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Background: In Sweden, evidence-based breastfeeding support is provided as part of the 2022–2027 Swedish Food Agency's breastfeeding strategy. Despite 98% of mothers intending to breastfeed, exclusive breastfeeding rates have dropped from 82% in 2014 to 67% in 2022. Child health service nurses offer guidance regarding breastfeeding to women and their partners. The aim of this study was to explore the challenges perceived by nurses in child health services in providing breastfeeding support to mothers in Sweden.



Materials and methods: Qualitative methodology, using semi-structured interviews with 12 purposively recruited Child Health Service Nurses (CHSN) in southern Sweden. The interviews were recorded, transcribed verbatim and analysed using qualitative content analysis.



Results: The analysis identified three main categories, eleven sub-categories and one overall theme: “Taking a step back when balancing breastfeeding communication in a diverse care chain”, which illustrates the CHSNs' struggles during consultations. It reflects communication barriers (i.e., language gaps), relational concerns (i.e., fear of harming trust), cultural factors (i.e., different perceptions of breastfeeding), and organizational hurdles (i.e., time constraints, limited access), prompting CHSNs to delicately balance support while respecting individual choices, often resulting in stepping back from evidence-based breastfeeding advice when faced with obstacles.



Conclusion: The study highlights challenges in breastfeeding support among CHSNs, underscoring the need for evidence-based, person-centred care. Further education and guidance are essential to improve support and advance global health goals.
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Introduction

In Sweden, parents and soon-to-be parents are entitled to evidence-based breastfeeding support, as outlined in the Swedish Food Agency's National Breastfeeding Strategy 2022–2027 (1). Support and guidance must also align with national regulations (SOSFS 2008:33) on infant feeding, whether through breastfeeding or formula (2) and with the National Guidelines on Pregnancy, Childbirth and the Postpartum Period, developed by the National Board of Health and Welfare (3). These frameworks draw upon international recommendations, including UNICEF's guidance and the WHO's “Ten Steps to Successful Breastfeeding” (4).

With a longstanding cultural emphasis on positive breastfeeding practices, Sweden acknowledges the significant health benefits for both mothers (5) and children (6). An overwhelming 98% of Swedish mothers express the intention to breastfeed their infants (7). Despite the provision of 480 days of paid parental leave (8) and legal protections supporting breastfeeding in the workplace (9) exclusive breastfeeding rates in Sweden have declined notably over recent decades. Rates fell from 82% at 4 weeks of age in 2014 to 67% in 2022 (10), with southern Sweden showing a particularly pronounced decline. Several factors likely contribute to this multifaceted issue, including the early introduction of formula in postpartum care with a 40% usage rate in healthy newborns in the Region of Skåne (11), as well as shifting cultural norms communicated through social media and popular parenting literature (12). For example, Henriksson and Rubertsson (12) show how breastfeeding often is portrayed as a biological limitation that conflicts with ideals of equal parenting, potentially contributing to ambivalent attitudes toward breastfeeding. However, the complete picture still remains unclear.

In Sweden, child health service nurses (CHSN) are mainly responsible for providing guidance to women and their families regarding breastfeeding and overall children's health, commencing from 1 week postpartum (13). The Swedish child health service (CHS) includes a national programme for families with children 0–6 years old, with regularly scheduled encounters with a CHSN. The CHS also provides services by physicians, psychologists, speech therapists and dieticians, all free of charge.

All families are invited to participate in this voluntary programme. CHSNs have the responsibility to counsel women and their families regarding children's health in general, including breastfeeding support. CHSNs in Sweden receive basic training in breastfeeding support as part of their formal education, and some also get access to supplementary training (14). It is not a requirement that CHSNs are certified according to IBCLC standards (International Board-Certified Lactation Consultant).

The care organisation is widely embraced and esteemed by families, with nearly 100% participation in healthcare programmes for children up to 6 years of age (13). However, previous research indicates a substantial demand for updated counselling education (15) as nurses encounter challenges in addressing sensitive topics—including breastfeeding support. This can be emotionally difficult, as nurses may be reminded of past personal or professional experiences they have had to manage (16). While one recent study has explored breastfeeding counselling including the perspective of public health nurses (17), there is still a lack of research addressing how CHSNs experience and manage the complex nature of breastfeeding support, particularly within a Swedish context. Given their central role in providing breastfeeding support during the early years of a child's life, gaining insight into their perceptions and perspectives is essential for improving the quality of counselling.

The aim of this study was to explore the challenges perceived by nurses in child health services in providing breastfeeding support to mothers in Sweden.



Method


Study design

An exploratory qualitative research framework was adopted as outlined by Polit and Beck (2017) (18), utilising individual semi-structured interviews with CHSNs experienced in conducting breastfeeding support. Participants were selected through purposive sampling, as CHSNs hold primary responsibility for providing breastfeeding support in Sweden (13).

Inclusion criteria for participation were: (1) completion of a specialist nursing degree in either district nursing or pediatric nursing; (2) a minimum of 1 year of professional experience within child health services; and (3) regular professional involvement with breastfeeding support as part of their clinical responsibilities as Child Health Service Nurses.

The study followed the Consolidated Criteria for Reporting Qualitative Research (COREQ) guidelines (19) throughout all phases, including study design, participant recruitment, data collection, analysis, and reporting.



Setting

The study was conducted at eleven Child Health Centres (CHC) in seven municipalities in eastern Skåne. All CHCs were affiliated with a healthcare centre, operating primarily on the healthcare centre's premises and organised under primary care. In Region Skåne, primary care has its own administration, including both private and public healthcare centres. Four healthcare centres were located in urban areas, serving populations of approximately 19,000–40,000, while seven were in rural areas, serving populations of 1,300–8,000 (20). Since the introduction of Health and Care Choice Skåne, residents can choose their healthcare centre regardless of their living area (21). Four centres were privately owned, and seven were regionally governed.



Data collection

Data collection took place from May to October 2019. Initial contact with clinical directors at 31 healthcare centres, each with an associated CHC, was made via email, and in one case via direct approach, requesting permission to conduct the study. The emails included study information and consent forms for the clinical directors and potential informants (CHSNs). Out of the 31 clinical directors contacted, eleven did not respond, despite repeated attempts to contact them via email and phone. After three failed contact attempts, no further attempts were made. Nine directors declined participation either due to time constraints of their nurses, or due to staff shortages. Finally, clinical directors from eleven healthcare centers granted permission for the study to be conducted and shared the authors' (JA and EB) contact details with their CHSNs. Eligible CHSNs then contacted the authors directly if they wished to participate; in total 13, where one CHSN later with-drew participation.

