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Summary

Background—Breastfeeding provides infants with nutrients required for optimal growth and 

development. We aimed to examine breastfeeding practices and supports that promote exclusive 

breastfeeding during the birth hospital stay among birthing parents with physical disabilities, 

sensory disabilities, intellectual or developmental disabilities, and multiple disabilities compared 

with those without a disability.

Methods—This population-based cohort study was done in Ontario, Canada. We accessed and 

analysed health administrative data from ICES and the Better Outcomes Registry & Network. We 

included all birthing parents aged 15–49 years who had a singleton livebirth between April 1, 

2012, and March 31, 2018. The study outcomes were breastfeeding practices and supports that 

promoted exclusive breastfeeding during the birth hospital stay, conceptualised based on WHO–

UNICEF Baby Friendly Hospital Initiative guidelines. Individuals with a physical disability, 

sensory disability, intellectual or developmental disability, or two or more (multiple) disabilities, 

identified using diagnostic algorithms, were compared with individuals without disabilities on the 

opportunity to initiate breastfeeding, in-hospital breastfeeding, exclusive breastfeeding at hospital 

discharge, skin-to-skin contact, and provision of breastfeeding assistance. Relative risks (RRs) 

were estimated using modified Poisson regression.

Findings—Our cohort included 634 111 birthing parents, of whom 54 476 (8·6%) had a 

physical disability, 19 227 (3·0%) had a sensory disability, 1048 (0·2%) had an intellectual or 

developmental disability, 4050 (0·6%) had multiple disabilities, and 555 310 (87·6%) had no 

disability. Individuals with intellectual or developmental disabilities were less likely than those 

without a disability to have an opportunity to initiate breastfeeding (adjusted RR 0·82, 95% CI 

0·76–0·88), any in-hospital breastfeeding (0·85, 0·81–0·88), exclusive breastfeeding at hospital 

discharge (0·73, 0·67–0·79), skin-to-skin contact (0·90, 0·87–0·94), and breastfeeding assistance 

(0·85, 0·79–0·91). Those with multiple disabilities were less likely to have an opportunity to 

initiate breastfeeding (0·93, 0·91–0·96), any in-hospital breastfeeding (0·93, 0·92–0·95), exclusive 

breastfeeding at hospital discharge (0·90, 0·87–0·93), skin-to-skin contact (0·93, 0·91–0·95), and 

breastfeeding assistance (0·95, 0·92–0·98). Differences for individuals with a physical or sensory 

disability only were mostly non-significant.

Interpretation—Our findings show disparities in breastfeeding outcomes between individuals 

without a disability and individuals with intellectual or developmental disabilities or multiple 

disabilities, but not individuals with physical or sensory disabilities. There is a need for further 

research on the factors that contribute to breastfeeding intentions, practices, and supports in people 

with intellectual or developmental disabilities and multiple disabilities, especially factors that 

affect breastfeeding decision making.

Introduction

Breastfeeding is a complex biological and social process with established benefits.1 For 

children, a greater intensity of breastfeeding is protective against otitis media, respiratory 

tract infections, diarrhoea, malnutrition, and infant mortality; reduces the risk of obesity 
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and type 2 diabetes; and improves cognitive outcomes.2–5 Breastfeeding also reduces the 

risk of breast and ovarian cancers in the birthing parent.6 WHO and UNICEF recommend 

breastfeeding initiation within 1 h of birth and exclusive breastfeeding for 6 months post 

partum, as part of their Baby Friendly Hospital Initiative.1 Skin-to-skin contact immediately 

after birth promotes breastfeeding initiation and exclusive breastfeeding through improved 

parental breastfeeding self-efficacy and infant sucking competency.6 Therefore, skin-to-

skin contact, initiation of breastfeeding, and exclusive breastfeeding in the immediate 

post-partum period in hospital are clinically important outcomes predictive of long-term 

breastfeeding.7

Despite global efforts to promote skin-to-skin contact, early breastfeeding initiation, and 

exclusive breastfeeding in hospital, the Baby Friendly Hospital Initiative breastfeeding 

outcomes remain unmet.1 For example, although 81–89% of birthing parents in North 

