telephone survey to assess breastfeeding practices.  Data collected from 

the NIS is used for the CDC Breastfeeding Report Card 2010 to measure types of support 

in community settings and current data on Healthy People 2010 and 2020 breastfeeding 

goals (CDC, 2010a). 

Another data set that was available for analysis was the WIC surveillance system.  

WIC is a federally funded program that provides supplemental foods, nutritional 

education, and breastfeeding promotion (United States Department of Agriculture 

[USDA], 2007). Data, including general information on breastfeeding, are collected from 

participants at each visit and entered in a local and statewide database.  Two sites for 

WIC services are available to East Hawai`i residents; one is a state office and the other 

has been privately contracted to a local clinic.  The program supervisor for the local WIC 

office and the Branch Chief of the WIC Services Branch for the state both provided the 

researcher with access to Hawai`i and Hilo WIC data that was without personal 

identifiers.  
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 The databases described above were accessed by the researcher to obtain data on 

a number of variables (see Table 10).  Some of the variables were available within 

multiple data sets; others were specific to one source.  The information extracted from 

these data sources was used to develop the database used in this analysis. 

 Research aim two.  To address research aim two which was to describe the 

characteristics of the HCWs working with childbearing mothers in Hilo, participants 

filled out a form with the demographic variables (see Appendix A).  Forms were 

reviewed at the end of the interview to ensure they were complete and accurate.  When 

requested by participants, the researcher assisted by clarifying questions on the survey.  

None of the participants refused to complete the demographic form.  The demographic 

survey was modified after completion of the first 10 interviews to include a clarification 

about the ethnic categories and to gather information about how long the participants had 

lived in Hawai`i.  These changes were made following a discussion with the research 

methods expert of the dissertation committee.  Three of the first 10 participants were 

available and contacted to address the additional questions.  Seven of the participants had 

changed positions or were unavailable to complete the modified demographic form.   

 Research aim three.  The third research aim was to describe HCWs 

understanding of breastfeeding supports and services in their community.  Narrative data 

from qualitative interviews was used to address this research aim.  Participants chose the 

time a place for the interview.  The interviews lasted between 20 to 30 minutes and the 

participants gave approval for their interview to be audio-taped.  Each interview included 

general questions and prompting to encourage participants to share their understanding of 

breastfeeding supports and services in their community.  Questions encouraged 
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participants to explain or describe their perspectives.  Following the interview, the audio-

taped recordings were sent to a transcriptionist.  Following transcription, each interview 

was compared with the audio-taped recording and checked for accuracy and 

completeness and any corrections were made.  Appendix B contains the interview guide 

with the questions asked of participants.  The interview guide was a beginning step and 

was modified midway through the data collection (after 10 interviews) following 

discussion with the research methods expert of the dissertation committee that added 

additional questions.  Each interview was unique and as new topics arose, unplanned or 

unanticipated questions or probes were added and the interview guide was modified 

(Morse & Richards, 2002).  Modification of the interview guide allowed the interview 

questions to be refined and relevant (Creswell, 2007). The interview process was 

dynamic with new information incorporated into the process.  Data analysis was 

concurrent with data collection and was used to inform subsequent interview data 

collection (Creswell, 2007).  

 Research aim four.  To address research aim four, to illustrate geographically 

breastfeeding services in Hilo, Hawai`i, data on existing breastfeeding resources were 

collected from the HCWs interviewed for the qualitative portion of the study.  Data were 

collected on the availability of lactation consultants or counselors, educators, 

breastfeeding support groups, and clinics.  In addition, sources of breastfeeding 

equipment and supplies were identified.  

Methodological Rigor 

 Quality in the research process was maintained by the use of the trustworthiness 

criteria proposed by Lincoln and Guba (1985). This included the creation of an audit trail 
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to document all decisions of the coding and analysis.  The researcher maintained a 

reflexive journal to identify and address any instances of bias.  Cross checks by a 

dissertation committee researcher who is a content and methods expert was completed on 

at least 25% of the analysis to establish credibility.  Transferability was ensured through 

the establishment of a comprehensive description of the design methodology and 

triangulation among multiple data sources.   

 The data were transcribed and checked for accuracy with any errors corrected 

prior to data analysis.  Participants were given the opportunity to review their transcribed 

interviews prior to and during the data analysis to provide clarification about the content 

of the text as well as the researcher‟s understanding of their perceptions.  Field notes 

were kept as part of the audit trail.  

 While it is not necessary for a researcher to be a member of a group under study 

for research to be culturally sensitive, knowledge of the community is essential 

(University Of Michigan School of Nursing, 2006). The principal investigator (PI) for 

this study has lived on the Island of Hawai`i for approximately twelve years.  She has 

resided on both the east and west sides of the island working in education and maternal 

child health.  She has knowledge of the community and many of the customs and cultures 

of the Island.  The PI has been an international board certified lactation consultant 

(IBCLC) for 14 years and has an established interest in breastfeeding support and 

promotion.  

Data Analysis  

 The following section contains a description of the data analysis process for each 

of the research aims.  Data analysis was done concurrently with data collection for all 
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research aims.  

 Research aim one.  As part of the analysis, tables were created from the data 

available from the existing databases.  Variables available on multiple databases were 

compared and contrasted.  When available, data from multiple levels (i.e., city, county, 

state) were compiled to illustrate the findings. 

 Research aim two.  All quantitative data were analyzed using the Statistical 

Package for Social Science for Windows (SPSS) 13.0 (SPSS, 2004).  Descriptive 

statistics were performed on demographic variables, and additional statistical tests were 

performed depending on the type of data being analyzed (see Table 10).  Descriptive 

statistics (means, standard deviations, and frequencies) were run to analyze the 

participants‟ demographic information.  Categorical data were analyzed using cross 

tabulations and Chi square.  Tables were created to display the results of these analyses.  

 Research aim three.  Ethnographies seek to gain insight and understanding from 

the insider‟s point of view (Spradley & McCurdy, 1972). To describe HCWs‟ 

understanding of community breastfeeding support and services, ethnographic method 

was used.  This process involved four steps: (1) coding of the content of the interviews; 

(2) categorizing the data; (3) identification of patterns; and (4) triangulation of findings 

with the other data collected.  

Coding.  Coding was data-driven and inductive with terminology taken from the 

raw data.  Interviews were transcribed and checked for accuracy to correct any errors 

prior to data analysis.  Each interview was read several times to gain familiarity with the 

entire data set.  The interview data were entered into Atlas.ti (version 5) (Muhr, 2007) to 

facilitate coding and retrieval of data.  
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 Starting with the first interview, a code list was created with codes added, deleted, 

and redefined as they emerged from the data allowing the coding to be data driven 

(Morse & Richards, 2002). Clear operational definitions of codes were created so the 

codes were consistently applied (Miles & Huberman, 1994). When appropriate, in vivo 

coding was used to allow the data to directly reflect the voices of the participants.  Using 

in vivo coding increases understanding by keeping the focus on the “sound” in the data 

rather than focusing only on the topic (Richards, 2005, p. 95). As additional codes 

emerged, all interviews previously coded were reviewed and recoded to include the new 

codes and definitions.  The code list and code definitions were reviewed periodically 

during the coding process by the methods expert and committee chair both experienced 

with qualitative coding.  

 Throughout the coding process, a coding decision log was maintained to 

document any modifications to the code list and a rationale for any changes.  Following 

completion of coding, a code book of the codes and quotations was created to clearly 

define the code and code definition based on the data.  This step is designed to ensure 

accuracy and clarity regarding coding definitions.  Each quotation and applicable code 

was reviewed for accuracy in coding.  This process of “cleaning up the coding” is 

important to ensure that no material is coded incorrectly (Richards, 2005, p. 97). 

Duplicate quotations under a code were deleted.  Codes were merged or divided and 

recoded into smaller units.  In some cases, the context of the quote from the transcript 

was reviewed to make sure an adequate segment was coded (Richards, 2005). This form 

of data reduction sharpens, sorts, focuses, and organizes data so that conclusions can 

begin to be drawn and verified (Miles & Huberman, 1994).   
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Categorization.  The second phase of analysis was the identification of categories.  

Categorization was facilitated by creating paper records that were manually “gathered in 

heaps, read and reread” (Morse & Richards, 2002, p. 132). Many configurations of the 

categories were possible using this procedure (Miles & Huberman, 1994). During this 

process, the ecological conceptual framework for the study was ascertained to be an 

appropriate framework to identify higher themes.  The rationale for this approach was the 

multilayered aspect of how HCWs view their community.  The codes and categories do 

not exist in isolation but overlap within one another and across the spheres of influence.  

Using the ecological framework, codes were grouped and regrouped within the spheres of 

the framework.  Miles and Huberman (1994) suggest that a structured research design 

utilizing a tight research framework can increase clarity and focus and help researchers 

avoid data overload.  The chair of the dissertation committee and one additional 

committee member served as methods experts and supervised this phase of abstraction. 

The codes and tentative category groupings were closely examined for meaning, 

regularities were noted, and explanations explored, with the emergence of many possible 

configurations (Miles & Huberman, 1994). Clear definitions of the categories were 

created to congruently reflect messages in the data and the participants‟ voices.  The 

category list with definitions was reviewed and discussed with the methods expert.  

Following the initial categorization, a subsequent discussion and review of the initial 

categories led to intersubjective consensus with categories adjusted, and in some cases 

renamed and refined (Miles & Huberman, 1994). A category decision log was maintained 

to document any modifications to the groupings.  
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 Pattern identification.  The final phase of the analysis was the abstraction into 

higher-level constructs and a taxonomy of categories in the form of a concept map.  This 

form of pattern coding is a way to group the categories into a smaller number of 

overarching constructs and illustrate relationships among them (Miles & Huberman, 

1994). The categories were grouped and regrouped in different configurations.  

Definitions of the patterns were developed.  As in the previous stages of analysis, the 

findings were reviewed by the methods expert and committee chair. 

 Research aim four.  Topographical mapping is a tool to provide community level 

analysis of quality health care and improved health outcomes (Mills, 2006). The data 

sources for rural health issues are different from those used for urban areas, especially 

when investigating geographic accessibility to care (Mills, 2006). Mapping is particularly 

useful to offer a unique perspective about health care services and the health and 

vulnerability of community members (O'Neill & Meert, 2007). To address this research 

aim, the breastfeeding resources identified (e.g., lactation consultants and educators, 

breastfeeding support groups, equipment sources, and clinics) were plotted on a map of 

Hilo and a key was created.  This was done to illustrate geographically the location of 

breastfeeding resources within this community.  Subsequently, patterns of available 

breastfeeding services were analyzed and compared with data gathered from the 

participants.  
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CHAPTER 4 

 

Results 

The following section details the findings for each of the four research aims.  The 

section is organized by each research aim with a clear explanation of findings. 

Research Aim One 

To describe the characteristics of breastfeeding women living in Hilo, descriptive 

data were collected on a list of variables from existing data sets.  Some of the variables 

were available on multiple data sets and others were available on only one data set.  Data 

were available at a variety of levels (i.e., city, state, county, or national).  If available, the 

data were gathered in as many available levels as possible.  The most recent available 

data was used.  Very little data were available specific only to Hilo.  The lowest 

aggregation level for PRAMS data were at the county (i.e., Island of Hawai`i) level.  

Only the WIC data were available specific to Hilo.  An effort was made to collect the 

most recent data available.  The following section includes the variable followed by 

tables with as many findings as were identified using available data.  

 Breastfeeding rates.  Data sets with breastfeeding rates were available from the 

CDC through the PNSS (2008 and 2009) and Hilo WIC program.  Indicators were “ever 

breastfed,” “breastfeeding duration of 6 months,” and “breastfeeding of 12 months.”  

Table 11 contains the data from 2008 and 2009.  Based on Healthy People 2010 

guidelines, which were in place during these years, Hilo and Hawai`i both appear to meet 

the target for initiating breastfeeding.  The Healthy People 2010 target was for 75% of 

mothers to initiate breastfeeding, 50% to breastfeed for at least six months postpartum 

and 25% to continue breastfeeding through 12 months after delivery.  Hilo and Hawai`i 
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rates for breastfeeding duration are below target levels, but are still higher than the 

national levels.  The Healthy People 2020 targets have since been released with 

recommendations that 81.9% of mothers initiate breastfeeding, 60.5% breastfeed for at 

least six months postpartum, and 34.1% continue breastfeeding through 12 months after 

delivery (USDHHS, 2010). Based on the new targets, the state and local data available 

indicate Hawai`i continues to meet initiation targets but fails to meet duration targets for 

national breastfeeding guidelines.  
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Table 11. 

Breastfeeding Rates for Hilo WIC Participants, All Women in Hilo, the State, the United 

States (2008 & 2009), and Healthy People 2020 Targets 

BF Rates 
Hilo WIC

 

n (%)
a 

All Hilo  

 n (%)
b 

State of 

Hawai`i  

n (%)
b
  

US 

n (%)
b 

Healthy 

People 

2020 

Targets
c 

2008 

Ever BF 528 (82.12) 808 (83.5) 8,398 (82.8) 1,747,004(59.8) 81.9% 

BF up to 6 

months 

219 (42.03) 398 (38.4) 4,121 (38.1) 874,434 (25.4) 60.5% 

BF up to 12 

months 

158 (30.50) 734 (18.7) 7,305 (20.2) 979,105 (17.5) 34.1% 

2009 

Ever BF 475 (82.04) 824 (84.6) 8,488 (84.4) 1,769,160 (61.7) 81.9% 

BF up to 6 

months 
198 (38.82) 444 (42.1) 4,505 (41.3) 911,779 (27.0) 60.5% 

BF up to 12 

months 

168 (31.46) 763 (24.9) 7,754 (22.3) 1,092,573 (18.5) 34.1% 

Note.  BF = breastfeeding; US = United States; HI = Hawai`i; WIC = The Special Supplemental Nutrition 

Program for Women, Infants, and Children; n refers to the number of respondents in the survey. 
a 
Actual data collected by the WIC office in Hilo (State of Hawai`i Department of Health, 2010a) 

b
 All Hilo includes additiional East Hawai`i WIC offices and along with state and national data, are 

collected from a randomized phone survey to caregivers of children aged 19-35 months. Surveys continued 

until 2/3 of infants in a given birth year were surveyed. The discrepancy in numbers of the n reflects the 

number of affirmative responses to the  survey questions at a given point in time as the data collection 

progressed (CDC, 2010d) 
c 
USDHHS, 2010 
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The PRAMS data also contains information on county level average percentages for 

breastfeeding.  Average breastfeeding percents vary across the State (see Table 12) with 

Hawai`i County having higher rates of mothers who have never breastfed.    

Table 12. 

 

County of Residence and Breastfeeding Characteristics (Hayes et al., 2008).   

County of Residence Never Breastfed %  

Honolulu 10.1  

Hawai`i 12.1  

Maui 7.6  

Kauai 6.8  

 

Data gathered by the CDC in the PedNSS and PNSS data sets are largely composed of 

breastfeeding data reported by WIC and incorporates data from all regions of the State. 