The interviews were conducted by the second and third authors (JA and EB), alternating as moderator or observer, and took place in an undisturbed environment at the CHCs where the CHSNs worked. Two pilot interviews were conducted and later included in the study, with no alterations to the interview guide. The interviews were digitally recorded, and field notes were taken. Prior to the interviews, the informants were provided with both oral and written information explaining that participation was voluntary, they could withdraw at any time without consequence, and that all data collected would be handled confidentially. It was emphasized that no identifiable information would be included in the final report, ensuring that individual responses could not be traced back to specific participants.

A semi-structured interview guide was used for data collection, incorporating open-ended and follow-up questions to explore challenges in breastfeeding support at CHCs. The guide followed a flexible structure, allowing informants to express themselves freely. Before each interview, participants provided demographic information, including age, gender, years of professional experience (overall, in child health services, and at their current workplace), additional breastfeeding training, and a description of their work tasks. Interviews began with an open-ended question about challenges in supporting breastfeeding mothers, followed by more specific questions regarding support strategies, communication approaches, the use of the “Ten Steps to Successful Breastfeeding,” and available resources. Communication-related challenges were also explored. Follow-up prompts (e.g., “How do you feel about that?”, “Can you give an example?”) were used to encourage deeper reflection. Each interview concluded with an opportunity for participants to add further comments and consent to future contact. Interviews lasted between 16 and 30 min.



Data analysis

The interviews were analysed inductively using qualitative content analysis, following rigorous and systematic procedures (22). Initially, three authors (JA, EB and PN) read the transcribed material several times to get a sense of the whole. Meaning units were then identified, condensed and manually divided into codes. Codes sharing similar content were consolidated and merged into manifest categories, albeit with some degree of interpretation. This process was initially conducted independently, and later collaboratively. A verification process was subsequently carried out by the primary author (PN) and the two senior authors (A-CJ and M-ER), which involved revisiting transcripts and scrutinising the categorisation by refining the organization through continuous discussion and reflection. To support analytical rigor and trustworthiness, a reflexive stance was maintained throughout the study, with regular discussions on preunderstandings, assumptions, and interpretation (22).

As the analysis progressed, discussions were held among the authors to achieve a comprehensive shared understanding of the interpretation of the findings. This led to the emergence of an overarching latent theme that encapsulates the essence of all categories identified in the results analysis.



Ethical considerations

In accordance with Swedish legislation, this study does not require approval from the Swedish Ethical Review Authority as it does not involve patients or sensitive data. All procedures were carried out in compliance with the ethical standards established by the Committee on Publication Ethics (COPE). It is the responsibility of the authors to protect the informants from any kind of harm. The authors adhered to the ethical principles, including the requirements of information, confidentiality and utilisation (23).




Results

In total, twelve CHSNs situated at eleven healthcare centres agreed to participate and one CHSN declined. The informants were all specialist nurses, either as primary healthcare nurses or as nurses specialised in children's health, and they all had clinical experiences with breastfeeding consultations as part of their duties. The CHSNs who agreed to participate in the study were female, aged between 32 and 61 years. Their working experience ranged from 3 to 25 years.

The analysis resulted in three main categories, eleven sub-categories and one overall theme, which are presented in Table 1 and further elaborated in the text.



TABLE 1 Results: overarching theme, categories and sub-categories.



	Overarching theme: Taking a step back when balancing the breastfeeding communication in a diverse care chain



	Category
	Sub-category





	Professional adaptations regarding breastfeeding
	Finding it difficult to capture the whole pictureExperiencing language barriers as being challenging in the consultation situationNeeding to adapt the counselling to the individual situationStruggling to find a balance in providing supportive counselling



	Perceptions of mothers’ attitudes to breastfeeding
	Lacking self-confidence in breastfeedingHaving unrealistic expectations of the transition to motherhoodBeing negatively influenced by othersRecognising the role of culture in shaping breastfeeding practices



	Organisational prerequisites regarding breastfeeding
	Acknowledging limited access to primary healthcare nursesPerceiving a lack of consensus regarding breastfeeding recommendations across the care chain








Taking a step back when balancing the breastfeeding communication in a diverse care chain

The overarching theme can be summarised as the CHSNs' struggle to navigate and adapt to various perceived challenges in supporting breastfeeding. This theme was derived from their encounters with mothers during consultations, where several aspects emerged, as concluded in the categories.

In essence, the theme reflects the complexity of breastfeeding consultations, encompassing communication barriers, cultural influences, organisational challenges, and the delicate balance CHSNs must maintain in their professional role. The CHSNs endeavoured to support mothers while striving to respect individual choices, often, however, taking a step back in communicating about breastfeeding.



Professional adaptations regarding breastfeeding

This category shed light on the practical challenges faced by CHSNs in their professional adaptations regarding breastfeeding. Understanding the mothers' perspectives was found to be difficult due to perceived barriers maintained by the mothers during consultations. Fear of miscommunication and language barriers further complicated the delivery of guidance, especially in perceived complex situations.


Finding it difficult to capture the whole picture

The CHSNs provided examples of challenges during professional encounters with mothers. For instance, they observed that some women seemed to maintain a facade during consultations, making it difficult for the CHSNs to understand the mothers' attitudes towards breastfeeding and consequently provide accurate information and suitable advice. The nurses also found it challenging to grasp the true feelings or thoughts of the mothers with whom they interacted. They explained that some mothers might display a certain demeanour or behaviour during consultations that did not necessarily reflect their true sentiments regarding breastfeeding. According to the CHSNs, this discrepancy could be attributed to various factors, such as reluctance to express difficulties, cultural influences, or a desire to adhere to societal expectations. This was identified as a challenge in providing correct information and appropriate advice.


But there are many [mothers] who are difficult to reach, and many who are very […] put up a facade. Because one thinks one should. And who says, “I want to breastfeed”, but they don’t really want to. (5)



Other examples of when the CHSNs found it challenging to penetrate external appearances include situations where they believed they had an agreement with the mothers about breastfeeding strategy, but on the next visit, the situation had changed without explanation. Conversely, a woman might state that breastfeeding was going well, but the child was not gaining weight. In these circumstances, the CHSNs tried to gain a deeper understanding of the situation, but often found themselves unable to reach the mother, which could result in initiating formula.



Experiencing language barriers as being challenging in the consultation situation

Not speaking the same language and/or using interpreters was revealed as a significant challenge in the encounters with mothers.