America initiate breastfeeding, only half exclusively breastfeed for the first 3 months, 

dropping to a quarter at 6 months.1,8 Young parental age, poverty, lack of social support, 

smoking, obesity, chronic illness, and perinatal complications are all associated with 

lower rates of exclusive breastfeeding and shorter breastfeeding duration.9 Few studies 

have examined breastfeeding outcomes in birthing parents with disabilities; this is a 

substantial gap in evidence, since population-based data in Ontario, Canada show that 1 

in 8 pregnancies are to people with a disability,10 and people with disabilities have elevated 

rates of many of the known risk factors for lower rates of breastfeeding.11–13 In the few 

studies on breastfeeding in people with disabilities from the UK and the USA, breastfeeding 

initiation rates were lower in people with any disability, and in people with intellectual or 

developmental disabilities, than in those without disabilities.14–16 Barriers to breastfeeding 

in this group might include negative provider attitudes, lack of accessible information, and 

lack of autonomy.17,18 To ensure effective, equitable, and accessible care for all birthing 

people, further research is needed to inform the development of breastfeeding supports for 

those with disabilities who wish to breastfeed during the post-partum hospital stay.

We aimed to examine breastfeeding practices and supports that promote exclusive 

breastfeeding during the birth hospital stay among birthing parents with physical disabilities, 

sensory disabilities, intellectual or developmental disabilities, and multiple disabilities 

compared with those without a disability.

Methods

Study design and data sources

This population-based cohort study was done in Ontario, Canada. Ontario has 14·7 million 

residents and approximately 140 000 births each year. We accessed and analysed data from 

ICES and the Better Outcomes Registry & Network (BORN). ICES is a non-profit research 

organisation that houses administrative data on the health-care service use of all residents 

in Ontario, including data on physician visits (Ontario Health Insurance Plan database), 

emergency department visits (National Ambulatory Care Reporting System), hospital 

admissions (Canadian Institute for Health Information Discharge Abstract Database; Ontario 

Mental Health Reporting System), and demographics, such as date of birth, sex, and 

residential postal code (Registered Persons Database). These datasets were linked using 
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a unique encoded identifier and used to derive the cohort, disability status, and covariates. 

BORN is a clinical registry that contains obstetric data for all births in Ontario, including 

data on labour and delivery, post-partum outcomes, infant outcomes from birth to 1 h after 

birth and from 1 h after birth until discharge, and infant outcomes in the neonatal intensive 

care unit (NICU). BORN datasets were linked to ICES data with a 93% linkage rate,19 

and were used to derive breastfeeding outcomes. ICES and BORN data have shown good 

validity and completeness.20,21

ICES is a prescribed entity under Ontario’s Personal Health Information Protection Act 

(PHIPA). Section 45 of PHIPA authorises ICES to collect personal health information, 

without consent, for the purpose of analysis or compiling statistical information with respect 

to the management, evaluation, or monitoring of the allocation of resources to or planning 

for all or part of the health system. Projects that use data collected by ICES under section 45 

of PHIPA, and use no other data, are exempt from research ethics board review. The use of 

the data in this project was authorised under section 45 and approved by the ICES Privacy 

and Legal Office.

Study population

We included all birthing parents aged 15–49 years who had a singleton livebirth between 

April 1, 2012, and March 31, 2018. We excluded records for which there was a death 

of the birthing parent or neonate during the birth hospital stay, or where the primary 

outcome data were missing (appendix pp 1–2). We identified disability status using 

established algorithms developed to ascertain disability in health administrative data.22,23 

These algorithms reflect functional limitations, and have been shown to be associated 

with need for accommodations when accessing health care.24 Briefly, we considered a 

disability to be present if diagnoses were recorded at two or more physician visits, or one or 

more emergency department visits or hospital admissions, between database inception and 

conception, as follows: physical disability (congenital anomaly, musculoskeletal disorder, 

neurological disorder, or permanent injury), sensory disability (hearing loss or vision loss), 

intellectual or developmental disability (autism spectrum disorder, chromosomal anomaly, 

fetal alcohol spectrum disorder, or other intellectual disability), or multiple disabilities (two 

or more of these). The reference group was those without a recorded disability.