Breastfeeding rates vary across the Island of Hawai`i (see Table 13).  East Hawai`i has 

lower rates of breastfeeding than other parts of the Island.  
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Table 13. 

 

Breastfeeding Rates for WIC participants in Hawai`i County (State of Hawai`i 

Department of Health, 2010a) 

 
East Hawai`i

a 

n (%) 

Honoka`a 

n (%) 

Waimea 

n (%) 

Ever BF 475 (82.04) 52 (92.86) 141 (89.24) 

BF up to 6 Months 198 (38.82) 23 (51.11) 75 (52.45) 

BF up to 12 Months 168 (31.46) 15 (35.71) 59 (40.41) 

Note.  BF = breastfeeding, Honoka`a and Waimea are towns  located in North Hawai`i 
a
East Hawai`i includes Hilo and additional East Hawai`i WIC offices. 

 

Monthly reports on WIC breastfeeding rates in Kona (i.e., West Hawai`i) consistently 

show higher rates of exclusive breastfeeding than for Hilo (i.e., East Hawai`i) (see Table 

14). 
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Table 14. 

 

Hilo and Kona Rates of Exclusive Breastfeeding (State of Hawai`i Department of Health, 

2010a) 

Month Hilo 

n (%) 

Kona 

n (%) 

January 2010 573 (18) 283 (31) 

February 2010 553 (19) 318 (33) 

March 2010 567 (20) 335 (31) 

April 2010 572 (21) 325 (29) 

May 2010 562 (22) 327 (31) 

June 2010 583 (22) 338 (33) 

  

Table 15 presents breastfeeding data from the NIS.  The NIS is another database with 

data on breastfeeding rates for the State of Hawai`i and the U.S.  This data set, which 

contains information on breastfeeding rates among children, is one of the only data sets 

with data on rates of exclusive breastfeeding.  The State of Hawai`i meets the Healthy 

People 2020 target levels on breastfeeding initiation and duration of 6 and 12 months.  

But when looking at exclusive breastfeeding rates, Hawai`i falls short of meeting the 

Healthy People 2020 target goals.  The State of Hawai`i is doing better at meeting target 

breastfeeding rates than the U.S. in all categories; however, there is a precipitous decline 

in breastfeeding duration in Hawai`i with lower percentages of mothers exclusively 

breastfeeding at three and six months postpartum. 
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Table 15. 

 Breastfeeding Rates among Children born in 2007 (CDC, 2010b) 

 State of Hawai`i 

n (%) 

United States 

n (%) 

Healthy People 

2020 Targets
a 

Ever Breastfed 226 (87.5±5.4) 16,629 (75.0±1.2) 81.9% 

Breastfeeding up to 6 

months 

226 (60.4±7.3) 16,629 (43.0±1.3) 60.5% 

Breastfeeding up to 12 

months 

226 (33.1±6.7) 16,229 (22.4±1.1) 34.1% 

Exclusive 

Breastfeeding through 

3 months 

222 (42.3±7.4) 16,336 (33.0±1.2)  

Exclusive 

Breastfeeding through 

6 months 

222 (16.0±5.5) 16,336 (13.3±0.9)  

a
USDHHS, 2010 

 Supplementation.  As presented in Table 16, approximately one quarter of 

breastfeeding mothers in Hawai`i are supplementing with formula with the number 

increasing to nearly 50% by 6 months.  The State of Hawai`i rates for formula 

supplementation are slightly higher than national levels.  
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Table 16. 

Formula Supplementation Rates among Children born in 2007 (CDC, 2010b) 

 

Formula Supplementation 
State of Hawai`i 

n (%) 

United States 

n (%) 

     Before 2 days 205 (26.3±7.2) 12,900 (25.4±1.4) 

     Before 3 months 175 (38.3±8.3) 10,137 (37.2±1.8) 

     Before 6 months 143 (46.6±9.5) 7,899 (43.8±2.0) 

Note.  Formula supplementation is defined as supplementation of breast milk with formula (with or without 

other supplementary liquids or solids) among infants breastfed at the age specified (2 days, 3 months, or 6 

months). 
 

            Return to work issues.  Hawai`i PRAMS data included several factors related to 

issues surrounding a mother‟s return to work or school which are not in national data sets 

as delineated in Table 17.  This data set includes only the PRAMS surveyed mothers 

working or in school and still breastfeeding.  Information about mothers who may have 

been breastfeeding and stopped because of school or work-related issues would not have 

been included in these data.   
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Table 17. 

Hawai`i State and County: Breastfeeding Friendly Environment, 

 

(State of Hawai`i Family Health Services, 2004-2008) 

 

 Hawai`i County 

n (%) 

State of Hawai`i 

n (%) 

Currently in school or working 4,792 (41.61) 40,663 (45.03) 

She can keep her baby and the 

baby can breastfeed as needed
a 584 (11.75) 3,520 (8.75) 

She can use break time to 

breastfeed the baby 
1,067 (21.49) 7,809 (19.39) 

She can use break time to 

pump milk 
2,423 (48.66) 23,172 (57.29) 

It is too hard to use breaks or 

find a place to pump or 

breastfeed 

731 (14.67) 6,031 (14.92) 

She is not allowed to 

breastfeed the baby at work 
549 (11.06) 4,210 (10.47) 

I don‟t know 1,246 (24.95) 9,220 (22.72) 

Note. Hawaii PRAMS data are weighted to be representative of the population of mothers that had a live 

birth in Hawai`i State and are rounded to the nearest whole number.  
a 

Mothers can bring their infants to the workplace and have the ability to breastfeed at work. 
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            Maternal age and ethnicity.  Table 18 presents data addressing maternal age.  

These data indicate a slightly younger maternal population for Hawai`i County when 

compared to the state of Hawai`i.  

Table 18. 

 

Hawai`i County and State: Maternal Age (State of Hawai`i Family Health Services, 

2004-2008) 

Maternal Age 
Hawai`i County 

n (%) 

State of Hawai`i 

n (%) 

< 20 years 1,369 (11.63) 7,677 (8.34) 

20 to 24 years 
3,442 (29.25) 22,196 (24.12) 

25 to 34 years 
5,549 (47.15) 45,574 (49.53) 

35 + years 
1,410 (11.98) 16,564 (18.00) 

Note. Hawaii PRAMS data are weighted to be representative of the population of mothers that had a live 

birth in Hawai`i State and are rounded to the nearest whole number.  

 

In addition, the data on breastfeeding and ethnicity collected by PRAMs (see Table 19) 

list lower rates of breastfeeding at eight weeks for some groups, with Hawaiian, Black 

and Samoan mothers having the lowest rates in the State of Hawai`i.  

Table 19. 

 

Hawai`i State Breastfeeding Rates at 8 Weeks by Maternal Race (State of Hawai`i 

Family Health Services, 2010) 

 
Maternal Race 

BF at 

8 

weeks 

White Black Hawaiian Samoan Filipino Japanese Chinese Korean All 

others 

76.6 59.6 62.6 54.9 66.9 84.3 83.0 82.1 74.7 

Note.  BF = Breastfeeding  
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Maternal insurance.  Data on health insurance coverage for mothers were 

available from PRAMS and are presented in Table 20.  Fewer mothers in Hawai`i County 

had private health insurance before pregnancy compared to the rates for the State.  

However, a higher percentage of mothers in Hawai`i County were on QUEST or 

Medicaid before pregnancy than for the State of Hawai`i.  

Table 20. 

Hawai`i County and State: Health Insurance (State of Hawai`i Family Health Services, 

2004-2008) 

Insurance 
Hawai`i County 

n (%) 

State of Hawai`i 

n (%) 

Private Health Insurance before 

Pregnancy 

7,910 (67.30) 70,653 (76.99) 

Medicaid or QUEST before 

Pregnancy 
3,603 (30.61) 17,793 (19.41) 

Note.  Hawaii PRAMS data are weighted to be representative of the population of mothers that had a live 

birth in Hawai`i State and are rounded to the nearest whole number.  

  

Age of weaning.  The WIC program collects information about the reasons for 

weaning and the age of weaning, and includes data specific to Hilo.  These data are 

identified as those from “East Hawai`i” and are listed in Table 21.  The three most 

common reasons given for weaning an infant were not enough milk (25.5%), the baby 

preferred a bottle (21.5%), and latch or sucking problems (14.9%).  The most frequent 

time frame for weaning an infant was between one and four weeks postpartum.  “Latch or 

sucking problems” was cited as being the most common reason (40.2% of mothers) for 

weaning within the first week postpartum.  Similarly, between one and four weeks 
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postpartum, 30.8% of mothers thought that they did not have enough milk for their babies 

(SHDH, 2010a).  These situations are often amenable with breastfeeding support.  
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Table 21 

 

East Hawai`i WIC Recipients (2009) Reasons for Weaning (N = 302) (State of Hawai`i Department of Health, 2010a) 

 

Reason for Weaning 

Breastfeeding Duration 

< 1 wk 

n (%) 

> 1 -4 wks 

n (%) 

4 – 10 wks 

n (%) 

10 to 24 wks 

n (%) 

24 to 52 wks 

n (%) 

Totals 

n (%) 

Baby or mom sick 4 (8.51) 12 (9.76) 4 (8.00) 9 (13.43) 1 (6.67) 30 (9.93) 

Baby preferred bottle 15 (31.91) 19 (15.45) 15 (30.00) 14 (20.89) 2 (13.33) 65 (21.52) 

Breast pain/problems 1 (2.13) 6 (4.88) 1 (2.00) 1 (1.50)  9 (2.98) 

Latch on or sucking problem 19 (40.42) 22 (17.89) 1 (2.00) 3 (4.48)  45 (14.90) 

No time, not convenient  11 (8.94) 1 (2.00) 2 (2.98) 1 (6.67) 15 (4.97) 

Not enough milk 5 (10.64) 38 (30.89) 11 (22.00) 19 (28.36) 4 (26.67) 77 (25.50) 

Return to work/school 1 (2.13) 7 (5.69) 16 (32.00) 8 (11.94) 3 (20.00) 35 (11.59) 

Right time to wean    9 (13.43) 3 (20.00) 12 (3.97) 

Other  8 (6.50) 1 (2.00) 2 (2.98) 1 (6.67) 14 (4.63) 

Total  47 (15.56) 123 (40.73) 50 (16.56) 67 (22.18) 15 (4.97) 302 (100) 

Note.  Other was not specified. No support from family and baby not gaining weight were options but not chosen by anyone.  
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Research Aim Two 

To describe the characteristics of the HCW providing services to childbearing 

mothers in Hilo, Hawai`i, data from the demographic questionnaire were analyzed using 

SPSS (2004). The following section includes the results of the analysis.  

Characteristics of the sample.  The sample of (N = 23) of HCWs serving 

mothers and infants in East Hawai`i ranged in age from 29 to 61 with a mean of 41.5 

years (SD = 9.8) (see Table 22).  The 23 workers included professionals (i.e., nurses, 

dieticians) and paraprofessionals (i.e., medical or nursing assistants) (see Table 22).  

Participants reported living in Hilo from three to 48 years (M=21.5).  Participants had 

been working with mothers and infants for an average of 12 years.  One participant was a 

male and the majority of participants were parents who reported a history of 

breastfeeding their own infants with an average breastfeeding time of 18.4 months.  

Table 22. 

 

Means (standard deviations) of Characteristics of the Sample (N=23)  

 

Characteristics                                                                                          n Range M (SD) 

      Age in Years 23 29 to 61 41.5 (9.8) 

      Years in Hawai`i
a 

16 5 to 54 29.0 (13.7) 

      Years in Hilo
a 

16 3 to 48 21.5 (13.5) 

      Number of Children 23 0 to 7 2.3 (1.6) 

      Number of Children Breastfed
b 

21 0 to 7 1.7 (1.5) 

      Average Breastfeeding Time in Months
b 

21 0 to 60 18.4 (16.7) 

      Years working with Mothers and Babies 23 1 to 35 12.1 (9.4) 

a   
Seven missing cases due to revision of demographic sheet midway through the study.  

b  
Two missing cases as one participant was a male and one adopted children. 
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 The ethnicities identified by the participants were NH or PI, Hispanic, Asian, 

African-American, White, Mixed NH or PI and Mixed and other (see Figure 6). The 

ethnicities of participants do not mirror the ethnic background of Hilo (see Table 2).  The 

sample had a higher group of Caucasians (i.e., 44% compared to 22%) and lower number 

of Asians (i.e., 4% compared to 34%). 

Figure 6. 

Ethnic Distribution According to Participant Report 

 

Categorical variables were created to more closely examine the participant data.  Table 

23 shows the categorical data for ethnicity, age and years in Hawai`i.  The largest group 

was White followed by the “other” category, which included Hispanic, African 

American, Asian and Mixed and other.  The third group included NH and PI and NH and 

PI and mixed (any other ethnicity).  

 

 

 

Native Hawaiian or Pacific 

Islander n=2 (9%) 

White n=10 (44%) 

Hispanic n=2 (9%) 

African-American n=1 (4%) 

Asian n=1 (4%) 

Mixed Native Hawaiian or 

Pacific Islander n=5 (22%) 

Mixed and Other n=2 (9%) 



82 

 

Table 23. 

Characteristics of the Sample: Ethnicity, Age and Years in Hawai`i (N=23) 

Characteristics                                                                                          n (%) 

     Ethnicity  

 Native Hawaiian or Pacific Islander (PI) and 

Mixed and Native Hawaiian or Pacific 

Islander (PI)    

7 (30) 

 Mixed and Other 6 (26) 

 White   10 (43) 

    Age  

 Less than 30 years of age  2 (9) 

 31 to 40 years of age    11 (48) 

 41 to 50 years of age  5 (22) 

 51 to 60 years of age  4 (17) 

 Over 60 years of age 1 (4)           

    Years in Hawai`i 

 1 to 5 years in Hawai`i 1 (4) 

 6 to 10 years in Hawai`i 1 (4) 

 10 to 20 years in Hawai`i  2 (9) 

 Greater than 20 years in Hawai`i  19 (83) 

Note.  Other under ethnicity included Asian (1), African-American (1), Hispanic (2), Mixed and other (2). 

 

Categories were also created for education and professional licensure.  Table 24 contains 

the educational background and licensure, if any, of participants.  As outlined in Table 

24, half of HCWs in the sample had greater than four years of college, with 57% having 
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received a degree in a health-related field and the majority reporting some type of formal 

breastfeeding education. 

Table 24.  

Characteristics of the Sample: Education (N = 23) 

Characteristics                                                                                          n (%) 

     Education Level 

 High school completed 6 (26) 

 Two years of college completed 3 (13) 

 Four years of college completed  2 (9) 

 Greater than four years of college completed 12 (52) 

    Educational  Degree in a Health care Field 

 No formal education in health care field  10 (43) 

 Two year degree in health care field  3 (13) 

 Four year degree in health care field   2 (9) 

 Graduate degree in health care field   8 (35) 

    Breastfeeding Focused Education 14 (61) 

    Licensure  

 Licensed health care worker   11 (49) 

Note. Breastfeeding focused education refers to conferences, modules or  

employer provided training on breastfeeding support and management skills.  

