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Voices of Rural Missouri Mothers: Exploring the Opportunities for Informal 

Education Experiences of Breastfeeding Mothers in Rural Communities 

 

Sara Bridgewater 

Dr. Laura Zangori, Dissertation Supervisor 

Abstract 

Breastfeeding offers well-documented health benefits, yet mothers in rural 

areas often face unique barriers that impact initiation and continuation. This 

mixed-methods study explored the breastfeeding experiences of mothers in rural 

Missouri using the Social Ecological Model, with a focus on how informal 

education and support systems influence breastfeeding outcomes. Quantitative 

data were gathered through surveys, while qualitative data were obtained via in-

depth interviews with mothers from three rural counties. Findings indicate that 

while personal motivation and informal support networks—such as family, peers, 

and social media—play a critical role in sustaining breastfeeding, systemic 

barriers persist. These include limited healthcare access, weak enforcement of 

breastfeeding-related policies, and minimal workplace accommodations. 

Participants emphasized the need for greater access to local breastfeeding 

education, stronger community resources, and consistent policy implementation 

tailored to rural contexts. The study highlights the complex, multi-level influences 

on breastfeeding practices and underscores the importance of community-specific 

interventions to promote equitable breastfeeding support in underserved areas. 

Keywords: breastfeeding, rural health, Social Ecological Model, informal education, 

maternal health, Missouri, maternity care desert
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CHAPTER 1: INTRODUCTION 

Breastfeeding offers numerous health benefits for both infants and mothers. For 

infants, breastfeeding has been associated with a reduced risk of asthma, obesity, Type 1 

diabetes, severe lower respiratory infections, otitis media, gastrointestinal infections, and 

necrotizing enterocolitis in preterm infants (CDC, 2023). Additionally, breastfed infants 

may experience cognitive advantages, such as a lower risk of dental malocclusion and 

potentially higher intelligence quotients (Peres et al., 2015). Women in rural Missouri 

face distinct breastfeeding and postpartum experiences compared to their urban 

counterparts (Brooks & Tray, 2023). These differences stem from a range of factors, 

including access to healthcare, cultural norms, and socioeconomic conditions. 

Understanding these disparities is essential, particularly in exploring breastfeeding 

initiation and continuation rates, which reveal the supports—or lack thereof—available to 

mothers in differing environments. 

There is limited access to healthcare in rural Missouri in which approximately 

50% of Missouri counties are designated as maternity care deserts (March of Dimes, 

2021).  As a result of a lack of health care, Missouri consistently ranks among the lowest 

states for maternal health outcomes. It was ranked 50th for women’s health in 2018 and 

45th in 2020 (Barnas, 2021). In 2019, it ranked 44th in the nation for maternal mortality 

(Barnas, 2021). Key challenges affecting Missouri mothers include high rates of smoking 

during pregnancy, elevated mental distress, and residential segregation (Forward 

Pathway, 2024). Compounding these issues is the rural nature of much of the state in 

which nearly 27% of new mothers lack access to maternal educational resources (Barnas, 
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2021). For rural women, this often means traveling long distances for maternal care—if 

transportation is even available.  

Due to a lack of health care access, rural Missouri mothers navigate unique 

challenges that can hinder breastfeeding initiation and continuation. Barriers include 

difficulties with lactation and latching, concerns about infant nutrition and weight, 

maternal worries about medication use while breastfeeding, unsupportive work policies, 

lack of parental leave, cultural norms, limited family support, and inconsistent hospital 

practices (CDC, 2023).  Access to healthcare is among the most critical factors. Many 

rural communities have limited medical facilities, and those that do exist may not provide 

comprehensive prenatal and postnatal services. The scarcity of healthcare providers, 

particularly lactation consultants, further limits breastfeeding support. Without local 

experts or support groups, mothers often face breastfeeding difficulties alone. 

Cultural beliefs also influence breastfeeding practices. Societal norms may not 

favor or even normalize breastfeeding, particularly in public spaces. Unlike urban 

settings—where breastfeeding is often visible and supported—rural communities may 

lack this cultural reinforcement. These attitudes can erode maternal confidence and 

dissuade women from seeking help or continuing breastfeeding, even when they wish to 

do so. In addition, socioeconomic conditions prevalent in rural communities create 

additional hurdles. In Missouri, 12.8% of the population lives below the poverty line. 

(Missouri Department of Health and Senior Services, 2023). However, rural counties 

experience disproportionately higher poverty rates, with 15.4% of rural residents living in 

poverty compared to 11.5% in urban areas (Missouri Department of Health and Senior 

Services, 2023). This financial hardship limits many rural Missouri families’ access to 
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essential resources, including nutritious food and prenatal care. Due to financial 

constraints, women may need to return to work quickly after childbirth due to financial 

necessity, which disrupts efforts to establish and sustain breastfeeding. For these women, 

support systems at the workplace—or the lack thereof—play a significant role in whether 

breastfeeding can continue.  

Despite healthcare access, cultural, and financial barriers, many rural mothers find 

ways to initiate and sustain breastfeeding. How they navigate these barriers reveals their 

self-efficacy in locating support, resources, and information. Understanding not only the 

challenges but also their strategies and support within breastfeeding provides leverages to 

future interventions. The Social Ecological Model offers a powerful framework for 

understanding the complex and interconnected factors influencing breastfeeding self-

efficacy in rural communities. This model recognizes that behavior is shaped not just by 

individual choices but also by relationships, community dynamics, and broader societal 

forces. Using this lens, the study examines how these multiple levels of influence affect 

rural mothers’ self-efficacy for initiating and sustaining breastfeeding. 

Problem Statement 

Breastfeeding is not solely a biological function; it is a profoundly 

psychological, emotional, and social experience, intricately linked to a mother’s 

identity, resilience, and sense of agency. (Leeming et al., 2021; Wheeler et al., 

2023). The Missouri Breastfeeding Report (2023) indicates that, within the state 

of Missouri, breastfeeding initiation rate is 79.7%, compared to the U.S. national 

rate of 84.1%. In addition, breastfeeding initiation and duration rates in Missouri 

vary by geographic variation, such as rural, suburban, and urban. According to the 
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Centers for Disease Control and Prevention (CDC, 2023), rural Missouri counties, 

which are defined as one with a population density of fewer than 150 people per 

square mile and that does not include any portion of a central city within a 

Metropolitan Statistical Area (Health in Rural Missouri Biennial Report, 2022-

2023), have reported initiation rates as low as 39%, while urban Missouri counties 

report rates as high as 88%.  

More concerning is the significant decline in exclusive breastfeeding after 

six months within rural Missouri counties, in which the breastfeeding rate drops 

to 24.6%. This disparity underscores the need for targeted interventions to inform 

women of the health benefits to themselves and their babies, as well as consider 

the constraints in breastfeeding continuation faced by rural Missouri communities.  

Mothers in rural Missouri face unique and systemic challenges in 

breastfeeding, stemming from limited healthcare access, cultural norms, and 

economic constraints. These conditions contribute to lower breastfeeding 

initiation and continuation rates compared to urban populations. Since rural areas 

tend to be maternal health deserts, women have little support across systems they 

encounter. There is a lack of health care professionals to discuss difficulties with 

latching and milk production, concerns about infant nutrition and weight gain, 

anxieties related to medication use while breastfeeding, and limited access to 

lactation support. In addition, within the workplace, there is a lack of knowledge 

and/or cultures to enforce federal and state laws related to breastfeeding, lack of 

workplace policies, inadequate parental leave, and unsupportive cultural work 

place norms. Finally, due to a lack of knowledge and resources for breastfeeding 
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across family generations and communities, new mothers experience insufficient 

family or social support (CDC, 2023). Addressing these barriers requires a 

comprehensive, multi-level approach that engages healthcare systems, employers, 

families, and local communities. 

There is a significant gap in the literature concerning breastfeeding in rural 

Missouri. While research often highlights challenges, less is known about what supports 

mothers in these environments — particularly how informal education, personal 

networks, and community resources affect breastfeeding outcomes. Despite Missouri’s 

troubling maternal health rankings and widespread designation of maternity care deserts, 

there is limited research specifically focused on if, how, and where new mothers in rural 

communities find information and build self-efficacy for breastfeeding. This study aims 

to examine how multilevel factors — including individual, family, community, and policy 

influences — shape their experiences and breastfeeding outcomes. This study uses 

quantitative (survey) and qualitative (interviews) methods and data, to consider how 

resources, support, and challenges exist across the Social Ecological Model affect 

women’s self-efficacy for breastfeeding.  

Purpose of the Study 

The purpose of this study is to explore the factors that influence whether 

rural Missouri mothers continue or cease breastfeeding, through the lens of the 

Social Ecological Model. This includes examining the role of social networks, 

local communities, healthcare access, employer accommodations, and broader 

policy structures. 

This study is guided by two core research questions: 
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1. What Social Ecological Model (SEM) layers do rural Missouri women 

identify as impacting their breastfeeding behaviors and outcomes? Are the 

SEM layers within the state the same as within two rural focal counties 

(Bates and Vernon)? 

2. How do the SEM layers individually and/or collectively impact 

breastfeeding behaviors and duration? 

By focusing on these questions, this study aims to uncover the complex and 

dynamic factors that shape breastfeeding in rural communities, including the 

obstacles women face and the supports that make success possible. In addressing 

these questions, I hope to explore affordances, and barriers across a multifaceted 

approach that involves healthcare providers, employers, families, and 

communities. 

Positioning Myself 

To offer transparency and context, I share my personal and professional 

background. I am a Nutrition and Health Field Specialist with the University of 

Missouri Extension, serving the rural counties of Bates, Vernon, and Cass through 

health and wellness programming. I was born just across the Missouri state line in 

Kansas—the closest hospital available to families in the rural area where my 

mother lived. 

I grew up in rural Missouri: there are more cows than people, and more 

gravel roads than blacktop. It is a place where I know everyone and, in my case, I 

am also related to almost everyone within the surrounding area. I attended K–12 

school in Bates County and graduated from Hume High School. My mother has 
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worked—and still works—for the small rural school district that I attended, while 

my dad went straight from high school into full-time farming on the family farm, 

where he continues to farm. I attended Missouri State University and majored in 

Health Services; I hold a M.S in public health. I attempted to move out of my 

small rural area and chose to live in Kansas City for one year before moving back 

to Bates County. My fiancé (now husband) and I knew this was where we wanted 

to plant our roots.  

I always felt that rural life was where I belonged, and serving the 

community that raised me is deeply important to me. I began working with MU 

Extension in May of 2018. My husband and I purchased his grandparents' home, 

located on a country road in Vernon County, with Bates County across the road 

from me. I returned to Bates and Vernon Counties to make a positive impact on 

the region. 

As a mother of three, I have firsthand experience with the joys and 

challenges of breastfeeding in a rural setting. I breastfed my two sons for over two 

years each and I am currently breastfeeding my daughter with the same goal. 

These experiences, combined with my professional role in MU Extension, give 

me a unique perspective and connection to the mothers participating in this study. 

My aim is to authentically capture their voices and stories in a way that brings 

both credibility and empathy to this research. 

Organization of the Dissertation 

This dissertation is organized into five chapters, each providing a 

comprehensive overview of the research process and findings related to the 
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breastfeeding experiences of rural Missouri mothers. Chapter 1 (Introduction) 

introduces the research problem, outlines the purpose and significance of the 

study, and presents the guiding research questions. It also includes a statement of 

the researcher’s positionality and the relevance of the Social Ecological Model as 

the study’s theoretical framework. 

Chapter 2 (Literature Review) summarizes existing research on 

breastfeeding practices, with a specific focus on rural-urban disparities, maternal 

health outcomes in Missouri, and the influence of social determinants of health. 

This chapter also reviews relevant applications of the Social Ecological Model 

and highlights gaps in the literature that justify the need for this study. 

Chapter 3 (Method) describes the study’s design, including participant 

recruitment, data collection procedures, and data analysis strategies. A mixed-

methods approach is outlined, incorporating both survey and interview data. The 

chapter also includes a discussion of ethical considerations and the researcher’s 

relationship to the study population. 

Chapter 4 (Findings) presents the study’s results in alignment with the 

research questions. The chapter begins with an overview of participants’ 

breastfeeding experiences and the role of informal education, such as community-

based support groups and family guidance. It then explores the influence of 

various levels of the Social Ecological Model—individual, interpersonal, 

community, and societal—on these experiences. Both quantitative and qualitative 

findings are presented. 
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Chapter 5 (Discussion) interprets the findings in relation to the existing 

literature and theoretical framework. It discusses the implications of informal 

education and multi-level supports on breastfeeding outcomes, with a focus on the 

unique challenges faced by rural mothers. The chapter also identifies practical 

recommendations for healthcare providers, policymakers, and community 

organizations, as well as limitations of the study and suggestions for future 

research. 
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Chapter 2: LITERATURE REVIEW 

Breastfeeding has historically been the primary method of infant nourishment and 

universally practiced across civilizations due to its biological necessity and social 

centrality. In ancient cultures, breastfeeding was not only seen as natural but was also 

strongly associated with maternal identity and responsibility (Fildes, 1986). As societies 

became class structured, it became unfashionable for elite and wealthy women to breast 

feed. Therefore, they delegated child-rearing to wet nurses who were employed as, or 

forced through means such as indentured servants or slavery, to breastfeed infants. 

Therefore, breastfeeding became associated with absence of wealth and a lower social 

class rather than a medical need. For many women, however, breastfeeding was a matter 

of infant survival. For these women, knowledge about feeding practices was passed down 

through generations within families and communities.  

Significant changes in breastfeeding practices emerged during the 18th 

and 19th centuries in Western society. The rise of industrialization altered family 

structures and maternal roles. As more women entered the workforce, particularly 

in urban environments, they found it increasingly difficult to breastfeed due to 

inflexible labor demands and lack of maternity protections. Simultaneously, 

medical professionals began to exert greater influence over childbirth and infant 

care, replacing midwives and traditional caregivers, that were women driven 

professions, with physicians who were typically male that promoted scientific 

management of child-rearing (Davis-Floyd, 2021). In this context, breastfeeding 

was no longer solely governed by maternal instinct or familial support; it was 

reframed as a process to be monitored, scheduled, and medically supervised. 
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The early 20th century marked a critical turning point with the commercial 

production of infant formulas. Initially developed for infants who could not be 

breastfed due to maternal illness or orphanhood, formula was quickly repositioned 

as a modern and hygienic alternative to breastmilk (Apple, 1987). Public health 

campaigns and pediatric advice began to recommend formula feeding as 

preferable, especially in industrialized nations where sanitation, refrigeration, and 

access to healthcare varied. Mothers were told that formula was more consistent 

and nutritionally adequate than human milk, which was believed to vary in quality 

and be affected by the mother’s emotional or physical state (Hausman, 2003). 

This medical endorsement coincided with cultural narratives that associated 

breastfeeding with poverty and lack of modern knowledge, while formula use was 

linked with progress, science, and upward mobility. 

Educational materials and medical advice during this era reflected a 

deeply paternalistic tone. Physicians and nurses provided detailed instructions for 

formula preparation, feeding schedules, and bottle sterilization, while mothers 

were taught to suppress on-demand feeding instincts and adhere strictly to time-

based routines (Palmer, 2009). Breastfeeding, in contrast, was often discouraged, 

especially among middle- and upper-class women, who were expected to embrace 

modernity and efficiency. As a result, maternal autonomy in infant feeding 

diminished, and generations of women grew up without exposure to breastfeeding 

as a normative practice. 

The post–World War II baby boom further accelerated the decline in 

breastfeeding, particularly in North America and Europe. Aggressive formula 
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marketing by companies such as Nestlé and Mead Johnson capitalized on a 

growing trust in scientific authority and the consumer culture of the 1950s and 

1960s (Palmer, 2009). This led to a generational gap in breastfeeding knowledge, 

especially in low-income and minority communities where formula became 

deeply entrenched due to institutional practices and limited breastfeeding support. 

A significant cultural and scientific shift began in the 1970s. Amid rising 

awareness of the limitations of formula and growing concerns about infant 

mortality and malnutrition in developing countries, breastfeeding advocacy re-

emerged. International campaigns such as the World Health Organization (WHO) 

/United Nations International Children’s Emergency Fund United Nations 

International Children's Emergency Fund (UNICEF) Baby-Friendly Hospital 

Initiative and grassroots movements like La Leche League International 

emphasized the biological, emotional, and economic advantages of breastfeeding 

(La Leche League International, 2023). Research began to validate traditional 

maternal knowledge, showing that breastmilk provides immunological protection, 

fosters secure mother-infant attachment, and reduces the risk of chronic illness 

(Labbok, 2001). Maternal knowledge, as used in this context, refers to the 

collective wisdom, practices, and beliefs passed from mother to mother across 

generations. Rooted in both lived experience and cultural tradition, this form of 

knowledge extends beyond technical or task-based learning (e.g., feeding 

schedules or infant care routines) to encompass the emotional, social, and 

identity-forming aspects of motherhood. Drawing on Mercer’s Maternal Role 

Attainment Theory (1986), maternal knowledge is understood as integral to the 
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development of maternal identity—how a woman comes to know herself as a 

mother through relationships, modeling, and shared experience. Within this 

framework, maternal knowledge represents a sacred and relational form of 

education, one transmitted through storytelling, observation, and mutual support 

among women, shaping beliefs and practices surrounding childrearing, 

breastfeeding, and care. Educational models also began to shift—moving away 

from prescriptive, male-dominated discourse and toward empowering mothers 

through experiential learning, peer support, and individualized counseling. 

Today, maternal education on breastfeeding integrates both biomedical and 

psychosocial approaches. Healthcare providers promote immediate skin-to-skin 

contact and early initiation of breastfeeding, while lactation consultants use 

models of maternal self-efficacy to build confidence and provide tailored support 

(Dennis, 2006). Nevertheless, the legacy of formula feeding continues to shape 

contemporary attitudes, particularly in communities where breastfeeding was lost 

as a cultural norm due to earlier medical and marketing practices. Understanding 

the historical trajectory of infant feeding—and how mothers were systematically 

taught to devalue breastfeeding—remains crucial for developing culturally 

sensitive, effective breastfeeding interventions today. 

Breast-feeding Self-Efficacy 

A woman’s confidence in her ability to breastfeed is an important 

psychological factor that influences her decision to initiate breastfeeding, continue 

over time, and exclusively breastfeed her baby (Ngo et al., 2019). Self-efficacy is 

drawn from Bandura’s (1986) social cognitive theory on human functioning. 
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Bandura’s (1997) social cognitive theory defines self-efficacy as “the belief in 

one’s capabilities to organize and execute the courses of action required to 

manage prospective situations” (p. 3). In the context of breastfeeding, it reflects a 

mother’s confidence in her capacity to initiate and sustain breastfeeding practices, 

even in the face of challenges. Bandura proposes that there is a reciprocal 

influence of behavior, the environment, and personal factors (e.g., beliefs, 

knowledge) that impact an individual’s self-efficacy, which shapes their behavior 

and performance.  

Self-efficacy is more than knowledge and skills; it is an individual’s belief 

in themselves that they can perform and accomplish a task. This belief 

significantly influences their performance and behavior (Bandura, 1977; Bandura, 

1997). Their belief in their ability to initiate and accomplish the task plays a vital 

role in shaping behaviors, motivation, and emotion responses towards the task 

(Bandura, 1997)  

Bandura's (1977) theory of self-efficacy posits that individuals are more 

likely to engage in behaviors they believe they can successfully perform. High 

self-efficacy not only supports breastfeeding initiation but also enhances a 

mother’s persistence in the face of challenges. Mothers with strong self-efficacy 

are more likely to confront and address common breastfeeding difficulties such as 

latching issues, perceived insufficient milk supply, or social stigma (Dennis, 1999; 

Otsuka et al., 2008). They tend to seek guidance, adapt strategies, and persevere, 

driven by an intrinsic motivation that reflects a deeper form of maternal self-

preservation (Değer et al., 2023; Blyth et al., 2002).  
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Sources of Self-Efficacy  

Bandura (1997) outlines four sources that influence an individual’s self-

efficacy. These are mastery experiences, vicarious experiences, social persuasions, 

and physiological and emotional states. Research defines these four sources as 

critical for material breastfeeding (Dennis, 1999; Ghasemi et al., 2019). Below, I 

describe each source.  