I sat down with a mother asking her: What is milk for you? For me, milk is breast milk, that you are breastfeeding. The mother responded: “milk is formula”. (7)



Misunderstandings often occurred even when using interpreters, and the CHSNs often felt they had no control over the communication situation. There were also mothers who preferred not to use interpreters. However, when refraining from using an interpreter, the nurses often experienced that essential nuances of the language were lost to the detriment of the consultation.



Needing to adapt the counselling to the individual situation

The CHSNs found it challenging to implement a person-centred approach and adapt the information to individual mothers, especially in sensitive situations, such as inadequate weight gain.


Often, children do lose weight in the first few days at the maternity ward, and maybe even when we meet them for the first time […] and it’s quite delicate what we say then. By saying “oh, the child has lost weight” or if we say beforehand that “it’s normal for the child to lose weight, and we’ll see how it has progressed today” so that it doesn’t become charged. (1)



The CHSNs stressed that breastfeeding is a technique that requires learning for both the mother and the child, and that it typically takes several weeks to establish breastfeeding routines.


Then there are challenges when breastfeeding is painful. When the mother encounters issues with her breasts, infections, wounds. That it hurts to breastfeed. (1)



Supporting mothers through this period was found particularly challenging. According to the CHSNs, their role was to offer professional advice and assistance in addressing challenges, emphasising the transient nature of difficulties. Most importantly, ensuring that women felt confident and secure proved crucial, motivating some to persist in breastfeeding.

The transition to motherhood was believed to be a great challenge for the mothers. According to the CHSNs, lack of sleep and crying babies during encounters with the nurses made it difficult for the women to listen to advice. Therefore, CHSNs tried to supplement verbal information with written materials provided during the meetings.

If babies had lost weight beyond the normal range, the CHSNs deliberated internally before advising the introduction of formula. This precautionary approach stemmed from their awareness of the potential risk that women might discontinue breastfeeding.


If the children have lost weight […] then you always reconsider. Should I say, “give some formula to boost them [the children] in the beginning”? But then, it might result in [the mothers] continuing. (6)





Struggling to find a balance in providing supportive counselling

The CHSNs felt they needed to tread a delicate line between encouraging the women to continue breastfeeding and respecting their desire to stop.


So, you have to weigh your words on a golden scale with a hormone-filled mom. New situation, one can be quite vulnerable. (2)



Not all CHSNs believed it was their responsibility to provide information about the benefits of breastfeeding, as they assumed the women were already aware of them.


I’m not trying to change them [the mothers]. If they’ve made up their minds, I can’t come in and say, “the WHO recommends breastfeeding until the child is two”. No, I would never do that. (4)




Almost all mothers know that breastfeeding is good, so I don’t need to tell them. That’s not my task, I think. (8)



According to the CHSNs, stating the effects of breastfeeding without being perceived as spreading propaganda was particularly difficult. They felt challenged to avoid stepping on anyone's toes while trying to help the women stay motivated to continue breastfeeding. The fear of assigning blame to women was also a concern, as they might feel ashamed if they discontinued breastfeeding. The CHSNs explained their avoidance of communicating breastfeeding benefits in their clinical practice as a way to avoid burdening the women.


One tries not to impose any personal judgment on it. Because one wants to have a good relationship […] so that they can come to me with their questions. I want that even if they choose not to breastfeed. I still want to have a good relationship because it's important in other ways. (3)






Perceptions of mothers' attitudes towards breastfeeding

The following category and sub-categories focus on the CHSNs' perceptions of mothers' attitudes towards breastfeeding and their ability to communicate adequately about it. The CHSNs observed that mothers often lacked confidence in breastfeeding, influenced by past experiences, familial attitudes, and partner opinions. Unrealistic expectations and societal pressures also impacted mothers' decisions, making it difficult to effectively communicate the importance of breastfeeding. Cultural factors, including the influence of social media, further contributed to these challenges. Most significant was the CHSNs' fear of communicating about breastfeeding without violating the mothers' opinions.


Perceiving mothers to be lacking self-confidence in breastfeeding

The CHSNs perceived that if mothers had a previous negative experience with breastfeeding, other women in their family who did not breastfeed or had experienced abuse, or had prior negative contact with the CHSN, it affected their ability to breastfeed.


If they have bad experiences of breastfeeding from before or contacts with Social authorities from before, then, I think communication with breastfeeding mothers is difficult. (2)



It was also noted that some mothers believed breastfeeding should come naturally, and when they experienced difficulties, they lost faith in themselves, which was expressed as insecurity. These women were perceived to need repeated confirmation from the CHSNs.


Many [mothers] have worries, and they kind of want confirmation often that they are doing it right and ask many questions about what to do. They don’t dare to trust their own intuition […] instead, you need to constantly confirm that they are doing it right and how to do it and how often should they do it. (3)



Being admitted to the Neonatal unit after delivery, with strictly scheduled feeding routines, was found to negatively affect the self-trust of mothers, according to the informants. The CHSNs encountered challenges when assisting mothers with prior experience in the Neonatal ward who were accustomed to feeding their babies on demand. These mothers had been conditioned by the hospital to strictly adhere to breastfeeding regulations, presenting additional complexities for CHSNs in providing support for free feeding.


If they [the mothers] have had the children in the neonatal unit for a while […], then it’s like: now they [the children] should have 30 millilitres, now they should have 40 millilitres, very intense. Then I come and say “now it’s free breastfeeding”. It becomes really difficult. (2)



The CHSNs perceived that the women often lacked the ability to read their babies' signals, for example, whether the babies showed signs of hunger. The CHSNs believed that this perceived lack of confidence and knowledge often led mothers to choose formula instead of breast milk. By doing so, it gave the mothers a sense of control, according to the CHSNs. When mothers and their families returned home and the baby was stable, a new set of challenges emerged. Supporting women in breastfeeding during this uncertain period and fostering trust in themselves was considered difficult. Some CHSNs utilised breastfeeding observation to optimise care and support. This also involved simple actions, such as teaching women how to hold their babies while breastfeeding. Although weight control was occasionally used as a supportive measure, CHSNs made it clear to women that it could also cause stress. Instead, they encouraged mothers to build trust in their own instincts and observe their baby.



Having unrealistic expectations in the transition to parenthood

CHSNs described how (conveyed that) contemporary women express a heightened desire for personal time, in contrast to earlier generations. This, in turn, created uncertainty for the nurses in terms of how to effectively communicate and respond to this evolving need. The nurses perceived the active lifestyles led by these women as a potential hindrance to successful breastfeeding.