 

Categorical variables were also created for experience and referral practices of 

participants (see Table 25).  The majority (70%) of the participants had more than five 

years experience working with mothers and infants; and 91% reported referring mothers 

to WIC services. 
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Table 25. 

Characteristics of the Sample: Experience and Practices (N = 23) 

Characteristics                                                                                          n (%) 

Experience working with mothers and infants 

 1 year or less experience 1 (4) 

 2 to 5 years experience 6 (26) 

 6  to 10 years experience 5 (22) 

 11-15 years experience 5 (22) 

 16 or more years experience 6 (26) 

Supportive Breastfeeding  Practice 
a
   

 Refers mothers to support groups  13 (56) 

 Refers mothers to lactation consultants  12 (52) 

 Refers mothers to WIC   21 (91) 

a
 Categories are not mutually exclusive; WIC = The Special Supplemental Nutrition Program for Women, 

Infants, and Children. 

 

As documented in Table 26, the sample consisted of a mix of professional and 

paraprofessional HCWs with the majority (61%) having licensure as a professional HCW 

in the State of Hawai`i.  Over half of the participants were professional (56%). 
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Table 26. 

Characteristics of the Sample: Role and Position (N = 23) 

Role and Position                                                                                      n (%) 

Professional 

 Physician   1 (4) 

 Nurse Practitioner 2 (9) 

 Registered Nurse    

      Hospital   3 (13) 

      Clinic  2 (9) 

 Administration 3 (13) 

 Registered Dietician 2 (9) 

Para-professional  

 WIC staff 4 (17) 

 Medical or nursing assistant  3 (13) 

 Support group leader 1 (4) 

 Community Outreach worker 1 (4) 

Note.  Administration roles refer to nurse manager or community agency manager. 

 

Table 27 contains data on the number of children and breastfeeding history of the 

participants.  Most of the participants were female and parents and had a history of 

breastfeeding their children.  Nine participants (42%) reported having breastfed their 

children for a duration of greater than 12 months.  
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Table 27. 

Characteristics of the Sample: Children and Breastfeeding History (N = 23) 

Characteristics                                                                                          n (%) 

     Number of Children 

 0 to 1 child  8 (35) 

 2 to 3 children 11 (48) 

 4 to 5 children   2 (9) 

 6 to 7 children   2 (9) 

    Duration of  Personal Breastfeeding Experience 
a 

 

 <6 months  3 (14) 

  7 - 12 months    8 (38) 

  13 - 24 months  4 (19) 

  25 - 36 months  2 (9) 

  >37 months  3 (14)           

a 
For an individual child with three missing cases as one participant was a male, one adopted children and 

one was not yet a parent 
 

Following the creation of the categorical variables, correlations and cross 

tabulations were run as part of the analysis to determine if there were any differences 

between ethnicity, work setting, years in Hawai`i and education.  The work settings of 

participants and their breastfeeding education was significant, (
2 

(3, N = 23) = 

14.813, p = .02).  None of the participants working in MD offices had breastfeeding 

education (0%), whereas all of the participants working in WIC offices had some form of 

breastfeeding education (100%).  Three quarters of the HCWs in community settings 

(75%) and more than half of the hospital workers (60%) had breastfeeding education.  No 
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statistical significance was found among the other variables such as ethnicity, years in 

Hawai`i, and education.  

Research Aim Three
 

The focus of this research aim was to explore HCWs understanding of 

breastfeeding supports and services in their community.  Part of their understanding 

includes their perspectives on the clients and the community that they serve.  The 

following section contains a description of the findings from the analysis of the 

participant interviews.  

 Coding.  The first stage of analysis was the identification of codes.  During the 

process of reviewing participant interviews, 55 codes emerged.  A complete code list 

with definitions and the number of times that code was mentioned by participants during 

their interview is included in Appendix C.  

 Categorizing.  The second stage of analysis consisted of moving to the next level 

of abstraction; codes to categories.  The results of the analysis revealed 14 categories (see 

Table 28).  Definitions were created for each category.  During the process of analysis, 

the dissertation committee chair and a committee member who was an expert in 

qualitative data analysis reviewed the category list.  Codes were grouped by the spheres 

of influence (e.g., community, family) from the social ecological model (see Figure 2) to 

facilitate the emerging categories.  In four cases, a code was used more than once because 

it was applicable to more than one category.  For example, the code, giving formula to 

help, was applicable to both families and HCWs.  
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Table 28. 

 

Categories found in HCWs Understandings of Community Breastfeeding Supports and Services (14 categories and 55 codes) 

 

Categories Codes 

Maternal Sphere 

 Maternal inner space 

(n=110) 
a

 

 “Fend for themselves” 

 Maternal attributes 

 Maternal “mindset” 

 Situated context (n=98) 
 Socioeconomic issues* 

 Maternal lifestyle 

 Maternal age 

 History of breastfeeding* 

 

 Message transmission 

failure (n=71) 

 Breastfeeding is hard* 

 Maternal preconception and 

prenatal education  and 

knowledge 

 Maternal confusion from differing 

directions 

 Consider the source 

 Maternal education 

Family Sphere 

 Situated family life (n=75)  Breastfeeding is hard* 

 History of breastfeeding* 

 Socioeconomic issues* 

 An influential circle 

(n=61) 

 Influence of significant other 

 Peer network 

 Family support of breastfeeding 

 Giving formula to help* 

Community Sphere 

 Geography matters (n=67)  The nature of location 

 Limited choices 

 Health care issues in Hilo 

 It is customary (n=47)  Social norms  Maternal cultural influences 

 Structure creates hurdles 

(n=33) 

 Lack of leadership 

 Pervasiveness of formula 

 No dissemination pathway 
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Table 28.  (Continued) 

 

Categories found in HCWs Understandings of Community Breastfeeding Supports and Services (14 categories and 55 codes) 

 

Categories Codes 

Health Care Sphere 

 It is how we do (n=188) 

 

 Office clinic practices 

 Hospital practices 

 Hospital LCs 

 WIC effect on breastfeeding 

 Formula as an intervention 

 Breast pumps 

 Material resources to support 

breastfeeding 

 Tacit understandings affect 

practice (n=162) 

 HCW frame of reference 

 HCW areas of responsibility 

 HCW mindset 

 HCW commitment to breastfeeding 

 HCW knowledge 

 Lost opportunities (n=135)  Difficulty with nursing care in 

the hospital 

 Unsupportive behaviors 

 Synchronicity lacking 

 Collegiality matters 

 Giving formula to help* 

 Inconsistent breastfeeding support in 

the hospital 

 Making the most of what 

exists (n=135) 

 Breastfeeding support groups 

 Support contacts 

 Non-community BF resources 

 Information seeking 

 Phone resources 

 What could help support breastfeeding 

 What has worked 

 Sharing information 

 Missing linkages (n=83)  Lack of supports 

 Lactation consultants/counselors 

 Postpartum breastfeeding follow up 

 Consider the source of BF information 

 Caring contributions (n=63)  Encouragement  Empathetic expressions from HCWs 

Note. BF = breastfeeding  
a

The numbers given are the number of quotes. *Indicates code which overlaps into more than one category
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 Patterns.  The third and final stage of analysis consisted of moving from 

categories to patterns. Three patterns emerged from 14 categories and 55 codes. The 

patterns were Operating within Constraints of the Particular Environment, Coexisting 

Messages, and Process Interrupted (see Table 29).  Each pattern is presented as a discrete 

entity; however, it is assumed that they do overlap, as they represent the whole 

perspective of the participants.  The patterns consist of categories from two or more of 

the spheres of influence from the social ecological model (see Figure 2) and are listed 

with corresponding pattern on Table 29.  One pattern, Coexisting Messages contains 

categories from all four spheres of the framework.  The patterns are defined and 

described with quotes in the next sections that have been included to illustrate the voices 

of the participants. 
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Table 29. 

Patterns Found in HCWs Understandings of Community Breastfeeding Supports and 

Services 

Patterns Categories 

Operating within constraints of the 

particular environment 

(n = 584: 44%)
a

 

 Situated context (M) 

 Geography matters (C) 

 Structure creates hurdles (C) 

 It is how we do (H) 

 Caring contributions (H) 

 Making the most of what exists (H) 

 

Coexisting messages 

(n = 466: 35%) 

 

 Maternal inner space (M) 

 An influential circle (F) 

 Situated family life (F) 

 It is customary (C) 

 Tacit understandings affect practice 

(H) 

Process interrupted 

(n = 289: 22%) 

 Message transmission failure (M) 

 Lost opportunities (H) 

 Missing linkages (H) 

Note. Corresponding Social Ecological Framework sphere:  M=Maternal sphere, F=Family sphere, 

C=Community sphere, H=Health Care sphere. 

a
The numbers given are the number of quotes and the percent is the percentage of the entire number 

of quotes. 
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Operating within constraints of the particular environment.  The pattern of 

Operating within Constraints of the Particular Environment (n = 584, 44%) is 

characterized by the practice environment of participants and their clients.  HCWs 

practice/operate within the constraints and limits of their physical and socioeconomic 

context, including the local health care system and geographic island locale.  Their clients 

are also situated within this context.  This pattern includes categories from the maternal, 

community, and health care spheres.  

Maternal sphere.  According to many participants, the place where a mother is 

situated by experience, demographics, socioeconomics, and lifestyle influences their 

breastfeeding decisions.  Mothers are described as challenged by difficult socioeconomic 

situations and, despite support from HCWs, find breastfeeding a challenge.  From one 

participant, 

I don‟t know if you notice but I‟m sure a lot of the men are not working, a lot of 

the women are working and so a lot of the times the woman doesn‟t want, they 

just say it‟s so hard, “I have to go to work, try to pump” and the father is at home 

taking care of the child and it‟s just not as easy (Participant #16). 

Participants described the age of their clients influencing breastfeeding choices as well.  

Most described breastfeeding as more challenging for younger mothers.  One medical 

assistant stated,  

I think maybe the younger mothers, [we] have so many young mothers, I think it‟s 

probably part being embarrassed of nursing.  You know you‟re still young 

yourself and you‟re exposing your breast.  When you‟re around a young crowd 

you don‟t want to just go on the side and nurse (Participant #11). 
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Several participants described young mothers as finding their lifestyle incompatible with 

breastfeeding.  In addition to the challenge of returning to work or school, young 

mothers‟ priorities may conflict with breastfeeding.  According to one hospital staff 

nurse,  

Like I‟ve had some young moms and I see them come back … they‟ll tell me, oh, 

I stopped because they want to go out and party.  So I guess a lifestyle a little bit, 

is depending on the age of the person if they want that level of commitment, you 

know (Participant #6). 

Other participants described a different experience with their younger clients.  From one 

community nurse,  

I‟ve had so many young girls that are attempting to breast feed because their 

boyfriends‟ moms breast fed.  It‟s like that‟s [what] you do with my grandchild.  

I‟ve watched these girls be afraid and be hesitant and they come in here and they 

ask questions.  They‟re doing it (Participant #1). 

Community sphere.  Issues of island living and a rural location influence what 

services and supports are available to the community.  Some participants described how 

medical services vary within the state and how limited access to health care is for rural 

Hawai`i County residents.  From one community nurse, “When you look in the telephone 

book at the doctors and the telephone numbers, most of them are in like two or three zip 

codes and are on Oahu” (Participant #1).  Services are also described as varying within 

the island.  According to one WIC worker,  “And the fact of being on this island I feel 

West Hawai`i is a lot more advanced than the East is.  Maybe there is a lot more 

mainland influence on it?  I don‟t know what it is” (Participant #18). 
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In addition to the geographical aspects of island living, the area health care 

structure itself creates hurdles for HCWs in their breastfeeding support efforts.  

Participants describe issues such as a lack of leadership for breastfeeding promotion and 

the pervasiveness of formula in the community as challenges to support breastfeeding.  

From one of the WIC staff,  

Everyone confuses each other and maybe this is going to be a great idea to do and 

it fizzles out, nothing is done.  I think we just kind of get it together and be on the 

same page.  That would be so nice.  Not only for breastfeeding but like in general, 

everything I think we‟re really behind (Participant #18). 

One of the hospital nurses shared her perspective on the lack of resources at the hospital,   

“I think it has a lot to do with finances and then also it, also it has to do, I think also has 

to do with admin” (Participant #9). 

Community norms and beliefs about infant feeding are an influence, in particular 

the use of formula.  Many describe the availability of formula as interfering with their 

breastfeeding support efforts.  One program administrator described the role of formula, 

“One of the deterrents of formula is the cost.  If you get it all free then it takes out a major 

deterrent” (Participant #4).  Many describe mixed feedings of breast and formula feeding 

as a common practice.  One nutritional assistant shared how mixed feedings are often a 

precursor to a discontinuation of breastfeeding.  

They try to do both but the problem is once they start doing both it‟s so much 

easier to do the formula that they just stop.  I think one of the best things coming, 

personally, tell a lot of people breastfeed is not give them formula (Participant 

#16). 
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Another structural hurdle described by participants is the lack of knowledge of the 

benefits of breastfeeding by the community, described by one worker as a “lack of public 

awareness.”  HCWs identify the need for more community education but express a 

frustration with no clear pathway to disseminate information. One hospital staff nurse 

shared her thoughts about this, “So it starts to make me wonder how much of like the 

community doesn‟t get enough education in whole about the benefits of breast feeding to 

have it be accepted” (Participant #5).  One community provider shared her hope about 

community education about BF,  

I‟d really like to see this community take it on more, however that may go.  I 

really, education is key empowering women to believe in it and so they advocate 

for themselves.  I think that‟s what will really change the environment 

(Participant #4). 

Health care sphere.  HCWs described how they support breastfeeding in their 

own practice within the constraints of their environment.  They also shared their 

frustrations with some of the routines in other settings and described how it impedes their 

breastfeeding support efforts.  Hospital practices and the hospital experience were 

identified by many participants, including some who work in the hospital, as 

unsupportive to breastfeeding.  As one outreach worker shared,   

I can give them all the best information about breast feeding… but if they‟re still 

sitting on that fence and they go in to give birth and maybe they had a very long 

and hard labor and a nurse comes in and isn‟t very, you know, like trying to…[the 

mother says] just give me the bottle.  And they kind of give the bottle, you know 

when they bring in that cradle the bottles are underneath…(Participant #3). 
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Some participants reported hearing negative things from their clients about how they 

were unsupported at the hospital but also expressed some skepticism about the accuracy 

of their client‟s perceptions.  One nutritional assistant noted, “Being here listening to all 

the girls that come in I don‟t know what the exact truth is because I‟m only taking their 

word but a lot will say at the hospital they gave my baby a bottle”  (Participant #16). 

Another HCW (a staff nurse) described how the expectations of parents are a contributing 

factor for the decision to choose to formula feed,  

Here it‟s more of the expectation is you‟re going to take my baby for the night, 

right?  So we‟re trying to make the change already at the hospital to the babies 

stay in with the mom‟s.  The community kind of like what is going on here?  I 

wanted to rest (Participant #5). 