Mastery Experiences: Bandura defines mastery experiences as the most 

powerful source of self-efficacy, emphasizing that successfully overcoming 

challenges builds a strong belief in one’s ability to perform similar tasks in the 

future (Bandura, 1977). These experiences involve direct, personal achievements 

that reinforce competence and demonstrate that effort leads to success, making 

them more influential than secondhand observations or verbal encouragement 

(Akhtar, 2008; Smith, 2002; Vroom, 1964). Maternal self-efficacy refers to a 

mother’s belief in her ability to successfully breastfeed her child. Research finds 

this source as a critical factor influencing breastfeeding outcomes. Programs 

designed to strengthen breastfeeding self-efficacy through education, skill-

building, peer support, or individualized counseling—have shown promising 

outcomes. Dennis (2006) demonstrated that structured, self-efficacy-based 

interventions significantly extended breastfeeding duration.  

Vicarious Experiences: These are instrumental in shaping self-efficacy 

beliefs, particularly in tasks that are new or unfamiliar (Bandura,1997). Vicarious 

experiences are—observing others successfully performing a behavior—play a 

significant role in developing self-efficacy (Bandura, 1997). Bandura (1986) 
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emphasized the power of vicarious experiences and the role of verbal 

encouragement in enhancing self-efficacy, strategies that are especially critical in 

rural areas where access to professional support is limited. In the context of 

breastfeeding, vicarious learning occurs when expectant or new mothers observe 

peers, family members, or support group participants breastfeeding successfully. 

These experiences help build confidence and can shape expectations and problem-

solving approaches related to breastfeeding (Dennis, 1999). 

For example, attending peer support groups or prenatal classes where 

women share their breastfeeding journeys can enhance a mother's belief in her 

own ability to breastfeed. This is particularly effective when the observed models 

are perceived as similar to the observer (Bandura, 1997), such as fellow mothers 

in the same age group, cultural background, or community. For instance, a study 

by Dennis (2006) demonstrated that a breastfeeding self-efficacy intervention led 

to increased breastfeeding duration among participants. Moreover, providing 

opportunities for mothers to observe successful breastfeeding experiences 

(vicarious experiences) and offering verbal encouragement can further enhance 

self-efficacy (Bandura, 1986). 

Social Persuasion: Social persuasion involves receiving verbal 

encouragement or supportive feedback that enhances one’s belief in their ability 

to perform a specific behavior (Bandura, 1997). In breastfeeding, social 

persuasion can come from a variety of sources—lactation consultants reassuring a 

new mother that she is producing enough milk, a partner expressing confidence in 

her ability to breastfeed, or peer counselors sharing affirmations and emotional 
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support. Such messages can have a powerful impact, particularly when they come 

from trusted or authoritative sources. Positive reinforcement may reduce anxiety 

and build resilience when breastfeeding challenges arise (Dennis, 1999; 

Brockway et al., 2017). Conversely, lack of support or negative commentary can 

erode self-efficacy and contribute to early breastfeeding cessation. 

As Palmer et al. (2010) observed, breastfeeding is often deeply entwined 

with social persuasion of what it means to be a “good mother,” which can add 

both motivation and emotional pressure. Thus, breastfeeding becomes more than a 

source of nourishment—it functions as a mechanism for identity preservation, 

especially when that identity is challenged by physical discomfort, exhaustion, or 

judgment. For many rural mothers, the choice to continue breastfeeding despite 

adversity becomes an intentional act of emotional and psychological resilience—a 

way to reclaim agency during a vulnerable life stage (Hannon et al., 2022).  

In this context, informal education and community-based peer support 

play a crucial role in reinforcing maternal self-efficacy and persistence. Mothers 

who are surrounded by supportive role models—whether family, friends, or 

peers—often report greater confidence and breastfeeding success (Grassley & 

Nelms, 2008). In this sense, breastfeeding self-preservation is not solely an 

individual endeavor but also a collective practice, sustained through mentorship, 

shared experience, and cultural tradition. These informal networks help 

counterbalance negative messaging and fill gaps in formal care, emphasizing on 

the interaction between individual capacity and the broader social environment. 
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Physiological And Emotional States. Bandura (1997) identified 

physiological and emotional states as the physical sensations and emotional 

reactions individuals associate with performing a behavior. In breastfeeding, a 

mother’s interpretation of her bodily responses—such as fatigue, pain, hormonal 

changes, or stress—can significantly influence her confidence in her ability to 

breastfeed. Importantly, these physiological and emotional cues are not just raw 

sensations but are interpreted through the lens of personal belief and context. For 

instance, if a mother experiences anxiety, exhaustion, or physical discomfort 

during breastfeeding, she may perceive these responses as signs that she is not 

capable or that breastfeeding is too difficult. This can reduce her breastfeeding 

self-efficacy and increase the likelihood of early weaning. However, positive 

emotional states—such as relaxation, comfort, and a sense of bonding—can 

reinforce the belief that she is competent and that breastfeeding is manageable and 

rewarding. 

Maternal self-efficacy remains vulnerable to emotional and psychological 

strain. Mental health conditions such as postpartum depression and anxiety can 

significantly diminish self-efficacy, impeding both breastfeeding behaviors and 

maternal well-being. Mothers experiencing depressive symptoms often struggle 

with confidence, energy, and emotional regulation, which can compromise their 

ability to initiate or maintain breastfeeding (Ahmadinezhad et al., 2024). 

However, those with higher self-efficacy and access to supportive environments 

are more likely to manage emotional stress and achieve their feeding goals.  
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Socioemotional competencies—such as resilience, perspective-taking, and 

self-advocacy—can serve as protective factors, promoting both maternal and 

infant health (Royal Foundation Centre for Early Childhood, 2025). Supportive 

environments, reassurance from others, and stress-reduction techniques can help 

mothers reframe negative sensations and promote a more confident breastfeeding 

experience (Dennis, 1999).  

Self-Efficacy Interventions 

Interventions designed to enhance breastfeeding self-efficacy have 

demonstrated measurable success in improving breastfeeding initiation, duration, 

and exclusivity. These interventions often include structured education, peer 

counseling, professional lactation support, and skill-building components tailored 

to increase a mother's confidence and competence in breastfeeding (McQueen et 

al., 2011; Brockway et al., 2017). For example, McQueen and colleagues (2011) 

found that a prenatal breastfeeding self-efficacy intervention significantly 

increased exclusive breastfeeding rates at six weeks postpartum. Similarly, 

Brockway et al. (2017) reported that postpartum interventions combining home 

visits and telephone support improved maternal self-efficacy and breastfeeding 

outcomes. Importantly, these strategies must engage across a mother’s ecological 

context—including individual, interpersonal, institutional, and community levels. 

In rural areas, where geographic isolation and limited healthcare infrastructure 

can reduce access to breastfeeding support, multilevel interventions are 

particularly crucial. Programs that incorporate peer support networks, integrate 

breastfeeding education into primary care, and utilize telehealth for lactation 
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consultation have shown promise in addressing rural disparities (Otsuka et al., 

2014; Guo et al., 2022). Such holistic approaches, grounded in the Social 

Ecological Model, recognize that sustainable breastfeeding support requires 

reinforcing confidence and capability across a mother’s environment. 

Figure 1  

Note. Adapted from “Self-Efficacy,” by S. McLeod, 2023, Simply Psychology. 

Changes made to go with study. 

 

Social Ecological Model (SEM) 

Breastfeeding outcomes are influenced by a complex interplay of 

individual, interpersonal, community, and societal factors. These factors 

encompass geography, age, ethnicity, income, employment, education, healthcare 

access, availability of educational resources, and family and community attitudes 

(Stough et al., 2019). Understanding these influences is crucial for addressing 
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disparities in breastfeeding initiation and duration, particularly in rural areas 

where challenges may be more pronounced.  

Socio-Ecological Model 

Figure 2 

Social Ecological Model  

Note. Adapted from Golden & Earp (2022). 

 

The Social Ecological Model (SEM), Figure 2, offers a multilayered 

framework for understanding these influences—ranging from individual beliefs 

and interpersonal relationships to broader community norms, organizational 

practices, and public policy (McLeroy et al., 1988). The Social Ecological Model 

(Bronfenbrenner, 1979) is a theoretical framework that emphasizes the 

interconnected systems shaping human development and behavior across nested 

environmental levels. The levels were designed to illustrate how health behaviors 



22 

 

 
 

are influenced not only by individual factors but also by the social and structural 

environments in which individuals live. This model sheds light on the five levels 

of influence—individual, interpersonal, community, organizational, and policy—

used to guide the analysis of breastfeeding experiences in rural Missouri. 

Individual  

Breastfeeding behaviors are shaped by a multifaceted interplay of 

individual, biological, and sociodemographic factors that influence a mother’s 

decision to initiate, continue, or discontinue breastfeeding. These factors not only 

reflect personal beliefs and circumstances but are also embedded within broader 

social, cultural, and environmental contexts. In rural Missouri, where access to 

healthcare resources may be limited and cultural norms distinct, understanding 

these influences is vital to promoting and sustaining breastfeeding. 

At the individual level, maternal knowledge and attitudes play a 

foundational role in shaping breastfeeding behavior. Mothers who are informed 

about the benefits of breastfeeding, familiar with effective techniques, and aware 

of potential challenges are more likely to initiate breastfeeding and sustain it over 

time. Positive attitudes and accurate information have been linked to increased 

breastfeeding duration, while misinformation or lack of education—particularly 

prevalent in areas with limited healthcare access—can result in early formula 

supplementation or cessation (Dennis, 2002; Dennis, 2006; Dennis & Faux, 1999; 

Li et al., 2005). Furthermore, maternal self-efficacy, or a mother's belief in her 

ability to breastfeed successfully, is a significant predictor of breastfeeding 

outcomes. Mothers with high self-efficacy tend to approach breastfeeding with 
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greater confidence, enabling them to manage difficulties more effectively (Odom 

et al., 2013). These psychological factors are closely tied to perceived social 

norms and support systems, which can either reinforce or undermine maternal 

motivation. 

Mental health is another crucial component that interacts with 

breastfeeding behavior. Postpartum depression (PPD), anxiety, and stress can 

negatively impact both the initiation and duration of breastfeeding. Mothers 

experiencing depressive symptoms often struggle with motivation, fatigue, and 

feelings of inadequacy, all of which can inhibit breastfeeding success (Dennis & 

McQueen, 2009; Bonacquisti et al., 2020). Conversely, breastfeeding itself may 

serve as a protective factor against PPD by promoting the release of oxytocin, 

which facilitates emotional bonding and stress reduction (Feldman et al., 2007). 

These findings highlight the importance of integrating mental health support into 

breastfeeding interventions, especially in rural settings where access to behavioral 

health services may be constrained. 

Closely related to psychological resilience are self-preservation behaviors, 

such as adaptive coping and perseverance. Mothers who demonstrate resilience in 

the face of breastfeeding difficulties are more likely to continue breastfeeding 

despite physical or social challenges (Borra et al., 2015). These coping strategies 

can be nurtured through targeted education, peer support, and empowerment-

oriented programming that prepares mothers for common obstacles and reinforces 

their capacity to overcome them. 
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Biological and physical factors also play a direct role in influencing 

breastfeeding outcomes. A mother's health status, prior breastfeeding experience, 

and physiological conditions can all affect her ability to breastfeed effectively. 

For instance, medical conditions such as diabetes or obesity have been associated 

with delayed lactogenesis and reduced milk supply (Nommsen-Rivers et al., 

2010). Physical challenges like inverted nipples or an infant’s tongue-tie may 

interfere with latching and milk transfer, often necessitating specialized lactation 

support (Kent et al., 2015). Mothers who have breastfed successfully in the past 

generally report fewer difficulties with subsequent children, as previous 

experience helps reduce anxiety and builds practical skill (Thulier & Mercer, 

2009). These findings suggest that continuity of care and postnatal follow-up are 

essential for supporting mothers with unique physiological concerns. 

Sociodemographic characteristics intersect with individual and biological 

factors to further shape breastfeeding decisions. Age, education level, income, and 

employment status are consistently associated with breastfeeding outcomes. 

Younger mothers and those with lower educational attainment tend to face more 

barriers, including limited access to information and resources (Centers for 

Disease Control and Prevention [CDC], 2020). In rural communities, economic 

constraints and lack of supportive workplace policies can create additional 

obstacles to continued breastfeeding (Hawkins et al., 2007). Employment 

conditions, such as inflexible schedules and absence of lactation accommodations, 

may force mothers to supplement with formula or cease breastfeeding 

prematurely. 
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Cultural beliefs and values also influence individual breastfeeding 

behavior. In rural Missouri, prevailing norms around modesty, gender roles, and 

infant feeding may affect a mother’s comfort with breastfeeding in public or 

among peers. For some mothers, deeply held values related to health, natural 

living, and attachment parenting may reinforce the decision to breastfeed 

exclusively, despite facing structural or interpersonal challenges (Grassley & 

Eschiti, 2008). These cultural dynamics highlight the importance of culturally 

responsive education and support systems that affirm maternal choices and reduce 

stigma. 

Moreover, a mother's intention to breastfeed, often formed during 

pregnancy, has been shown to be one of the strongest predictors of actual 

breastfeeding behavior. Mothers who plan to breastfeed are generally more likely 

to seek support, persevere through difficulties, and remain committed to exclusive 

breastfeeding for longer durations (Dennis, 2002). Prenatal counseling and early 

education efforts are therefore critical in shaping expectations and enhancing 

maternal readiness for the breastfeeding journey. 

Together, these individual-level determinants illustrate the complexity of 

breastfeeding behaviors and underscore the need for interventions that are not 

only evidence-based but also responsive to the lived experiences of rural mothers. 

By addressing knowledge gaps, supporting mental and physical health, and 

accounting for cultural and economic contexts, healthcare providers and 

policymakers can better support mothers in achieving their breastfeeding goals. 
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Interpersonal Level 

Familial Relationships Support from partners, family members, and peers 

significantly affects a mother's breastfeeding self-efficacy (Blyth et al., 2002). For 

instance, mothers who receive regular encouragement and practical assistance 

from their social networks are more likely to continue breastfeeding. Familial 

relationships represent one of the most powerful social influences on 

breastfeeding initiation, duration, and overall success. In rural Missouri and 

similar communities, family members often serve as a primary source of 

emotional reinforcement, practical support, and informal guidance, all of which 

contribute meaningfully to a mother’s breastfeeding experience. The nature and 

extent of familial involvement can either reinforce a mother’s motivation and 

capacity to breastfeed or introduce barriers that undermine her efforts and lead to 

premature weaning. 

Among these relationships, the role of partners or spouses is especially 

consequential. Supportive partners who share in household responsibilities and 

actively encourage breastfeeding create an environment that promotes 

breastfeeding persistence. When fathers are educated on the benefits and logistics 

of breastfeeding, maternal breastfeeding rates significantly increase (Arora et al., 

2000; Sherriff & Hall, 2011). Conversely, partners who are indifferent or hold 

negative attitudes toward breastfeeding may weaken maternal resolve, 

contributing to earlier cessation (Sriraman et al., 2015). This dynamic is 

particularly relevant in rural Missouri, where traditional gender roles may still 

influence household interactions. Involving fathers in breastfeeding education and 
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support programs can therefore be a critical strategy in enhancing family-based 

encouragement and creating a culture of shared responsibility (Hosking et al., 

2025). 

Extended family members, particularly grandmothers, also exert 

substantial influence over infant feeding practices. Their prior experiences and 

beliefs about breastfeeding can shape maternal decision-making, either by 

offering reassurance and validation or by introducing doubt and misinformation. 

In many cases, grandmothers provide practical tips and emotional support rooted 

in their own breastfeeding histories, which can empower and motivate new 

mothers (Radzymunski et al., 2016). However, family members may also 

unintentionally undermine breastfeeding through the promotion of outdated 

practices or cultural misconceptions—such as beliefs that breast milk alone is 

insufficient or that early introduction of formula or solids is necessary. These 

perspectives are especially prevalent in multigenerational households common in 

rural communities, where the influence of extended family members may be 

magnified (Flower et al., 2008).  

The importance of emotional and practical support from family members 

cannot be overstated. Emotional encouragement from close relatives helps reduce 

maternal stress and anxiety, both of which are closely linked to breastfeeding 

outcomes (Modak et al., 2023). Such support enhances maternal self-efficacy, a 

well-documented predictor of breastfeeding success (Dennis, 1999). In addition to 

emotional reinforcement, practical support—such as assistance with chores, infant 

care, or breastfeeding technique—can ease physical and psychological burdens, 
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enabling mothers to focus on their breastfeeding goals (Thulier & Mercer, 2009). 

In rural areas, where access to professional lactation consultants may be limited, 

familial assistance often serves as the first and most immediate source of help for 

breastfeeding mothers (Goodman et al., 2016). 

Despite these benefits, familial relationships can also pose significant 

barriers. Cultural traditions or generational beliefs may lead family members to 

encourage early supplementation or weaning, sometimes in direct opposition to a 

mother’s intentions. Such conflicts can create tension and emotional stress, which 

may interfere with breastfeeding continuity (Naylor & Morrow, 2001). 

Additionally, in families with limited breastfeeding history or past difficulties, 

new mothers may lack role models or feel discouraged, especially if formula 

feeding is seen as the norm. The absence of supportive familial precedent can 

erode maternal confidence and increase the likelihood of early cessation (Susin & 

Giugliani, 2008). 

To counteract these challenges, targeted strategies that involve family 

members in breastfeeding support initiatives have proven effective. Programs that 

include partners, grandmothers, and other close relatives in breastfeeding 

education not only improve knowledge but also foster a shared understanding of 

the mother’s goals and needs. Tailoring these interventions to the cultural and 

relational dynamics of rural Missouri enhances their relevance and impact. 

Community health workers and peer counselors can be instrumental in facilitating 

these conversations, addressing misconceptions, and building a supportive family 

network that reinforces breastfeeding (Blyth et al., 2002; Chapman et al., 2010). 
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These approaches reflect the Social Ecological Model’s emphasis on the 

interpersonal level, which recognizes that individual behaviors are shaped and 

sustained by immediate social relationships. By acknowledging the pivotal role of 

familial influences and equipping families with accurate information and 

supportive practices, breastfeeding interventions can become more holistic and 

sustainable. Ultimately, cultivating a family environment that affirms and supports 

breastfeeding is essential for empowering mothers and improving infant health 

outcomes across rural communities. Indeed, research by Blyth et al. (2002) 

indicates that mothers who receive support and encouragement from family 

members are more likely to initiate and maintain breastfeeding. In rural Missouri, 

where extended families often live nearby, leveraging familial support may be a 

powerful strategy for promoting positive breastfeeding practices. 

Community and Organizational Level.  

Healthcare Access. Access to baby-friendly hospitals, lactation 

consultants, and support groups enhances breastfeeding outcomes.  Healthcare 

services is a fundamental determinant of maternal and infant health outcomes, 

including breastfeeding initiation and duration. Access to healthcare services, 

including prenatal and postnatal care, is essential for successful breastfeeding. In 

rural Missouri, limited access to healthcare providers and lactation consultants 

can hinder breastfeeding initiation and continuation. The CDC (2023) emphasizes 

the importance of healthcare providers offering consistent and accurate 

breastfeeding information, addressing concerns, and providing support throughout 

the breastfeeding journey. Telehealth services have emerged as a potential 



30 

 

 
 

solution to bridge the gap in healthcare access. Expanding telehealth services can 

enhance breastfeeding support and improve outcomes for rural mothers. 

In rural Missouri, barriers to healthcare access—such as geographic 

isolation, provider shortages, and transportation difficulties—significantly hinder 

mothers' ability to obtain timely prenatal, perinatal, and postnatal care. These 

limitations often leave rural mothers underserved, increasing the risk of 

suboptimal breastfeeding outcomes. Timely and consistent healthcare access, 

particularly during the prenatal and postpartum periods, is essential for 

establishing and sustaining successful breastfeeding practices. However, rural 

mothers frequently encounter limited availability of healthcare professionals—

especially lactation consultants—who are instrumental in addressing 

breastfeeding challenges like latch difficulties and milk supply concerns. While 

evidence-based guidance from healthcare providers is proven to improve 

breastfeeding outcomes, such support is inconsistently available in many rural 

areas (Centers for Disease Control and Prevention [CDC], 2023). 