They [mothers] should, despite having children, fulfil themselves and find time to exercise and enjoy a latte downtown. (3)



Furthermore, they observed that mothers gave up breastfeeding too easily, as bottles and formula are readily available and may be seen as an easy solution. This is also true for those who want to avoid breastfeeding publicly for various reasons.


Many often choose to quit breastfeeding too early. If it goes a bit against them, they’d rather quit. They think it should be that simple, that everything should just work, and the smallest setback makes them choose to quit. (3)



CHSNs also found that mothers often had unrealistic expectations about breastfeeding. They believed that the first time would be just joyful and trouble-free. When these expectations were not met, they felt disappointed.



Being negatively influenced by others

The opinions of those in the surrounding environment regarding breastfeeding, as well as the partners' attitudes, were considered challenges that directly impacted breastfeeding. The CHSNs also observed that the use of social media presented challenges for supporting breastfeeding. They felt that it was not readily apparent to the women to accept advice from them, as it did not seem obvious to the mothers that their advice was the best.


You get so much advice; it’s difficult for them [mothers] to filter; who should one believe? And it might not be as certain that we [Child Health Services] possess the best knowledge. Before, whatever healthcare said was considered law. (2)



According to the CHSNs, the striving for equality in Swedish society might lead women to believe that breastfeeding hinders achieving an equal relationship. They noted that formula feeding allowed for the inclusion of partners, for example, by enabling partners to experience as much physical contact as mothers. The CHSNs admitted their difficulty in promoting breastfeeding while also advocating for gender equality, as they found it challenging not to pit these two aspects against each other.


People are very much into equality, which is great, but it’s a bit at the expense of breastfeeding, I think. Because there’s a lot of emphasis on the dad being involved in everything. So, I can find it a little challenging to explain how important breastfeeding actually is. (12)



The CHSNs also described how siblings could complicate breastfeeding, as their attention seeking behaviour was found to disturb the mother.


Then, it’s also a challenge as a mom if you have other children. If you have a little one running around causing mischief or if you can’t see that [sibling], then you wonder what he or she is doing now, and you’re on high alert trying to breastfeed the little one. Or if the sibling wants to come up in your lap and be involved, almost stepping on the little one. (1)





Recognising the role of culture in shaping breastfeeding practices

The CHSNs used the terms “cultural” or “traditional” when contemplating the behaviours of women from other countries regarding breastfeeding. The nurses categorised foreign-born women into distinct groups—those who breastfed and those who more readily opted for formula. However, all foreign-born women were characterised as being reluctant to breastfeed publicly or in the presence of men. Consequently, if a male interpreter was present, women felt inhibited from breastfeeding. Therefore, the CHSNs considered using a phone interpreter as a favourable option.


I try to use professional translation over the phone so that they [the mothers] do not need to expose their breasts. (2)






Organisational prerequisites regarding breastfeeding

This category highlights perceived challenges within the CHSNs' own organisation and in collaboration with other entities involved in caring for breastfeeding mothers, such as maternity healthcare and postpartum care. Limited access to primary healthcare nurses at the child health service after childbirth and inconsistent breastfeeding recommendations across the care chain were suggested to create uncertainties for mothers. The organisational structure, including early discharge from postpartum wards, was explained to affect the nurses' ability to provide timely assistance.


Acknowledging limited access to primary healthcare nurses

The CHSNs acknowledged that women need support to maintain the breastfeeding after returning home from the delivery ward. This support could be via phone, home visits or other ways. However, it was not always easy to be available for the mothers, as issues could also arise when Child Health Services was not open. Due to complicated organisational systems, the CHSNs perceived that mothers had difficulties in reaching the nurses even during working hours. They emphasised the importance of ensuring that care and assistance are readily available and accessible to women when required.


The Child Health Centre (CHC) needs to be accessible on weekdays during working hours. (1)





Perceiving a lack of consensus regarding breastfeeding recommendations across the care chain

CHSNs experienced that antenatal care only provided information about the positive effects of breastfeeding, without informing mothers about potential pain and problems that might occur.


I think there should be more information about maternity care. I often hear it when they [the mothers] come here later that too little has been talked about. I feel that maternity care says that breastfeeding is great and that you should do it. There’s no discussion about these difficult things; that it can be very painful, that there can be terrible tension in the breasts, that you can become sad, and that it’s sweaty. (12)



Returning home early from the postpartum ward was considered a contributing factor to discontinuing breastfeeding, as mothers had not been given sufficient time to address difficulties and seek assistance. In some cases, breastfeeding had already ceased before the first postpartum visit (within 1 week). Introducing formula at the postpartum ward created a considerable obstacle to the promotion of breastfeeding, contributing to a sense of disillusionment among the CHSNs in carrying out their responsibilities.


It’s a dilemma for us because […] if you’ve got it [formula] in there, they [maternity ward] know what to provide, and […] they [maternity ward] can say, “on the first day, you should give 10 ml, and on the second day, 20 ml, and on the third day, 30 and 40”, and if we visit them at home after five days […] then they are up to 50 ml at each feed. Can you establish breastfeeding with that? It’s impossible. It’s like completely doomed. (8)







Discussion

Providing support for breastfeeding is a delicate act, as shown in this Swedish context, exploring the complexity from the CHSNs' perspective. Several factors are likely to contribute to the multifaceted issue of decreasing breastfeeding rates, and there is a demand to find out more about communication regarding various aspects of breastfeeding support.

Furthermore, the postpartum period has been assessed as increasingly challenging for new parents in Sweden, as reported in 2023 (24); with hospital stays averaging 1.7–3 days, among the shortest in Europe, opportunities for early support may be limited. In addition, only 57%–75% felt satisfied and involved in their care, and merely 26% of women were satisfied with the support they received for their own health during the postpartum period (24).

The aim of this study was to explore the challenges CHSNs experience while providing breastfeeding support to mothers, resulting in the main theme of Taking a step back when balancing breastfeeding communication in a diverse care chain.

The category Professional adaptations regarding breastfeeding showed that the CHSNs faced difficulties in communicating and providing support during breastfeeding consultations. The nurses expressed challenges due to factors out of their reach, such as women not being adequately prepared earlier in the care chain, both during pregnancy and postpartum care, about the realities of breastfeeding. According to the nurses, this could affect women's expectations about handling breastfeeding obstacles, as well as their expectations about motherhood. The CHSNs expressed that their main responsibly was to maintain a positive relationship with the women and not to be experienced as intrusive. Establishing functioning breastfeeding is critical when parents first arrive home with their newborn child.