Early discharge from hospital to home, described as being a common practice, 

prevents mothers from getting support and information about breastfeeding.  One of the 

pediatricians shared, “Then I think at our hospital level our culture here [is] to discharge 

mom‟s pretty early” (Participant #8).  Following discharge, many participants described 

not knowing what sort of follow up mothers were receiving.  Those working with 

mothers in the prenatal period were not always aware of when mothers delivered and may 

not see them until several weeks post discharge.  A support group leader remarked,  

And the crazy thing is that I don‟t even know what kind of follow-up they‟re 

receiving at the pediatrician‟s office versus so now we‟re inundated in our 

pediatricians who are already over loaded with all these, you know, breast feeding 

issues and I don‟t really know how they‟re handling them  (Participant #5). 

 In addition to identifying the challenges to support breastfeeding, participants 
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described how they make the most of what exists.  The use of and referral to breast 

pumps and a local support group were described by most participants as part of their 

practice as well as the distribution of handouts on breastfeeding that are available at their 

worksites.  More inconsistent was the ability to refer for more intensive lactation services 

or have a reliable phone resource for mothers with questions.  Only one work setting had 

the services of an IBCLC available for their clients.  Several described how they could 

refer mothers to an IBCLC outside of the community but that many of their clients are 

too constrained by time and money to utilize that option.  A community nurse shared her 

experiences with access to IBCLC services,  

I‟ve had three ladies now that had enough money to hire the lactation consultant 

[out of the community, and] pay one fee and see her three times and they are 

totally breast feeding moms now.  But they were able to scrape it together with a 

partner that thought it was important to spend the money and drive up there.  I just 

don‟t have a lot of people who are doing that (Participant #1). 

Nearly all participants describe how one of their primary tools for supporting 

breastfeeding is a therapeutic use of “self” (i.e., themselves).  They describe their caring 

contributions such as encouragement.  According to one childbirth educator, “You know 

so much of it seems to me… is encouraging mother and supporting her in her choice and 

just continually reflecting back that she is doing a good job” (Participant #2).  Similarly a 

staff nurse stated, “… I end up spending hours working with the moms and …helping 

them with breastfeeding, trying to do a lot of encouraging” (Participant #22).  Many 

expressed empathy for their clients, as one nurse practitioner shared,  
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… when I am working with mothers I don‟t seek to put pressure or make them 

feel bad for choices they make … I probably don‟t know fully what [it] is like, to 

feel like a mother who wants to breastfeed but who can‟t do it for some reason I 

think that must feel really, really challenging.  Um, so I try to be sensitive to it 

(Participant #2). 

Another staff nurse identified with her client from her own experiences breastfeeding, 

“But just that panic, you remember feeling that.  So I guess I have empathy because I was 

kind of there before” (Participant #6). 

 The pattern of Operating within Constraints of the Particular Environment 

highlights the significance of the context within which HCWs and their clients live and 

work  and how HCWs manage breastfeeding within existing constraints.  Influences to 

breastfeeding support and services are found in maternal, community, and health care 

spheres.  However, despite existing challenges, participants strive to make a difference 

with their clients.  

Coexisting messages.  The pattern of Coexisting Messages (n = 466, 35%) refers 

to how mothers and HCWs are influenced by tacit or covert undercurrents that have an 

influence on breastfeeding and support efforts.  Categories from all spheres of influence 

(i.e., maternal, family, community, and health care) emerged as part of this pattern. 

Maternal sphere.  A mother‟s internal attributes are described as an important 

influence on infant feeding decisions.  This includes a mother‟s emotional state.  

Emotions such as feeling scared or insecure influence whether or not a mother seeks 

support for breastfeeding.  One staff nurse shared her perspectives about maternal 

feelings of anxiety,  
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They don‟t always know who they can call or sometimes maybe people don‟t 

want to feel like they don‟t know, what they feel like maybe they should know?  

So just that I don‟t feel smart about this and I don‟t want to tell anyone.  You 

know that scared that maybe I‟m supposed to know this and I don‟t kind of 

feeling (Participant #6). 

A community nurse reflected about maternal feelings of insecurity when she stated, 

“They‟re very insecure in their ability to do some of the things that you would think they 

might be more secure in, just their own body things”  (Participant #1).  Several 

participants describe mothers as having a “mindset” of having preconceived plans for 

infant feeding which may or may not include breastfeeding.  Some mothers were 

described as committed to breastfeeding regardless of any difficulties that they may face 

while others were less committed.  According to one nurse practitioner,  

I think, too, that is another - it‟s not like a mindset and they‟re easy - to them it‟s 

the reverse.  Like breastfeeding is optional, formula fed is the primary.  It seems 

like that is more of the mindset until you can actually get in there and have a real 

effective conversation (Participant #14). 

A preconceived plan that includes formula feeding can make efforts to encourage 

and support breastfeeding a challenge.  Several participants said that if a mother really 

wanted to breastfeed and needed breastfeeding support, it is there and she could access it.  

Several expressed skepticism that their clients really want to breastfeed.  One outreach 

worker stated, “I have some saying their [hospital] experience is not that great but then 

after talking with them for a while they‟ll kind of tell me I didn‟t really want to 

breastfeed” (Participant #18).  A childbirth educator indicated that it is difficult to really 
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know what many of the mothers plan to do.  “I think most folks do plan on breast feeding 

that come through my classes or at least that is what they say”  (Participant #2).  Another 

childbirth educator felt that a maternal commitment to breastfeeding would overcome 

most challenges (e.g., nipple soreness), “Mind you there are some females that are not 

capable of this for whatever reason, there might be a medical reason why they cannot but 

overall most women can if they have the mindset”  (Participant #17).  Several 

participants described mothers who breastfed successfully without any support, as one 

staff nurse expressed, “I mean you know I think a lot of women in the community are out 

there doing it and not getting formal services but they‟re doing a lot of reading on their 

own or kind of fending for themselves”  (Participant #6). 

Family sphere.  Family circumstance and the family history of breastfeeding 

influence the family‟s understanding of infant feeding practices.  Several participants 

described socioeconomic issues that the mothers and their families face as a barrier to 

accessing breastfeeding support.  As one nutritional aide described the challenge,  

It‟s hard, really hard especially here where a lot of people live out off the grid.  A 

lot of people here don‟t have a lot of money, they don‟t own cars; they don‟t have 

a cell phone that works all the time; they couldn‟t pay it.  So how are they going 

to get to a phone because they don‟t have a car to get there and everything is far 

(Participant #16)? 

If breastfeeding is a common infant feeding practice in a mother‟s inner circle, a mother 

may be more inclined to breastfeed and seek support if needed.  Participants described 

spouses or significant others and women‟s mothers and/or mothers-in-law as particularly 
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influential.  One community worker shared her experiences with different perspectives 

about infant feeding from family members,  

A lot of times you have a family, a mom, come in and have a baby that their 

family, their mom, was of the generation where they mostly bottle fed.  So they‟re 

standing by that way side not really knowing how to encourage the mom  

(Participant #6). 

Not knowing how to help may leave those closest to the mothers suggesting that they 

formula feed their infants, “… it‟s just always easier to do this; it‟s always easier to give 

a bottle and have somebody else help you with your child”  (Participant #14).  Many 

participants described the importance of spousal or significant other support for 

breastfeeding as essential.  Some describe a negative perception among spouses and 

significant others about what type of woman breastfeeds her infant, “But, I know that 

there are guys that do not want their wives to breastfeed because of this earth mother 

hippy dippy kind of connotation” (Participant #1).  In addition, one support group leader 

explained,  

 I mean there are so many people who have doubting spouses, their partners that 

are - once you get that - I mean this is my helper, this is my mate and they‟re 

doubting that my body can do this, that I can feed our baby, you know.  It‟s just 

intensely damaging to have that (Participant #7). 

Community sphere.  The culture and environment that mothers are immersed in 

guides their breastfeeding decisions.  Participants described their experiences working 

with clients from different cultural backgrounds and how their understanding of culture 
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informs their approach to support efforts. Modesty was mentioned by several participants 

as an important local value.  One program administrator explained,  

I think modesty is a huge one for local women.  They‟re not - if they breast feed 

it‟s going to be in the car with a blanket over them because it‟s not something 

they‟re ever going to do publically at all (Participant #4). 

Another community worker remarked about the importance of cultural diversity when 

supporting breastfeeding,  

. . . having people who can visit in home and I think having people from different 

cultural backgrounds is key as well.  I mean it is not just have the one lactation 

consultant in the area that looks like every, um, anyway, you got to have different 

people (Participant #2). 

In addition to culture, participants described the influence of society and community 

expectations on the act of breastfeeding (i.e., in public) and breastfeeding decisions (i.e., 

not breastfeeding because of a negative perception about who breastfeeds).  Many 

participants mentioned breastfeeding in public as an issue with mothers.  One support 

group leader shared a conversation she had with another HCW in the community about 

support groups for breastfeeding mothers,   

She felt pretty strongly that the Hawaiian culture tends to be a lot more modest 

and to come into a setting where everybody is just openly breastfeeding and you 

might be in the middle of a conversation and forget to put your shirt down, she 

says it makes a lot of the people very, very uncomfortable.  So why put yourself 

in a situation that is going to make you uncomfortable?  So, yeah, there are 
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definitely people who are turned off by the people that generally show up to a 

support group type of a setting (Participant #7). 

Modesty or embarrassment about public breastfeeding was not limited to mothers but an 

issue for others in the community.  From a medical assistant, “I mean they‟ll come in 

here and pop it out and all the other husbands are like freaking out.  There are boobs 

everywhere.  Well, it‟s a pediatrician‟s office” (Participant #12).  Another WIC worker 

described the situation in her office, “To make it - I know that sometimes our moms they 

breastfeed but they don‟t cover themselves and a lot of people are very uncomfortable 

when they don‟t cover themselves” (Participant #20). 

Many participants described formula feeding as the social norm or as one staff 

nurse put it “… the norm to bottle feed” (Participant #5) which hampers their support 

efforts.  One WIC staffer had a similar perspective,  

Formula fed is the norm, breastfed is like the bonus or something but it needs to 

be like it‟s a normal thing and I think it will be talked about more and maybe 

there will be a lot more women that will want to persevere because it‟s a normal 

thing to do  (Participant #18). 

Health care sphere.  HCWs bring their experiences and background and culture 

whether local or from the mainland to their practice and views on breastfeeding support.  

These are tacit or covert influences that stem from their frame of reference, work setting 

or beliefs about breastfeeding.  Several of the participants had work experiences on the 

mainland and readily compared and contrasted them to what they think is happening in 

Hilo.  One staff nurse (who worked on the mainland for some time) observed,  
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Coming from an area that had a lot of baby friendly hospitals, I mean, when you 

went to the movie theater it would advertise breast feeding before the movie.  

There would be posters up at the mall… I don‟t think that is what the community 

sees here (Participant #5). 

Another participant shared her experience,  

But where I trained in [on the mainland], we had several lactation consultants on 

staff and if a mom wanted to breast feed I never saw them fail.  I mean it just 

happens.  They‟re just really good at what they do usually (Participant #8). 

Other participants did not have experiences beyond Hawai`i and had a different 

perspective.  An administrator reflected about changes that are gradually taking place in 

Hilo,  

I guess only that things have been improving.  I‟ve been here for quite a while, 

over 20 years.  It‟s much better than it was 20 years ago as far as the kind of 

training that we‟ve had and the support group breastfeeding (Participant #19). 

Many of the participants with local experience rely more on their own anecdotal 

experience rather than that of previous work settings.  A staff nurse described how she 

approaches assisting mothers,  

Then I just like, hey, just relax, I‟ll do it.  I position them.  I love that.  I just love 

it.  They‟re like, oh, my god, thank you…I know it because I know how I wanted 

to only breastfeed, you know (Participant #23).   

From another outreach worker, “Personally for me I got the support from my doctor and I 

have the support at work and I want to breastfeed.  I wanted to educate myself on other 

things I didn‟t know about or any problems” (Participant #18). 
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 The majority of participants voiced a commitment to supporting breastfeeding but 

their descriptions of their knowledge level varied.  Many felt the need for more 

education.  One provider stated, “I feel basically clueless about breast feeding… 

Basically, I feel kind of sad when I can‟t really help families” (Participant #8).  An 

outreach worker had a similar perspective, “I answer them as best as I can.  If I feel that 

there is something I can‟t answer I will find the answer out for them but also refer them 

to somebody who can help them” (Participant #18).  In addition, one of the CLCs from 

WIC described his frustration,  

Sometimes it can be frustrating because I do know the limitations…that we really 

have nobody in this clinic who is really comfortable looking at latches and that is 

like the number one problem (Participant #21). 

The pattern of Coexisting Messages was defined as the tacit or covert messages 

that influence mothers and HCWS.  These undercurrents include what mothers and 

HCWs bring to breastfeeding decisions and practices.  All spheres of influence emerged 

as part of this pattern.   

Process interrupted.  This pattern of Process Interrupted (n = 289, 22%) refers to 

a breakdown in the process of supporting breastfeeding.  Despite best efforts of HCWs, 

messages do not get through or resources are missing.  Influences in the maternal and 

health care spheres are represented in this pattern.  

Maternal sphere.  Accurate and consistent information about breastfeeding does 

not always reach mothers due to a variety of reasons including maternal factors (i.e., 

situational), the messenger, or the message (i.e., lack of or altered information).  Several 
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participants described how inconsistent messages from HCWs can be confusing for 

mothers.  One community lactation counselor explained,  

Because you hear different things from everybody and maybe that‟s normal to 

some extent.  You‟re going to have different people have different ways of saying 

things but to have what, often I hear from mothers, well, three different people 

told me three different things and I didn‟t know what to do.  Um, Oh, “People tell 

me to feed my baby every three hours and you know then somebody else says 

every 5 and you know there‟s just different things that get said” (Participant #2).  

The fatigue and sensitivity of mothers following childbirth was described as a vulnerable 

time when mixed messages can be upsetting to mothers.  According to one staff nurse,  

So you come into your patient, they were told by the nurse last night that, oh, 

having a bottle and pacifier is totally fine and that somebody else told them it was 

going to be a problem and now you‟ve received them and they‟re crying because 

they don‟t know what to do  (Participant #5).    

The educational level of mothers was identified by several participants as an indicator of 

whether or not a mother chooses to breastfeed or feels confident enough to seek out help 

about breastfeeding.  One nurse practitioner noted, “There definitely seems to be an 

educational aspect to that, too.  The more educated the more likely they are to breastfeed” 

(Participant #13).  Prenatal education about breastfeeding was also identified by many 

participants as important.  Many described how they support breastfeeding prenatally, as 

noted by one community nurse,  

We hand them [breastfeeding information] out appropriately time to their 

pregnancy and their questions.  I think that it‟s really helpful for them to have it in 
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hand when they‟re at home thinking about what they want to do when this baby 

and feeding it and stuff like that (Participant #1). 