To mitigate these disparities, telehealth has emerged as a promising 

strategy. Virtual consultations with lactation specialists provide real-time, 

personalized support that eliminates the need for long-distance travel and ensures 

continuity of care during the critical postpartum period. Studies suggest that 

telehealth interventions can significantly enhance breastfeeding outcomes and 

may help narrow the breastfeeding gap between rural and urban populations 

(Hoddinott et al., 2009). 
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In addition to formal medical care, informal education and peer support 

are vital components of breastfeeding promotion, especially in communities with 

limited access to professional resources. Peer counseling programs, community-

based support groups, family networks, and digital platforms offer culturally 

relevant, accessible support that empowers mothers with practical knowledge and 

emotional encouragement. Programs like WIC have effectively used peer 

counselors—often mothers with personal breastfeeding experience—to deliver 

trusted, culturally competent guidance. These efforts have been particularly 

impactful among Native American, Latina, and low-income mothers. Similarly, 

organizations like La Leche League International connect mothers to experienced 

volunteers who provide evidence-based advice and emotional solidarity. These 

community-based networks foster maternal confidence and resilience, 

contributing to longer breastfeeding durations. 

The presence of community norms that favor breastfeeding also 

contributes positively, particularly in rural or culturally cohesive communities 

(Stough et al., 2019).  Yet, rural Missouri continues to face critical shortages of 

healthcare providers, including obstetricians, midwives, pediatricians, and 

lactation consultants. This shortage limits opportunities for mothers to receive 

timely and specialized breastfeeding support (Missouri Perinatal Quality 

Collaborative, 2024). Lactation consultants, who play a crucial role in resolving 

early breastfeeding challenges, are predominantly located in urban centers (United 

States Breastfeeding Committee, 2021). Without local access to these experts, 

rural mothers are at a higher risk of early breastfeeding cessation. 
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Transportation is another major barrier to healthcare access in rural areas. 

Many families lack reliable personal vehicles, and public transportation options 

are often nonexistent (Syed et al., 2013). For pregnant and postpartum women, 

transportation difficulties can result in missed prenatal appointments, postnatal 

checkups, and breastfeeding support visits (Centers for Medicare & Medicaid 

Services, 2019). These missed interactions reduce the chances for early 

identification and management of breastfeeding issues, which negatively impacts 

breastfeeding duration and success. The cumulative impact of healthcare access 

challenges is evident in breastfeeding outcomes across rural Missouri. Early 

initiation of breastfeeding—ideally within the first hour after birth—is critical for 

establishing milk supply and building maternal confidence (World Health 

Organization, 2023). However, rural hospitals often lack skilled birth attendants 

and lactation support, limiting mothers’ ability to begin breastfeeding promptly 

(Johnson et al., 2019). Additionally, postpartum visits—which offer essential 

feeding assessments and support—occur less frequently among rural mothers due 

to ongoing access barriers (Thayagabalu et al., 2025). Consequently, 

breastfeeding initiation and duration rates are typically lower in rural areas 

compared to their urban counterparts (Weston et al., 2025). 

Telehealth offers a viable pathway to bridge the healthcare gap in rural 

Missouri. Telelactation programs enable mothers to receive expert guidance from 

certified lactation consultants remotely, fostering greater continuity of care 

(Demirci et al., 2019). Similarly, virtual prenatal visits can reduce travel demands 

while enhancing provider engagement (American Academy of Pediatrics, 2022). 
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However, challenges such as limited broadband infrastructure and low digital 

literacy among rural populations can hinder the effectiveness of telehealth 

solutions (Maita et al., 2024). Therefore, expanding rural internet access and 

providing technology training are essential steps in maximizing the reach and 

success of virtual care. 

Missouri’s state and local agencies have initiated various efforts to 

improve healthcare access for rural mothers. The Missouri Department of Health 

and Senior Services (MDHSS) supports maternal health initiatives that provide 

transportation assistance, fund home visiting programs, and employ community 

health workers (MDHSS, 2022). The Missouri Telehealth Network promotes the 

use of telemedicine to deliver maternal care in underserved areas (Missouri 

Telehealth Network, 2023). Federally supported programs such as Medicaid and 

WIC also offer essential maternal and breastfeeding services, though gaps in 

postpartum coverage and outreach remain (Neuburger et al., 2024). 

Despite these ongoing efforts, significant barriers to healthcare access 

persist in rural Missouri. Geographic isolation, provider shortages, inadequate 

transportation, and limited breastfeeding support continue to impact mothers' 

ability to initiate and sustain breastfeeding. While telehealth and policy 

interventions offer promising solutions, comprehensive strategies that address 

infrastructure, provider training, and equitable policy implementation are 

essential. By strengthening these areas, Missouri can better support rural mothers, 

ultimately improving breastfeeding outcomes and maternal-infant health across its 

rural communities. 
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Work Policies and Work Relationships. The workplace environment 

plays a crucial role in shaping breastfeeding practices, particularly in rural regions 

such as Missouri, where employment structures and support systems often differ 

significantly from urban areas. A mother’s ability to initiate and sustain 

breastfeeding is influenced by workplace policies, cultural attitudes, and the 

quality of interpersonal relationships on the job. In rural areas—where 

employment opportunities may be limited—the availability of supportive policies 

such as flexible work hours, private lactation spaces, and paid parental leave 

becomes especially critical for breastfeeding continuation. 

In Missouri’s rural counties, where agriculture, manufacturing, and service 

industries dominate, these challenges are especially pronounced. Jobs in these 

sectors often lack maternity leave and lactation accommodations commonly found 

in office settings (March of Dimes, 2021). Hourly wage workers or those in 

physically demanding roles may struggle to take breaks or find private spaces to 

pump milk, leading to early breastfeeding cessation. 

Further complicating matters is Missouri’s limited provision for paid 

maternity leave. Unlike states with more generous policies, Missouri offers 

minimal state-mandated benefits, frequently forcing mothers to return to work just 

weeks after giving birth (National Partnership for Women & Families, 2020). This 

early return can disrupt breastfeeding routines and reduce milk supply due to 

infrequent milk expression. 

In addition to structural policies, the social environment at work 

profoundly affects breastfeeding success. Supportive supervisors and coworkers 
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can positively influence a mother’s ability to maintain breastfeeding (Lisbona, 

Bernabé, & Palací, 2020), while unsupportive or indifferent attitudes can increase 

stress and discourage milk expression (Dizaj et al., 2021). Unfortunately, peer 

support programs or workplace-based lactation groups are rare in rural settings, 

further isolating breastfeeding employees (Vilar-Compte et al., 2021). 

The combination of inadequate structural supports and unsupportive social 

environments contributes to lower breastfeeding duration among employed 

mothers in rural Missouri. Research shows that mothers who return to work early 

or face workplace barriers are significantly more likely to stop breastfeeding 

before the recommended six-month mark (Mirkovic et al., 2014), which is 

concerning given the well-documented benefits of exclusive breastfeeding for 

infant and maternal health (World Health Organization, 2021). 

Improving breastfeeding support in rural Missouri workplaces requires 

both structural and cultural changes. Strategies might include stronger 

enforcement of existing lactation laws, expanded paid family leave, and the 

development of workplace programs tailored to rural industries. Employer 

education initiatives that emphasize the business case for breastfeeding support—

such as reduced absenteeism and improved employee satisfaction—may also help 

foster more accommodating environments (Johnston & Esposito, 2007). 

The Missouri Breastfeeding Coalition (2023) emphasizes the importance 

of workplace policies that support breastfeeding, particularly in rural communities 

where systemic barriers can undermine maternal and infant health. Such policies 



36 

 

 
 

not only benefit working mothers but also contribute to better health outcomes for 

their children. 

Community Resources. Community resources serve as vital lifelines for 

breastfeeding mothers, particularly in rural areas where healthcare infrastructure 

is limited and access to formal lactation services is scarce. In rural Missouri, these 

resources—ranging from peer support groups and home visiting programs to 

faith-based initiatives and nonprofit partnerships—play a critical role in shaping 

breastfeeding behaviors, enhancing maternal confidence, and supporting mental 

health. The combination of geographic isolation, provider shortages, and limited 

access to specialized lactation consultants creates unique challenges that 

community-based efforts are often best positioned to address. 

Peer support is one of the most effective strategies for improving 

breastfeeding outcomes in underserved communities. Support groups hosted by 

local health departments, churches, or community centers offer mothers the 

opportunity to share experiences, receive encouragement, and access culturally 

relevant advice from others who have navigated similar journeys (Barnas, 2021). 

This kind of interpersonal connection is especially important in rural settings, 

where mothers may experience social isolation or lack close family networks. 

Research shows that peer support improves breastfeeding initiation and duration 

by increasing maternal self-efficacy and providing timely, real-world solutions to 

common challenges (Dennis, 2003; McFadden et al., 2017). Trained peer 

counselors, particularly those affiliated with the Women, Infants, and Children 

(WIC) program, serve as accessible and trusted sources of information, offering 
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culturally sensitive guidance that bridges the gap between clinical care and 

everyday lived experience (Demirci et al., 2019; Wagner et al., 2024). 

In addition to group-based models, personalized in-home support is a key 

resource in rural Missouri. Programs such as Parents as Teachers and the Missouri 

Home Visiting Program deploy community health workers (CHWs) to provide 

one-on-one education, early screenings, and referrals. These services are critical 

where transportation, childcare, or scheduling barriers prevent access to clinic-

based care (Love et al., 1997; MDHSS, 2022). Home visits allow professionals to 

observe breastfeeding practices, tailor their guidance, and create safe spaces for 

mothers to express concerns—particularly around mental health. Studies indicate 

that home-based interventions not only improve breastfeeding duration and 

exclusivity but also enhance maternal psychosocial functioning when trust and 

continuity are established (McFarlane et al., 2017). 

Faith-based organizations and cultural institutions further enrich the 

breastfeeding support landscape. Churches often function as community hubs, 

offering health education, social support, and moral encouragement. They may 

host workshops, support groups, or family programs that integrate breastfeeding 

promotion within spiritually meaningful contexts (Wells et al., 2022). For mothers 

whose decisions are influenced by faith or cultural values, such environments help 

reduce stigma and build confidence. Similarly, organizations serving Missouri’s 

Hispanic, African American, and Indigenous populations provide linguistically 

appropriate, culturally tailored education that addresses systemic disparities and 

fosters empowerment (Pérez-Escamilla et al., 2016). 
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Local health departments and nonprofit agencies offer a more formal 

structure for support. Many distribute breast pumps, offer lactation counseling, 

and run maternal and child health programs that include breastfeeding education 

(MDHSS, 2022). National organizations like La Leche League and March of 

Dimes contribute helplines, advocacy, and peer education adapted for rural needs 

(March of Dimes, 2021). While staffing shortages, funding limitations, and 

logistical barriers often constrain these programs, cross-sector collaborations have 

improved their sustainability and effectiveness (Suarez-Balcazar et al., 2020).  

These community efforts also intersect significantly with maternal mental 

health. Breastfeeding is linked to psychological well-being through hormonal 

pathways—such as oxytocin release—which can enhance mood and reduce stress 

(Modak et al., 2023). Achieving breastfeeding goals reinforces a mother’s sense 

of agency and accomplishment. Conversely, early weaning or persistent 

breastfeeding difficulties can contribute to guilt, grief, and self-doubt (Dennis & 

McQueen, 2009). These emotional responses are especially poignant in rural 

areas, where formal mental health services may be inaccessible. 

The relationship between breastfeeding and maternal mental health is 

bidirectional. Postpartum depression can undermine breastfeeding motivation, 

suppress milk production through hormonal dysregulation, and exacerbate the 

physical and emotional demands of nursing (Dias & Figueiredo, 2015). In rural 

Missouri, where counseling services may be geographically or financially out of 

reach, community-based programs often serve as the primary touchpoints for 

postpartum care. Peer counselors, home visitors, and church leaders are frequently 
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among the few individuals regularly engaging with new mothers, uniquely 

positioned to recognize warning signs and connect families to services. 

A trauma-informed, integrated approach is therefore essential. As Kendall-

Tackett (2007) notes, those providing breastfeeding support must also be 

equipped to understand and address the emotional complexities of the postpartum 

experience. Compassion, cultural relevance, and sustained relationships are key to 

promoting both breastfeeding success and maternal well-being. 

The Missouri Department of Health and Senior Services (MDHSS) 

administers a variety of maternal and child health initiatives focused on prenatal 

care, breastfeeding education, and postpartum support (MDHSS, 2022). The 

Missouri Breastfeeding Coalition works across health systems, community 

organizations, and policymakers to improve breastfeeding outcomes and promote 

equity. However, persistent workforce shortages and funding constraints limit the 

scope and reach of these programs—particularly in rural regions where access to 

lactation consultants and breastfeeding support groups remains inconsistent 

(Missouri Breastfeeding Coalition, 2023). 

Public Policy 

At the policy level, legislation supporting paid maternity leave, workplace 

lactation accommodations, and public breastfeeding rights directly impacts a 

mother’s ability to breastfeed, especially in economically disadvantaged areas 

(Missouri Breastfeeding Coalition, 2023).  

State Policies. State-level policies in Missouri provide a legal and 

structural framework intended to support maternal health and breastfeeding; 
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however, disparities persist, particularly in rural regions. These disparities are 

influenced by limitations in healthcare access, inconsistent workplace 

accommodations, and a lack of culturally responsive education. Addressing these 

gaps through expanded telehealth access, enhanced funding, and community-

informed outreach is essential to ensure that state policy translates into equitable 

outcomes across the maternal health continuum. To do so effectively, continued 

evaluation of these policies, with direct input from rural mothers and healthcare 

providers, remains critical. 

Missouri’s maternal health system faces considerable challenges, with the 

state consistently ranked among the lowest nationally for women’s health 

indicators. In 2018, Missouri was ranked 50th in women’s health outcomes and 

slightly improved to 45th by 2020, highlighting ongoing systemic issues in access 

to quality care (Barnas, 2021). Approximately half of Missouri’s counties are 

designated as maternity care deserts, meaning they lack obstetric hospitals or 

providers (March of Dimes, 2021). These shortages make policies related to 

community health workers, transportation infrastructure, and telehealth services 

particularly vital for improving maternal health and breastfeeding support in rural 

areas (Missouri Department of Health and Senior Services [MDHSS], 2022). 

Missouri has enacted a number of laws aimed at promoting maternal and 

infant health, including breastfeeding rights and workplace accommodations. 

Missouri Revised Statutes § 191.918 affirms a mother’s right to breastfeed in any 

public or private location where she is authorized to be, and specifies that 

breastfeeding does not constitute indecent exposure. The law also provides jury 
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duty exemption for nursing mothers who submit a physician's statement (Mo. 

Rev. Stat. § 494.430). 

In 2021, the Missouri legislature passed HB 432, mandating that public 

schools offer lactation accommodations for both staff and students. This includes 

break time and a private, non-bathroom space for expressing milk. The Missouri 

Department of Elementary and Secondary Education was tasked with developing 

a model policy to guide public school districts in this effort. Additionally, state-

recognized programs such as the Breastfeeding Friendly Worksite and Child Care 

initiatives encourage employers and childcare providers to support breastfeeding 

by offering appropriate accommodations (MDHSS, 2022). 

Healthcare providers also bear responsibility under state law to support 

breastfeeding education. Missouri Revised Statutes § 191.915 requires that 

hospitals and ambulatory surgical centers provide breastfeeding education to new 

mothers. Physicians offering obstetrical or gynecological care are required to 

inform patients about the postnatal benefits of breastfeeding and available local 

support groups. 

A notable recent policy shift came in response to the state’s high maternal 

mortality rates. As of October 2, 2024, Missouri’s Medicaid program, MO 

HealthNet, began reimbursing for doula services. This expansion was 

spearheaded by the Center for Advancing Health Services, Policy & Economics 

Research (CAHSPER) at Washington University, in collaboration with 

community health leaders. The emergency rule—effective through March 28, 
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2025—recognizes the role doulas play in improving birth outcomes, emotional 

support, and breastfeeding success, particularly for underserved populations. 

Missouri’s state policies specifically addressing breastfeeding include 

workplace protections, hospital initiatives, and support through public health 

programs. Missouri Revised Statutes § 191.529 (2010) requires that employers 

provide reasonable break time and a private space (not a bathroom) for employees 

to express breast milk. These protections align with the federal Affordable Care 

Act; however, enforcement in smaller or rural workplaces may be inconsistent 

(Centers for Disease Control and Prevention [CDC], 2020). 

In the clinical setting, Missouri encourages hospitals to seek Baby-

Friendly Hospital designation—a certification based on ten evidence-based steps 

to support breastfeeding initiation and continuation. Despite these efforts, the 

number of designated facilities remains limited across the state, with rural areas 

particularly underrepresented, contributing to lower breastfeeding initiation rates 

among rural mothers (Baby-Friendly USA, 2023; MDHSS, 2022). 

Support through the Special Supplemental Nutrition Program for Women, 

Infants, and Children (WIC) is another critical policy mechanism. The Missouri 

WIC program provides nutrition education, breastfeeding counseling, and access 

to lactation support, including peer counselors and consultants (Missouri WIC 

Program, 2023). WIC’s role is especially vital for low-income mothers, who may 

experience additional social and logistical barriers. However, access to WIC 

services in rural counties can be hindered by transportation issues, limited staff 
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capacity, and scheduling constraints (U.S. Department of Agriculture [USDA], 

2021). 

Missouri’s policy landscape demonstrates a growing recognition of the 

importance of maternal and infant health, yet disparities in rural access and 

implementation persist. A more equitable system will require intentional 

expansion of resources, increased rural representation in policy development, and 

integrated evaluation mechanisms that prioritize community voice and lived 

experience. 

Federal Policy. Federal legislation, such as the Break Time for Nursing 

Mothers provision under the Affordable Care Act (ACA), requires employers to 

provide reasonable break time and a private, non-bathroom space for 

breastfeeding employees to express milk during the workday (U.S. Department of 

Labor, 2019). However, the implementation of these policies varies, and many 

rural workplaces lack the facilities or flexibility necessary to support lactating 

employees effectively (Snyder et al., 2019). 

Building Maternal Breastfeeding Self-Efficacy through the SEM Model 

Dewey’s Experiential Learning Theory emphasizes the transformative 

potential of learning through active engagement and reflection (Dewey, 1938). 

This type of learning offers a powerful, integrated approach for designing and 

evaluating breastfeeding support interventions that are both contextually grounded 

and experientially meaningful. 

Embodied Learning in the Breastfeeding Journey 
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Dewey (1938) proposed that education is most effective when rooted in 

real-life experience, processed through cycles of action, reflection, and 

adaptation. In breastfeeding contexts, this theory underscores the importance of 

hands-on learning, reflective problem-solving, and real-time feedback—all of 

which promote not only technical competence but also maternal confidence and 

emotional readiness. Dewey also noted that not all experiences are inherently 

educational; their value depends on how they are interpreted and integrated into 

future behavior. This insight is especially relevant for new mothers navigating 

breastfeeding in real time, often under pressure and in unfamiliar territory. 

Programs grounded in experiential learning intentionally create self-

efficacy through embodied interaction: practicing latch techniques, observing peer 

models, and experimenting with new positions or routines in supportive 

environments. They have direct links to build self-efficacy through mastery 

experiences, vicarious learning, and social persuasion. These hands-on, relational 

experiences not only build skills, but also foster confidence and resilience, 

allowing mothers to internalize success and feel supported through shared 

learning. Tools like simulation dolls, role-play scenarios, and guided nursing 

sessions have been shown to increase breastfeeding self-efficacy and duration 

(Grassley & Eschiti, 2008), aligning with adult learning needs and Dewey’s 

model of active, personalized learning.  