Some nurses expressed “that they did not see it as their duty to inform women about the positive effects of breastfeeding”, thereby not giving them the possibility to make an informed choice. This position is in contradiction to the ethical guidelines for nurses (25). Infants who are given formula early have less chance of successful breastfeeding due to the physiological interplay that occurs between the child's demand and the stimulation of the woman's breasts (26). Other research has shown that women need emotional support (27) to develop self-esteem in their motherhood and in their interactions with their partners (28). Some of the CHSNs included in the study expressed a genuine interest and desire to help breastfeeding mothers, while others expressed taking a step back, not seeing it as their responsibility if the women themselves were doubtful about breastfeeding.

To understand the dilemma and the complexity the CHSNs face, one might consider the perspective of person-centred care. Changing habits or introducing change (29) requires long-term, individual support where, in a functioning care chain, the care recipient becomes engaged and encouraged. Supporting women is possible when the caregiver sees women as individuals with their own will and experiences, recognising their responsibilities and capabilities (30, 31). The nine pillars of person-centred care align well with the WHO's/UNICEF's 10 steps to successful breastfeeding (4): (1) empathy, (2) respect, (3) engagement, (4) relationship, (5) communication, (6) shared decision-making, (7) holistic focus, (8) individualised focus, and (9) coordinated care.

Our results demonstrate that CHSNs focus on creating a relationship with women as a mean to share decision-making. The results indicate that if a woman is unsure about breastfeeding, the nurse should use evidence-based knowledge and communication skills to support her. Instead of backing down, the nurse should provide empathetic, person-centred care based on the woman's breastfeeding goals, enabling her to make an informed choice. The importance of being listened to can be key to effective breastfeeding communication, instead of letting habits take precedence (31).

In Sweden and elsewhere, women with higher levels of education tend to breastfeed for longer, while women with lower socio-economic status breastfeed less (4). This is an immense challenge for public health efforts in general and for breastfeeding specifically, as women and children who do not breastfeed miss out on the widely acknowledged health benefits (6, 32). This widens the already existing gap in equal care and access to care, which is the basis for equal health. Everyone has the right to knowledge that enables informed choices to benefit their own health and that of their children. This aligns with Sweden's gender equality policy goals (33) as well as the UN Convention on the Rights of the Child, which has been part of Swedish law since 2020 (Article 24, paragraph 2e) (34).

From a societal perspective, breastfeeding saves lives and contributes to a more environmentally friendly society. Therefore, working with breastfeeding support, not only at the individual level, but also at the societal level, involving decision-makers, is a key factor in improving breastfeeding outcomes (35). In Swedish child healthcare, breastfeeding is considered a quality indicator (36). This requires self-inspection to be carried out by operations managers at workplaces. Self-monitoring involves, among other things, investigating whether staff approaches and attitudes might impair the quality of care (37). This is in accordance with the second stage of the Ten Steps to Successful Breastfeeding: Ensure that staff have sufficient knowledge, competence and skills to support breastfeeding (4).

The nurses found it challenging to grasp the true feelings or thoughts of the mothers with whom they interacted. The CHSNs in this study explained that some mothers might display a certain demeanour or behaviour during consultations that did not necessarily reflect their true sentiments regarding breastfeeding. In many societies, traditional values dictate how mothers are expected to behave (38–40), and there is also a historical notion in western societies of “unreliable bodily functions” [(41), p. 79] such as breastfeeding, which might affect women's confidence in their ability, or rather inability to produce and feed their children. This study from Great Britain showed that women often try to find strategies to cope with the uncertainty of breastfeeding, in combination with their concerns about returning to a “normal” and “productive” life (39).

Breastfeeding is a relationship not only between the mother, child and her partner, but also with the surrounding society (41), including how breastfeeding mothers are encountered publicly (42) and how mass media affect women's attitudes and choices regarding breastfeeding (43). Instead of focusing on disadvantages in mothers' wishes, CHSNs should approach these mothers with openness and genuine interest in their breastfeeding goals, understanding what they need to achieve a functioning breastfeeding within their lifestyle and on their terms. This is in accordance with patient centred care (44). By doing so, they support and empower women participate fully in society with their children.

The recently published study (42) from Sweden, Australia and Ireland, over 10,000 women's experiences of breastfeeding in public were presented. The women experienced negative attitudes, such as sexualisation, negative comments and resistance to breastfeeding in public. For a woman with children, not being able to participate in society on equal terms with others violates the human rights goals set by the Swedish government (33) and the child's rights and needs according to the Convention on the Rights of the Child (34).

The category Organisational prerequisites regarding breastfeeding showed a lack of cooperation with other levels of care, such as ante- and postnatal care. The nurses observed that women received differing advice about breastfeeding throughout the care chain, leaving them unprepared and uncertain about which advice to trust. CHSNs are at the end of a long care chain (from maternity healthcare, delivery ward and the postnatal ward). Barimani and Hylander showed as early as 2012 (45) that professionals felt more confident when they knew what other professions in the care chain communicated. When it comes to sensitive matters such as breastfeeding support, caregivers play a key-role and are affected by the support provided by their colleagues earlier in the process. Sweden still lacks a linked documentation system in the perinatal care chain. CHSNs do not have access to previous documentation, which means they lack knowledge about the women's breastfeeding goals. This is highlighted in the Ten Steps to Successful Breastfeeding (4) as well as in patient centred care, which emphasises the importance of safeguarding the partnership by documenting mutually agreed goals in a health plan (44).

The nurses expressed that healthy newborn babies are often introduced to formula in the postnatal ward. According to the latest Swedish report, 40% of newborns in the Region of Skane have been given formula (11). This practice challenges the nurses and violates the International Code (46), which states that formula should only be given to children on medical ground and not offered to every child.

This study shows that even though we have Swedish and international guidelines approved by the WHO and the Social Welfare Board, available on web-based platforms for both midwives in antenatal and postnatal care (13, 47) as well as a generous paid parental leave, we still do not support breastfeeding women adequately.

Breastfeeding is a collective responsibility (32). Society's support functions, including healthcare, are jointly responsible for breastfeeding promotion. Without investment in breastfeeding support from politicians, civil society and healthcare organisations at the national level, the low rate of breastfeeding globally will continue to generate large socioeconomic costs, which will affect the health of future generations.


Methodological considerations

To ensure the trustworthiness of the study, we applied and considered the concepts of credibility, dependability and transferability (18, 22). The study's results are based on interviews with twelve CHSNs, each lasting between 16 and 30 min. Although the interviews were relatively brief, which may have restricted opportunities to explore certain topics in greater detail, informants spoke openly and reflectively about their experiences and perceived challenges in breast feeding counselling.