Many participants spoke of how difficult it was to initiate their first discussions about 

breastfeeding in the postpartum period.  According to one participant,  

Education prior because that decision has to be made before she gives birth to a 

certain extent.  Must have some commitment going into it because it‟s such a 

messy time that I think if you, it‟s something you haven‟t even thought about 

you‟re probably not going to put a lot of energy into it right then (Participant #4). 

Another aspect to breastfeeding education identified by participants was the 

source of information.  In some cases, HCWs felt that the message carries more weight 

depending on the messenger.  One medical assistant related this from her personal 

experience,  

… I was up there with my daughter and she didn‟t want to breastfeed and they 

just said okay, sure.  I wish they would have just persuaded her and educated her a little 

bit more about how healthy it is.  I was right there but she ended up not breastfeeding 

anyway.  She‟s not going to listen to me but maybe if somebody else would have like told 

her (Participant #11). 

Another participant had a similar perspective,  

Sometimes they‟ll take it more into consideration if they hear it from somebody 

else than their mom.  They think, oh, their mom is telling them what to do again, 

you know, rebellious.  So the mom will come up to us and say I‟ve been showing 

her how to breastfeed but she‟s not listening to me can you tell her this and that 

(Participant #12). 
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Other participants described how getting information from an authority figures may not 

be the best way to assist with breastfeeding.  A certifier for the WIC Program shared her 

perspective about this,  

… this is not everyone but I don‟t feel like a lot of the ones that are the younger 

ones like they don‟t really want to listen to someone in authority telling you, you 

do it this way.  I think they feel more comfortable hearing like, oh, my sister does 

it this way, oh, my best friend likes to do it (Participant #17). 

Health care sphere.  HCWs identify many missing components in the system that 

could help support breastfeeding.  Some participants clearly identified the lack of 

resources as being a major problem.  One office staff member observed, “… outside of 

this office there is not very many supports for breastfeeding” (Participant #1).  Another 

staff member shared similar feelings about the limited resources, “What else is there?  

Other than WIC off the top of my head I can‟t really think” (Participant #14). 

  One of the most frequent observations shared was the need for lactation 

consultants in both community and hospital settings.  One community nurse stated,  

… why the hospital here doesn‟t have lactation consultants, it could be any one of 

those reasons:  They don‟t think it‟s important, they don‟t think they can afford it, 

they‟re not really exploring, the doctors don‟t want to open up and let anybody 

else come into do this work.  They have to answer for that, I really don‟t know  

(Participant #1). 

A hospital staff member reflected about the need for expert consultation to be available in 

the hospital setting,  
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I think that we should have a lactation consultant associated with the hospital, not 

just a name on a card that none of us has ever meant in the community that I‟ll 

give out this number from our rolodex.  I don‟t even know if this person is still in 

practice.  I don‟t know who updates this information.  So somebody that is 

actually affiliated with the hospital that we know is up-to-date on their 

information that can follow-up with these patients (Participant #5). 

Many expressed concern regarding the lack of follow up for mothers.  Participants 

working in inpatient settings described sending parents home, as one shared,  

So we‟re sending home these babies that are breastfeeding with no follow-up.  

Usually they can‟t leave the hospital unless they have some sort of follow up plan 

within two to three days but a lot of times we want to do the weight check within 

one or two days.  If you‟re discharging them on a Friday there is no follow-up on 

the weekend (Participant #5). 

Participants also describe situations where HCWs could have helped and 

encourage breastfeeding but did not or were unable to support mothers.  Many of these 

comments stemmed from care in the hospital.  Frequent statements focused on system 

barriers such as staff being too busy to help mothers or hospital practices that are not 

conducive to breastfeeding.  One pediatrician observed, “Lactation consulting takes time.  

It‟s time intense.  If the ward is full of new moms and new babies that can kind of get 

away from it” (Participant #8). 

Another participant reflected about the lack of breastfeeding support by nursing staff,  

I think they…sense if the nurses are busy and they‟re bothered, you know, if 

they‟re helping them.  I think they kind of pick up on that and they‟re afraid to ask 
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for help.  And then they come in and when did the baby last feed and then they 

get scold them because the baby hasn‟t eaten (Participant #10). 

Hospital staff were generally described as knowledgeable about breastfeeding but the 

availability of anyone to help on regular basis was lacking.  One community nutritionist 

described the limited access to breastfeeding assistance,   

They‟re delivering they ask, we tell them ask for the - there is a lactation 

consultant, I think, in the building.  We tell them to ask, they ask and maybe one 

or two have said oh, yeah, someone has helped me but the rest are, oh, no, nobody 

was in, I think they weren‟t working that day I gave birth  (Participant #15). 

The pattern of Process Interrupted encompasses multiple aspects related to 

breastfeeding supports and services including the lack of consistent information or 

resources for mothers.    

Research Aim Four 

To illustrate geographically breastfeeding resources in Hilo, Hawai`i, identified 

resources were plotted on a map of Hilo (see Appendix D).  Eleven breastfeeding 

resources are currently available in Hilo with these services/resources listed in Table 30. 
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Table 30 

Community Breastfeeding Resources in Hilo, Hawai`i 

Resource n 

Retail Breastfeeding Equipment and Supplies  5 

Certified Lactation Consultant Support (CLC) (WIC clients only) 1 

Breastfeeding Support (Malama Perinatal clients only) 1 

International Board Certified Lactation Consultant Support (IBCLC) 

(HMO members only) 

1 

Breastfeeding Support Groups 1 

Private Practice CLC (fee for service) 1 

Inpatient Obstetric Unit (nursing support for breastfeeding) 1 
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            Breastfeeding equipment and supplies.  Five retail stores in Hilo sell a variety 

of breastfeeding equipment and supplies such as breast pumps and breast pads.  Three of 

the stores are large chain discount or drugstores.  Two are smaller independently owned 

and sell a variety of infant products.  However, none of these stores offer skilled advice to 

help mothers make the best purchase or help them choose the supplies that would best fit 

their needs.  

Lactation consultants or counselors.  CLC support is available through WIC but 

restricted to WIC clientele.  WIC clients are given breastfeeding information and classes 

are provided but a complete lactation consultation (i.e., physical assessment and 

intervention[s]) is not available.  Malama Perinatal Program is a federally funded state 

administered program, which serves certain groups of mothers.  The program provides 

case management for NH and PI, Micronesian, Filipino, or teenage mothers.  The 

Malama Perinatal Program provides breastfeeding support to their clients but does not 

have certified counselors or consultants on staff.  Private fee for service outpatient CLC 

services are available at one site in Hilo at a practitioner‟s home (cost range is from $25 

to $150 depending on location).  One practicing IBCLC in Hilo is available to mothers 

who are members of an HMO.  

 Other resources.  A breastfeeding support group is at a private home where 

meetings are held monthly.  The leader of the support group has recently completed 

training through La Leche League.  The inpatient unit at the local hospital does not have 

a formal lactation support program and breastfeeding support is provided to mothers by 

the nursing staff.  None of the pediatricians‟ offices or health clinics in the community 

has certified lactation professionals on staff. 
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CHAPTER 5 

Discussion 

Breastfeeding supports and services in Hilo, Hawai`i were explored using a mixed 

methods approach that included the collection and analysis of demographic and 

geographic information, and a qualitative approach using individual interviews with 

participants, as previously described.  A discussion of each of the research aims follows, 

which includes implications of the findings, comparisons with the existing body of 

knowledge and recommendations for future research.  Study limitations will also be 

addressed.   

Research Aim One 

 The first research aim was to describe the characteristics and breastfeeding 

patterns of women living in Hilo, Hawai`i through an exploration of existing data sets. 

This section begins with a summary of the findings and concludes with a discussion of 

the quality of the datasets available for this analysis.  

 Summary of findings.  The first step in understanding the characteristics and 

patterns of infant feeding is to gather information about the current breastfeeding 

situation in a particular setting.  One type of information is community rates of 

breastfeeding initiation and duration.  These data are collected by a number of federal and 

state agencies who evaluate to what extent communities are meeting breastfeeding goals 

established by the federal government.  These data sets provide one source of information 

for an exploration of community breastfeeding patterns.  

Based on the analysis of the available data sets, the State of Hawai`i and Hilo are 

meeting target rates for breastfeeding initiation set out by the federal government 

(USDHHS, 2010). New federal guidelines have been established in Healthy People 2020 
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Objectives for the Nation’s Health, which have increased the recommendations for 

breastfeeding initiation.  Based on the most recent data for breastfeeding initiation, the 

Hawai`i and Hilo initiation rate of 89.1% continues to exceed the national average 

(73.9%) according to Healthy People 2020 targets (CDC, 2010a). Rates of breastfeeding 

duration are perhaps a more useful indicator of community breastfeeding patterns.  The 

benefits of breastfeeding are described as dose dependent, which is why duration has 

been a focus within many data sets.  The federal guidelines for breastfeeding duration for 

Healthy People 2020 have increased; target duration rates are 60.5 % at six months and 

34.1 % at one year (USDHHS, 2010).  Based on current targets, researchers conducting 

the majority of national surveys report that the State of Hawai`i and Hilo are below six 

month and one year target rates.  

In examining the Hilo WIC data, it was apparent that a majority of mothers are 

initiating breastfeeding, but duration rates drop below national recommendations.  The 

highest percentage of mothers weaned their infants within the first four weeks postpartum 

(see Table 20).  The reasons the majority of the mothers gave for weaning were tied to 

breastfeeding situations amenable to skilled lactation support (e.g., milk supply issues 

and latch or sucking problems) (Ahluwalia, et al., 2003). This is consistent with the 

findings of researchers examining reasons for weaning among a broad spectrum of 

populations (USDHHS, 2011b).  The CDC (2010a) reported that a quarter of 

breastfeeding mothers in the State of Hawai`i supplemented with formula by two days of 

age with this percentage increasing over the next six months.  The introduction of 

formula decreases the amount of breast milk an infant receives, reduces breastmilk 

production by their mothers, and may lead to early weaning (USDHHS, 2011b). 
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Data analysis revealed a larger percentage of younger mothers and mothers 

relying on public insurance in Hawai`i County compared to other counties in the state.  

Generally lower breastfeeding rates for younger and low income mothers have been 

reported in Hawai`i (Hayes, et al., 2008). Starting in October 2008, the Hawai`i 

Department of Human Services (HDHS) restructured welfare benefits to include a work 

requirement to maintain public assistance (State of Hawai`i Department of Human 

Services, 2011). To continue to receive benefits, mothers must meet the work 

requirement, which results in some mothers having to use childcare.  No studies 

specifically focusing on the impact of mandatory work requirements on breastfeeding 

outcomes were found in the literature.  However, returning to work in general, is often 

mentioned as negatively impacting breastfeeding, which may contribute to early weaning 

(Biagioli, 2003; Chatterji & Frick, 2005; Dennis, 2002).  It is also unknown whether the 

work settings where mothers are placed to meet their public assistance work requirements 

are supportive of breastfeeding.  This was beyond the scope of this investigation and is an 

area that needs further research.  

Less than half of breastfeeding mothers who are working or are in school were 

able use break time to pump milk (see Table 16) (State of Hawai`i Family Health 

Services, 2004-2008).  Several participant HCWs mentioned the challenges faced by their 

clients to continue breastfeeding with the work requirement.  According to one WIC 

employee, “it ends up being a barrier with keeping moms breastfeeding … the work, the 

required volunteer time.”  (Participant 15)  Other researchers have also found that low-

income women have a difficult time combining breastfeeding with a return to work 

(Kimbro, 2006).  
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This creates a contradiction between federal goals to promote breastfeeding, and 

local government public assistance policy acting as a potential deterrent to breastfeeding 

with new mothers caught in the middle.  This type of contradiction is not uncommon 

among government entities and may hamper HCWs‟ ability to facilitate breastfeeding in 

their community.  

The following example highlights this contradiction between different 

government entities.  The recent Call to Action from the Surgeon General outlined steps 

to remove obstacles faced by women who want to breastfeed (USDHHS, 2011b).  WIC, a 

federal program, has frequently been mentioned in the literature as a deterrent to 

breastfeeding due to the provision of formula (Kent, 2006; Reifsnider et al., 2003). An 

attempt to ameliorate this situation has been mandated and operationalized through 

increased breastfeeding promotion by WIC staff and increased availability of breast 

pumps; however, the contradiction cannot be reconciled entirely.  Recent increases to the 

breastfeeding food packages are another attempt to promote breastfeeding through WIC 

but research is needed to determine the outcome of the changes, if any, on breastfeeding 

duration.  In one study with WIC participants in Louisiana, researchers found that 

significantly (p<0.029) more mothers “reported that incentives provided to encourage 

breastfeeding did not affect their decision to breastfeed than those who said incentives 

affected their decision to breastfeed” (Murimi, Dodge, Pope, & Erickson, 2010, p. 626). 

It is difficult to see how an agency that depends on funding from formula companies can 

truly be seen as supportive of breastfeeding (Jensen & Labbok, 2011).  

Minority populations are frequently targeted for breastfeeding promotion due to 

lower rates of breastfeeding.  However, the variations reported in breastfeeding patterns 
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among  minority groups within Hawai`i  demonstrate  that some minority groups have 

higher breastfeeding rates  (Hayes, et al., 2008). It is important to avoid generalizations 

about breastfeeding and ethnicity (Merewood, 2006),  as researchers have found 

successful breastfeeding among minority groups who traditionally had been identified as 

having low breastfeeding rates (Chapman & Pérez-Escamilla, 2009).  Stereotyping is 

common and problematic in breastfeeding research and may lead to inaccurate 

generalizations about infant feeding behaviors (Dodgson, 2011). 

Descriptive  terminology of ethnic categorization is also important to consider in 

Hawai`i, which is home to the most  diverse ethnic population in the U.S. (Merewood, 

2006). Asian American/Pacific Islanders (AAPI) are one of the fastest growing ethnic 

groups in the U.S. but research about health within  this population is inadequate (Ghosh, 

2003). In addition, the diverse composition of AAPI demographics complicates the 

ability to collect useful health information (Ghosh, 2003). The US census defines the 

Asian racial category as  people from the “Far East, Southeast Asia, or the Indian 

subcontinent” (including, for example, Cambodia, China, India, Japan, Korea, Malaysia, 

Pakistan, the Philippine Islands, Thailand, and Vietnam) (US Census, 2001, p. 2). The 

designation of Native Hawaiian and Other Pacific Islander includes: “Any of the original 

peoples of Hawaii, Guam, Samoa, or other Pacific Islands” (US Census, 2001, p. 2). One 

of the strengths of some of the Hawai`i data were the breastfeeding rates on individual 

cultural groups (e.g., Samoans and Native Hawaiians).  Consistent with what other 

researchers have noted, more categories are needed for the Asian and Hispanic ethnic 

categories on the breastfeeding surveys (Chapman & Pérez-Escamilla, 2009).   
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 Quality of data.  Six different data sets were accessed for analysis in this study to 

address the first study aim.  The data specific to Hilo were limited to the WIC data set.  