Kolb’s (1984) formalization of Dewey’s work into a four-stage learning 

cycle—concrete experience, reflective observation, abstract conceptualization, 

and active experimentation—further elucidates how breastfeeding skills are 
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developed over time. A mother may encounter discomfort during a feeding 

(concrete experience), reflect on the cause (reflective observation), identify a 

potential adjustment (abstract conceptualization), and try a new approach in the 

next session (active experimentation). This iterative process not only aligns with 

Kolb’s experiential learning cycle but also reinforces breastfeeding self-efficacy 

through responsive parenting and adaptive skill-building (Kolb, 1984; Dennis, 

1999). 

These principles also extend to training healthcare professionals and 

lactation educators. Simulations, case discussions, and reflective exercises not 

only build clinical expertise but foster empathetic, culturally responsive care—

critical in supporting breastfeeding mothers across diverse settings. Michelson 

(2015) expands experiential learning theory by critiquing dominant educational 

paradigms that devalue embodied, emotional, and situational knowledge—forms 

of understanding often central to women’s lived experiences. In the context of 

breastfeeding, this critique calls attention to the marginalization of maternal 

knowledge gained through caregiving, community, and personal intuition. 

Michelson challenges systems that only validate experiential learning when it can 

be codified or institutionally recognized. 

Breastfeeding, as a deeply personal and embodied experience, cannot be 

fully understood through disembodied instruction alone. Education that fails to 

engage with the physical and emotional realities of breastfeeding risks alienating 

mothers and undermining their self-efficacy.  
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Drawing from Dewey, Lindeman (1926) emphasized that adult education 

should begin with learners’ life experiences and immediate needs. He argued that 

adults learn best when they are active participants in defining their goals and can 

directly apply new knowledge. In the context of breastfeeding, this principle 

reinforces the importance of maternal agency and contextual relevance. When 

mothers are given space to articulate their goals, experiment with techniques, and 

reflect on their experiences, learning becomes more durable and meaningful. 

Integrating Social Ecological Model (SEM) and Experiential 

Learning. When combined, SEM and experiential learning offer a 

complementary framework for breastfeeding self-efficacy. SEM identifies the 

structural and social layers that shape behavior, while experiential learning 

provides the mechanism of change—the how of skill development, confidence-

building, and adaptation. 

For example, a hospital may adopt baby-friendly policies (organizational 

level), but unless mothers receive hands-on postpartum support, real-time 

guidance, and space to reflect on feeding experiences, those policies may have 

limited impact. Similarly, peer mentor programs, breastfeeding circles, or home 

visiting initiatives can function at the community level while providing 

immersive, learner-centered engagement—fostering both knowledge and 

belonging. 

In rural areas, these approaches are particularly vital. Geographic 

isolation, provider shortages, and limited breastfeeding infrastructure demand 

creative, experience-rich interventions such as mobile lactation clinics, telehealth 
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consultations with interactive components, and home-based peer support. These 

strategies not only address access barriers but embody the principles of 

experiential learning—meeting mothers where they are, both physically and 

emotionally (Hoddinott et al., 2009). 

Breastfeeding is a multidimensional behavior situated at the intersection of 

individual experience and systemic influence. The integration of Dewey’s 

experiential learning theory with the Social Ecological Model creates a holistic 

blueprint for designing breastfeeding education that is inclusive, effective, and 

responsive to context. The role of embodied knowledge, learner autonomy, and 

cultural sensitivity is critical to how mothers build self-efficacy to initiate and 

sustain breastfeeding (Kolb, 1984; Michelson, 2015; Lindeman, 1926). 

By centering mothers’ lived experiences and facilitating opportunities for 

reflection, experimentation, and mutual learning, breastfeeding support programs 

can foster not only skill acquisition but also maternal empowerment, identity 

affirmation, and community resilience—especially in rural settings where such 

outcomes are both most needed and most transformative. 

Summary 

Breastfeeding self-efficacy behaviors and outcomes are influenced by all layers of 

the SEM. In rural Missouri, these factors intersect to create unique challenges and 

opportunities for breastfeeding initiation and continuation. Addressing these issues 

requires a comprehensive approach that involves multiple layers of familial and 

community support and care so that new mothers can have experiences that build self-

efficacy. By enhancing breastfeeding support systems and addressing barriers, it is 
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possible to improve breastfeeding initiation and duration rates, leading to healthier 

mothers and infants. 
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Chapter 3: Methods 

This sequential explanatory mixed methods study, represented in Figure 3, (Allele 

& Malau-Aduli, 2023; Creswell & Creswell, 2018.) is designed to explore the factors that 

influence whether rural Missouri mothers continue or cease breastfeeding. By combining 

a survey data set with the qualitative interviews, the study aimed to identify both the 

barriers and supports affecting breastfeeding mothers within rural settings.  

Figure 3  

Explanatory Sequential Design 

Adopted from Creswell and Creswell, 2018 

 

This study was approved by the University of Missouri Institutional Review 

Board (IRB # 2097711) to gather insights into the experiences of breastfeeding mothers 

in rural Missouri. While the data collection occurred statewide, for this study, data 

analysis highlights two rural Missouri counties: Bates and Vernon. The Social Ecological 

Model (Bronfenbrenner, 1979) served as the analytical lens to elucidate how multiple 

layers of influence, from individual to community and institutional levels, shaped 

breastfeeding behaviors and outcomes within these two counties. This research study 

sought to explore how mothers seek and receive information about breastfeeding, 
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drawing on a quantitative surveys and qualitative interviews as data sources. Through this 

approach, I aim to uncover key insights into their individual experiences that supported, 

or constrained, their self-efficacy, while also considering the broader social and 

ecological factors that influence these experiences, such as community, cultural norms, 

and relationships.  

To guide this investigation, the study will address the following specific research 

questions: 

1. What Social Ecological Model (SEM) layers do rural Missouri women 

identify as impacting their breastfeeding behaviors and outcomes? Are the 

SEM layers within the state the same as within two rural focal counties 

(Bates and Vernon)? 

2. How do the SEM layers individually and/or collectively impact 

breastfeeding behaviors and duration? 

Study Context: Rural Missouri Maternal Health Care  

This study is situated in the U.S. state of Missouri, located in the south Midwest. 

Missouri has a population of approximately 6.2 million people as of 2023 (United States 

Census Bureau, 2023). Missouri’s population is predominantly White, making up about 

80% of the total, while Black or African American individuals comprise roughly 12-13% 

of the population (United States Census Bureau, 2020). The state also has a growing 

Latino population, which constitutes 4-5% of residents, most of whom reside in urban 

areas (United States Census Bureau, 2020). Asian Americans represent about 2-3% of the 

total state population (United States Census Bureau, 2020). Thirty seven percent of 

Missourians live in urban and suburban areas, including the major metropolitan regions 



52 

 

 
 

of St. Louis, Kansas City, Springfield, and Columbia. These cities act as economic and 

cultural hubs for the state, with a diverse population and industries such as 

manufacturing, healthcare, and technology (Missouri Economic Research and 

Information Center, 2022). The remaining 63% of residents living in areas identified by 

the state as rural (Missouri Economic Research and Information Center, 2022).  

I define rural using the Health in Rural Missouri Biennial Report, 2022-2023 

which defines rural counties by whether they meet two key criteria. First, the county must 

have a population density of less than 150 people per square mile. Second, the county 

should not contain any part of a central city within a Metropolitan Statistical Area 

(MSA). This definition aligns with the U.S. Census Bureau and other federal agencies, 

which typically consider factors such as population size, density, and commuting patterns 

when determining whether an area should be classified as rural.  

For this study, I highlight analysis within two rural Missouri Counties: Vernon 

and Bates in which each county meets the rural definition and are identified by the state 

of Missouri as rural counties (Missouri Department of Health and Senior Services, Office 

of Primary Care and Rural Health, 2023). Across both counties, doctors specializing in 

obstetrics-gynecological (OB-GYN) is limited, often requiring women to rely on general 

practitioners or travel to an urban area for specialized services (Missouri Department of 

Health and Senior Services, 2022). Furthermore, there is a shortage of healthcare 

providers in rural areas, resulting in longer wait times for appointments and limited 

access to specialized care (Missouri Department of Health and Senior Services, 2022). In 

addition, the Missouri Health Care Availability and Outcomes report highlights that both 

Bates and Vernon counties are categorized with the lowest physician-to-population ratios 
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in the state, with only 0-41 physicians per 100,000 people (Kuhns, & Low, 2021). While 

there are initiatives within the state to offer transportation, mobile health units, 

telemedicine, and community health programs for rural Missouri health care deserts, the 

two focus counties, Bates and Vernon, do not have these options available. 

Vernon County 

Vernon County, located in southwest Missouri, has a population of approximately 

19,651 residents (Data USA, 2024). The average annual income for the county is $44, 

386 (County Average Wages, 2023), which is less than the average annual income across 

the state of Missouri ($68,920). The poverty rate in Vernon County is 19% (Data USA, 

2023). The county's ethnic composition is predominantly non-Hispanic White (92.9%), 

with small percentages of non-Hispanic Black (0.9%), American Indian or Alaska Native 

(0.8%), and Hispanic (2.9%) residents (County Health Rankings & Roadmaps, 2024). 

Vernon County also faces an 18.1% poverty rate, which can affect access to healthcare 

and maternal services for new mothers (Data USA, 2024). In 2023, the county recorded 

1,096 births, with 19% of mothers delivering outside the county, indicating limited local 

access to certain healthcare services (Vernon County Health Department, 2023). 

Although Vernon County has three rural health clinics and a hospital that provides labor 

and delivery services, it does not have a neonatal intensive care unit (NICU), which can 

be a significant concern for high-risk pregnancies and newborn care (Rural Health 

Information Hub, 2025).  

 

 

Bates County  
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Bates County, with a population of 16,177, with an average annual income of 

$41,029, which is also less than the state overall average of $68,920). The ethnic 

composition in Bates County is like Vernon County, with 92.5% non-Hispanic White, 

1.5% non-Hispanic Black, 1.0% American Indian or Alaska Native, and 3.0% Hispanic 

(County Health Rankings & Roadmaps, 2024). This county also experiences a slightly 

higher poverty rate at 19.1% (Data USA, 2024), than the state overall (12%) (Tierney, 

2024). Bates County has one hospital, with six clinics, but provides no labor and delivery 

(County Health Rankings & Roadmaps, 2024). In 2023, Bates County recorded 178 

births (Bates County Health Department, 2023). Since there are no local facilities for 

labor and delivery, women most likely traveled to neighboring counties for maternal 

health care, labor, and delivery.  

Data Collection 

 A timeline of data collection is provided in Figure 6. 

Survey 

A statewide survey was placed in Qualtrics, provided in Appendix B. Careful 

consideration was given to designing the survey in a way that would allow for more 

detailed responses, particularly focused on understanding the unique experiences of 

mothers. The survey was designed drawing on surveys present within the literature that 

focus on breastfeeding experiences, barriers, and support systems, ensuring that the 

questions were relevant and aligned with established research on maternal health and 

breastfeeding practices. The questions were informed by a review of literature on 

breastfeeding in rural Missouri (Goodman et al., 2016); Missouri Department of Health 

and Senior Services. (n.d.); Odom et al., 2014), and the Pregnancy Risk Assessment 
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Monitoring System (PRAMS; Centers for Disease Control and Prevention, 2022) was 

used as a framework to guide question development. The survey was reviewed by Sarah 

Davis, a Maternal Health Specialist at the University of Missouri Extension and former 

midwife, who provided valuable insights during the development process. 

The survey included a total of 91 questions with all questions specific to the 

breastfeeding experiences of mothers residing in rural Missouri with at least one child 

under 24 months old. This age range was chosen because the World Health Organization 

recommends that mothers should breastfeed for up to two years of age and beyond 

(World Health Organization, 2025). The number of questions a participant was prompted 

to answer during the survey depended on their previous responses. For example, a mother 

with one child was asked questions about breastfeeding experiences for that one child as 

opposed to a mother of three children that was asked about breastfeeding experiences for 

each of her three children. Similarly, mothers who breastfed one or more children 

responded to different questions than those who did not.  

The survey was structured with a series of well-defined questions aimed at 

gathering both demographic data and specific insights into mothers' breastfeeding 

experiences. Participants were encouraged to provide honest and comprehensive 

responses, which were then analyzed quantitatively to identify trends, patterns, and 

correlations in the data. By using Qualtrics, the survey ensured an IRB approved 

streamlined and efficient data collection process, providing results for further analysis. 

Survey Distribution  

The survey was distributed via social media platforms (e.g., Facebook) to reach a 

broad and diverse sample of rural women across Missouri. The survey was promoted 
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through a link and flyers that have a QR code so that women could complete the survey 

at their own convenience, whether from a mobile device, tablet, or computer. This 

method of data collection allowed for a large and diverse group of participants, giving the 

study a broader perspective on breastfeeding practices and challenges faced by mothers 

from various backgrounds. To ensure a representative sample, potential participants were 

prescreened through the survey. The flexibility of completing the survey through a digital 

platform made it accessible to a wide audience, increasing the overall response rate and 

enhancing the generalizability of the findings.  

To encourage survey participation, several strategies were employed. The survey 

was shared on local Facebook groups focused on parenting, reaching a relevant audience 

of mothers across Missouri. To further incentivize participation, a gift card drawing was 

offered to those who completed the survey. Clear communication was key, emphasizing 

the survey’s purpose to capture mother’s experience, especially in rural areas. The survey 

was designed to be mobile-friendly and quick to complete, making it accessible for busy 

mothers. These efforts helped ensure participation and valuable insights. Launching the 

survey on Facebook led to partnerships with various stakeholders across the state of 

Missouri which included the health departments, childcare centers, local schools, 

hospitals, and federal agencies. 

Of note is the single facility hospital with delivery services located in Vernon 

County, which advertised the survey. This hospital is the only facility in the area 

providing delivery services, which was particularly notable because it serves as the 

primary healthcare provider for expectant mothers in a rural region with limited access to 

other medical facilities offering similar services. This hospital is especially crucial for the 
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rural county community, as it provided essential care to a population that would 

otherwise have to travel significant distances to access other healthcare options. Its role in 

the county’s healthcare infrastructure made it a critical partner in reaching a significant 

portion of the population, particularly those who might face barriers in accessing 

healthcare or specialized services due to the area's rural nature. 

Women Infants, and Children (WIC) Program 

Also, of note, the survey was advertised by the Women, Infants, and Children 

(WIC) program offices. The WIC program is a federally funded initiative by the United 

States Department of Agriculture that provides additional nutritional support to expectant 

and new mothers, as well as young children. In Missouri, there are 115 agencies that 

administer this program. Eligibility for assistance from the WIC Program is based on an 

income level of 185% of the federal poverty line (Missouri WIC Income Guidelines, 

2024).  Below in Figure 6, show income levels at different poverty levels. For example, a 

family of 4 at the 185% poverty level would have an annual income of $57,720 or less.  

The WIC program provides supplemental food packages tailored to the specific 

needs of women, infants, and children. Nutritionists work with participants to 

individualize these packages based on their health and nutritional requirements. WIC 

strongly encourages and supports breastfeeding, offering additional food options to 

women who fully breastfeed. For infants who are not fully breastfed, WIC provides iron-

fortified infant formula. Starting at six months of age, all infants may receive infant 

cereal, fruits, and vegetables, while fully breastfed infants are also eligible for infant 

meats. 
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Women and children participating in WIC can receive a variety of nutritious 

foods, including milk, soy milk, eggs, cheese, yogurt, cold and hot cereals, 100% juice, 

peanut butter, dried or canned beans, whole grain breads, brown rice, tortillas, whole 

wheat pasta, and fresh or frozen fruits and vegetables. Women who exclusively breastfeed 

may receive additional items such as canned tuna, salmon, or sardines. In cases of certain 

medical conditions, WIC may also provide exempt infant formulas and specially 

approved nutrition. WIC is designed to supplement a family’s diet, not to provide all food 

a mother or child needs each month. The program’s food packages aim to support the 

developmental needs of infants, align with pediatric feeding recommendations, and 

address the specific nutritional demands of pregnant and breastfeeding women, helping 

replenish nutrients used during pregnancy and lactation. Household size plays a crucial 

role in determining the income level that qualifies a family for assistance. 

The process of connecting with these stakeholders was not solely through formal 

partnerships but also happened indirectly. By sharing the survey on social media, 

individuals with connections to these organizations—such as employees, community 

leaders, or even participants who had previously interacted with healthcare services—

often helped spread the word further. These individuals, having firsthand knowledge or 

experience with the hospitals, health departments, and schools, helped bridge the gap 

between my initial outreach and the survey's distribution. In some cases, these 

connections led to introductions or further collaborations with key stakeholders who were 

initially unaware of the survey. Through this organic process, the survey was able to 

reach a wider audience, ensuring that underrepresented groups, particularly those in rural 
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or hard-to-reach areas, were included in the data collection, thus offering a more holistic 

view of the health trends and needs of the region. 

Participants 

This survey gathered demographic information and assessed eligibility criteria, 

such as experience with breastfeeding, living in a Missouri rural county, the age of their 

youngest child, and if they are currently or did breastfeed. The survey was utilized both 

for quantitative analysis and to recruit mothers for an interview. This approach not only 

helped ensure a diverse and relevant sample but also respects participants' preferences 

and boundaries regarding participation in the study.  

Figure 4 

Overview of Participant Demographics 

 

Participants that partially answered the survey was n = 651. The number of 

participants that completed all survey questions was n = 171. After consulting with a 

statistician at the Center for Applied Statistics and Data Analysis at the University of 
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Missouri, I chose to only analyze those mothers that completed the entire survey. All 

demographic information, including age, ethnicity, number of children, and WIC access 

is included in the findings. The participants zip code was used as a demographic marker 

to exclude women outside of Missouri. If the recorded zip code was not within the state 

of Missouri, then the participants responses were not included in the study results. 

Descriptive statistics were used to provide an overview of breastfeeding experiences and 

demographic patterns across the state and within the two focus counties, Bates and 

Vernon. While inferential tests such as t-tests could be used to compare counties, the 

intent of this analysis was not to compare but to describe and contextualize conditions 

within each county. 

Participant Demographic Information 

Participant Age. Table 1 provides ages of the participants, while Table 2 shows 

the participant race. Sixty-six percent of participants across the state of Missouri were 

mothers between the ages of 21 and 30 years old.  

 

Table 1. Participant Age at Time of Survey 

 

 

Participant Ethnicity. At the state level, 75% of participants identified as 

White/Caucasian, with slightly higher percentages for the two focus counties: 77% in 

Bates County and 95% in Vernon County (with the remaining 5% being Hispanic or 

Age 

 

18 to 20 

years old 

21 to 25 

years old 

26 to 30 

years old 

31 to 35 

years old 

36 to 40 

years old 

41 to 45 

years old 

 

Missouri 

 

1% 

 

21% 

 

45% 

 

23% 

 

5% 

 

5% 

Bates 0% 41% 32% 9% 14% 5% 

Vernon 0% 24% 38% 33% 5% 0% 
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Latino). The remaining participants in Missouri identified as African American 

individuals made up the largest minority group, representing 20% of the participants. 

Hispanic or Latino individuals accounted for 2%, while those identifying as Asian or 

Pacific Islander comprised 1% of the total. Similarly, Native American or Alaska Native 

participants also made up 1% of the group. Additionally, individuals who identified as 

Multiracial or Biracial represented 2% of the participants.  

This demographic distribution emphasized the importance of inclusive 

engagement efforts to ensure that programs and services are responsive to the diverse 

communities across Missouri. In Bates County, participant demographics revealed racial 

and ethnic diversity within the community. Asian or Pacific Islander individuals 

comprised 5% of participants, and Hispanic or Latino individuals also accounted for 5%. 

In addition, 14% of participants identified as Multiracial or Biracial, representing a 

significant portion of the population.  

Table 2. Racial Demographics of Study Participants 

 

 Education. As shown in Table 3, 78% of respondents reported some form of 

post-secondary education beyond high school.  

