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Abstract

Background
Previous research has found that a third of wonteibated their postnatal

distress to breastfeeding difficulties. Furtherthes, other studies have found that
women experience feelings of failure, guilt andrmshawhen they have difficulties
feeding their infants. This research aims to adthéounderstanding of how women
view the impact of breastfeeding on their emotiomellbeing by exploring their lived
experiences.
Method

A qualitative methodology was utilised to condilis research. An
Interpretative Phenomenological Analysis approaak used to analyse data from six
participant interviews with first time mothers wigperiences of breastfeeding their
infant.
Results

Three overall superordinate themes were identifiech the data that were
shared across the participants. These includedifgiatway: the maternal self”,
“expectations versus realities of breastfeedingl ‘@vercoming difficulties.” Within
these, nine subordinate themes were also outlinédliscussed.
Conclusions

The overall conclusions drawn from the interpreggderiences of the
participants who took part in this study are comapée with existing research in the
field of breastfeeding experience. This includesdkperience that women feel a
desire to breastfeed their babies so as to falirtperceptions of what it is to be a
good mother. This can be source of significant éonat distress if breastfeeding is

not possible or is difficult. There is also a pgtoen that information provided by



health professionals around infant feeding is igadée and mis-timed. Future
research into other factors such as healthcareypatid implementation of
information given is needed to help guide supparbfeastfeeding and non-

breastfeeding mothers.
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Chapter 1: Introduction
1.1Overview of Chapter

The aim of this thesis is to explore the lived aigees of breastfeeding in
first time mothers. This chapter will provide aidéfon of what is meant by
“breastfeeding” as well as a brief history of btésexling through the ages. The
chapter will then go on to explore how currentriitere has explained women’s
experiences and behaviours around breastfeeding/idimtesent and critique some
psychological theoretical perspectives that hawnhesed to understand this.

Consideration will also be given to how the literatand healthcare policy
have potentially impacted women'’s lived experieotbkreastfeeding. The chapter
will then go on to give a rationale for the curreggearch and provide the aims and
the research questions that have been explored.

Finally, the researcher will provide a reflectivaranary of their own initial
thoughts relating to the research in order to thioe a reflexive narrative that will
continue throughout the thesis, which will keegime with the qualitative

methodology adopted to conduct the study.

1.2. Definition and History of Breastfeeding

According to UNICEF (2012a) “Breastfeeding” is aefd as a child receiving
breastmilk either directly from the breast or exyged. “Exclusive breastfeeding” is
often used to define infants who receive breastragjain, either from the breast or
the bottle with no other additional liquids or sigli

The history of infant feeding includes wet nursifegding from a bottle and
formula use, as well as feeding exclusively from lbineast. As early as 2000BC,
breastfeeding was considered as a religious omigédr women. However, this was

not always possible; women experienced “lactateluife” or they died through



childbirth. During Ancient Egyptian times, wet ning was the primary alternative
feeding method where breastfeeding was not posgilther feeding vessels such as
bottles and teats made from wood, ceramics or amwshwere written about since the
Roman era (Stevens, Patrick and Pickler, 2009ya# thought that a third of infants
died in their first year of life due to a lack abper milk storage and bacteria in
feeding vessels. Other animal milk was frequensigdusuch as goat, sheep, camel,
pig or horse milk, although cow’s milk was latensaered nutritionally similar to
human milk. Trends in infant feeding behavioursénhamce fluctuated through the
centuries, for example, becoming unpopular in tead&ssance period. The Industrial
revolution saw the advent of artificial feedingather animal milk through safer,
more hygienic bottles (Stevens et al., 2009).

Commercialisation of infant milk led to a globalctiee in breastfeeding
through aggressive marketing direct to the pullithe late 1980’s. Research
conducted in the mid 1970’s revealed an increasedrtality rates in bottle fed
infants in the third world, where babies were fotmdbe three times more likely to
die within the first three months of life. Infamdrinula manufacturers’ marketing
activities were held responsible for the increasmortality as women were
discouraged from breastfeeding whilst formula fagdvas promoted in an
environment in which it could not safely be praetis(Dobbing,1984).

This research led to the World Health Organisatiereloping sets of
guidelines around breastfeeding in order to addressalarming mortality rates in the
third world. The following section will present halvese developments shaped
current healthcare policy and guidance, wheredhad of research has been on the
benefits of breastfeeding in order to promote théthod of feeding and therefore

improving breastfeeding rates globally.