While these data sets offer valuable information on the breastfeeding patterns in this rural 

community, several limitations to their usefulness in understanding the patterns of infant 

feeding in Hilo became obvious.  In the following section, the operational definitions of 

infant feeding variables used in surveys and the availability of community specific data 

are discussed.  

 Operational definitions of key variables.  Measurement of breastfeeding varied 

among different surveys and these measurements are not necessarily reflective of what 

constitutes appropriate breastfeeding.  International organizations concerned with 

breastfeeding have attempted to standardize definitions of different levels of 

breastfeeding by creating frameworks to further define different levels of breastfeeding 

but no consensus currently exists (Labbok, 2000; Thulier, 2010). The use of the term 

breastfeeding alone is not sufficient to describe different patterns in breastfeeding 

behaviors (e.g., partial, mixed, exclusive, token) (Labbok & Krasovec, 1990). The 

existing survey questions do not gather information about the quantity of breastfeeding 

per day or the duration of exclusive breastfeeding.  

The problem with the inaccurate and misleading measurement concerning 

breastfeeding is highlighted by the following examples.  The WIC surveillance system 

defines breastfeeding as feeding a mother‟s breast milk to her infant(s) at least once a day 

(USDA, 2007).  To maintain an adequate milk supply, removal of milk must occur more 

than once per day.  The implicit understanding here is that an infant who is breastfed 

once a day must be receiving supplementation with formula.  Another example is from 
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the NIS survey.  One of the questions asked of respondents is: “Was [child] ever 

breastfed or fed breast milk?” (CDC, 2010c).  In this survey, there is no attempt to 

quantify the frequency of feedings and exclusivity of breastfeeding.  A mother might 

have breastfed once in the span of her hospital stay and be counted as a breastfeeding 

mother.  The variations in the wordings of the survey questions between the different 

surveys could cause a mother to give different answers for the same breastfeeding 

outcome measure (Chapman & Pérez-Escamilla, 2009).  

Therefore, the high rates of breastfeeding initiation found in the Hawai`i statistics 

do not provide an accurate picture of the actual quantity of breastfeeding.  It appears that 

mothers may be attempting to breastfeed but it is unclear how much actual exclusive 

breastfeeding is occurring and the duration of breastfeeding is not assessed.  The question 

of how valid reported breastfeeding rates are in national data sets remains a major issue. 

One national survey did collect data about exclusive breastfeeding.  According to the 

CDC‟s NIS data for the State of Hawai`i, breastfeeding at six months was 60%, but the 

exclusive breastfeeding rate at six months was 16%, well below target levels (CDC, 

2010b).  The analysis of data sets would be more meaningful if a quantification of 

breastfeeding was incorporated.  The rapid drop off in rates for duration of breastfeeding 

suggest that something happens between breastfeeding initiation and breastfeeding 

duration outcomes, which further potentiated the need for this investigation.  

The variability in the operational definitions of breastfeeding makes it difficult to 

make comparisons across data sets.  It also makes it difficult to interpret breastfeeding 

research and apply evidence-based findings to practice (Labbok, 2000). For example, an 

infant whose diet contains 100% breast milk compared to an infant whose diet contains 
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50% or less breast milk and 50% or more artificial milk are likely to have very different 

health outcomes (Thulier, 2010). According to Labbok (2000), “Policy-makers and HCPs 

must be very clear concerning what patterns of feeding we recommend based on the 

definition used in the articles that convinced us” (p. 21).  

Lack of community level data.  Data aggregation refers to gathering or collecting 

separate units of data and combining them into a whole (Kirch, 2008). For many of the 

data sources examined, local data were aggregated into state data, which in turn were 

aggregated into national data sets, most often housed at the CDC.  National and state data 

were more readily available and in some cases the only available level of data.  This 

creates a problem when trying to understand infant feeding behaviors within smaller 

regions or more ethnically diverse groups of mothers, as was the goal of this research.   

One problem with data aggregation is highlighted by the following example.  The 

State of Hawai`i has significantly higher breastfeeding initiation rates than for national 

averages.  The rates for all regions in the State are aggregated into one rate masking any 

regional variations.  However, one of the available data sources, PRAMS, contains 

county level data, which allows comparisons in breastfeeding rates across the state. This 

is an important issue to consider when attempting addressing the presence of disparities 

in breastfeeding rates within a region. 

Even less available are data from within the counties.  One of the major data 

sources for Hawai`i, PRAMS, cannot be aggregated below the county level (E. Roberson, 

Hawai`i PRAMS Program Coordinator, personal communication, November 15, 2010).  

The data from WIC were one of the few sources available that facilitated examination of 

breastfeeding rates across Hawai`i County for this study.  As previously presented, when 
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comparing Hilo to state and national data, Hilo rates are close to or exceed state rates and 

are significantly better than national rates.  However, comparing rates of breastfeeding 

within Hawai`i County, rates for the northern and western regions of the Island (i.e., 

communities of Kona, Waimea, and Honoka`a) are higher in all categories of 

breastfeeding activities than those reported for Hilo (see Table 13 and Table 14).  These 

findings highlight the need to consider differences in geography and population 

distribution across the Island and the importance of community level data in 

understanding breastfeeding support and service needs.  

These data sets offered a valuable starting point for this study, but were limited in 

their usefulness for a thorough understanding of community breastfeeding patterns.  The 

limited amount and quality of community level data combined with inconsistencies in 

breastfeeding definitions created a confusing and unclear picture of breastfeeding patterns 

in Hilo. 

Research Aim Two 

The second research aim was to describe the characteristics of the HCWs working 

with childbearing mothers in Hilo, Hawai`i.  This aim was addressed through participant 

responses on the demographic questionnaire.  A discussion about the implications of this 

survey follows, including the issues related to the ethnic differences between HCWs and 

those they serve and breastfeeding education for those working with mothers and infants. 

Ethnicity and acculturation.  Participants from many community health care 

settings were included in the sample.  A large percentage of HCW participants were 

Caucasian which mirrors other available data on HCWs in the State.  According to the 

Hawai`i State Center for Nursing survey (LeVasseur, 2010), the largest ethnic group of 
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registered nurses in the State was Caucasian (37.3%), followed by Filipino (22.7%), 

Japanese (14.4%) and two or more races (10.8%).  Similarly, labor force data collected 

by Hawai`i County staff also shows the largest employed group of nurses to be Caucasian 

(23,600) followed by Asian (19,100) and two or more races (15,950) (County of Hawai`i, 

2008).  

Although little ethnic variation among HCWs existed, the majority of these 

participants were long-term residents of Hawai`i (M=29 years in Hawai`i) suggesting 

some degree of acculturation or adaption.  Acculturation refers to a process of 

assimilation of one group to another group which modifies the existing culture 

(Sociology Guide, 2011).  As discussed in Chapter 3, Hawai`i has a long history of 

different immigrant groups that have each in turn assimilated to a greater or lesser degree 

adding to and changing the existing culture.  Tamura (1994) described the Nisei 

generation assimilation to Hawai`i: 

As the larger community shaped the Nisei, so the Nisei shaped and used the 

American environment for their own purposes.  They sought to conform to 

American ways on their own terms, adopting some of those ways and rejecting 

others, and equally important, holding on to what they valued in traditional 

Japanese culture (p. xv).  

Even though some elements of local culture are integrated, people still bring their 

frame of reference or ethnic heritage with them.  Spiro (1955) described how acculturated 

Italian American immigrants may have wanted to forget their ethnic origin, but that 

society would not let them forget their origin. This is true for Caucasians that have 

relocated to Hawai`i.  Despite living in Hawai`i for long periods of time, they may still be 
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seen as outsiders or haoles.  The term “local” generally refers to the local identity, 

reflecting the plantation life and coming from the mix of Portuguese, Asian, NH, and 

other PI (Rohrer, 2010).  The degree of acculturation for the study groups is unknown 

making this determination beyond the scope of this study.  The sample for this study was 

reflective of the health care workforce in the State.  

The high proportion of Caucasians as HCWs or providers in the community could 

complicate health care delivery for a variety of reasons.  The history of colonialism in 

Hawai`i “dispossessed Native Hawaiians, brought in other immigrant groups for 

plantation labor and used race as a way to maintain power” (Rohrer, 2010, p. 6). Class 

distinctions existed with Caucasians as the plantation owners or bosses exerting control 

over workers.  Racial divisions were set up within the plantations with segregated camps, 

pay scales and jobs to maintain power and control (Rohrer, 2010).  It is not surprising that 

remnants of this history remain.  The demise of the sugar plantations occurred relatively 

recently, (in the 1980s), and many local residents experienced firsthand plantation life 

with its class and race distinctions and power inequities among Caucasian land owners 

and NH and immigrants to Hawai`i.  

Racial tensions could also explain some of the maternal resistance to 

breastfeeding support interventions described by several participants as a rejection of the 

message based on the messenger.  Several participants described how the source of 

information (i.e., the person providing information) might make a difference to mothers‟ 

willingness to hear the message.  One community HCW stated, 

So I don‟t know if someone that has this PhD or something with lactation or 

whatever would really help that many.  I see them helping probably more well to 
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do women that are actually more career minded and would probably think like 

this is something that they could utilize.  I don‟t see like the average teen mom 

going [to a lactation consultant] (Participant #17). 

Information coming from someone perceived as an outsider (e.g., not local) may be less 

well received.  Although participants mentioned the different ethnic groups they work 

with, the extent to which participants include cultural considerations in their support 

efforts was not assessed.  This could be the focus of further research.  Many of the 

cultural groups in the community have different cultural practices and beliefs about 

childbearing and rearing (Kinney, Daub, & Rushton, 2011) and this will be important to 

include in breastfeeding support efforts. 

Power inequities between those perceived to be in authority positions (i.e., 

doctors, nurses) and those receiving service may affect breastfeeding support efforts.  

Researchers have found that members of some racial or ethnic groups have greater levels 

of distrust of physicians and the health care system compared to Caucasians (Armstrong, 

Ravenell, McMurphy, & Putt, 2007; Boulware, Cooper, Ratner, LaVeist, & Powe, 2003).  

This could be explored further in the second phase of this study that will focus on 

listening to the voices of the mothers within this community about their breastfeeding 

experiences.  

 Participants and breastfeeding education.  The sample of health care workers 

in this study came from a variety of settings in the community including in-patient 

settings to out-patient clinics, private offices, and support groups.  Slightly more than half 

of the HCWs were college educated and were licensed HCWs (i.e., registered nurse, 

registered dietician).  Approximately 40% of participants were paraprofessionals working 
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primarily in community agencies and WIC clinics and did not have any formal education 

in the health care field.  The following section includes addresses the results of the 

findings of this study on participant breastfeeding education and different lactation 

professional roles. 

Influence of HCWs on breastfeeding decisions.  The influence of HCWs on 

breastfeeding decisions has been well documented (DiGirolamo et al., 2003; Hoddinott & 

Roisin, 2000; Wambach et al., 2005).  Education and training about how to help mothers‟ 

breastfeed is an essential skill for HCWs working with mothers and infants (Tavares et 

al., 2004). Numerous national and international organizations recommend that health care 

organizations provide breastfeeding specific training to their staff (AAP, 2005; WHO, 

2009).  While approximately half of the participants in this study had some breastfeeding-

focused training, 40% of the sample reported no training or education related to 

breastfeeding.  This is important because HCWs can influence breastfeeding decisions.  

HCWs working in physician offices are often one of the major health care contacts for 

mothers in the postpartum period; however, for this sample, none of the participants in 

these settings had any breastfeeding-focused education.  The lack of breastfeeding 

education could account for the findings in the qualitative part of this study in the pattern 

Process Interrupted.  HCWs without current knowledge of breastfeeding practices may 

likely be giving inconsistent information to mothers resulting in maternal confusion about 

infant feeding described by the study participants.  For other participants who did have 

training, the type of education ranged from on-the-job in-services classes to formal 

lactation education. 
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Lactation professional titles and training.  The majority of the participants did 

not complete formal lactation education and receive certification.  Lactation is not a 

licensed profession and there is often confusion surrounding the training and titles of 

practitioners in the field.  There are two levels of lactation practitioners: CLC and 

IBCLC.  A CLC signifies the completion of a one week course in lactation education 

with a post test.  There are no practice requirements.  Most IBCLCs have had extensive 

formal lactation education and clinical training, passed an international certification 

examination, and have continuing education requirements in lactation (Breastfeeding 

Task Force of Greater Los Angeles, 2011). 

Of the different credentials, only the IBCLC is recognized within the health care 

field as a standardized, board certified lactation credential (International Lactation 

Consultant Association [ILCA], 2010). In addition, IBCLCs have a Code of Ethics, 

Standards of Practice, a defined Scope of Practice, and are an integral member of the 

health care team.  They specialize in clinical management of breastfeeding (ILCA, 2010). 

None of the participants in this study were IBCLCs.  Several attempts were made to 

include the only practicing IBCLC in the community in the study.  Attempts included 

providing study information at the clinic, communication with a study participant 

working with the IBCLC, and several phone messages, which were all unsuccessful.  

The participants‟ level of knowledge about breastfeeding was not ascertained for 

this study although many expressed a desire for or interest in receiving more training 

about how to help mothers‟ breastfeed.  A need for more breastfeeding related education 

for HCWs in Hawai`i was reaffirmed in the findings of the Maternity Practices in Infant 

Nutrition and Care (mPINC) survey administered by the CDC in 2007 (CDC, 2008).  The 
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mPINC survey includes the 50 U.S. states, the District of Columbia and Puerto Rico.  

Hawai`i scored low on nurse/birth attendant breastfeeding training and education (a score 

of 38 out of a possible 100 compared with the national average score of 51) (CDC, 2008). 

Hawai`i facilities were ranked low in staff breastfeeding education in the past year (50 

out of 52) and annual assessment of staff competency in breastfeeding management and 

support (51 out of 52) (CDC, 2008). Individual hospitals were not identified in the survey 

so it is not known how Hilo Medical Center ranked within the state.  However, the low 

rankings for Hawai`i highlight the need for more staff breastfeeding focused education.  

Barriers may exist for HCWs to find breastfeeding focused education in Hilo due 

to the limited number of educational opportunities related to the rural island geography. 

Another factor may be that most of the participants work for state or public agencies that 

offer little if any funding for continuing education; therefore, HCWs are responsible for 

covering the expense of additional education.  Income level was not part of the 

demographic information collected so it is unknown whether socioeconomic level was a 

factor.  However, it is a challenge for HCWs to obtain continuing professional education 

in rural areas due to distance, cost, and time to travel to classes (Hill & Alexander, 1996; 

Lundeen, Tenopir, & Wermager, 1994).  

Many participants describe their anecdotal experiences with breastfeeding as the 

foundation of their lactation knowledge.  The majority of the participants (80%) reported 

that they breastfed their infants for at least six months and 25% breastfed for two years or 

longer.  No data are  available on rates of breastfeeding beyond the first year, but the 

rates reported by the participants in this study are, in general, longer than reported norms 
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for the U.S. and more in line with international rates for breastfeeding patterns 

(Dettwyler, 1995). 