Outcomes

As in our previous research,25 the study outcomes were breastfeeding practices and supports 

that promoted exclusive breastfeeding during the birth hospital stay, conceptualised based on 

WHO–UNICEF Baby Friendly Hospital Initiative guidelines.1 Breastfeeding practices were 

the opportunity to initiate breastfeeding (ie, to latch) within 2 h of birth, any in-hospital 

breastfeeding, and provision of exclusive breastfeeding at discharge. Breastfeeding supports 

were skin-to-skin contact with the birthing parent within 2 h of birth and provision of 

assistance with breastfeeding within 6 h of birth after initial feeding. We also examined 

recorded reasons for receiving fluids other than breastmilk, which comprised the following: 

maternal medical, infant medical, informed parent decision, birth mother not involved 

in care, and other. Breastfeeding data were collected by hospital staff during the birth 

hospital stay and recorded directly into the BORN system, or in the medical chart for later 
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abstraction into the BORN system.19 Infant feeding data at discharge have been validated 

against chart re-abstraction, with 76·2% agreement.21 The other outcomes have not been 

validated, but have been used in our previous research.25

Covariates

We measured confounders and potential pathway variables (appendix pp 3–4). Confounders 

were factors associated with disability and the study outcomes, but not on the causal 

pathway between them, including age, parity, neighbourhood income quintile, rural 

residence, and comorbidities.11–13 Neighbourhood income quintile was measured by linking 

postal codes with census-area-level income data. Rural residence was measured using the 

Rurality Index of Ontario,26 which uses ten indicators to classify areas as rural or urban. 

Comorbidities were chronic conditions, mental ill health, and substance use disorders in the 

2 years before conception. We used the Johns Hopkins Adjusted Clinical Groups System 

version 10 collapsed ambulatory diagnostic groups to identify chronic conditions.27 Chronic 

conditions were classified as stable or unstable, with the latter defined on the basis of the 

likelihood of complications and need for resources such as specialist care.27 Mental ill 

health (ie, psychosis, mood or anxiety disorder, or other) and substance use disorders were 

based on at least two physician visits, at least one emergency department visit, or hospital 

admission.

Pathway variables were factors that could explain the relationship between disability and 

the study outcomes, and included smoking in pregnancy, overweight or obesity, prenatal 

care characteristics, breastfeeding intentions, and factors that could signal parental–infant 

separations. Smoking in pregnancy was defined as any cigarette smoking at the first prenatal 

visit or at birth. Overweight or obesity was measured using pre-pregnancy BMI. Prenatal 

care characteristics were type of prenatal care provider (ie, family physician, obstetrician, 

midwife, shared care, or none), number of prenatal care visits (ie, fewer than recommended, 

ten or less; recommended, 11–14; more than recommended, 15 or more);28 and prenatal 

class attendance. We collected self-reported intention to breastfeed during prenatal care or 

at birth. Finally, we measured factors that could signal separation of the birthing parent and 

infant during the birth hospital stay, inclusing caesarean delivery, severe maternal morbidity, 

preterm birth before 37 weeks, NICU admission, and infant discharge to social services.

Statistical analysis

We described the characteristics of birthing parents with disabilities using frequencies and 

percentages, with comparisons to those without disabilities quantified using standardised 

differences.29 Standardised differences are appropriate for large cohorts since, unlike p 

values, they do not depend on sample size; differences greater than 0·10 show meaningful 

imbalances.29

We used modified Poisson regression, with generalised estimating equations to account for 

multiple births to the same person during the study period,30 to calculate relative risks 

(RRs) and 95% CIs for breastfeeding practices and supports in each group of people with 

disabilities compared with those with no disability. Covariates were added to the models 

in three steps, as follows: first, we controlled for age; second, we controlled for age 
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and the remaining prespecified confounders, parity, neighbourhood income quintile, rural 

residence, chronic conditions, mental illness, and substance use disorders (main model); 

and third, we controlled for the confounders in the second step and the possible pathway 

variables, smoking in pregnancy, overweight or obesity, prenatal care provider type, number 

of prenatal care visits, and prenatal class attendance. This third analysis tested the effect of 

the pathway variables on the results of the main models.