1.3 Current Breastfeeding Guidelines

The current guidelines for breastfeeding as oullioye the World Health
Organisation (WHO, 2003) recommend that women Itiese their infants
exclusively (i.e. without supplementing with formawr other food) until six months
of age. Infants should then receive “nutritionatjequate” and safe complementary
foods whilst breastfeeding continues up to theadeo years and beyond.

The current WHO guidelines were developed dubdo findings that
malnutrition was responsible for 60% of the 10.9ion deaths annually for the
under-fives, where two thirds of these deaths w@ss®ciated with inappropriate
feeding practices mainly in the developing worldisTincluded factors such as
unhygienic methods of infant milk preparation amdafe storage, or other foods
being introduced too early or too late. Breastfegdiherefore was promoted as it is
safe in terms of reducing the risk of infectionotingh contaminated feeds and
nutritionally superior, given the quality of fornauinilk preparation or milk being
watered down in order to go further.

The WHO breastfeeding strategy was based on catisum$ with countries
such as Brazil, China, Philippines, Sri Lanka ahdiland where the aim of the
guidance was to “improve nutritional status, gravdévelopment and health, and
thus survival of infants and young children, anct@ase the commitment of
governments and internationals organisations ftin@b feeding practices” (WHO,
2003. p.7).

The guidelines also suggest that the consequehoegppropriate feeding
practices act as obstacles to sustainable sociortormevelopment and poverty
reduction in the third world, and so the focusoisniprove optimal child growth and

development for children in these areas. WHO ailgotlee benefits of breastfeeding
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until infants are two years of age in terms of hwddeproductive advantages, where
women are less likely to conceive another babysthiteastfeeding due to
amenorrhea (absence of menstruation) in this pefigdin, this is particularly
pertinent for poorer families who are strugglindital adequate food for their
children.

When considering that current breastfeeding guid@ambased on ensuring
survival in poor and deprived areas where suppléangifeeding is unsafe, it is
important to consider the applicability of suchaance to the western world where
feeding practices perhaps do not hold similar gaensks in terms of malnutrition
or risk of infection, nor is it a priority to premewomen conceiving within the first
two years of giving birth. However, these guidetimee recommended globally, and
although the UK has its own policies and practiogbe form of the UK Baby
Friendly Initiative (BFI, 1991; 2012) the generatommendation of exclusive
breastfeeding for six months and complementarystieading until two years
remains. It is therefore helpful to explore in mdegail the information that has been
provided to women in recent decades in terms ob#mefits to breastfeeding and to
consider the impact of this on their experience.

Literature around breastfeeding has focused opltlgsical benefits to the
child as well as the impact on their cognitive depenent and even 1Q. This appears
to be utilised as a way to encourage women tometubreastfeeding and to try and
counter the popularity of formula use in modern daljure. Research therefore has
been focused on the scientific study of breastfegednd around the physical benefits

of breastmilk.
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1.4. Breastfeeding Benefits

In order to understand the nature of the infornmatiat is provided to women
around infant feeding, it is helpful to outline h&lenefits” are discussed and
disseminated through research literature and rezakpolicy. This section will
present these in terms of the following areas: fiksrt® health, cognitive ability,
mother-infant attachment and financial savingstierNHS.

1.4.1. Health benefitsIn a recent systematic review of 60 studies
investigating the long term effects of breastfegdihwas concluded that
breastfeeding provides some protection againstitgpbasd is associated with
improved intelligence, with apparent strong evideatthe causal effect of
breastfeeding (WHO 2013a). Further to this, a syate review of short term effects
of breastfeeding found that there was a reducé&dfidiarrhoea and respiratory
infections, resulting in decreased risk of assedidtospital admissions and reduced
morbidity in breastfeed children under the age péérs (WHO, 2013b).

These reviews provide further support to previtdings outlining health
benefits of breastfeeding. For example, QuigleyyKand Sacker (2007) suggested
that optimal feeding practices could prevent hasgimissions due to diarrhoea and
lower tract infections. Kramer (2001) also suggeshat breastfeeding exclusively
until six months could prevent allergic and gastrestinal diseases and therefore
reducing morbidity in children. Many other healéniefits for are cited by UNICEF,
for example reduced risk of type 1 and 2 diabeteksadlergies such as asthma and
lactose intolerance.