While the participants formed a purposive sample based on their professional relevance, the number was determined by availability rather than ongoing assessment of data saturation. This may have limited the range of perspectives. However, the interviews were rich, and recurring themes emerged, suggesting that additional participants may not have substantially altered the results (48, 49).

Even if the interviews were conducted in 2015, we argue that the findings remain highly relevant. No major structural changes have been implemented in the organization of maternal and child health services in Sweden since the data were collected, nor have national guidelines for breastfeeding support, such as those in the National Handbook for Child Health services (13), been substantially revised. Furthermore, the decline in breastfeeding rates has continued throughout this period, underlining the persistent challenges described by the participants.

The purposive sample included CHSNs with varying years of experience, from both urban and rural CHCs, which support credibility. Furthermore, we analysed the interviews collaboratively, continuously discussing and reflecting on the textual material throughout the research process. This collaboration led to more consistent coding, categorisation, and consensus on the final theme. Adherence to COREQ strengthened the study's methodological rigor, enhanced transparency, and supported the credibility and trustworthiness of the findings.

In qualitative research, authors are viewed as co-creators of the results during the interviewing and analytical processes (18, 50) and an important factor contributing to dependability is the authors' ability to distance themselves from the material during analysis. The authors comprehensively discussed pre-understandings to avoid imposing personal values on the informants' stories. By including both junior and senior researchers, and from different professional backgrounds in the analytical process, we aimed to increase the dependability of the results, as interpretative perspectives can vary (51).

By providing a detailed account of the study's methodology, we strived for transparency throughout the research and analytical process, enabling readers to consider alternative interpretations and evaluate the transferability of the findings to other settings (22). While the findings cannot be extended to all nurses in child health services in Sweden, they offer important understanding of common themes and tensions that may resonate in similar contexts.




Conclusions and implications

Positioned at the end of a long care chain, CHSNs described challenges in balancing women's preferences with their professional responsibility to promote breastfeeding. To address this, we recommend initiating breastfeeding communication early in antenatal care, supported by consistent, evidence-based education across all care providers. Women's individual breastfeeding goals should be clearly documented and accessible throughout the care chain to facilitate person-centred support. We also recommend structured, recurring training for CHSNs—such as an annual mandatory update with a knowledge test—to ensure shared, up-to-date competence. This requires active leadership from healthcare managers and systematic implementation of the Ten Steps to Successful Breastfeeding across services.

From a global perspective, CHS nurses play a crucial role. By offering evidence-based support to breastfeeding mothers, CHS nurses not only assist individual mothers, but also contribute to strengthening breastfeeding as a tool for achieving sustainable development. We need to be aware that there are different levels of knowledge about breastfeeding, even in settings where parents expect to find experts.

Future research should explore organizational responsibilities, timing and content of breastfeeding communication, and how to support women's individual goals within the care chain through structured, person-centered training.



Data availability statement

The datasets are not available as excerpts of raw data would potentially violate the agreement upon which participants consented.



Ethics statement

According to Swedish legislation, ethical approval from the Swedish Ethical Authority was not required as the study did not involve patients or sensitive data. This study is based on a master's thesis completed in 2019 as part of the Specialist Nursing Program with a specialization in District Nursing at Kristianstad University, Sweden. Initial approval for the study was granted by the responsible examiner (ACJ), in her role as Associate Professor in Medical Science, for the thesis course. Approval was subsequently obtained from all clinical managers to conduct interviews at the designated Child Health Care Clinics in northeastern Skåne, Sweden, as well as from the participating Child Health Service Nurses (CHSN) in line with the prescribed methodology. The work was later revised into a scientific article, with renewed consent obtained from all informants prior to publication. All procedures were conducted in compliance with the ethical standards set forth by the Committee on Publication Ethics (COPE) and in alignment with the ethical principles of the Helsinki Declaration. The study was conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study.



Author contributions

PN: Conceptualization, Data curation, Formal analysis, Funding acquisition, Methodology, Project administration, Supervision, Validation, Writing – original draft, Writing – review & editing. JA: Conceptualization, Data curation, Formal analysis, Investigation, Methodology, Writing – original draft, Writing – review & editing. EB: Conceptualization, Data curation, Formal analysis, Methodology, Writing – original draft, Writing – review & editing. A-CJ: Conceptualization, Data curation, Formal analysis, Investigation, Methodology, Supervision, Validation, Visualization, Writing – original draft, Writing – review & editing. MER: Conceptualization, Data curation, Formal analysis, Investigation, Methodology, Project administration, Validation, Visualization, Writing – original draft, Writing – review & editing.



Funding

The author(s) declare that no financial support was received for the research and/or publication of this article.



Acknowledgments

We would like to thank all our participants for their invaluable contribution to this study.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Generative AI statement

The author(s) declare that no Generative AI was used in the creation of this manuscript.



Publisher's note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References


	1. Livsmedelsverket. Nationell amningsstrategi 2022–2027. Uppsala: Livsmedelsverket (2022). Available online at: https://www.livsmedelsverket.se/globalassets/publikationsdatabas/rapporter/2022/2022-nationell-amningsstrategi-2022-2027.pdf (Accessed May 22, 2025).


	2. Socialstyrelsen. Socialstyrelsens föreskrifter och allmänna råd (SOSFS 2008:33) om information som avser uppfödning genom amning eller med modersmjölksersättning. Stockholm: Socialstyrelsen (2008). Available online at: https://www.socialstyrelsen.se/kunskapsstod-och-regler/regler-och-riktlinjer/foreskrifter-och-allmanna-rad/konsoliderade-foreskrifter/200833-om-information-som-avser-uppfodning-genom-amning-eller-med-modersmjolksersattning/ (Accessed May 22, 2025).


	3. Socialstyrelsen. National guidelines for pregnancy, childbirth, and the postpartum period. Socialstyrelsen (2025). (Nationella riktlinjer: Graviditet, förlossning och tiden efter – Socialstyrelsen) (Accessed May 28, 2025).


	4. WHO, UNICEF. Protecting, promoting and supporting breastfeeding in facilities providing maternity and newborn services: implementing the revised Baby-friendly Hospital Initiative. Geneva: World Health Organization (2018). Available online at: https://www.who.int/publications/i/item/9789241513807 (Accessed May 22, 2025).