The long breastfeeding duration suggests that the group of participants recognizes 

the value of breastfeeding.  Personal breastfeeding experience has been found to be 

related to a positive attitude and greater confidence toward breastfeeding (Brodribb, 

Fallon, Jackson, & Hegney, 2008). Additionally, some researchers have found that those 

HCWs with personal breastfeeding experience had higher levels of  knowledge about 

breastfeeding practices (Creedy, Cantrill, & Cooke, 2008) and more accurate 

breastfeeding information (Freed, Clark, Harris, & Lowdermilk, 1996). With limited 

opportunities for breastfeeding education in this rural community, personal experience 

may be the foundation of the breastfeeding knowledge of these participants.  Further 

research could focus on how personal experiences of breastfeeding affect HCW‟s 

attitudes and practices in support of breastfeeding.  For example, a study could examine 

the mode(s) of knowledge acquisition (i.e., formal education compared to personal 

breastfeeding experience) by HCWs and the influence of this on breastfeeding knowledge 

level and support of breastfeeding mothers.   

Research Aim Three 

The third research aim was to describe HCWs‟ understanding of community 

breastfeeding supports and services that exist within Hilo, Hawai`i. The three patterns 

that emerged from the analysis, Operating within constraints of the particular 

environment, Coexisting messages, and Process interrupted, have aspects consistent with 

existing literature as well as aspects unique to the specific context in which this research 

was conducted.  The patterns, although discussed separately, are parts of a whole and are 
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discussed in the following section.  

Operating within constraints of the particular environment.  One of the 

recurring themes that emerged was that of the health care challenges of this rural island 

setting.  Three areas identified were geographic challenges, socioeconomic difficulties, 

and cultural issues, which influence communication and the delivery of care in the 

community and are discussed in the following sections.  

Geography.  HCWs describe how they are constrained by the existing health care 

structure and try to manage with limited resources.  These observations are similar to 

what other HCWs have described working in rural communities (Nelson, 2008).  Rural 

settings offer challenges in the provision of health care and historically, have had poorer 

quality health care than more urban areas (Wallace, Grindeanu, & Cirillo, 2004). Many 

participants described cost as the reason for the lack of breastfeeding support resources.  

Without competition there are no incentives for facilities or practices to allocate resources 

to a lactation program except consumer demand and federal policy and mandates.  The 

recent call to action about breastfeeding from the Surgeon General has specific 

recommendations for facilities including improving access to IBCLCs and the provision 

of breastfeeding related education for those working with mothers and infants (USDHHS, 

2011b). These recommendations may serve as an impetus for change.  However, the 

economic recession is a continued challenge to area health care facilities and has in some 

cases, led to budget cuts and staffing furloughs and reductions.  Despite recent reports 

that the population of Hawai`i County grew the fastest of any other county in the State in 

2010 (an increase of 24.5%) (McAvoy, 2011), jobs in the health care and social service 

sectors of the county dropped by a total of 200 in 2010 ("A look at the Big Island 
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economy," 2011). 

Socioeconomics.  The Island population served by this group of HCWs is 

characterized by lower income and higher unemployment compared to other more urban 

areas of the State.  In a recent release of annual health rankings of counties Hawai`i 

County ranked as the unhealthiest county in the State with the highest percentage of 

children living in poverty and the highest rate of teen pregnancy among other indicators 

(Stewart, 2011b). Some researchers have found that there is a correlation between 

counties with high income disparities (significant differences in income levels between 

higher and lower income categories) and higher overall mortality rates (McLaughlin & 

Stokes, 2002). Hawai`i County has a larger income disparity than other areas in the State 

and higher death rates overall for stroke and infant mortality (North Hawai`i Outcomes 

Project, 2010). The social determinants of health (i.e., poverty, education, stress) are 

societal conditions that may affect health (Krieger, 2001) and may play a role in health 

outcomes for this island population. It is known that early childhood experiences such as 

slow growth become embedded in biology during development and may affect health 

throughout the lifetime (Wilkinson & Marmot, 2003).  It is not known if and how 

breastfeeding promotion and support could improve health outcomes for vulnerable 

groups but it seems likely if support for maternal breastfeeding results in a longer 

duration of breastfeeding.  Research has shown many benefits of breastfeeding in 

decreasing many adult and infant diseases including diabetes and some forms of cancer 

(see Table 1). 

Communication Style.  Regardless of role in the health care system (e.g., nurse, 

physician), communication is the key to high quality patient care.  Communication of 
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health care information to patients and communication between HCPs and HCWs are 

equally important.  In an increasingly diverse health care environment, cultural values, 

and points of view may be very different and may impede communication between and 

among providers and patients (Thiederman, 1996). 

Two different approaches to communicating about health care issues on the Island 

emerged from participants as they shared their observations.  First, some of the HCWs 

interviewed expressed acceptance about the current state of health care on the Island and 

hesitated to criticize or critique other institutions or practitioners.  They expressed 

recognition that some things are lacking but said they do their job as good as they can 

with what they have, without challenging the status quo.  With the second 

communication approach, HCWs more readily verbalized what is lacking and described 

how they have seen breastfeeding supports and services in other communities.  The 

difference in the way that participants communicated their views suggests that there may 

have been some influences affecting the differences in responses between participants on 

currently available breastfeeding resource issues.  

According to an author and long-term resident in the community, an old and 

frequently heard local saying, the nail that sticks out gets hammered down, epitomizes 

why some participants may have been less likely to criticize the existing health care 

system (P. Iwasaki, personal communication, February 16, 2011).  Speaking out may not 

be a value.  These different communication styles complicate any team approach to 

solving health care issues in the community.  Some HCWs push for changes, while others 

may be resistant creating an inertia that serves as an impediment toward addressing 

community health care needs.  The factors, which may have influenced communication 
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style (i.e., culture, professional role), were not the aim of this exploration, but could be 

the focus of future research.  

Coexisting messages.  The influences on infant feeding decisions are numerous 

and have been explored in the literature.  Supportive or unsupportive messages can be 

overt or covert and exist more as an undercurrent.  These tacit or implicit messages may 

be more influential in the infant feeding decisions mothers make.  In this exploration, 

participants described instances where tacit knowledge influenced their practice and 

mothers‟ breastfeeding decisions.  

Participants bring to their work a frame of reference that includes practice 

experiences from previous work settings and their own anecdotal experiences with infant 

feeding.  Lack of knowledge about how to manage lactation problems or not knowing 

where to send mothers for help was an issue identified by participants.  The lack of 

resources for breastfeeding mothers also sends a mixed message to mothers.  If no one in 

an office or clinic has the skills to help a mother breastfeed or does not know where to 

refer a mother, what kind of message is conveyed about the importance of accomplishing 

this goal (Freed et al., 1996).   

Tacit or covert messages also influence mothers in their infant feeding decisions. 

Consistent with what others have found, mothers were described as influenced by those 

closest to them (Flood & Dodgson, 2010; Morrison et al., 2008).  Mothers, mothers-in-

law, and significant others were part of an influential circle consistent with other research 

findings (Kong & Lee, 2004; Mitra et al., 2004; Paine & Dorea, 2001).  Many 

participants described issues with young mothers suggesting that breastfeeding may be 

incompatible with a teen‟s lifestyle.  Peer influence also contributes to young mothers‟ 
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feeding decisions (Arlotti, Cottrell, Lee, & Curtin, 1998). A culture of formula feeding 

was described as the norm among some young mothers.  Several participants described a 

negative societal perception of breastfeeding in the community.  In particular, that 

breastfeeding was a “hippy dippy” thing to do.  Social or cultural norms have been 

identified as an influence on maternal decisions to breastfeed (Kong & Lee, 2004; Tarrant 

et al., 2002), and in the U.S., bottle feeding is often seen as the “normal” way to feed 

infants (USDHHS, 2011b, p. 11).  

Many participants described breastfeeding in public as offensive or 

uncomfortable.  A stereotype of who is breastfeeding and the way that some women 

openly breastfeed in public has been identified as contributing to a negative view of 

breastfeeding by some in the Hilo community.  These concerns of modesty and public 

breastfeeding mentioned by participants in this study are consistent with other research 

findings related to breastfeeding in Hawai`i (Flood & Dodgson, 2010; Li, Fridinger, & 

Grummer-Strawn, 2002; Morrison et al., 2008).  Engaging local leaders in the NH and PI 

groups in community to gain their support and suggestions could be a strategy to address 

negative perceptions of breastfeeding by some in the community.  

Mothers were described by some participants as having a preconceived plan for 

infant feeding; a mindset to either breastfeed or formula feed.  Because their mind was 

already made up, it was felt that no intervention to support breastfeeding would change 

the mother‟s mind. This places the onus of responsibility on mothers who may not have 

been provided adequate information about the benefits of breastfeeding (for the infant 

and mother) and may be unaware of where to seek help to successfully breastfeed.  A 

lack of knowledge about the benefits of breastfeeding or how to manage and learn 
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breastfeeding skills have been identified as negative influences on breastfeeding 

decisions (McFadden & Toole, 2006; Mozingo, Davis, Droppleman, & Merideth, 2000). 

Consequently, future research could involve a deeper exploration of the support 

interventions utilized by HCWs in the community and learn more about what they find 

effective.  In addition, including Hilo mothers‟ voices about their experiences with 

breastfeeding and their infant feeding decisions may shed more light on what type of 

interventions may be most effective to support breastfeeding in the community. 

Process interrupted.  Ideally, breastfeeding support is seamless beginning in the 

prenatal period, extending through the hospital birth experience with follow up provided 

for the new mother once she is home (see Figure 1) (USDHHS, 2011b). Some of the 

participant HCWs (i.e., WIC staff) work with mothers, prenatally and through the 

postpartum periods, but most participants saw mothers either during the intrapartum or 

the postpartum period.  Many of the participants who work in the hospital setting 

described mothers as having already made their minds up regarding their infant feeding 

plans when they come to deliver their infants.  They expressed the need for more prenatal 

education.  Participants who worked with mothers postpartum described issues with the 

hospital and lack of lactation staff as having a negative impact on mothers‟ breastfeeding 

efforts.  Ultimately both groups are correct, there is no crucial time period, all periods are 

important; prenatal, intrapartum and postpartum (Gill, Reifsnider, & Lucke, 2007; Pugh, 

Milligan, Frick, Spatz, & Bronner, 2002; USDHHS, 2011b).  Each HCW may only be 

aware of what is occurring in their respective job setting.  This may prevent them from 

accurately identifying the issues or problems in other settings.  This highlights the need 

for more continuity of care in the community and health care system to ensure better 
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communication between the HCWs working in different settings (i.e., hospital and 

clinics).  

If mothers receive breastfeeding information during the prenatal period, they are 

more likely to choose to breastfeed and be better prepared to make the transition to 

nursing (Shealy, Li, Benton-Davis, & Grummer-Strawn, 2005). Another crucial time 

when breastfeeding support and services could make a difference is during the mother‟s 

hospitalization for birth.  The importance of early attachment at the breast has been well 

documented and current recommendations are for mothers to breastfeed in the first half 

hour following birth (WHO, 2009). Participants described hospital routines and practices 

that kept infants separated from their mothers following birth, thereby preventing early 

breastfeeding experiences that interfere with the establishment of breastfeeding.  

Breastfeeding support was described as inconsistent due to multiple factors including 

inadequate staffing, early discharge, and variations in breastfeeding information provided 

by hospital staff.  The pervasiveness of formula use in the hospital was another issue 

raised by participants.  In one study in Hawai`i, Pager, Davis, and Harrigan (2008) found 

that early use of formula in the hospital was associated with an early cessation of 

breastfeeding. In addition, Castrucci, Hoove, Lim and Maus (2006) found that infants are 

more likely to be breastfeeding on hospital discharge if the facility employs an IBCLC. 

The majority of participants in this study perceived that having an IBCLC(s) at the 

hospital would help improve breastfeeding rates among mothers.  The hospital IBCLC 

role is to teach classes, provide training to staff, make rounds on breastfeeding mothers, 

and provide out-patient follow up.  The current recommendation for staffing ratios for 

IBCLCs in hospitals is one IBCLC per 1000 live births (CDC, 2009).  The hospital in 
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Hilo averages 1200 births per year and does not have any IBCLCs on staff. 

The days and weeks following delivery are a critical time for a breastfeeding 

mother.  As previously mentioned, data from WIC investigating the reasons for weaning 

in Hilo revealed that the majority of mothers who weaned did so in the first four weeks 

following delivery.  Issues identified by participants that were deterrents to successful 

breastfeeding (e.g., low milk supply, physical pain) could be addressed and managed with 

skilled follow up.  Bonuck, Trombley, Freeman and McKee (2005) found that women 

who receive postpartum visits and telephone follow up from a lactation consultant are 

more likely to breastfeed through 20 weeks. However, post discharge support for 

breastfeeding is not just a problem in Hilo, it is a statewide problem.  This is highlighted 

in the mPINC survey of breastfeeding related maternity practices at hospitals in the U.S. 

Results from this survey documented that Hawai`i received the lowest score in the nation 

(14 out of a possible 100) for breastfeeding support after discharge (CDC, 2008). As 

previously mentioned, it is not known how Hilo Medical Center ranked within the state.  

However, many of the participants, both in hospital and community settings, identified 

maternity practices incongruent with support for breastfeeding (i.e., maternal formula 

supplementation for infant feedings). 

The breastfeeding support process extending from the prenatal to postpartum 

period has numerous gaps, resulting in lost opportunities to support breastfeeding. 

Communication and collegiality between HCWs could help bridge the gap between the 

prenatal period, hospital, and home.  Some participants said they did not always know 

when their clients delivered and that many times, mothers quit breastfeeding before they 

were seen by HCWs.  This highlights the importance of support during the early weeks of 
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breastfeeding which may result in an increased duration of breastfeeding, as well as 

exclusivity of breastfeeding practices by mothers (Lewallen et al., 2006). Future research 

could focus on exploring ways to connect with mothers in the early postpartum period 

such as follow-up phone calls or a hotline for breastfeeding questions.  

Research Aim Four 

The fourth research aim to illustrate geographically breastfeeding services in Hilo, 

Hawai`i highlighted the paucity of breastfeeding support resources available in this rural 

community.  Rural communities are at particular risk for health disparities (USDHHS, 

2011a) and women living in rural areas have been identified as being less likely to 

breastfeed (USDHHS, 2011b). The problem in Hilo is threefold.  First, there is an actual 

lack of services in the hospital and community compounded by a lack of HCWs with 

skills to support breastfeeding (i.e., IBCLCs).  Second, access to services, which may be 

available across the island, is limited based on island geography and the difficulty and 

expense of travel across the island.  Third, poverty and socioeconomic status further 

compound access problems.  The second part of this study, which includes the voices of 

the mothers, will shed light on access issues from the perspectives of those who could 

most benefit from access to breastfeeding support services.  This is important to explore 

before identification and implementation of any strategies to increase the availability of 

services.  