In additional analyses, we restricted the models to low-risk pregnancies (ie, full-term vaginal 

births to individuals without severe maternal morbidity, in which there was no NICU 

admission or newborn discharge to social services) and to those who intended to breastfeed. 

We also reran the models by disability subtype, within each of the four categories of 

disability. Finally, we investigated the reasons for not exclusively breastfeeding during the 

birth hospital stay.

Covariate information was missing for a small proportion of the cohort, with the highest 

level of missingness for BMI, at 14·6% (n=92 580). Therefore, we used multiple imputation 

with a chained equation approach; in a subset of those with complete covariate information, 

15 imputed datasets were created and combined using Rubin’s rule.31 SAS 9.4 was used for 

all analyses.

Role of the funding source

The funders of the study had no role in the study design, data collection, data analysis, data 

interpretation, or writing of the report.

Results

Our cohort included 634 111 birthing parents, of whom 54 476 (8·6%) had a physical 

disability, 19 227 (3·0%) had a sensory disability, 1048 (0·2%) had an intellectual or 

developmental disability, 4050 (0·6%) had multiple disabilities, and 555 310 (87·6%) had 

no disability (table 1). Compared with people without a disability, those with intellectual 

or developmental disabilities tended to be younger and, along with people with multiple 

disabilities, were more likely to live in low-income neighbourhoods. People with multiple 

disa bilities were more likely to have any type of chronic condition, and those with physical 

disabilities and intellectual or developmental disabilities were more likely to have unstable 

chronic conditions. People with disabilities were more likely to have mental ill health, 

and those with physical disabilities, intellectual or developmental disabilities, and multiple 

disabilities were more likely to have a substance use disorder. People with disabilities were 

more likely to smoke during pregnancy, and those with physical, sensory, and multiple 

disabilities were more likely to be overweight or obese. People with physical, intellectual or 

developmental, and multiple disabilities were less likely to have an intention to breastfeed. 

Those with intellectual or developmental disabilities or multiple disabilities were more 

likely to have severe maternal morbidity, preterm birth, infant NICU admission, and infant 

discharge to social services, and those with multiple disabilities were more likely to have a 

caesarean section, compared with people without disabilities (table 1).
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305 882 (55·1%) of 555 310 people without a disability had the opportunity to initiate 

breastfeeding within 2 h of birth, compared with 29 405 (54·0%) of 54 476 individuals 

with a physical disability (adjusted RR 0·99, 0·98–1·00), 10 499 (54·6%) of 19 227 

individuals with a sensory disability (1·00, 0·98–1·01), 447 (42·7%) of 1048 individuals 

with an intellectual or developmental disability (0·82, 0·76–0·88), and 2027 (50·0%) of 4050 

individuals with multiple disabilities (0·93, 0·91–0·96; table 2). 482 702 (86·9%) of 555 310 

people without a disability had any in-hospital breastfeeding, compared with 45 881 (84·2%) 

of 54 476 individuals with a physical disability (0·98, 0·97–0·99), 16 279 (84·7%) of 19 

227 individuals with a sensory disability (0·98, 0·97–0·99), 731 (69·8%) of 1048 individuals 

with an intellectual or developmental disability (0·85, 0·81–0·88), and 3187 (78·7%) of 

4050 individuals with multiple disabilities (0·93, 0·92–0·95; table 2). 327 981 (59·1%) of 

555 310 people without a disability were exclusively breastfeeding at hospital discharge, 

compared with 31 596 (58·0%) of 54 476 individuals with a physical disability (1·00, 0·99–

1·00), 11 146 (58·0%) of 19 227 individuals with a sensory disability (0·99, 0·98–1·00), 

414 (39·5%) of 1048 individuals with an intellectual or developmental disability (0·73, 0·67–

0·79), and 2065 (51·0%) of 4050 individuals with multiple disabilities (0·90, 0·87–0·93; 

table 2). Observed associations were only slightly reduced after further adjustment for 

possible pathway variables, with the exception of any in-hospital breastfeeding, which no 

longer showed a significant difference for people with sensory disabilities (table 2).