 

 

Race Asian or 

Pacific 

Islander 

Black or 

African 

American 

Hispanic 

or 

Latino 

Native 

American 

or Alaska 

Native 

White or 

Caucasian 

Multiracial 

or Biracial 

       

Missouri 1% 20% 2% 1% 75% 2% 

Bates 5% 0% 5% 0% 77% 14% 

Vernon 0% 0% 5% 0% 95% 0% 
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Table 3. Educational Attainment 

 

Household Income. Furthermore, 49% of respondents statewide, along with 41% 

from Bates County and 43% from Vernon County, reported an annual household income 

between $50,000 and $99,999, as shown in Figure 5.  

Figure 5 

Household Income 

 

Single or Married Status. Finally, as shown in Table 4, 82% of participants 

statewide were married, while these numbers were slightly lower for the counties of 

 GED High School 

Diploma 

Associate's Bachelor's Master's or 

Higher Education 

      

Missouri 1% 21% 15% 43% 20% 

Bates 0% 41% 9% 32% 18% 

Vernon 0% 24% 24% 43% 10% 
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interesting in which 77% of participants were married in Bates County and 76% in 

Vernon County. 

 

 

 

 

 

 

Interview 

Participants that completed the survey, had a zip code within Bates and Vernon 

Counties, and responded that they were willing to be interviewed were contacted and 

interviewed between March 2024 – April 2024. Interviews were conducted using a semi-

structured interview (Creswell, 2014) protocol that sought to elucidate experiences, 

challenges, and perceptions related to breastfeeding. The interview protocol is included in 

Appendix A. The interview was used to elucidate information that women stated in the 

survey. The goal was to explore more deeply if and how women were able to access 

breastfeeding resources, specifically examining the impact of social support, community 

resources, and workplace policies on their self-efficacy. This phase provided valuable 

qualitative insights, allowing me to delve into the personal and contextual factors 

influencing breastfeeding decisions for women from these two counties.   

Of those mothers that completed the survey in its entirety, 121 submitted their 

information for a semi-structured interview, which was the second phase of the study 

(qualitative). Of the 121 that were willing to be interviewed, twelve from the two 

 

Table 4. Marital Status  
 

  Single Married       Single with a     

      Partner 

    

 

Missouri 

   

    6% 

 

82% 

 

11% 

Bates     9% 77% 14% 

Vernon    10% 76% 14% 
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highlighted counties were willing to participate in interviews (n = 6 from Bates and n = 6 

from Vernon). Interviews were audio-recorded with participants' consent to ensure 

accurate capture of their narratives. Interview length ranged from 37-72 minutes with the 

average interview length of 47 minutes. The interview protocol is included in Appendix 

A.  

Figure 6 

Timeline of Data Collection Activities 

 

Data Analysis 

 Analysis of those survey questions that were not open ended, occurred in 

consultation with a statistician from the University of Missouri Center for Applied 
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Statistics and Data Analysis. The statistical analysis involved extracting data 

through Qualtrics. Data cleaning was conducted to ensure accuracy and integrity 

of the survey dataset (Rahm & Do, 2000). Incomplete or partially completed 

surveys were excluded from analysis. The dataset was broken down into specific 

levels for more granular analysis through frequency distributions and calculating 

percentages to understand trends and patterns in responses.  

The data was first examined on a state level, providing a broad overview 

of responses. Next, a focused analysis was conducted on Bates and Vernon 

counties. This allowed for a deeper, more localized examination of the data, 

helping to identify any regional differences or specific trends within these 

counties compared to the broader state context. By examining both state and 

county-level data, the analysis provided a comprehensive view of the findings, 

highlighting both overall state trends and more specific regional insights.  

Qualitative Analysis 

Thematic analysis (Braun and Clarke, 2022) was used to examine and 

interpret the qualitative data. This approach allows for a structured, systematic 

identification of patterns and themes within the data, providing a nuanced 

understanding of the interconnected factors — ranging from individual to societal 

— that shape maternal health outcomes. Thematic analysis is widely recognized 

as a robust qualitative methodology that enables researchers to uncover themes 

that reflect participants lived experiences. As outlined by Braun and Clarke 

(2006), this method involves an iterative, multi-phase process that results in a 

comprehensive and meaningful analysis of qualitative data.  
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Qualitative Analysis of Open-Ended Question on Survey 

One survey question, question 69, was also included in qualitative 

analysis. It was an open-ended question: “Why did you choose to breastfeed?” Of 

the 171 participants, 159 reported having experience with breastfeeding and 

provided responses to this item. All responses were compiled into an Excel 

spreadsheet for analysis. I used pattern matching to code answers for this question 

(Sinkovics, 2018).  was then conducted to identify key themes. Seven primary 

themes emerged, with specific words and phrases used by participants falling 

under each category: 

Category Example Responses 

Health Benefits for Baby Healthier, best nutrition, protect against 

disease, immunity, antibodies 

Bonding and Emotional 

Connection 

Mother/baby bond, connection, emotional 

attachment 

Cost Savings Cheaper, formula is expensive, cost-

effective 

Natural/Instinctual Choice Natural, God designed, what I was 

supposed to do 

Convenience Always available, easier, on-the-go 

Influence/Support Doctor said, mother advised, peer pressure  

Knowledge and Belief in 

Benefits 

Knew it was best, learned from parents, as 

a nurse 

 

Qualitative Analysis of the Interview 

 The interviews were qualitatively coded in multiple phases. Phase 1 

involved familiarizing myself with the qualitative dataset, this involved 

immersing myself in audio recordings of interviews with rural mothers, 

transcribing the interviews, and closely reviewing the transcriptions. This phase 
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was vital for gaining a deep, intuitive sense of the data and understanding the 

breadth of perspectives shared by participants (Braun & Clarke, 2019). 

In Phase 2, I used the Social Ecological Theory as a lens for the initial 

coding process. This theory, which emphasizes the interconnectedness of various 

levels of influence on an individual's behavior, provided a structured way to 

categorize the themes emerging from the interviews with the mothers. I began by 

thoroughly reviewing each interview, noting the unique experiences and 

perspectives shared by the participants. The goal was to identify recurring patterns 

and important insights related to different levels of influence that were connected 

to behaviors and outcomes, so I categorized the themes into five primary levels 

based on the Social Ecological Model: Individual, Interpersonal, Community, 

Organizational, and Policy. 

The coding process started with a detailed review of the interview 

transcripts, which I exported into an Excel spreadsheet for better organization. As 

I read through each transcript, I highlighted sections that stood out — whether 

because of their emotional significance, their relevance to the study's focus, or the 

frequency with which similar topics were raised. These highlighted sections 

included direct quotes as well as more general themes that seemed to emerge 

across interviews. The quotes and themes offered a clear connection to the 

mothers' self-efficacy occurring through their lived experiences.  

After initially highlighting these key excerpts, I re-read each interview in 

its entirety to sort the highlighted text into specific categories that aligned with the 

Social Ecological Model. For example, statements related to personal health 
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behaviors, beliefs, or attitudes were categorized under the "Individual" level, 

while themes about relationships with family, friends, or partners were classified 

as "Interpersonal." Issues related to access to local resources, such as childcare or 

healthcare, were placed in the "Community" category. Organizational factors, like 

the role of healthcare facilities or support services, were categorized accordingly, 

and any references to larger structural influences such as public health policies, 

insurance coverage, or regulations were assigned to the "Policy" category. 

Using Excel allowed me to efficiently separate and track the different codes and 

findings, which made analyzing trends across the interviews much easier. Throughout 

each phase, I consulted with an independent researcher, adjusting the codes and coding 

approach based on our discussions. As I categorized each text segment, patterns and 

common themes began to emerge, revealing commonalities across the mothers’ 

experiences. This process not only helped me understand the various factors influencing 

each mother’s situation but also enabled me to draw connections between individual 

experiences and broader social, community, organizational, and policy-related issues. By 

the end of Phase 2, I had a well-organized database of coded themes, which served as the 

foundation for deeper analysis in subsequent phases of the study. 

In Phase 3, I focused on generating initial themes by thoroughly reviewing 

the findings from Phase 2 and analyzing the data within my Excel sheet. I closely 

examined the patterns that emerged across the different layers of the Social 

Ecological Model (Individual, Interpersonal, Community, Organizational, and 

Policy). By carefully noting recurring themes, I started to organize the findings 

into these categories, which helped me identify key aspects of the mothers' 
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experiences related to breastfeeding education, support, and challenges. This 

phase helped clarify the connections between individual experiences that were 

connected to self-efficacy and broader ecological influences. 

In Phase 4, I worked on drafting my Findings section by refining and 

tailoring the Social Ecological Model to better reflect the specific breastfeeding 

experiences and barriers identified in my rural Missouri sample. This involved 

aligning participant responses with the model’s multiple levels—individual, 

interpersonal, organizational, community, and policy—and adapting the 

framework to highlight context-specific themes including Individual, Familial 

Relationships, Workplace and Work Relationships, Healthcare Access, Community 

Resources, and State Policies. By doing so, I was able to more accurately organize 

and interpret the data through a lens that honors both the theoretical structure and 

the lived realities of the participants. I adapted the framework to reflect the 

themes and patterns that resonated most strongly from the participants 

experiences that were connected to their breastfeeding outcomes and behaviors. I 

identified several key levels and their corresponding themes that provided a more 

nuanced understanding of the various factors influencing breastfeeding behaviors 

and outcomes. Below the levels are provided with more detailed information.  

1. Individual: This layer encompassed the mental and physical experiences 

of the mothers prior to and following childbirth. It included their personal 

histories, such as previous breastfeeding experiences, knowledge-seeking 

behaviors related to breastfeeding, and personal health factors that could 
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influence their breastfeeding choices. It also captured their confidence, 

attitudes, and motivations toward breastfeeding. 

2. Familial Relationships: The influence of close family members was crucial in 

shaping the mothers’ self-efficacy. This layer focused on interactions with 

partners, mothers, sisters, grandmothers, and even female cousins. These 

relationships could either be encouraging or discouraging, based on the family 

members' views on breastfeeding. For example, some mothers reported receiving 

significant encouragement from their mothers or sisters, while others felt 

discouraged or unsupported by family members who either lacked knowledge or 

held negative views about breastfeeding. Both the verbal support or lack thereof, 

as well as actions such as helping or caring for the baby while the mother 

breastfed, were key factors that influenced a mother’s confidence and ability to 

breastfeed. 

3. Work Policies and Work Relationships: This layer examined the role of 

the workplace environment in supporting or hindering breastfeeding. It 

included the relationships with employers and coworkers, particularly how 

supportive or unsupportive these relationships were in terms of 

breastfeeding. For example, supportive coworkers or managers who 

allowed flexible work hours or private spaces for breast milk pumping 

were pivotal in allowing mothers to continue breastfeeding while 

managing their work responsibilities. Conversely, unsupportive work 

environments—such as a lack of space to pump or unsympathetic attitudes 

from supervisors—often led to early weaning or cessation of 
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breastfeeding. This layer also explored formal work policies, such as 

maternity leave and workplace accommodations for breastfeeding 

mothers. 

4. Healthcare Access: Access to healthcare resources, particularly lactation 

consultants and healthcare providers like midwives, OB/GYNs, and 

nurses, was another critical layer in the model. This layer focused on how 

accessible or inaccessible professional help was to mothers. The presence 

of knowledgeable healthcare professionals who could provide guidance 

and support greatly influenced a mother’s ability to successfully 

breastfeed. In some cases, lack of access to these professionals, whether 

due to geographic location, insurance barriers, or insufficient healthcare 

resources, left mothers without the support they needed to overcome 

challenges. 

5. Community Resources: The availability of community-based support for 

breastfeeding was another key theme. This included resources such as 

breastfeeding support groups, prenatal classes, and educational 

opportunities specifically focused on breastfeeding. Additionally, the 

presence of physical spaces, such as nursing rooms in public areas like 

stores or office buildings, played a crucial role in determining whether 

mothers felt comfortable and supported in breastfeeding outside the home. 

The availability of these community resources often made the difference 

in whether a mother could continue breastfeeding successfully after 

returning to work or managing other aspects of daily life. 
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6. State Policies: At the policy level, I examined how state and federal 

policies impacted breastfeeding mothers. Programs like WIC (Women, 

Infants, and Children) and the Family and Medical Leave Act (FMLA) 

(which offers unpaid leave) were found as integral in providing financial 

and job security for mothers who chose to breastfeed. Furthermore, 

policies like the PUMP Act, which mandates that employers provide paid 

time and space for breastfeeding mothers to pump, were crucial in 

supporting mothers who wished to continue breastfeeding while 

maintaining employment. These policies could either create an enabling 

environment for breastfeeding or contribute to additional challenges if not 

adequately implemented or enforced. 

By restructuring the Social Ecological Model in this way, I was able to capture a 

more accurate and detailed portrayal of the multiple and interconnected influences 

on mothers’ breastfeeding self-efficacy. Each level — whether individual, 

familial, workplace, healthcare-related, community-based, or policy-driven —

played an integral role in either facilitating or hindering breastfeeding behaviors 

and outcomes. This approach allowed me to more effectively highlight the 

complex dynamics at play and demonstrate how support systems (or the lack 

thereof) at each level significantly impacted a mother's ability to successfully 

breastfeed. Across the findings, I discovered that mothers discussed complex, 

multifaceted affordances and challenges with breastfeeding. Their descriptions of 

their experiences were interconnected across levels.  
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Two themes emerged from the analysis: Theme 1: Lack of Support 

Systems Contributed to Early Cessation and Theme 2: Support at Different 

Ecological Levels Enhanced Self-Efficacy. As the themes emerged, it allowed me 

to delve into the mothers' experiences across the ecological layers. This approach 

proved more effective in capturing the diversity of experiences and in showcasing 

the significant impact that each layer of support — whether personal, relational, 

or institutional — had on a breastfeeding behavior and outcomes. It also ensured 

that the voices of the participants remained central to the analysis, highlighting 

how different levels of support and education directly influenced their decisions 

and experiences around breastfeeding. Ultimately, this categorization allowed for 

a clearer narrative, providing valuable insights into the varying degrees of support 

mothers received at different stages of their breastfeeding journey, while also 

allowing the richness of their individual experiences to shine through. Figure 7 

illustrates the Social Ecological Model developed from this study, highlighting the 

key levels of influence identified through the research findings. 

Figure 7 

Social Ecological Model of Breastfeeding Influences Identified in the Study 

This model highlights key levels of influence identified in the study, reflecting the 

lived experiences of breastfeeding mothers in rural Missouri. 

Adapted from Golden & Earp (2022)  
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In phase 5, I did an ongoing process of comparison across data segments that 

allowed for a deeper understanding of the relationships between codes and themes, 

ensuring that the final themes were robust and representative of the data (Braun & 

Clarke, 2006). This narrative approach enhanced the credibility and trustworthiness of the 

research findings and offered a rich, contextualized understanding of maternal 

experiences with breastfeeding in rural Missouri (Nowell et al., 2017). By adhering to the 

structured phases of thematic analysis, as proposed by Braun and Clarke (2021), I 

conducted a rigorous and systematic exploration of the data, generating a full dissertation 

on the breastfeeding experiences of rural mothers. Thematic analysis is a flexible and 

adaptable method, valued for its ability to provide in-depth insights into complex 

qualitative data. Its structured yet flexible approach makes it suitable for exploring 

diverse research questions across various disciplines.  
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Throughout the analysis process, I remained mindful of the principles of 

reflexivity and researcher transparency (Finlay, 2002). The Social Ecological Model 

(Bronfenbrenner, 1979) was instrumental in contextualizing the findings. This model 

allowed for a multi-layered examination of how individual, interpersonal, community, 

and societal factors interact to influence one’s breastfeeding experience. By examining 

the data within this broader context, I was able to offer a more comprehensive 

understanding of the factors that support or hinder breastfeeding in rural Missouri. 
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Chapter 4: Findings 

First, I present the survey data that answers research question 1, What are the 

SEM layers that Missouri women identify as impacting their breastfeeding behaviors and 

outcomes within Missouri? Are the SEM layers within the state the same as within two 

rural focal counties (Bates and Vernon)?  Next, I present the qualitative findings that 

answers RQ2, in which I asked, How does the SEM layers individually and/or 

collectively impact breastfeeding behaviors and duration? 

Childbirth. As shown in Table 5, 78% of participants reported having either one 

or two live births in Missouri. Table 5 shows that out of the total participants, those from 

the counties of interest, were slightly lower when compared with the overall state with 

77% in Bates, and 67% in Vernon reporting one or two live births. As shown in Figure 6, 

93% of participants at the state level reported having breastfed. Rates were similarly 

high—or even higher—in the counties of interest, with 91% of respondents in Bates 

County and 95% in Vernon County reporting that they had breastfed, either currently or 

in the past. 

Table 5. Live Births 

 

Breastfeeding Duration. As illustrated in Figure 8, 93% of participants across 

Missouri chose to breastfeed for varying durations, including less than 6 weeks, 6 weeks 

to 3 months, 3 to 6 months, 6 to 12 months, and 12 months or longer. The survey 

        1         2   3 4 5 6 7+ 

 

Missouri 

   

36% 

 

42% 

 

12% 

 

6% 

 

1% 

 

1% 

 

2% 

Bates 55% 23% 5% 5% 0% 9% 5% 

Vernon 19% 48% 29% 5%    
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revealed that most mothers had either breastfed or were currently breastfeeding. Overall, 

the participants surveyed stated that they had some level of experience (Missouri (93%), 

Bates (91%), and Vernon (95%) with breastfeeding, even though prior breastfeeding 

experience was not a requirement for participation. This insight was instrumental in 

refining the focus of the study and helping to narrow the participant pool for the second 

phase, qualitative analysis. 

Figure 8 

Breastfeeding Experience Among Participants 

Participant responses to “Have you ever breastfed (now or in the past)?” showing prior or 

current breastfeeding experience. 
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Figure 9 shows the percentage of mothers who reported meeting the WIC 

income guidelines and also utilized WIC services. The participation rates were 

lower than expected for women who were eligible for the program. These rates 

were as follows: 28% at the state level, 32% in Bates County, and 10% in Vernon 

County. 

Figure 9 

WIC Eligibility and Utilization Among Mothers 

 

The duration of breastfeeding varied across multiple children, with an increasing trend 

towards longer breastfeeding periods for each subsequent child, as shown in Figure 10. 

For Child 1 (146 respondents), the majority of mothers breastfed for extended periods. 

Specifically, 30% breastfed for 12 months or longer, 23% for 6 to 12 months, 19% for 3 

to 6 months, 17% for 6 weeks to 3 months, and 11% for less than 6 weeks. This 

distribution demonstrated breastfeeding for longer durations as number of children 

increased. 
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Figure 10 

Increasing Breastfeeding Duration Across Subsequent Children 

Breastfeeding Duration per Individual Child. 

 

For Child 2 (93 respondents), a similar trend emerged. Here, 35% breastfed for 12 

months or longer, 29% for 6 to 12 months, and 14% for 3 to 6 months. Smaller groups, 

12% and 10%, breastfed for 6 weeks to 3 months and less than 6 weeks, respectively. 

This indicates that many mothers preferred longer breastfeeding durations, similar to the 

trend seen with Child 1. 

For Child 3 (33 respondents), the trend toward longer breastfeeding became even 

more pronounced. Forty-two percent breastfed for 12 months or longer, while 30% 

breastfed for 6 to 12 months. Smaller percentages breastfed for 3 to 6 months (12%), 6 

weeks to 3 months (6%), and less than 6 weeks (9%). By the time mothers reached their 

third child, the preference for extended breastfeeding durations became more evident. 
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For Child 4 (16 respondents), the breastfeeding duration was more evenly 

distributed. While 25% breastfed for less than 6 weeks, 25% for 3 to 6 months, and 25% 

for 12 months or longer, 19% breastfed for 6 to 12 months. This group displayed a 

relatively balanced distribution of breastfeeding durations, with a significant portion 

breastfeeding beyond 12 months. 

For Child 5 (5 respondents), 40% of mothers breastfed for both 3 to 6 months and 

12 months or longer, with the remaining 20% breastfeeding for 6 weeks to 3 months. 

This indicates a preference for medium-to-longer breastfeeding durations for Child 5. 

For Child 6 (5 respondents), the trend mirrored that of Child 5, with 40% 

breastfeeding for 3 to 6 months and 40% breastfeeding for 12 months or longer. No 

mothers breastfed for less than 6 weeks, while 20% breastfed for 6 weeks to 3 months. 