	5. Nasir M. The benefits of exclusive breastfeeding: a comprehensive literature review. J Liaquat Natl Hosp. (2024) 2:81–8. doi: 10.37184/jlnh.2959-1805.2.8


	6. Victora CG, Bahl R, Barros AJ, França GV, Horton S, Krasevec J, et al. Breastfeeding in the 21st century: epidemiology, mechanisms, and lifelong effect. Lancet. (2016) 387(10017):475–90. doi: 10.1016/S0140-6736(15)01024-7


	7. Svensson K, Powell I, Zwedberg S. Amningscentrum. Patientenkät [opublicerat material]. Stockholm: Karolinska Universitetssjukhuset (2013).


	8. Sweden.se. Children in Sweden. Swedish Institute; Available online at: https://sweden.se/life/society/children-in-sweden (Accessed May 14, 2025).


	9. Sveriges Riksdag. Föräldraledighetslag (1995:584). Sveriges Riksdag; (Föräldraledighetslag (1995:584) | Sveriges riksdag). Available online at: https://www.riksdagen.se/sv/dokument-och-lagar/dokument/svensk-forfattningssamling/foraldraledighetslag-1995584_sfs-1995-584/ (Accessed May 29, 2025).


	10. Graviditetsregistret. Årsrapport 2022. Available online at: https://www.medscinet.com/GR/uploads/hemsida/Graviditetsregistrets%20A%CC%8Arsrapport%202022.pdf [Swedish pregnancy register] (Accessed May 29, 2025).


	11. Graviditetsregistret. Årsrapport 2021. Available online at: https://www.medscinet.com/GR/uploads/hemsida/dokumentarkiv/GR%20%C3%85rsrapport%202021_3.0.pdf [Swedish pregnancy register] (Accessed May 29, 2025).


	12. Henriksson HW, Rubertsson C. Bodies get in the way: breastfeeding and gender equality in Swedish handbooks for new parents. NORA Nordic J Feminist Gender Res. (2021) 29(4):330–42. doi: 10.1080/08038740.2021.1888791


	13. Rikshandboken. Strategier och rekommendationer om amning. Available online at: https://www.rikshandboken-bhv.se/amning-och-nutrition/framja-amning---oversikt/strategier-och-rekommendationer-for-amning/ (Accessed May 29, 2025) [The National Handbook for Child Health Services].


	14. Region Skåne. Tio steg som främjar amning – en rapport om amningsvården i Region Skåne. Malmö: Region Skåne (2020). Available online at: https://vardgivare.skane.se/kompetens-utveckling/rapporter/rapport/tio-steg-som--framjar-amning (Accessed May 22, 2025).


	15. Duarte ML, Dias KR, Ferreira DMTP. Fonseca-Gonçalves A. Knowledge of health professionals about breastfeeding and factors that lead the weaning: a scoping review. Ciên Saúde Colet. (2022) 27:441–57. doi: 10.1590/1413-81232022272.35672020


	16. Castor C, Derwig M, Borg SJ, Ollhage ME, Tiberg I. A challenging balancing act to engage children and their families in a healthy lifestyle–nurses’ experiences of child-centred health dialogue in child health services in Sweden. J Clin Nurs. (2021) 30(5–6):819–29. doi: 10.1111/jocn.15622


	17. Hamnøy IL, Kjelsvik M, Baerug AB, Dahl BM. Breastfeeding mother’s experiences with breastfeeding counselling: a qualitative study. Int Breastfeed J. (2024) 19(1):34. doi: 10.1186/s13006-024-00636-x


	18. Polit DF, Beck CT. Nursing Research – Generating and Assessing Evidence for Nursing Practice. 10 uppl. Philadelphia: Wolters Kluwer (2017).


	19. Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative research (COREQ): a 32-item checklist for interviews and focus groups. Int J Qual Health Care. (2007) 19(6):349–57. doi: 10.1093/intqhc/mzm042


	20. Statistiska Centralbyrån. Statistikdatabasen. (2018). Available online at: http://www.statistikdatabasen.scb.se/pxweb/sv/ssd/ (Accessed January 18, 2020).


	21. Region Skåne. Hälso- och vårdval (2019b). Available online at: https://www.skane.se/Halsa-och-vard/hitta-vard/Halso--och-vardval/ (Accessed January 18, 2020).


	22. Graneheim UH, Lundman B. Qualitative content analysis in nursing research: concepts, procedures and measures to achieve trustworthiness. Nurs Educ Today. (2004) 24(2):105–12. doi: 10.1016/j.nedt.2003.10.001


	23. Vetenskapsrådet. Etik. Available online at: http://www.codex.vr.se/index.shtml (Accessed May 28, 2025).


	24. Swedish Association of Local Authorities and Regions (SALAR). Graviditetsvårdskedjanuary och kvinnors hälsa – Kvinnors upplevelser och medicinska utfall (2023). Stockholm: SALAR; (2023). Available online at: https://skr.se/download/18.7001dc9e1900c5817f257b7b/1718801107210/Graviditetsv%C3%A5rdkedjan-och-kvinnors-halsa.pdf (Accessed May 22, 2025).


	25. International Council of Nurses. ICNs etiska kod för sjuksköterskor. Available online at: https://swenurse.se/download/18.7104a0bd1817fce0092f0132/1656659417909/A4%20ICN%20Etiska%20kod%20enkelsidor.pdf (Accessed May, 2025).


	26. Pérez-Escamilla R, Tomori C, Hernández-Cordero S, Baker P, Barros AJ, Bégin F, et al. Breastfeeding: crucially important, but increasingly challenged in a market-driven world. Lancet. (2023) 401(10375):472–85. doi: 10.1016/S0140-6736(22)01932-8


	27. Almalik MM. Understanding maternal postpartum needs: a descriptive survey of current maternal health services. J Clin Nurs. (2017) 26(23-24):4654–63. doi: 10.1111/jocn.13812


	28. Downe S, Finlayson K, Tunçalp Ö, Metin Gülmezoglu A. What matters to women: a systematic scoping review to identify the processes and outcomes of antenatal care provision that are important to healthy pregnant women. BJOG. (2016) 123(4):529–39. doi: 10.1111/1471-0528.13819


	29. Svenska Barnmorskeförbundet. Barnmorskans samtal om levnadsvanor, en handledning. Available online at: https://storage.googleapis.com/barnmorskeforbundet-se/uploads/2021/03/Hallbar-livsstil_Barnmorskans-samtal-om-levnadsvanor_2021_version-3.0-1.pdf (Accessed May 28, 2025).