430 762 (77·6%) of 555 310 people without a disability had skin-to-skin contact with 

their infant within 2 h of birth, compared with 41 546 (76·3%) of 54 476 individuals with 

a physical disability (adjusted RR 0·99, 95% CI 0·98–0·99), 14 600 (75·9%) of 19 227 

individuals with a sensory disability (0·98, 0·97–0·99), 720 (68·7%) of 1048 individuals 

with an intellectual or developmental disability (0·90, 0·87–0·94), and 2886 (71·3%) of 

4050 individuals with multiple disabilities (0·93, 0·91–0·95; table 2). 297 278 (53·5%) of 

555 310 people without a disability had assistance provided with breastfeeding within 6 

h of birth after the initial feeding, compared with 28 672 (52·6%) of 54 476 individuals 

with a physical disability (0·99, 0·98–1·00), 10 196 (53·0%) of 19 227 individuals with a 

sensory disability (1·00, 0·98–1·01), 457 (43·6%) of 1048 individuals with an intellectual 

or developmental disability (0·85, 0·79–0·91), and 1996 (49·3%) of 4050 individuals with 

multiple disabilities (0·95, 0·92–0·98; table 2). Observed associations were reduced after 

further adjustment for possible pathway variables, with receipt of skin-to-skin contact no 

longer showing a statistically significant difference for people with physical and sensory 

disabilities, and provision of assistance with breastfeeding no longer showing a statistically 

significant difference for those with multiple disabilities (table 2).

After we restricted the cohort to low-risk births (table 3) and to people who intended to 

breastfeed (table 4), associations were notably attenuated. Only our findings for exclusive 

breastfeeding at discharge remained both statistically significant and with similar magnitude 

to the non-restricted results.

Analyses by subtype of disability within each of the four disability categories revealed that 

findings for individuals with multiple disabilities, although mostly statistically significant 

across outcomes, showed the largest disparities in people who had an intellectual or 

developmental disability plus a physical or sensory disability (or both; appendix p 4).
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Reasons for receiving fluids other than breastmilk were mostly similar across groups, but 

people with intellectual or developmental disabilities were less likely than those without 

disabilities to have infant medical reasons listed, and were more likely to have birth mother 

not involved in care recorded as the reason, whereas those with multiple disabilities were 

more likely to have maternal medical reasons or birth mother not involved in care recorded 

compared with those without disabilities (appendix p 8).

Discussion

In this large, population-based study, we found that more could be done to increase levels 

of breastfeeding for all Ontario birthing parents who wish to breastfeed, and particularly 

those with intellectual or developmental disabilities or multiple disabilities, who had 

lower rates of breastfeeding initiation within 2 h of birth, any in-hospital breastfeeding, 

exclusive breastfeeding at hospital discharge, skin-to-skin contact within 2 h of birth, and 

receipt of professional breastfeeding support within 6 h of birth compared with those 

without disabilities. Small disparities in exclusive breastfeeding at discharge persisted after 

restricting the cohort to low-risk births and to people who intended to breastfeed, whereas 

disparities for other breastfeeding practices and supports were largely attenuated after these 

restrictions were applied. Associations were also weakened after adjustment for smoking, 

BMI, and prenatal care access. Our data indicate a need for a better understanding of factors 

that affect breastfeeding intentions, practices, and supports in people with intellectual or 

developmental disabilities and multiple disabilities, to inform the development of early and 

accessible breastfeeding resources.