Once again, this highlights a strong preference for longer breastfeeding durations, 

particularly for 12 months or more. 

In summary, breastfeeding durations generally increased with each subsequent 

child, with a significant shift toward longer breastfeeding periods, especially for children 

3, 5, and 6. This suggests that as mothers gain more experience, they tend to breastfeed 

for longer durations, possibly influenced by factors that support their self-efficacy.  

Breastfeeding Educational Needs and Preferences 

Participants identified key areas where educational programming would be most 

beneficial, with learning more about breastfeeding emerging as the top priority with 79% 

of respondents, illustrated in Figure 11. Other topics included postpartum care (72%) and 

safely handling breastmilk (53%). In Bates County, breastfeeding remained the top 

requested topic (86%), followed by postpartum care (82%) and baby-safe sleep (55%). In 



81 

 

 
 

Vernon County, breastfeeding was again the most sought-after topic (71%), followed by 

safely handling breastmilk (76%) and baby-led weaning (67%). Mental health support 

and referrals were also seen as important, with about 50% of parents in both Missouri and 

Bates County expressing interest. Overall, these findings suggest that parents in rural 

Missouri prioritize breastfeeding, postpartum care, and infant safety, while also showing 

growing interest in mental health support and baby-led weaning. 

Figure 11 

Educational Priorities Identified by Participants

 

Support and/or Availability of Informal Education for Breastfeeding 

Participants shared who supported them while breastfeeding, Figure 12 and why 

they chose to breastfeed, Figure 14. Participants often relied on their personal networks, 

including spouses, family members, and friends. For example, in Missouri, (65%), and 
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specifically 50% in Bates and 65% in Vernon counties, each county reporting that their 

spouse was their main source of breastfeeding support. Support refers to the emotional, 

physical, and practical assistance provided to breastfeeding individuals. This can come 

from a variety of sources, including family members, friends, healthcare providers, 

lactation consultants, or peer support groups. Support can include things like 

encouragement, helping with positioning and latching, offering rest or nutritious meals, 

or simply being present to listen and affirm the parent’s experience. 

Informal education involved learning that occurs outside of structured, formal 

settings like classes or workshops. For breastfeeding, this included receiving tips and 

guidance from other parents, watching videos or reading online articles, attending peer-

led support groups, or learning through one’s own experience. The responses identified 

that informal education about breastfeeding was conversational and experiential, rather 

than taking a birthing class or as curriculum based. 

Figure 12 

Sources of Support During Breastfeeding 
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Figure 10 shows the varying levels of support for breastfeeding those mothers 

received across Missouri, Bates County, and Vernon County, Supports occurred through 

providing information as well doing dishes, house chores, cleaning, diaper changes, 

bringing necessities to the mother (like food and water), and cleaning breast pump pieces. 

In Missouri, the most common sources of support were spouses (married) (65%), 

followed by nurses (37%) and healthcare providers (30%). A smaller percentage of 

mothers received support from partners (single with a partner) (24%), friends (36%), and 

grandparents (34%), with fewer mothers reporting support from their employers (12%) or 

no support at all (7%). When combined 89% identified their source of support came from 

a partner or spouse.  

In Bates County, spouses (50%) and maternal and/or paternal grandparents (50%) 

were the primary sources of support, while nurses (35%) and healthcare providers (25%) 

also played significant roles. Fewer mothers in Bates County reported receiving support 

from employers (5%) or having no support at all (10%).  

In Vernon County, spouses (65%) and healthcare providers (40%) were the top 

sources of support, with a significant number of mothers also receiving help from friends 

(50%) and grandparents (30%). Support from employers was slightly higher in Vernon 

County (20%) compared to Bates County, while the percentage of mothers receiving no 

support (15%) was higher than in both Missouri and Bates County. 

Pressures to Stop Breastfeeding 

The survey revealed that elements within a mother's social and environmental 

context can make breastfeeding more difficult (Figure 13). Overall, 55% of Missouri 

mothers indicated that no one made breastfeeding harder while 16% of mothers identified 
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employers as a significant source of difficulty, and 8% cited the baby's grandparents as 

obstacles. Five percent of mothers reported challenges stemming from their spouse or 

friends.  

Figure 13 

Factors That Made Breastfeeding Hard to Continue  

 

Bates County reflected a similar pattern, with 55% also reporting no external 

challenges; however, 10% of Bates County respondents identified partners, friends, or 

employers as sources of difficulty. Vernon County had a higher percentage of mothers 

(60%) reporting no difficulties, but 15% indicated that their employers or other factors 

made breastfeeding harder. The involvement of partners, spouses, grandparents of the 

baby, and friends was less prevalent in Vernon, with each group impacting 5% of 

mothers. These findings highlight that while most mothers experience no difficulty, some 

mothers face significant breastfeeding challenges, often linked to their work environment 

or family dynamics. 
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     These themes often overlapped, with many participants citing multiple reasons 

for choosing to breastfeed, indicating the complex and multifaceted nature of 

maternal decision-making. For example, responses frequently combined 

references to health benefits with emotional bonding or cost savings, underscoring 

how practical, emotional, and cultural factors interact. The consistency of certain 

themes across a majority of responses—particularly the emphasis on infant health, 

bonding, and financial considerations—suggests that breastfeeding is often 

understood by rural mothers not only as a biological act but also as an intentional, 

values-driven practice. This thematic diversity reflected a blend of personal 

beliefs, lived experiences, and external influences, all of which contribute to 

breastfeeding self-efficacy and maternal identity.                                  

Figure 14 

Reasons for Breastfeeding: Thematic Analysis of Open-Ended Responses (Q69) 

 

Note. This thematic bar chart displays the frequency of reasons cited by 

respondents for choosing to breastfeed, based on qualitative analysis of open-

ended responses to Question 69.  
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Qualitative Themes 

I used the survey results to identify and elucidate key SEM layers that emerged 

from the survey data. These trends guided my focus in the qualitative interviews, 

allowing me to explore in more detail the personal breastfeeding outcomes and behaviors 

across the SEM layers. Additionally, the demographic data highlighted rural areas, such 

as Vernon County (Figure 15), which showed lower screening rates for perinatal mood 

and anxiety disorders, prompting me to dive deeper into how these disparities affected 

participants’ well-being, which ultimately appeared to impact their self-efficacy. By 

aligning the qualitative findings with the survey data, I was able to capture challenges 

and supports mothers face, providing richer insights into the nuances behind the numbers. 

Figure 15 

Perinatal Mood and Anxiety Disorders Screening  

 

From this focus, I found two themes that I titled Theme 1: Lack of Support 

Systems Contributed to Early Cessation and Theme 2: Support at different ecological 

levels enhanced self-efficacy that I present below.  
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like postpartum depression.
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Theme 1: Lack of Support Systems Contributed to Early Cessation 

Three of the twelve participants, Brooke, Stephanie, and Ashley stopped 

breastfeeding between 4 and 13 weeks postpartum. Despite entering motherhood with a 

strong desire to breastfeed, these mothers described significant barriers across multiple 

levels—personal, relational, systemic, and environmental. Their discussions reflected 

how even well-intentioned and motivated women can struggle to breastfeed without 

comprehensive support. 

Individual factors 

 Each participant within this theme initially described optimism and preparation 

for breastfeeding, as Ashley stated: “not just for the health benefits but also because I 

thought it would help me bond with my baby.” The women took steps to prepare, which 

included purchasing supplies, such as breast pumps, milk storage containers, specific 

food products created for breast feeding women, and recommended creams for sore and 

cracked nipples from breastfeeding. As Brooke said, “I wanted to be ready for anything.” 

As Stephanie, a nurse, stated: “I was pretty set on doing it. I felt confident because of my 

background—I thought I knew what to expect.” The women all expressed that they felt 

prepared to breastfeed prior to giving birth.  

 However, when confronted with physical, emotional, and mental stress after 

having their babies, their self-efficacy towards breastfeeding began to erode. Each 

described their attempts to breastfeed as feeling as though they were “drowning.” They 

each described constantly questioning their knowledge and abilities to breastfeed as well 

as pain, exhaustion, and isolation. All three mothers were first-time parents with no prior 
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breastfeeding experience. All levels of the socio-ecological model appeared to erode their 

self-efficacy for breastfeeding.  

Familial Relations 

 Brooke, Stephanie, and Ashley described inconsistent support from family 

members as well as described how their family members undermined their determination 

to breastfeed. Both Ashley and Brook found unsupportive family members that 

continuously questioned them about why they were trying to breastfeed. For example, 

Brooke was adopted but had a relationship with her biological family. She described her 

adoptive family as normalizing and encouraging breastfeeding; however, would provide 

inconsistent advice which she described as “overwhelming.” In addition, her biological 

family consistently challenged her choice to breastfeed. As she stated. “My [biological] 

grandma made it hard” in which she described how her grandmother consistently 

required Brooke to defend her choice to breastfeed calling her attempt to breastfeed as 

“weird.” This added to Brooke’s exhaustions, as she stated, “I didn’t have the energy to 

explain or defend myself all the time.”  

Stephanie described a lack of practical support with her partner. While her partner 

expressed supportive sentiments for breastfeeding, he offered no physical support, such 

as washing bottles or taking a feeding turn during the night so Stephanie could take a 

night shift break. As she stated, “My husband was supportive in words, but not in 

action…it was all on me.” Overall, all three women described a lack of family support in 

their choice to breastfeed. 

Healthcare Access 
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All three women experienced critical gaps in medical care that directly impacted 

their ability to breastfeed. Brooke described an unplanned C-section that resulted in 

airlifting her baby to a hospital with a NICU. She described how she felt this sudden 

change in her birth plan prevented her from being able to immediately bond with her 

newborn through immediate skin-to-skin contact and early latching. As Brooke stated: “It 

was so sudden. I didn’t even get to hold him before they took him. That separation just… 

threw everything off.” Due to this separation, her milk supply dropped, and she had no 

health care access within her community. As she stated, after her baby was discharged 

from NICU, there was no medical follow-up, and she had no medical support to re-

establish breastfeeding. As she described, “I felt abandoned…” Without support, she 

struggled physically and emotionally to breastfeed. As she stated: “It all hit me at once, 

like, what’s the purpose of me doing this? I felt like I was failing. I can’t do anything 

right.” The deviation from her birth plan and the lack of medical support after she and the 

baby were discharged took such an emotional toll that she questioned her abilities to 

breastfeed, as well as parent. From Brooke’s perspective, all health care support stopped 

once mother and baby are discharged. As she stated “No one checked in. No one 

followed up.” She felt she had no medical support once she arrived home. 

Stephanie’s birth plan went as anticipated, but she faced physical challenges in 

her attempts to breastfeed. As she stated “My baby just wouldn’t latch. I kept saying [to 

my doctor] something felt off.” It was not until weeks later, in which Stephanie continued 

to struggle to try to breastfeed, that her baby was diagnosed as unable to latch due to 

tongue and lip tie (a medical diagnosis in which the tissue connecting the tongue to the 

floor of the mouth is unusually tight or short, restricting tongue movement. Present at 
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birth, this condition can interfere with breastfeeding by making it difficult for the baby to 

latch effectively (Mayo Clinic, 2023). This delay in diagnosis added emotional strain to 

Stephanie, who continuously questioned herself during this time and assumed that she 

was “doing something wrong” since her baby was unable to latch to breastfeed.  

Ashley also described latching issues. For her, this took a physical toll. She also 

described feeling emotionally isolated which further affected her mental health. She 

discussed how the notion of breastfeeding is described as “natural” indicates that it is 

supposed to occur without issue. However, when her baby would not latch, she did not 

have anyone she could turn to for help. As she described, this issue, along with the 

physical and mental toll, she stated that her inability to do this “natural” process 

eventually “wore me down” so that she stopped attempting to breastfeed. By the time her 

doctor figured out why her baby was not latching, she “was already supplementing and 

my [milk] supply had dropped.” 

Work Policies and Work Relationships 

Brooke did not return to work after her maternity leave, but her husband did 

return to work. Once she was alone during the day and had no structure, support, or 

schedule to pump or nurse, she was unable to continue breastfeeding. While Stephanie 

and Ashley breastfeed during their maternity leaves, when both women returned to work 

following their maternity leaves, their work cultures constrained their attempts to pump 

milk. They both described how they were uninformed about workplace policies regarding 

pumping breastmilk and their work did not support breaks to pump. As Stephanie said, “I 

knew I had rights. But in my unit, no one else pumped. I didn’t want to be the only one 

taking breaks.” She explained how taking extra breaks made her feel guilty due to her 
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work culture. She described how her colleagues noticed when each other are gone and 

that this “makes trouble.” Ashley worked as a teacher and found it logistically difficult to 

find time to pump. She initially attempted to use her lunch break or her planning period 

to pump; however, this time was also the common time in her school to meet with 

students or to have meetings with other teachers. When her planning time was used for 

meetings with others, she was unable to pump, which led to early cessation of 

breastfeeding. Overall, for the three women in this theme, it was a spouse returning to 

work and/or their return to work with a workplace culture that discouraged them from 

breastfeeding.  

Community Resources 

The three women discussed that community resources, support, and/or access to 

breastfeeding education was non-existent for them. As Ashley stated there is “no one to 

sit with you and show you what to do.” Due to the lack of resources, Stephanie depended 

on the social media platform TikTok to research breastfeeding. She described that this 

included a mix of supportive resources as well as increased her self-doubt about her 

ability to breastfeed. While the platform did provide her breastfeeding advice, she also 

described that the advice came from “women with freezers full of milk.” Seeing how 

much milk these women were producing made her anxious about her own milk 

production. Without anyone in her community to seek advice from, she assumed that she 

was not producing enough milk.  

 

 

State Policies 
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While federal and state laws support breastfeeding, participants felt these policies 

lacked practical enforcement. As Stephanie explained, “Just because it’s a law doesn’t 

mean it’s realistic. If the culture at work doesn’t support it, it doesn’t matter [if it’s a 

law].” Each of the women in this theme found the laws ineffective, and did not actually 

support breastfeeding. They saw these as laws that only existed “on paper” and not “in 

reality.” They each described being unable to take breaks to pump without falling behind 

in their jobs, despite the existence of laws that provided them the time to pump in their 

workplace. 

Conclusion 

Across Brooke, Stephanie, and Ashley, the early cessation of breastfeeding was 

not due to a lack of knowledge, willpower, or interest. Rather, it reflected a broader 

failure of a socio-ecological system. Each woman faced challenges across their social 

ecological models that eroded their self-efficacy for breastfeeding. Furthermore, each 

women expressed that they felt as though they “failed” by being unable to breastfeed or 

continue to breastfeed when returning to work. They also discussed that they were 

attempting to make peace their “failure” to breastfeed. As Ashley reflected, “Give 

yourself grace… it’s a lot harder and more difficult than that.” Ashley’s sentiment 

reflected what was revealed across the three women – the perception that it is “natural” 

and should “naturally occur” is a misnomer and revealed their individual truths - 

breastfeeding success depended not just on their own individual commitment, but on the 

environment in which a mother is trying to meet this outcome. 

 

Theme 2: Support at different ecological levels enhanced self-efficacy  
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Nine out of twelve participants were either currently breastfeeding or had 

breastfed their babies, with weaning occurring 12 months or later. The mothers 

included Devon, Melissa, Jessica, Maggie, Rachel, Kelly, Jenna, Emma, and Ivy.   

Each of these mothers encountered support across multiple levels of the Social 

Ecological Model. These support systems were found at various levels, including 

interpersonal relationships, prior breastfeeding experience, informal education 

utilized, and community resources that the mothers sought out.  

Individual Factors 

  For nine of the twelve mothers, breastfeeding was far more than a feeding 

method—it was a deep personal journey shaped by their emotional resilience, past 

experiences, values, and internal motivations. Their interviews reflected a 

powerful interplay between knowledge, self-trust, cultural expectations, and the 

lived reality of motherhood within rural and resource-constrained contexts. While 

each woman’s experience was uniquely her own, common threads emerged: the 

desire to nourish and bond with their babies, the struggle to balance societal ideals 

with personal well-being, and the ability to adapt when breastfeeding became 

emotionally or physically taxing. 

Among the nine women, six were experienced breastfeeding mothers, each 

bringing an already established self-efficacy for breastfeeding. Their previous 

experiences ranged from limited exposure to breastfeeding to nursing a child for four 

years. Their motivation to breastfeed extended beyond the health benefits, which they 

described as “essential” and “beyond natural.” They also emphasized the emotional 

closeness breastfeeding fostered and its economic advantages when compared to 
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purchasing formula. Yet, despite their determination, each woman encountered emotional 

hurdles. These varied experiences served as both a foundation and a lens through which 

they approached continuing to breastfeed their infants. For instance, Devon drawing on 

her successful experiences breastfeeding her first child, felt confident to breastfeed her 

second child. As she stated, “I knew what I was getting into.” She discussed that she also 

used online resources that helped her, but noting the irreplaceable nature of in-person 

support.  

Across the women in this theme, prior breastfeeding experience emerged 

as a critical factor in their success breastfeeding a second child. As Maggie stated, 

“I knew what to expect after my first baby, and that helped me stay committed” to 

breastfeed her second child. Her sentiment was echoed across the participants as 

the women credited improved outcomes due to the lessons learned from prior 

experiences. Kelly, for instance, recounted how her first child was born during the 

COVID-19 pandemic — a time of extreme isolation and limited support. Kelly 

had little familial support with her first child — her mother had never breastfed —

she found her self-efficacy for breastfeeding grew through experience. As she 

stated. “I just didn’t have the knowledge or guidance,” with her first child which 

she said resulted in early weaning. However, with her second child, Kelly 

approached breastfeeding with renewed determination, fortified by her prior 

experience.  As she stated, “This time, I knew what to expect. I felt more 

confident,” illustrating how her prior experience helped fill a gap left by an 

absence of resources. 
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Emma’s motivation, on the other hand, was deeply rooted in cultural and 

familial traditions. “Breastfeeding was something my family always did. I grew 

up knowing it was best for the baby, so there was no question for me,” to 

breastfeed she explained. Her unwavering belief in breastfeeding reflects the 

powerful influence of intergenerational norms and identity on maternal health 

behaviors. For Emma, breastfeeding was not just a health choice—it was an 

expectation and a continuation of her perceived family values. 

Yet not all individual factors were grounded in confidence or custom. 

Jenna, a nurse with clinical training, found her real-life experience starkly 

different from her expectations. As she stated, “I thought breastfeeding would be 

this peaceful, ideal moment, but it was far from that.”. Despite her technical 

knowledge, Jenna discussed her struggle with physical pain, sleep deprivation, 

and the emotional toll she felt during breastfeeding, such as stress about her 

infant’s nutrition and her exhaustion. Yet, she remained committed to continuing 

to breastfeed. Her motivation stemmed from a belief in the health benefits of 

breastmilk, both for her baby’s development and immune protection, and a 

personal sense of responsibility to give her child the best start possible. She 

referred to her nursing professional background to reinforce her beliefs 

What emerged as different between these women and those in theme 1 

was also a flexibility to supplement breastfeeding with formula and still retain 

their breastfeeding self-efficacy.  For example, Melissa breastfed her first two 

children and initially pressured herself to exclusively breastfeed again. Over time, 

however, she shifted her stance to a more flexible perspective. As she reflected “it 
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doesn’t make you less of a mom [if you do not exclusively breastfeed],” as she 

described her decision to combine breastfeeding with formula. She made this 

decision to reduce the overwhelming stress she was experiencing, better manage 

her time and energy, and ensure her baby was adequately nourished during 

periods when breastfeeding alone felt unsustainable.  

Maggie also transitioned to combination feeding using both formula and 

breastfeeding after becoming emotionally depleted from exclusively 

breastfeeding. She made this decision to relieve the pressure she felt while still 

continuing to provide breastmilk — a balance that honored both her physical 

limits and emotional well-being. Influenced by her mother’s regrets about formula 

feeding in the1990s and her own inability to breastfeed her first child, Maggie 

was discussed her determination to have a positive breastfeeding experience with 

her second child. As she explained, “I wasn’t giving up, “when she chose to 

supplement with formula, “it was what I needed to keep going.” For Maggie, 

combination feeding became a sustainable way to meet her infant’s needs while 

preserving her mental health and reclaiming an experience she had previously 

missed. Like Melissa, Maggie also reflected the importance of adaptability — 

recognizing that maternal well-being is essential to sustaining a nurturing 

breastfeeding relationship. 