	30. Håkansson Eklund J, Holmström IK, Kumlin T, Kaminsky E, Skoglund K, Höglander J, et al. “Same same or different?” A review of reviews of person-centered and patient-centered care. Patient Educ Couns. (2019) 102(1):3–11. doi: 10.1016/j.pec.2018.08.029


	31. Ekman I. Practising the ethics of person-centred care balancing ethical conviction and moral obligations. Nurs Philos. (2022) 23(3):e12382. doi: 10.1111/nup.12382


	32. Rollins CN, Bhandari N, Hajeebhoy N, Horton S, Lutter KC, Martines CJ, et al. Why invest, and what it will take to improve breastfeeding practices? Lancet. (2016) 387:491–504. doi: 10.1016/S0140-6736(15)01044-2


	33. Regeringskansliet. Mål för jämställdhetspolitiken. Stockholm: Regeringskansliet (2016). Available online at: https://www.regeringen.se/regeringens-politik/jamstalldhet/ (Accessed May 23, 2025).


	34. Regeringskansliet. Barnkonventionen som svensk lag. Stockholm: Regeringskansliet (2020). Available online at: https://www.regeringen.se/regeringens-politik/barnkonventionen-som-svensk-lag2/ (Accessed May 29, 2025).


	35. Perez-Escamilla R. Breastfeeding in the 21st century: how we can make it work. Soc Sci Med. (2020) 244:112331. doi: 10.1016/j.socscimed.2019.05.036


	36. Socialstyrelsen. Statistik om amning 2017, (2019). Stockholm: Socialstyrelsen; Available online at: https://www.socialstyrelsen.se/globalassets/sharepoint-dokument/artikelkatalog/statistik/2019-9-6378.pdf (Accessed 2019).


	37. Socialstyrelsen. Socialstyrelsens föreskrifter om ledningssystem för systematiskt kvalitetsarbete (SOSFS 2011:9). Stockholm: Socialstyrelsen. Available online at: https://www.socialstyrelsen.se/globalassets/sharepoint-dokument/artikelkatalog/foreskrifter-och-allmanna-rad/2011-6-38.pdf (Accessed February, 2020).


	38. Brown A. Breastfeeding as a public health responsibility: a review of the evidence. J Hum Nutr Diet. (2017) 30:759–70. doi: 10.1111/jhn.12496


	39. Fox R, McMullen S, Newburn M. UK women’s experiences of breastfeeding and additional breastfeeding support: a qualitative study of baby café services. BMC Pregnancy Childbirth. (2015) 15:1–12. doi: 10.1186/s12884-015-0581-5


	40. Lax RF. Motherhood is unending. In: Alizade M, editor. Motherhood in the Twenty-First Century, 1st ed. London: Routledge (2006). p. 1–10.


	41. Dykes F. Resisting the gaze’: the subversive nature of breastfeeding. Exploring the ‘dirty’ side of women’s health (2007).


	42. Dykes C, Ny P, Hauck YL, Kuliukas L, Gallagher L, Brady V, et al. Women’s perceptions of factors needed to encourage a culture of public breastfeeding: a cross-sectional study in Sweden, Ireland and Australia. Int Breastfeeding J. (2023) 18(1):49. doi: 10.1186/s13006-023-00583-z


	43. Bylaska-Davies P. Exploring the effect of mass media on perceptions of infant feeding. Health Care Women Int. (2015) 36(9):1056–70. doi: 10.1080/07399332.2015.1005304


	44. Ekman I, Ebrahimi Z, Olaya Contreras P. Person-centred care: looking back, looking forward. Eur J Cardiovasc Nurs. (2021) 20(2):93–5. doi: 10.1093/eurjcn/zvaa025


	45. Barimani M, Hylander I. Joint action between child health care nurses and midwives leads to continuity of care for expectant and new mothers. Int J Qual Stud Health Well-being. (2012) 7(1):1–11. doi: 10.3402/qhw.v7i0.18183


	46. WHO. International code of marketing of breast-milk substitutes (1981).


	47. Region Skåne. Regional riktlinjer för gravida och amnings. Available online at: https://vardgivare.skane.se/siteassets/1.-vardriktlinjer/regionala-riktlinjer---fillistning/basprogram-for-graviditet-och-eftervard2.pdf (Accessed May 28, 2025).


	48. Guest G, Bunce A, Johnson L. How many interviews are enough? An experiment with data saturation and variability. Field Methods. (2006) 18(1):59–82. doi: 10.1177/1525822X05279903


	49. Saunders B, Sim J, Kingstone T, Baker S, Waterfield J, Bartlam B, et al. Saturation in qualitative research: exploring its conceptualization and operationalization. Qual Quant. (2018) 52(4):1893–907. doi: 10.1007/s11135-017-0574-8


	50. Lindgren BM, Lundman B, Graneheim UH. Abstraction and interpretation during the qualitative content analysis process. Int J Nurs Stud. (2020) 108:103632. doi: 10.1016/j.ijnurstu.2020.103632


	51. Graneheim UH, Lindgren BM, Lundman B. Methodological challenges in qualitative content analysis: a discussion paper. Nurse Educ Today. (2017) 56:29–34. doi: 10.1016/j.nedt.2017.06.002







OPS/images/cover.jpg
, frontiers ‘ Frontiers in Pediatrics

Challenges in breastfeeding
consultation among child health
service nurses in Sweden: a
qualitative study








OPS/images/crossmark.jpg
(®) Check for updates.





OPS/xhtml/Nav.xhtml




Contents





		Cover



		Challenges in breastfeeding consultation among child health service nurses in Sweden: a qualitative study

		Introduction



		Method



		Study design



		Setting



		Data collection



		Data analysis



		Ethical considerations











		Results



		Taking a step back when balancing the breastfeeding communication in a diverse care chain



		Professional adaptations regarding breastfeeding



		Finding it difficult to capture the whole picture



		Experiencing language barriers as being challenging in the consultation situation



		Needing to adapt the counselling to the individual situation



		Struggling to find a balance in providing supportive counselling











		Perceptions of mothers' attitudes towards breastfeeding



		Perceiving mothers to be lacking self-confidence in breastfeeding



		Having unrealistic expectations in the transition to parenthood



		Being negatively influenced by others



		Recognising the role of culture in shaping breastfeeding practices











		Organisational prerequisites regarding breastfeeding



		Acknowledging limited access to primary healthcare nurses



		Perceiving a lack of consensus regarding breastfeeding recommendations across the care chain



















		Discussion



		Methodological considerations











		Conclusions and implications



		Data availability statement



		Ethics statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Generative AI statement



		Publisher's note



		References



















OPS/images/logo.jpg
& frontiers | Frontiers in Pediatrics