To our knowledge, only three quantitative studies have examined breastfeeding in people 

with disabilities. A UK survey found that 70% of people with disabilities initiated 

breastfeeding within the first few days post partum, compared with 79% of those without 

disabilities.14 In the USA, data from the Rhode Island Pregnancy Risk Assessment 

Monitoring System showed 70% of people with disabilities who recently gave birth 

reported ever breastfeeding and 45% were currently breastfeeding, compared with 75% 

and 53% of those without disabilities, respectively.15 Also in the USA, data from the 

Massachusetts Pregnancy to Early Life Longitudinal database showed breastfeeding at 

discharge was reported by 49% of people with intellectual or developmental disabilities 

compared with 74% of those with diabetes and 77% of those with neither condition, 

an intellectual or developmental disability, or diabetes.16 Our study adds to this body 

of literature by being the first, to our knowledge, to address WHO–UNICEF Baby 

Friendly Hospital Initiative indicators in people with disabilities,1 including breastfeeding 

initiation, exclusive breastfeeding at discharge, and skin-to-skin contact—all of which 

predict exclusive breastfeeding at 6 months.7 To our knowledge, our study is also the 

first to examine gaps in receipt of professional breastfeeding supports between people with 

disabilities and people without disabilities and is one of the first cross-disability studies, 

showing disparities for people with intellectual or developmental disabilities and multiple 

disabilities, but not for those with physical or sensory disabilities.

There were few differences in breastfeeding practices and supports for people with physical 

and sensory disabilities compared with those without disabilities. However, the reasons for 
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the disparities between people with intellectual or developmental disabilities or multiple 

disabilities and people without disabilities warrant further exploration. Only disparities in 

exclusive breastfeeding at hospital discharge persisted after restricting the cohort to people 

who intended to breastfeed and low-risk pregnancies, suggesting that early decisions about 

breastfeeding and birthing parent–neonate separations are important drivers of disparities 

in people with disabilities. Associations between disability status and the study outcomes 

were also weakened after adding pathway variables such as smoking and overweight or 

obesity—which are known predictors of breastfeeding9—to the models. Factors that were 

not investigated in our study might also be important, including medication use, pain and 

fatigue, understanding of the benefits of breastfeeding, and comfort with breastfeeding. 

Structural barriers might also have a role. In qualitative studies, for example, people with 

disabilities report that health-care providers do not have information on how breastfeeding 

interacts with disability or adaptive breastfeeding techniques,17 and providers sometimes 

discourage people with disabilities from breastfeeding, even when it is not contraindicated.18 

For those with intellectual or developmental disabilities in particular, providers might also 

assume that parents lack ability (eg, to understand let-down sensation, infant sucking, or 

the amount of breastfeeding required). Health-care provider training and attitudes might 

therefore be important contributors that warrant further investigation.

Our study has several limitations. Measurement of disability from health administrative 

data captures diagnosis-based impairments, but not activity limitations or participation 

restrictions. Disability status might have been misclassified if diagnoses were not recorded 

or if people did not access care for their disability;24 such misclassification might result in 

conservative risk estimates. We conceptualised mental ill health as a comorbidity rather than 

part of our definition of disability; however, other studies have found an association between 

mental ill health and barriers to breastfeeding.25 Breastfeeding outcomes were restricted to 

the birth hospital stay, and might not reflect practices and supports thereafter. However, 

breastfeeding initiation, exclusive breastfeeding, and skin-to-skin contact in hospital are 

predictors of later breastfeeding,7 are critical for receipt of nutrient-rich colostrum, and 

might be important for parent–infant bonding. Some breastfeeding data were missing, but 

there were few differences in baseline characteristics when comparing those who were or 

were not excluded. Although many of the breastfeeding variables in this study reflect quality 

of care indicators tracked by the WHO and UNICEF, there were some differences (eg, 

breastfeeding initiation was measured within 2 h of birth, not 1 h as in Baby Friendly 

Hospital Initiative indicators).1 The categories of reasons for receiving fluids other than 

breastmilk were broad (eg, “birth mother not involved in care” might reflect various issues). 