Some communities have adopted home visit programs to see new mothers with 

some improvement of breastfeeding outcomes (Mannan et al., 2008). Currently, there is 

one support resource for some mothers (i.e., Native Hawaiian, teen, Filipino) in the 

community with the Healthy Start funded case management program administered 
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through the State Department of Health.  The program provides case management and 

utilizes “neighborhood women” for home visits during the prenatal and postpartum 

period.  Approximately 110 Hilo mothers are currently receiving services available from 

conception through age two (Z. Brees, program manager, personal communication, 

January 15, 2011).  One of the goals of the program is to support breastfeeding but no 

evaluative data are available on breastfeeding outcomes specific to their population.  

Existing data on the effectiveness of home visiting programs by paraprofessionals is 

mixed.  In an evaluation of Hawai`i‟s Healthy Start program, researchers found 

inconsistencies between different implementing agencies and after two years of service, 

no notable impact on a large number of outcomes was documented (Duggan et al., 1999). 

Other research evaluating home visiting programs found that home visiting when done by 

registered nurses was more effective than with paraprofessionals (Olds et al., 2002). 

Since no evaluative data was available for this community home visiting program, it is 

not possible to determine if there was any effect on breastfeeding outcomes.  

Despite the recommendations for and benefits of having IBCLCs on staff in 

hospitals, there are no lactation services or skilled lactation consultants on staff at the 

local hospital in Hilo.  It is assumed by administration and community members that by 

virtue of their nursing education that hospital nurses have the training and skills to 

support breastfeeding.  However, research has shown that many nurses are not well 

informed about breastfeeding and have had limited training opportunities in nursing 

school (Freed et al., 1996). One of hospital nurses shared her perspective about the staff,  
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We do as much as we can but of course, it‟s just basically on the knowledge that 

we‟ve learned as a staff nurse, what we‟ve come up with while working and what 

we learn from reading or classes (Participant #9).  

The level of breastfeeding knowledge of the maternity staff is not known but 

could be the focus of a future exploration.  Participants in this study described hospital 

breastfeeding support as inconsistent.  Mothers are instructed that they can call the unit if 

they have questions following discharge.  However, counting on the availability of a 

specific staff nurse with lactation skills or knowledge is an unreliable option.  As voiced 

by one study participant, “We tell them to ask, they ask and maybe one or two have said 

oh, yeah, someone has helped me but the rest are, oh, no, nobody was in, I think they 

weren‟t working that day I gave birth” (Participant #15).  

Future Directions in Research 

More research is needed to understand this community‟s breastfeeding support 

and service needs.  The second phase of this research is to include the voices of 

breastfeeding mothers in the community thereby providing triangulation about the 

findings. This would add to the understanding of the breastfeeding support and service 

needs specific to mothers living in Hilo.  Additionally, a quantitative exploration of 

breastfeeding rates in Hilo would shed light on the accuracy of existing government data 

set reports of breastfeeding initiation and duration.  This could include a hospital chart 

review to find out exactly how much breastfeeding is occurring in the hospital and how 

much supplementation is involved.  Future research could also explore the differences 

between knowledge obtained through personal breastfeeding experience compared to 

formal lactation training.  Focus groups with both HCWs and mothers could identify and 
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initiate breastfeeding support interventions for the community.  Finally, deeper 

exploration of breastfeeding in other areas of the Island could help explain the differences 

in breastfeeding rates among regions in Hawai`i County. 

Limitations 

Several limitations to this study exist.  The sample does not mirror the population 

demographics of the State of Hawai`i but does reflect the demographics of HCWs in Hilo 

with the largest group being Caucasians.  This group of HCWs was homogeneous in the 

sense that they all work with the same population, but they varied in their particular roles, 

educational backgrounds, and experiences.  Those HCWs who chose to participate may 

have been proponents of breastfeeding, and other HCWs who were less supportive or had 

a different perspective about infant feeding may have opted not to participate in this 

study.  The researcher‟s positionality is an important limitation.  Participants knew the 

focus of the research was breastfeeding support and that the researcher had a background 

in lactation support, so they may have stated what they thought the researcher wanted to 

hear or would come across as supportive of breastfeeding.  Although the researcher has 

lived in Hawaii more than 10 years, she is Caucasian and not a local long-term resident.  

Additionally there is the power differential in that some participant responses may have 

been affected by the difference in education level or job position between the researcher 

and participant.  Finally, the results may not be transferable to other groups since 

ethnographic transferability is dependent on a specific time and context when a study is 

conducted.  
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Conclusion  

A predominate thread flowing through all parts of this research is communication.  

Communication between different cultural groups and between different health care 

settings in the community influence the delivery of care.  Consistent messages from 

HCWs in all settings supporting breastfeeding from the prenatal period through 

postpartum is needed.  Participants were in agreement on the importance of family 

members in infant feeding decisions so they will be important to include in any outreach 

efforts to support breastfeeding.  

The findings of this study reinforced Hilo as a rural semi-isolated region with 

limited resources to support breastfeeding.  Existing options for support are primarily 

informational due to limitations in qualified lactation personnel.  The geographic and 

socioeconomic characteristics of the area make it difficult to offer or expand services.  

Educational opportunities and experiences to improve breastfeeding support skills for 

community HCWs are limited.  This creates a challenge in terms of maximizing existing 

resources in a sustainable and culturally sensitive way.  This community of HCWs is 

engaged and interested in supporting breastfeeding.  The next steps could include 

working with the community to identify solutions that make sense for Hilo, and 

conducting research with mothers in Hilo about their infant feeding decisions and 

experiences with breastfeeding.    
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Appendix A 

 

Health Care Provider Participants Data Collection Form 

To be completed during the interview process. 

Age (years)         

Education Level        

1. < High school 

2. High school completed 

3. 2 years of college completed 

4. 4 years of college completed 

5. > 4 years of college 

6. Other 

  

Education in Hawaii (y/n)* K-12____Higher Ed___     

          

Years  in Hawaii*_________Hilo_________      

           

 Race-General (Mark all that apply)*        

1. Native Hawaiian or Pacific Islander 

2. Asian 

3. African-American 

4. White 

5. American Indian or Alaska Native 

6. Other 

 

Number of children         

 

Number of children breastfed        

 

Average total number of months you breastfed     

 

Source(s) of BF information given to clients       

1.  WIC 

2.  Lactation consultant 

3.  Support group 

4.  Other 

 

HCP professional breastfeeding education       

 

Work setting (where and how long)       

 

Number of years working with childbearing women     
Note.  *Midpoint additions to survey 
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Appendix B 

 

Amended Participant‟s Interview Guide 

1. Tell me about your work with mothers and babies in Hilo. 

Prompts: Can you explain that a little more? 

2. What types of breastfeeding supports and services do you use in your practice? 

            Prompts: How effective are they?  What other resources do you use? 

3. What other resources do you think you need but that are not available? 

Prompts: Why do you think these resources are not available in Hilo or HI?*  

How do you think being in Hilo or Hawaii makes a difference?* 

4. Where or to whom do mothers go when they need help with breastfeeding? 

Prompts: Why do you think that was/is?  Family or friends?  What do you think  

might increase the use of breastfeeding supports and services by mothers?  

5. Are there any factors that might influence whether or not a mother seeks out 

breastfeeding support and services? 

Prompts: Any other barriers?  Can you explain a little more about… 

Do you find whether or not a mother plans to return to work is an influence? 

6. What types of supports and services are needed to help mothers successfully 

breastfeed? 

Prompts:  Any particular support or service that stands out as being particularly 

helpful?  Who do you think would be the person(s) to get that started?* 

7. Is there anything else that you would like to share about your personal or 

professional experiences with breastfeeding? 

Note.  *Midpoint additions to survey 
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Appendix C 

 

Code List with Definitions (N = 1241) 

 

Code n Definition 

HCW Frame of 

Reference 
50 

HCW comparison(s) to their previous workplaces and 

personal experiences with breastfeeding that inform their 

perspective on what is needed 

Synchronicity Lacking 50 

The importance of timing to get support when it is 

needed (immediate postpartum period) or the time it 

takes to get to support for or to breastfeeding; also HCW 

time. 

Socioeconomic Issues 47 

Issues of money including the cost of services to mothers 

and facilities (to provide services), time for mothers to 

get to and/or transportation to services and the challenge 

of returning to work. 

HCW Commitment to 

Breastfeeding 
46 

Expression of feelings about the importance of 

breastfeeding by participant and their efforts to support 

breastfeeding. 

Maternal Attributes 42 

Maternal state of mind (i.e., fatigue) and feelings or 

emotions about breastfeeding (i.e., fear or a lack of 

confidence) including modesty. 

WIC Effect on 

Breastfeeding 
41 

The services WIC provides (including breast pumps and 

education) as a major breastfeeding referral option or the 

influence of WIC (formula).   

Encouragement 39 
Descriptions of how HCWs use reassurance and 

encouragement to support breastfeeding efforts. 

Maternal “Mindset”  48 

Mothers committed to either breastfeeding or formula 

feeding or mixed feedings and resistant to information or 

change (preconceived feeding plan). 

HCW Areas of 

Responsibility 
38 

HCW descriptions of their job/duties/tasks and areas of 

responsibility in their work with mothers and babies.  

Lack of Supports 33 
Statements regarding the limited availability of 

breastfeeding supports and service options. 
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Health care Issues in 

Hilo 
32 

Issues related to health care delivery in Hilo (i.e., lack of 

providers, limited access and lack of leadership) – 

breastfeeding and in general. 

Inconsistent 

Breastfeeding Support 

in the Hospital 

31 

HCW personal and professional experiences (positive or 

negative) with breastfeeding support (or lack of support) 

in the hospital. 

Hospital LCs 30 
The availability (or lack of) or need for LCs on staff in 

the hospital. 

Breast Pumps 30 
HCW experiences with the availability of and use of 

breast pumps. 

Formula as an 

Intervention 
26 

The use of or suggestion to use formula by HCWs with 

or without a medical indication. 

What Could Help 

Support Breastfeeding 
26 

Ideas about services and education that could make a 

difference (i.e., LCs at hospital, programs geared toward 

teens and SOs). 

Lactation 

Consultants/Counselors 
25 

Experiences with and availability (or lack of or need for) 

LCs in the community (not hospital). 

Breastfeeding Support 

Groups 
25 

Availability of and referrals to breastfeeding support 

groups. 

Material Resources to 

Support Breastfeeding 
24 

Types of materials on breastfeeding given to or used in 

facilities with mothers and families including the 

internet, brochures, videos, resource lists. 

Social Norms 24 

The influence of society and community expectations on 

the act of breastfeeding (i.e., in public) and breastfeeding 

decisions (i.e., not breastfeeding due to a negative 

perception who breastfeeds). 

Maternal Preconception 

and Prenatal 

Education/knowledge 

24 
Descriptions of prenatal education and the need for more 

education prior to conception.  

Empathetic Expressions 

from HCWs 
24 

Expressions of empathy for difficulties faced by new 

mothers including breastfeeding. 

Difficulty with Nursing 

Care in the Hospital 
23 

Descriptions of nurses as unhelpful or staffing issues 

(i.e., nurses too busy to help mothers with breastfeeding). 

Maternal Cultural 

Influences 
23 

Comments describing cultural influences on 

breastfeeding decisions and practices. 
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Office/Clinic Practices 22 

Positive and negative statements about the breast feeding 

information given and support for breastfeeding in 

physician offices and clinics. 

Family Support of 

Breastfeeding 
22 

Whether or not a family is supportive can influence 

feeding decisions.  

Sharing Information 21 
Descriptions of the types of information given and how 

HCWs share breastfeeding information with clients. 

“fend for themselves”  20 

Descriptions of how HCWs (anecdotal) and some 

mothers “persevere” to successfully breastfeeding 

without formal breastfeeding services– on their own or 

with from their families. 

Limited Choices 19 
Breastfeeding resources that were once available in the 

community but are no longer available.  

Collegiality Matters 19 
Descriptions of communication between HCWs that 

hinders or helps breastfeeding efforts. 

What Has Worked 18 
Personal and professional experiences of success with 

breastfeeding support and resources. 

History of 

Breastfeeding 
18 

The influence of family and personal experiences and 

history on breastfeeding decisions. 

Maternal Lifestyle  17 

Breastfeeding would interfere with a mother‟s lifestyle or 

way of life (less freedom) or day to day life and work 

demands. 

Influence of significant 

other (SO) 
17 

The feelings and support of SO (positive or negative) 

influence on breastfeeding decisions. 

HCW Knowledge 16 
HCW knowledge level about existing breastfeeding 

supports and services or about breastfeeding situations. 

No Dissemination 

Pathway 
16 

Statements about the importance of and need for 

education about breastfeeding for communities and 

family. 

The Nature of Location 16 

The nature of East Hawai`i or Hawai`i island as an 

influence (i.e., more to do with geography and 

rural/physical structure than social structure) on 

breastfeeding and breastfeeding supports and services. 
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Hospital Practices 15 

Hospital routines that are not supportive of breastfeeding 

(formula routinely placed on bassinets or outdated 

resources or early discharge). 

Non-community 

Breastfeeding 

Resources 

15 
Breastfeeding services available outside the immediate 

community. 

Postpartum 

Breastfeeding Follow-

up 

14 

The importance and lack of or need for follow up to 

support breastfeeding mothers after hospital discharge – 

the need to know what happens or how things are going. 

Maternal Age 13 The effect of a mother‟s age on infant feeding decisions. 

Maternal Education 13 
Education level and education about breastfeeding 

influence feeding decisions. 

Peer Network 13 
The power and importance of peer groups (who are not 

family members) on breastfeeding decisions. 

Maternal Confusion 

from  Differing 

Directions 

13 

Contradictory or confusing directions or advice on 

breastfeeding given by different HCWs – the importance 

of consistency. 

Phone Resources 12 
Phone numbers needed and those available to be given as 

breastfeeding resources. 

HCW Mindset 12 

HCWs‟ thoughts and opinions about their abilities 

(confidence) and mothers motivations for infant feeding 

decisions.   

Unsupportive 

Behaviors 
11 

Practices or statements unsupportive of breastfeeding 

from family and HCWs (not including formula). 

Consider the Source of 

Breastfeeding 

Information 

11 

Statements that the source of the information makes a 

difference (i.e., hospital nurses versus family versus LCs 

versus peers). 

Breastfeeding is Hard 10 
A belief that breastfeeding is too hard and time 

consuming and bottle-feeding is easy. 

Giving Formula to Help 9 
Family and HCWs suggesting or giving formula with a 

motivation to be helpful. 

Support Contacts 9 
People given as contacts for breastfeeding help; not 

lactation consultants. 
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Note.  n = number of times mentioned by participants. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Information Seeking 9 
Expressions about breastfeeding education/training 

providers have had or would like to have. 

Lack of Leadership 9 
Lack of leadership to address changes needed or new 

services or programs to support breastfeeding. 

Pervasiveness of 

Formula 
8 

The availability of formula in the hospital and through 

WIC as a breastfeeding deterrent. 
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Appendix D 

 

Map of Hilo with Breastfeeding Resources  

 

Note. Adapted from “City of Hilo Map,”  County of Hawai`i, 2009. 
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