Familial Relationships 

For the women in this theme, supportive family relationships, whether from 

partners, parents, or extended family played a central role in shaping their breastfeeding 

outcomes. Across their narratives, this support came in many forms: emotional 
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encouragement, hands-on help, intergenerational modeling, and subtle forms of 

affirmation. Three key types of support emerged: partner involvement, generational 

influence, and the emotional reassurance of shared experience. 

Partner involvement was instrumental to success. Melissa discussed the 

importance of a supportive partner. She described how he initially preferred formula 

feeding, which she described as creating early tension over her decision to breastfeed, but 

over time he became more supportive. As Melissa said, “He came around eventually,” 

reflecting on how growing understanding within her partnership made it easier to 

transition to combination feeding. Ivy discussed how this early support made a critical 

difference: Ivy reported that her mental health postpartum was relatively stable, noting 

only mild sadness rather than more severe symptoms of anxiety or depression. She 

attributed this in large part to the strong support she received from her husband: “He was 

up with me in the middle of the night, changed diapers, did the laundry… he stayed home 

for a couple of weeks with me. That was really a big help.” His hands-on involvement 

during those early weeks helped buffer the emotional stress of new motherhood. 

Similarly, Jessica emphasized how her partner’s active role reduced her sense of 

isolation. “He just kept showing up. That made me feel like I wasn’t doing this alone,” 

she said, underscoring how emotional presence mattered as much as practical help. 

However, even though partners were supportive, they also held misconceptions 

about breastfeeding. For example, Ivy discussed that her partner was supportive, though 

tensions sometimes arose: “If I didn’t have enough milk, he’d say I needed to work 

harder… I was like, you don’t understand—pumping every two hours, freezing milk, 

washing parts—it’s a lot.” Since their small rural community had no resources for him to 
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understand how breastmilk accumulated, she had to explain to him. She called the early 

days of breastfeeding as “in the trenches.” However, Ivy remained committed stating 

“The way it [breastfeeding] can heal you and help you have that bond is what I really 

wanted.”  

Support from mothers and grandmothers also shaped breastfeeding decisions. 

Maggie was influenced by her own mother’s reflections on not breastfeeding in the 

1990s: “She told me she wished she had done it. That really stuck with me.” That 

expression of regret became a motivating factor for Maggie to try breastfeeding herself. 

For Emma, the influence of family was less encouragement and more about cultural 

inheritance. “Breastfeeding was something my family always did,” she stated. “I grew up 

knowing it was best for the baby, so there was no question for me.” Her mother’s lived 

example, combined with her consistent encouragement, created an environment where 

breastfeeding was viewed as both natural and expected. “She helped a lot when things got 

tough,” Emma added, pointing to the value of hands-on support as well. 

Overall, family support through partner or extended family emerged as a 

powerful enabler of breastfeeding persistence. Whether it came through partner 

help, or maternal encouragement, this support provided the reassurance, rest, and 

resilience to continue breastfeeding. Their experiences highlight that 

breastfeeding requires support from others.   

Work Policies and Work Relationships 

 

The workplace was a pivotal arena for breastfeeding continuation. The 

ability to continue breastfeeding after returning to work was also challenging for 

the women in this theme, as those women in theme one discussed. The ability of 
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the women within this theme to continue to breastfeed depended on a combination 

of formal policies, physical work environments, employer attitudes, and self-

advocacy.  

Devon and Melissa exemplified contrasting experiences shaped by their 

work settings. Devon worked full-time in an office that lacked privacy features, 

such as window blinds. However, Devon was aware of the national and state 

policies regarding breastfeeding, and she advocated repeatedly for her legally 

entitled pumping breaks. As she stated: “Employment support [for pumping] is 

eons behind,” critiquing her workplace’s attempt to neglect laws designed to 

protect breastfeeding mothers. She discussed that policies exist in theory but not 

in practice. She remained persistent to secure the accommodations she was 

entitled to in her work environment. However, Devon also discussed that this was 

emotional labor that she had to do to secure her rights under law. She discussed 

that this was exhausting, but necessary to maintain breastfeeding her child.  

Melissa described a more supportive experience. As a school counselor, 

she benefited from a private office, a flexible schedule, and access to on-site 

childcare. These factors significantly reduced her stress and made it easier to 

incorporate pumping and feeding into her daily routine. “Having my own office 

made it easier to take breaks when needed,” she noted recognizing her situation as 

an exception, acknowledging that many educators do not have such autonomy or 

support. Melissa contrasted her experience with that of classroom teachers who 

often face rigid schedules and limited coverage options. This was seen with Kelly, 

who was a classroom teacher, so faced significant logistical barriers. She 
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discussed that she lacked formal accommodations and had to pump in improvised 

spaces. For example, empty classrooms that she could use to pump over her lunch 

break. But as a result, she stated: “I didn’t get to eat lunch with my teacher 

friends... I just was like, isolated, almost.” To navigate this challenge, Kelly 

applied to become a librarian specialist within her school which offered more 

flexibility and fewer pumping sessions, leading to a noticeably improved 

experience. 

However, even with similar facilities, such as pumping rooms, the women 

still discussed feeling rushed and pressured return quickly from pumping, 

highlighted those structural accommodations, while necessary, are not always 

sufficient to relieve the psychological strain of balancing breastfeeding with work 

responsibilities. For example, Jessica discussed that she needed to pump in a 

shared office space which created anxiety for her. However, her company 

eventually designated break times and a private area for her to pump which 

helped reduce her anxiety.  

Conversely, Rachel and Jenna encountered unsupportive, and at times 

hostile, work environments. Maggie initially expressed motivation to continue 

breastfeeding after returning to work; however, pressure due to too many breaks 

caused her to eventually discontinue due to the pressures from her work 

environment. Rachel recalled that even brief pumping breaks were “very frowned 

upon,” and the lack of privacy led to physical discomfort and emotional distress. 

This workplace hostility ultimately influenced her decision to leave her job. 

Jenna, a nurse, described a similarly difficult situation in which workplace culture 
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discouraged breastfeeding accommodations. “They never said ‘no,’ but I felt like 

they’d look at me differently,” she said, pointing out how subtle forms of 

judgment and social pressure can undermine a mother’s confidence, even in 

healthcare settings that should be more informed and supportive. 

Even though each woman was able to sustain breastfeeding to a certain 

extent once returning to work, the workplace emerged as a powerful structural 

force that women had to navigate to continue to meet their breastfeeding goals. 

Women who had access to private spaces, flexible schedules, and supportive work 

cultures were better positioned to sustain breastfeeding. Others had to navigate 

unsupportive or ambiguous environments, requiring them to engage in persistent 

self-advocacy and emotional labor. These challenges resulted in either giving up 

or changing careers so they could be able to pump at work.  

Digital Supports Emerged as Primary Supports for Rural Women 

Each woman within this theme described how digital supports were 

meaningful influences on their breastfeeding outcomes. Since formal, in-person 

community infrastructure was sparse or nonexistent, women turned to alternative 

sources to fill community gaps and to create or locate networks to sustain 

breastfeeding. Each sought out alternative forms of care and information across 

digital platforms and online tools. For example, Devon, who had relocated from 

an urban area, with multiple resources to a rural area in which she found 

“…nothing locally here,” in which her only information was a hospital-issued 

packet provided when she was discharged from the hospital. When this packet no 

longer answered her questions, she turned to websites and forums describing these 
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resources as “helpful, but not the same as having someone there with you,” 

highlighting both the utility and limitations of virtual support. 

They each depended on online resources for information, such as TikTok, 

and each discussed the importance of finding online breastfeeding communities. 

Melissa used Facebook and TikTok, to find both information and emotional 

support. As she said, “Those early weeks [of breastfeeding] are already 

overwhelming… And then you’re supposed to pack up and drive an hour for 

help?” indicating that this was not feasible to locate in person lactation support. 

Since the distance was impractical, she relied on online communities in which she 

found support: “Seeing other moms talk honestly [about challenges in 

breastfeeding] made me feel less alone.” Using these communities underscored 

the emotional reassurance she found in these virtual spaces. Similarly, Jessica 

described how digital educational tools helped guide her in the absence of local 

support groups. She completed a free online breastfeeding course through her 

hospital and supplemented that knowledge with Google searches and mobile apps. 

“I would’ve loved a local group,” she said, “but they [group access] were too far 

away.” The supplementing with an online course helped her answer her questions 

so that she was able to continue breastfeeding. 

Maggie, a WIC participant, expressed frustration with WICs limited focus 

on breastfeeding support, and felt they pushed her towards formula feeding. She 

noted that meeting with WIC personnel only focused on her and failed to engage 

her partner in breastfeeding and what her partner could do to support her. Due to 

this frustration and seeking additional resources for both her and her partner, she 
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turned to Facebook groups, where she found open dialogue and nonjudgmental 

advice. She found the online Facebook group authentic in which she stated, “They 

were real people dealing with real stuff [about breastfeeding difficulties],” she 

said. This group gave her the support she needed to continue to breastfeed.  

Melissa also described how online platforms became a key source of 

emotional and informational support. In which she said that to find these 

communities in person she would have to “travel to larger cities” she noted. In the 

absence of supports, she turned to TikTok and Facebook groups, where she could 

hear from other mothers and feel seen. “Seeing other moms talk honestly made 

me feel less alone,” she reflected. Jessica also found her primary support through 

online peer groups in which she stated, “There just wasn’t a breastfeeding culture 

around me,” she said. She also joined Facebook groups that offered both 

encouragement and troubleshooting help. Across these women, these virtual 

communities became their support networks, offering a sense of belonging that 

their physical environments did not provide. 

Rachel faced heightened challenges due to a difficult medical recovery 

following a C-section. Rachel was discharged the day after her C-section with a 

hemoglobin level of 7.2, which is below the normal level for adult females (e.g., 

is 11.6 to 15.0 grams per deciliter (g/dL) (Mayo Clinic, 2025) and was discharged 

earlier than the typical recommendation after a c-section (Cleveland Clinic, 2024). 

She stated that there was no local professional follow-up for her health or to 

support her breastfeeding questions—like oversupply—on her own. As she stated, 

“I was dealing with my recovery and trying to figure everything out at the same 
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time.” She felt overwhelmed, so through using Google, she located and 

subscribed to online breastfeeding forums. Kelly emphasized the emotional value 

of virtual peer communities, particularly during moments of doubt. “Seeing other 

moms…talk about their breastfeeding struggles, or how they overcame 

challenges, made me feel less alone,” she said. Maggie also leaned on digital 

networks, finding that virtual spaces were often more inclusive than her local 

area. “It wasn’t just about me—it was hard to find support that included my 

partner in the process too,” she said. Online groups provided a more holistic sense 

of community, allowing both her and her partner to participate in the learning and 

emotional support process together. 

 The visual and candid nature of online social media content and support groups 

provided a space for the women to relate deeply to others, even in the absence of face-to-

face connections. The women revealed the critical roles that (in the absence of a face-to-

face community), finding an online community supported their breastfeeding outcomes. 

They described searching for online communities such as Facebook groups, as well as 

accessing online information through TikTok and other resources. and frequently through 

social media, such as TikTok and Facebook groups.  

Other Supports 

In addition to online supports, three women were also able to experience in person 

supports prior to moving to their rural communities. For example, Jenna had previously 

lived in Wichita, KS where she gave birth to her first child. Within this setting, she 

described that she experienced comprehensive lactation support. As she stated: “In 

Wichita, I had everything—lactation consultants, groups, community support,” she said. 
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Jenna frequently referenced this prior support and network, experiences, and knowledge 

about breastfeeding she gained living in Wichita. Jenna described these prior supports 

and how she felt they provided her the guidance and support for breastfeeding:  

There was a free lactation clinic… they would do weighted feeds… spend time 

with you… multiple lactation consultants… they would come to you, get you 

situated, and help you latch… then do the weighted feed and determine if baby 

was receiving enough.”  

Having had these prior experiences helped support her current breastfeeding motivation. 

She also described that in Wichita, there was acceptance of breastfeeding as she noted by 

spaces for breastfeeding in public shopping areas and groups, she could join to discuss 

successes and challenges with breastfeeding. Overall, the women in the study that had 

previously received in person support through health care access and education while 

living outside of their rural communities highlighted how these supports helped them 

start and continue breastfeeding. Their discussions of these prior experiences underscored 

the need for more education, inclusive, accessible, and visible breastfeeding support 

embedded in their rural community life. 

State Policies 

While most mothers in this study described challenges at the community 

level, a few did experience tangible benefits from legislation or employer 

compliance that facilitated their ability to continue to breastfeed after returning to 

work. These positive cases, though limited, underscore the potential impact of 

well-implemented policies and demonstrate how meaningful support can emerge 

when legal protections are applied equitably and enforced effectively. 
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Melissa’s experience illustrated the benefits of workplace compliance with 

the PUMP for Nursing Mothers Act. She described being able to pump or feed her 

baby during the workday as “a huge blessing,” made easier by having the daycare 

in the same facility. Even when she needed to stay in her office, she felt supported 

at work to continue to breastfeed. Acknowledging her privilege, she noted, “I 

have my own office… so my access to pumping is going to be easier just because 

of the nature of my work.” Her experience showed how proper policy 

implementation and supportive infrastructure can reduce stress and enhance 

breastfeeding success for working mothers. 

Rachel’s experience also demonstrated a form of policy-level 

empowerment—though self-initiated. After learning about her rights under the 

PUMP Act, she proactively communicated them to her employer. “I made sure to 

inform my employer,” she explained, recognizing that without her advocacy, 

those protections might have been overlooked. While her experience highlights 

the broader issue of inconsistent enforcement, it also exemplifies how access to 

policy knowledge, paired with assertive communication, can lead to effective 

application in real-world settings. 

Jessica and Maggie both extended the policy conversation into the realm 

of maternal mental health. While not referencing breastfeeding-specific 

legislation, they advocated for more comprehensive state-level postpartum 

support that includes emotional and psychological care. Jessica emphasized the 

importance of mental health screenings in the first year postpartum, noting, 

“There needs to be something structured—some kind of mental health check-in. I 
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was so irritable and anxious.” Maggie echoed this sentiment, calling for longer-

term follow-up care that reflects the extended challenges of early motherhood. 

Their perspectives offer insight into how state policies could evolve to more fully 

support breastfeeding by addressing the interconnectedness of physical and 

mental health in the postpartum period. 

Emma also recognized the potential value of state breastfeeding policies, 

acknowledging that their existence was meaningful even if inconsistently applied. 

“State policies are there, but they don’t always trickle down to rural areas,” she 

said. Her awareness of the legal landscape—and her belief in its intent—suggests 

a latent support system that, while not fully realized in her own experience, 

offered a conceptual backing to her rights as a breastfeeding mother. 

Together, these women discussed the partial and conditional success of 

breastfeeding-related policies when they had access to supportive employers, 

sufficient awareness, or the ability to advocate effectively. Rachel’s and Emma’s 

experiences suggest that policy awareness can serve as a tool for empowerment, 

while Jessica and Maggie highlight important policy gaps in maternal mental 

health that could be addressed to further enhance breastfeeding outcomes 

including paid maternity leave.  
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Chapter 5: Discussion 

This study explored breastfeeding behaviors and outcomes among rural 

Missouri mothers, focusing on how their socio-ecological systems shaped 

maternal self-efficacy. It is grounded in Bandura’s (1997) theory of self-efficacy 

and the Social Ecological Model (McLeroy et al., 1988).  Quantitative data 

revealed high initiation rates (>90%) across Missouri study counties, yet 

continuation rates dropped when interpersonal or organizational supports were 

absent. Qualitative interviews enriched this finding by illustrating the experiences 

of rural mothers navigating breastfeeding within complex social environments. 

The integration of quantitative and qualitative findings underscores the critical 

role of systemic support in sustaining breastfeeding and highlights the affordances 

and constraints for rural mothers. 

Breastfeeding Motivation 

Infant health benefits were the predominant motivator for initiating 

breastfeeding. Survey data revealed that 50% of mothers cited their baby’s health 

as the primary reason for breastfeeding, consistent with national data identifying 

infant health as the leading motivator (Centers for Disease Control and Prevention 

[CDC], 2022). During interviews, all twelve mothers echoed this reasoning, 

emphasizing the health and nutritional advantages for their infants. 

However, only 10% of study respondents cited maternal health as a reason 

to breastfeed, and only five interview participants mentioned benefits to their own 

health as a factor in sustaining breastfeeding. Yet research shows this is an 

important dimension of motivation. For example, a European study suggests that 



109 

 

 
 

both infant well-being and maternal health should be considerations and 

motivations that influence breastfeeding decisions (López-Olmedo et al., 2023). 

Similarly, Meedya et al. (2010) demonstrated that maternal self-efficacy and 

recognition of health benefits contribute to breastfeeding continuation. Focusing 

solely on infant benefits may therefore overlook an opportunity to reinforce 

maternal motivation. In addition, survey results suggested that other motivators 

for breastfeeding were bonding and emotional connection (32%) and cost savings 

(23%). These findings suggest that infant health is a central driver for 

breastfeeding initiation while maternal health, emotional closeness, and economic 

considerations are secondary in shaping breastfeeding decisions. 

This relative absence on breastfeeding benefits for the mother as a factor 

in choosing to initiate and/or sustain breastfeeding highlights a gap in both 

maternal awareness and public health messaging. Breastfeeding provides 

significant health benefits for mothers, including reduced risk of breast and 

ovarian cancers, type 2 diabetes, and hypertension, as well as support for 

postpartum weight regulation and hormonal recovery (CDC, 2022). That these 

outcomes were rarely mentioned suggests that state and national breastfeeding 

promotional efforts—which typically emphasize infant health—should expand to 

explicitly include maternal benefits. Doing so could validate women’s own well-

being as an important factor while providing an additional motivator for initiating 

and sustaining breastfeeding. 
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Mastery and Vicarious Experiences 

Results of this study suggest that mastery experiences and vicarious experiences 

were critical to sustaining breastfeeding over time. Women who experienced success with 

breastfeeding relied on their own mastery experiences, while vicarious learning through 

family modeling and support contributed significantly to maternal confidence. These 

findings align with Bandura’s (1997) assertion that self-efficacy is strengthened through 

prior success. Prior breastfeeding experience played a central role in shaping the 

participants maternal self-efficacy and breastfeeding outcomes.  

Research demonstrates that women with previous breastfeeding experience score 

significantly higher on the Breastfeeding Self-Efficacy Scale (BSES) than first-time 

mothers, highlighting how mastery experiences build confidence for future behavior 

(Dennis, 2003). Similarly, women with prior breastfeeding experience are more likely to 

initiate breastfeeding again and sustain it longer than those without such experience 

(Otsuka et al., 2014). Maternal confidence has been identified as one of the strongest 

predictors of breastfeeding duration, with women who report higher levels of self-

efficacy significantly more likely to sustain breastfeeding compared to those with lower 

confidence (Blyth et al., 2008; Otsuka et al., 2008). In addition, interventions explicitly 

designed to enhance self-efficacy—through skill development, role modeling, and 

supportive feedback—have also demonstrated improvements in breastfeeding initiation 

and continuation (McQueen et al., 2011; Nichols et al., 2007). Importantly, self-efficacy 

is not static; it evolves as mothers encounter challenges, refine their skills, and gain 

confidence in their abilities (Dennis, 1999). 
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Vicarious experiences also played a pivotal role in participants breastfeeding 

behaviors. Observing peers, family members, or community role models successfully 

breastfeed reinforces a mother’s belief in her own ability, especially when mastery 

experiences are limited (Chezem et al., 2003). Results from this study suggest that 

regardless of initial outcomes, women drew upon early breastfeeding experiences to 

guide their decisions with subsequent children. For example, Kelly discontinued 

breastfeeding early with her first child but used that experience as motivation to 

persevere with her second child. Similarly, Jenna described developing resilience and 

employing specific strategies with subsequent children, demonstrating how even difficult 

early experiences served as learning opportunities that informed and strengthened later 

attempts. 