With respect to breastfeeding intentions, it is not known if individual intentions changed 

during pregnancy, and how the final intention value was chosen. We did not have data 

on individual factors such as relationship status and other supports, medication or other 

substance use in pregnancy, and pain. We were also constrained in terms of ascertainment 

of demographic data, including gender identity and race and ethnicity, which might be 

associated with other structural barriers to care. Finally, we did not have data on system-

level factors, such as health-care provider attitudes.

In conclusion, our findings have important implications. Although the absence of significant 

differences between people with physical and sensory disabilities and those without 
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disabilities was a positive finding, more could be done to increase levels of breastfeeding 

for Ontario birthing parents who wish to breastfeed, and particularly people with intellectual 

or developmental disabilities or multiple disabilities. There is a need for further research 

on the factors that contribute to breastfeeding intentions, practices, and supports in 

people with intellectual or developmental disabilities and multiple disabilities, especially 

factors that affect breastfeeding decision making. Such research might inform training 

for health-care providers—including nurses, lactation consultants, and paediatricians—on 

disability, accessible communication and learning needs, adapted breastfeeding techniques 

and supports for high-risk births, and the intersection between disability and other structural 

barriers to breastfeeding. Such research could also inform preconception and prenatal 

health promotion and education efforts, supporting informed decision making in people 

with intellectual or developmental disabilities or multiple disabilities, including early 

and accessible information on the benefits of breastfeeding,2–6 and tailored supports to 

increase breastfeeding self-efficacy and address barriers. All these efforts should be done 

in partnership with disability advocacy and support organisations to ensure that they are 

developed based on the needs and preferences of people with disabilities.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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available at https://www.ices.on.ca/DAS/Submitting-your-request. For general information 

visit www.ices.on.ca/DAS or email das@ices.on.ca.
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Research in context

Evidence before this study

We searched PubMed using the terms “disabilit*” and “breastfeed*”, for studies 

published in English, from database inception to March 31, 2022. We found three 

quantitative studies that examined breastfeeding rates in birthing parents with a disability, 

using data from a survey of the English National Health Service Trusts, the Rhode 

Island Pregnancy Risk Assessment Monitoring System, and the Massachusetts Pregnancy 

to Early Life Longitudinal database. Collectively, these studies showed lower rates of 

self-reported breastfeeding shortly after delivery in individuals with a disability compared 

with those without a disability. However, other WHO-UNICEF Baby Friendly Hospital 

Initiative breastfeeding indicators have not been examined in this population.

Added value of this study

This study leverages health administrative data from ICES and the Better Outcomes 

Registry & Network to examine breastfeeding practices and supports during the birth 

hospital stay in all birthing parents with and without a disability in Ontario, Canada. To 

our knowledge, our study is the first to address several WHO-UNICEF Baby Friendly 

Hospital Initiative quality of care indicators in people with a disability, including the 

opportunity to initiate breastfeeding after birth, breastfeeding exclusively at discharge, 

and skin-to-skin contact—all of which predict breastfeeding exclusively at 6 months. To 

our knowledge, our study is also the first to report on gaps in receipt of professional 

breastfeeding supports after delivery in people with a disability. Finally, our study 

is one of the first cross-disability studies, examining people with physical, sensory, 

intellectual or developmental, and multiple disabilities separately compared with those 

without a disability. We found disparities in breastfeeding practices and supports in 

people with intellectual or developmental disabilities and multiple disabilities, compared 

with those without a disability, which were somewhat attenuated in sensitivity analyses 

that examined the roles of explanatory factors.

Implications of all the available evidence

The absence of disparities for people with physical and sensory disabilities compared 

with those without disabilities was a positive finding of our study. However, our findings 

have implications for structural and individual supports to optimise breastfeeding 

outcomes for people with intellectual or developmental disabilities and multiple 

disabilities. Our data show the need for further research to better understand the factors 

that affect breastfeeding intentions, practices, and supports in these groups. Such research 

could ultimately inform training of health-care providers on the needs of birthing parents 

with intellectual or developmental disabilities or multiple disabilities and development of 

preconception and prenatal health promotion and education efforts to support informed 

decision making. These efforts should be undertaken in partnership with disability 

advocacy organisations to ensure they meet the needs of people with disabilities.
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