Family and community role models further shaped maternal confidence. Emma, 

for instance, grew up surrounded by breastfeeding, as her mother nursed all five of her 

children. Reflecting on this, Emma explained: “My family is very open to breastfeeding, 

which makes me more comfortable with it. I have a friend whose mom didn’t breastfeed 

her, and now when she breastfeeds her own children, her mom sometimes takes it as a 

criticism. I don’t get that kind of negativity, which I really appreciate. My spouse is also 

very supportive, and that makes a big difference.” Emma’s reflections demonstrate how a 

supportive family environment normalizes breastfeeding and reduces stigma. 

In contrast, Maggie shared that her mother had not breastfed, and that she 

(Maggie) was formula-fed, yet her mother’s reflections still provided encouragement. 

Maggie recalled her mother often saying, “I wish they wouldn’t have pushed formula so 

much in the nineties.” This illustrates that even in the absence of direct modeling, 
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expressed regrets and encouragement can create supportive conditions for daughters to 

breastfeed. 

Across cases, participants emphasized that both mastery experiences and 

vicarious learning opportunities shaped their breastfeeding journeys. Whether through 

successful personal experiences, learning from challenges, observing role models, or 

receiving encouragement, these influences reinforced maternal confidence and 

contributed to the sustainability of breastfeeding practices. 

Experiential and Informal Learning 

Informal learning is defined as “learning from experience that takes place outside 

formally structured, institutionally sponsored, classroom-based activities” (Macià & 

García, 2016). John Dewey’s theoretical framework offers valuable insight into the 

informal learning processes that shape maternal breastfeeding practices. Findings from 

this study demonstrated that experience—whether positive or negative—was a central 

driver of learning. Each breastfeeding experience, even when challenging, contributed to 

a mother’s growing sense of competence and confidence. These experiences, often shared 

from mother to mother, represent the transmission of maternal knowledge, a form of 

experiential wisdom passed through generations. 

Within the Social Ecological Model, informal learning operates across multiple 

layers. At the individual level, mothers learn through trial and error—developing 

practical skills, resilience, and self-efficacy through lived experience. At the interpersonal 

level, informal learning occurs through observation, conversation, and social modeling, 

as women draw on the experiences of peers, family members, and other mothers. At the 

community level, informal learning is reinforced in trusted local spaces such as churches, 



113 

 

 
 

WIC clinics, or MU Extension programs, where shared stories and peer support 

normalize breastfeeding as part of community culture. Dewey’s concept of “learning by 

doing” underscores how these cumulative, experience-based interactions build not only 

individual capability but also collective understanding, linking personal experience to 

broader systems of community support (Dewey, 1938). 

Self-Advocacy 

Finally, results show that women who were motivated and drew on mastery 

and/or vicarious experiences were able to advocate for themselves with their partners, 

families, workplaces, and communities to initiate and sustain breastfeeding. These 

women were knowledgeable about the workplace accommodations to which they were 

entitled, engaged partners in household responsibilities, and identified community 

support groups either prior to or immediately following post-partum. These self-advocacy 

steps directly strengthened maternal self-efficacy by reducing uncertainty, creating 

clearer pathways for problem-solving, and reinforcing women’s belief that they could 

overcome challenges. 

This aligns with Bandura’s (1997) framework, which emphasizes mastery 

experiences and social persuasion as critical sources of self-efficacy. By successfully 

negotiating for flexible work schedules, private pumping spaces, or household help, 

mothers experienced mastery in navigating systemic barriers, which in turn increased 

confidence in their ability to persist with breastfeeding. Likewise, when partners, family, 

or employers responded positively, this provided social validation that further bolstered 

efficacy beliefs. Research supports this connection: women who engage in proactive 

advocacy—whether by requesting workplace flexibility, enlisting partner involvement, or 
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seeking peer support—report higher breastfeeding self-efficacy and achieve longer 

durations of breastfeeding (Sriraman & Kellams, 2016; Ogbuanu et al., 2011). In this 

way, self-advocacy operates as both a practical tool for securing resources and a 

psychological mechanism for reinforcing confidence, enabling women to navigate 

structural barriers that might otherwise undermine breastfeeding success. 

As shown by Rachel who described how workplace restrictions forced her to 

delay pumping until she became painfully engorged, often leaking through her scrubs. 

Yet she persisted in having workplace accommodations met. Her account demonstrates 

both the risks of unsupportive systems and the necessity of women’s self-advocacy in 

protecting breastfeeding and maternal health. These findings demonstrate that while 

individual self-advocacy can strengthen breastfeeding self-efficacy, it should not be the 

primary mechanism by which mothers access support. Rather, advocacy should serve as a 

catalyst for systemic change—across workplaces, healthcare institutions, and 

communities—so that breastfeeding is not dependent on women’s persistence in the face 

of structural inequities. Together, the findings revealed that both motivation and duration 

depend not only on individual determination but also on messaging, preparation, and 

structural support across their SES. 

Implications 

Ultimately, breastfeeding success among rural Missouri mothers reflects both 

resilience and inequity. Women persevered through engorgement pain, stigma, and 

workplace barriers—yet their success was too often contingent on personal persistence 

rather than institutional support. To honor their resilience, public health efforts must do 

two things: (1) broaden breastfeeding promotion to explicitly center maternal health 
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alongside infant outcomes, and (2) build systemic supports across workplaces, 

households, and communities that make breastfeeding sustainable without requiring 

mothers to constantly fight for accommodations. Therefore, study results suggest the 

following implications.   

Maternal and Infant Health Messaging 

Breastfeeding promotion efforts frequently highlight infant health benefits, 

yet mothers in this study rarely mentioned their own health as a motivating factor. 

This reflects national data, where infant health consistently emerges as the leading 

motivator, while maternal health advantages remain underemphasized (CDC, 

2022). However, women who breastfeed experience a reduced likelihood of 

developing several chronic and mental health conditions, including breast cancer, 

type 2 diabetes, ovarian cancer, heart disease, osteoporosis, and postpartum 

depression (Johns Hopkins Medicine, 2025).  

When public health campaigns frame breastfeeding as beneficial to both 

infant and maternal health, mothers report greater motivation for both initiation 

and continuation (Nomura et al., 2017). Expanding messaging to validate 

maternal well-being as integral to breastfeeding outcomes not only empowers 

women but also challenges the narrative that breastfeeding is solely about infant 

health. 

Campaigns such as the CDC’s Hear Her emphasize the critical need for 

women to speak up about warning signs, underscoring how maternal self-

advocacy remains a matter of survival (CDC, 2021). The campaign was 

developed in response to rising maternal mortality and morbidity rates in the 
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United States, where over 80% of pregnancy-related deaths have been identified 

as preventable (CDC, 2022). Hear Her encourages women to trust their instincts 

when something feels wrong during pregnancy or the postpartum period and 

urges healthcare providers, partners, and community members to listen without 

dismissal. This is crucial for maternal survival, as conditions such as 

preeclampsia, hemorrhage, infection, and blood clots can escalate rapidly if 

ignored. By validating women’s voices and encouraging responsive systems of 

care, Hear Her directly addresses the systemic tendency to minimize maternal 

concerns—an issue with life-or-death consequences. In the context of 

breastfeeding and maternal health, the campaign demonstrates why maternal self-

advocacy must be supported and normalized, not only to improve breastfeeding 

outcomes but also to safeguard the lives of mothers themselves. 

Workplace Education and Lactation Rights 

Workplace policies and education are essential to ensure mothers 

understand their state and federal rights to lactation accommodations, such as 

protected break times and access to private pumping spaces. Evidence shows that 

unsupportive work environments are among the most significant barriers to 

breastfeeding continuation, with many mothers citing lack of accommodations as 

a reason for early cessation (Ogbuanu et al., 2011). Conversely, workplaces that 

provide designated lactation rooms, access to outlets, refrigeration, and supportive 

management are strongly associated with increased breastfeeding duration and 

maternal satisfaction (Sriraman & Kellams, 2016). Clear communication of rights 

through employee handbooks, onboarding, and human resources practices can 
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normalize lactation accommodation, ensuring mothers are not forced to choose 

between employment and breastfeeding. 

Partner and Household Education 

Mothers in this study consistently emphasized the critical role of partner 

support, both practical and emotional, in sustaining breastfeeding. Current 

literature reinforces this finding: partner involvement, whether through sharing 

household duties, preparing bottles, or simply protecting time for breastfeeding, 

has been shown to significantly enhance maternal self-efficacy and breastfeeding 

duration (Rempel & Rempel, 2011). Emotional encouragement is equally 

important, as women with supportive partners report reduced stress, higher 

confidence, and a stronger sense of shared responsibility in infant care (Brown & 

Davies, 2014). The real strength of these findings lies in recognizing that partners 

often want to help but may lack the information or confidence to do so effectively. 

Moreover, the cultural landscape of breastfeeding support appears to have 

shifted—from reliance on the “grandmother” figure to the “partner” as the 

primary source of encouragement and assistance. When partners are provided 

with the knowledge and tools they need, it not only strengthens breastfeeding 

outcomes but also deepens the couple’s relational bond and shared parenting 

experience (Tohotoa et al., 2009). Educational interventions that target partners—

not just mothers—help normalize shared responsibility and build supportive 

environments that enable breastfeeding success. 

Community-Based Support and Normalization 
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Finally, community-based breastfeeding groups housed in trusted settings 

such as churches, community centers, or Extension programs can provide 

essential peer-to-peer support, particularly in rural contexts. Peer support 

interventions are consistently associated with improved breastfeeding initiation 

and duration, especially when delivered face-to-face and sustained over time 

(McFadden et al., 2017). Social modeling is also a powerful mechanism; 

observing other women breastfeeding reduces stigma and strengthens mothers’ 

confidence through vicarious experiences (Dennis, 1999; Bandura, 1997). By 

embedding breastfeeding support into existing rural community infrastructures, 

such as the University of Missouri (MU) Extension programs or faith-based 

organizations, interventions can leverage trust and accessibility to normalize 

breastfeeding as a community priority. These settings also provide ideal 

opportunities to incorporate practical education, including safe handling and 

storage of expressed milk, realistic expectations for partners and family members 

on how to provide meaningful support, and integrated postpartum care and 

breastfeeding education. Together, these components not only build confidence 

and competence among mothers and their support networks but also help sustain 

breastfeeding as a shared, normalized community practice. 

Conclusion 

Overall, breastfeeding success is not solely dependent on individual 

determination but is strongly shaped by messaging, preparation, and multi-level 

support. As a University of Missouri (MU) Extension employee, my aim with this 

dissertation study was to identify the needs of breastfeeding women within this 
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state and to present the implications from this study to MU Extension for future 

programing. MU Extension has a statewide presence which has the infrastructure 

to implement these implications and ensure accessibility to rural communities. 

MU Extension faculty are in every county in Missouri, bringing the university’s 

resources directly to Missouri citizens. As part of a land-grant institution, the 

University of Missouri is committed not only to academic research but also to 

translating evidence-based knowledge into practical, community-driven programs.  

Land-grant universities were established to ensure that higher education 

and applied research serve the broader public good, with a special emphasis on 

agriculture, mechanical arts, and community needs (National Research Council, 

1995). Specialists, who typically hold at least a master’s degree, are highly trained 

faculty who undergo ongoing professional development to deliver high-quality, 

research-based education to the public. This structure ensures that MU Extension 

is uniquely equipped to design and implement sustainable breastfeeding initiatives 

that address both individual and systemic barriers across rural Missouri. 

Institutions, such as MU Extension, are well positioned to lead this 

transformation, offering culturally relevant, community-based interventions that 

validate women’s health, strengthen maternal self-efficacy, and reduce structural 

barriers. In doing so, breastfeeding can shift from a struggle borne by individuals 

to a collective priority embedded in rural health systems and community life. 
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Appendix A 

Interview Protocol  

1. Pre-Interview Preparation 

• Ensure participant has received: 

o Zoom link 

o Informed consent form 

o Overview of the study 

• Test recording equipment and internet connection. 

• Quiet, private setting for interviewer. 

• Confirm secure storage for recordings and data. 

2. Opening the Interview 

Script: 

“Hello [Participant’s Name], thank you for joining me today. My name is [Your 

Name]. This interview is part of a research project on breastfeeding experiences 

among rural mothers in Missouri. 

3. Confirm Informed Consent and Recording 

Script: 

“Before we begin, I want to make sure I have your permission to record this 

interview for transcription purposes? 

(Begin recording after verbal consent is given.) 

4. Ground Rules 

Script: 

There are no right or wrong answers — I’m here to learn from your experiences. 

You’re welcome to skip any questions or stop the interview at any time. 

Everything you share will be kept confidential, and your identity will not be 

included in any published results.          

5.Interview Questions 

Interview Questions for Mothers (Breastfeeding Questions) 
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1.) How many children do you have? *Note the following interview will primarily be about 

the most recent child you have had.  

2.) Did you breastfeed your child? If so, for how long? 

3.) Did you introduce formula? If so, when? 

a. What were the reasons for introducing formula? 

4.) Why did you choose to breastfeed? 

5.) How did you get ready to breastfeed? 

6.) Did anyone help you get ready to breastfeed? 

7.) Do you have a goals with breastfeeding?  

8.) What were your goals with breastfeeding? 

9.) Where do you get breastfeeding information? 

10.) Is breastfeeding acceptable in the rural area you live? 

11.) How has your partner or family helped you with breastfeeding? 

12.) Are there ways your family has made it hard to breastfeed? 

13.) What does your partner think about breastfeeding? 

14.) From your experience, what has been the hardest part about breastfeeding and what 

did you do, or how did you manage that? 

15.) What has been your favorite aspect about breastfeeding? 

16.) Has anything about breastfeeding surprised you? 

17.) Do you think there are challenges or barriers to breast feeding in a rural area? And 

if so, what would you say they are? 

18.) Do you feel comfortable breastfeeding in public? 

19.) Are there private places available in public for pumping or breastfeeding if you 

need them? 

20.) Do you think there are benefits to breastfeeding? And if so, what are they?  

21.) Are there any specific health benefits to the child that you would one like say in 

detail? 

22.) How does breastfeeding fit into your day? 

23.) If you could use 3 words to describe what being a breastfeed mother in rural 

Missouri what it is like, what would they be? 

24.) If you could use 3 words or short phrases to describe what being a mother in rural 

Missouri is like? 

25.) Do you work outside the home? 

26.) What's it like pumping at work? 

27.) What are ways your employer makes it easy for you to pump at work? 

28.) What are ways your employer makes it hard for you to pump at work? 

29.) Do you have advice for other women who want to continue to breastfeed, but need 

to go back to work. 

30.) Do you have any experience with online forums or parenting groups that you're a 

part of? 

31.) How would describe your story with your experience of breastfeeding? 

32.) How would say your past experiences differ from your current experience? 

33.) Would you say that to be successful with breastfeeding that you have to have self-

efficacy? The definition of self-efficacy is an individual's belief in their capacity to act 
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in the ways necessary to reach specific goals. Do you think you need to have that to be 

successful with breast feeding? 

34.) What do you think mothers need in their rural community to be successful with 

breastfeeding? 

35.) Is there anything you would like to share about your mental health as a mother in 

rural Missouri? 

36.) Is there anything else that you would like to say on your experience with 

breastfeeding? 

6. Closing the Interview 

“Thank you so much for sharing your experience. Before we end is there anything 

you would like to add?” 

7. After the Interview 

• Stop the recording. 

• Save and label the file securely  

• Write brief field notes or memos. 

• Store consent and demographic forms (if applicable). 

• Follow up with thank-you message and any promised incentives. 
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Appendix B 

Survey for Mothers
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Appendix C 

Screening for Perinatal Mood and Anxiety Disorders 

The data revealed significant differences in the screening for perinatal mood and 

anxiety disorders, such as postpartum depression, across various regions of Missouri. 

Statewide, 60% of mothers reported being screened for these conditions, 30% were not, 

and 10% were unsure if they had been screened. Bates County had a higher screening 

rate, with 77% of mothers confirming they were screened, while 23% were not. In 

contrast, Vernon County had a concerning trend, with only 24% of mothers being 

screened, 57% not screened, and 19% unsure. These findings highlight a gap in screening 

practices, particularly in rural areas like Vernon County. The results emphasize the need 

for educational programs to raise awareness about the importance of screenings for 

perinatal mood and anxiety disorders. Providing education on these screenings could help 

empower mothers to advocate for themselves and encourage healthcare providers to 

adopt consistent, widespread screening practices for postpartum depression and other 

related conditions. 

Birth Trauma and Its Impact on Breastfeeding 

The data also revealed notable regional differences in the experience of birth 

trauma, which could impact breastfeeding outcomes. Statewide, 30% of mothers reported 

a traumatic birth experience, while 70% did not. In Bates County, 27% of mothers 

reported birth trauma, with 73% not. Vernon County had the lowest rate of birth trauma, 

with only 19% reporting traumatic births and 81% not. These statistics suggest that the 

experience of birth trauma may play a role in influencing breastfeeding success. 

Educating mothers about the potential effects of traumatic birth experiences on 
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breastfeeding, along with offering targeted support and resources, could help improve 

breastfeeding outcomes, particularly in regions with higher rates of birth trauma. 

Figure 16 

 

Household Income 

Participant-reported household income levels varied by geographic area. 

Among all Missouri-based participants, 2% reported annual incomes of less than 

$10,000, another 2% between $10,000 and $14,999, 4% between $15,000 and 

$24,999, 22% between $25,000 and $49,999, 49% between $50,000 and $99,999, 

and 21% reported incomes of $100,000 or more. In Bates County, 5% of 

participants reported incomes below $10,000, 9% between $10,000 and $14,999, 

none in the $15,000 to $24,999 range, 27% between $25,000 and $49,999, 41% 

between $50,000 and $99,999, and 18% at $100,000 or more. Vernon County 

participants reported higher overall income levels, with 24% earning between 
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$25,000 and $49,999, 43% between $50,000 and $99,999, and 33% reporting 

incomes of $100,000 or more. Notably, no Vernon County participants selected 

income categories below $25,000. 

Figure 17 

 

Missouri WIC Income Guidelines (Missouri Department of Health & Senior Services, 

2024) 
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Vita 
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close-knit community, and meaningful involvement in school and extracurricular 
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frequently traveled between Kansas City and the family farm, where she was 

building a life with her fiancé, Harley. In 2018, as they prepared to purchase their 

first home and lay down roots, a position opened with MU Extension for a 

Nutrition and Health Field Specialist in her home region. A local realtor, who was 

also on the Extension council, mentioned the opportunity—a fateful conversation 

that led Sara to apply. She accepted the position, marking a full-circle moment: the 

girl who once benefited from Extension as a 4-H member was now returning 

home to serve her community through Extension. 

Sara and Harley married in September 2018, and in March 2020—at the 

onset of the COVID-19 pandemic—they welcomed their first son, Teddy. Long 

inspired by learning and growth, Sara had an early interest in pursuing a PhD, 

though logistical challenges initially made it feel out of reach. But the pandemic 

shifted possibilities: virtual learning created access where there was none, and 

Sara found champions like Dr. Laura Zangori, who saw the potential in a small-

town mom with big dreams. 

Sara began her PhD journey in the summer of 2021 while continuing to 

serve full-time as a Nutrition and Health Specialist. In March 2022, she and 

Harley welcomed their second child, Franklin. Amid balancing work, family, and 

doctoral studies, Sara also navigated the rigorous non-tenure track promotion 

process within MU Extension. 

The year 2024 brought both challenge and triumph. Sara completed her 

coursework, passed comprehensive exams, was assigned a new county, gave birth 
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to her third child, Lucy, and was promoted to Associate Extension Professional, 

effective September 2025. 

Today, Sara continues to serve the communities she calls home, bringing 

maternal health research and outreach into rural Missouri—an area long 

overlooked in traditional Extension work. Her journey—from a young girl in 4-H 

to an advanced public health professional helping shape maternal well-being in 

underserved regions—truly represents a full-circle moment with MU Extension, 

and a commitment to ensuring every family in rural Missouri has access to 

support, education, and care. 