In terms of mother’s health benefits, it is suggddhat there is a reduced risk

of ovarian and breast cancers as well as cardialarsdisease.
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1.4.2. Cognitive benefitsThere has been significant research into the affect
of breastfeeding on cognitive ability over the st decades. The research seems to
suggest that breastfeeding is associated with stemgiand statistically significant
increase in 1Q, reading and maths and general astiohbility (Horwood and
Fergusson, 1999). This research found that childtemwere breastfed for at least
eight months had mean scores on cognitive testsvér@ between 0.35 and 0.59
standard deviations higher than children who wetddéfed. However, the study was
conducted with children from high socioeconomickggiounds, which could account
for better outcomes in terms of cognitive abilResearch has since attempted to
address and control for confounding factors thatacelate to cognitive ability.

A meta-analysis of breastfeeding and cognitive tigwreent conducted by
Anderson, Johnstone and Remley (1999) addresseitjgeestion that higher scores
on cognitive tests were due to co-variables suadtasomic status or maternal
education. They adjusted scores for these keyraatud still found that breastfeeding
was associated with significantly higher scoresagnitive tests. They also
suggested that the cognitive benefits of breasithgadcreased with duration, again
independently from a range of parental and infaatra&cteristics.

More recently, Borra (2012) examined the effectbrefastfeeding on
cognitive ability by using a “propensity score ntatg” (PSM) technique to help
control for mother’s characteristics that favousipige outcomes for the child; higher
social class, higher 1Q, level of education andivadion. She also used rich
longitudinal data that also took into account daiffg methods of infant feeding, for
example; exclusive breastfeeding or mixed feedusgng formula or solids as well as

breastmilk) and for different durations.

13



The findings were that breastfeeding for four wesks positively and
statistically significantly associated with incredscognitive test scores (increased of
around one tenth of a standard deviation). The madg of the relationship was also
found to increase with age and duration the chég Wreastfed which has been
supported by recent research (Leventakou et ab)2Bibwever, it was found that
there was no substantial difference between exalysbreastfeeding and ‘any’
breastfeeding at all in terms of cognitive outcorfigsra 2012).

Currently, researchers are still debating the pasdssociations between
breastfeeding and cognitive ability. Sajjad e{2015) conducted research with a
sample of 3761 six year olds and also found ancessan between breastfeeding and
child IQ but claimed that socio-demographic factparental lifestyle and maternal
IQ can explain this. They suggested that such tesahnot confirm the beneficial
effects of breastfeeding and child intelligence.

1.4.3. Mother-infant attachment.The mother’s relationship or “bond” with
their child has seemed to be long assumed to hevebg associated with
breastfeeding. However, there appears to be dttipirical research that supports the
idea that breastfeeding directly and positivelyiiayed the attachment relationship
between mother and baby (Jansen, de Weerth andrRikalraven, 2008).

In their study of breastfeeding, sensitivity anebment, Britton, Britton and
Gronwaldt (2006) found that the quality of the nestinfant interaction rather than
type of feeding used predicted the security ofatt@chment relationship. However,
they did find that mothers who chose to breastenved enhanced sensitivity
(promptness, consistency and appropriateness pdmess) to their child during early
infancy that could foster a secure attachment. fidgsarch suggests then some links

between attachment security and breastfeedingdusiadity cannot be claimed.
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Rather, it appears that there is a link betweeagifeeding and increased
sensitivity to the infant. This research suppoasier ideas that come from previous
studies that explored how maternal sensitivity eelfhe development of a bond
between mother and infant in the early days ofnoja(e.g. Zetterstrom, 1999).

1.4.4. Financial benefitsResearch by UNICEF (2012) has suggested that the
NHS could save millions of pounds if infants weredstfed for longer periods, citing
improvements in health outcomes for children, dretefore less need for medical
intervention through NHS services. It is suggesied a moderate increase in
breastfeeding rates could save the NHS in exceS40mmillion a year when looking
at five illnesses that were evidenced to be imphptssitively by breastfeeding. These
included; middle ear infections, breast cancerratesing enterocolitis (tissue death
in the bowel), gastroenteritis and respiratorycatifins. The study also predicted, as
discussed above, that other savings could be mageslsenting childhood obesity
and sudden infant death syndrome (SIDS) and coybdave cognitive outcomes.

More recent research supported these findingsaggdested that supporting
women to breastfeed up to 4 months post-partunda@auce three infant infectious

diseases and save around £11 million annually (febkthal, 2014).

When considering how the “benefits” of breastfegdine addressed and
presented to women by healthcare professionalshenshedia, questions are raised
about how women might experience the messagestbader for her infant to thrive
cognitively, emotionally and physically, she mussere that she is able to supply her
infant with sufficient breastmilk for a stipulateériod of time. There is also a current
emphasis on financial benefits to society throumhrgs to the NHS should
breastfeeding rates improve in the UK. Again, thises further questions about how

women might experience these messages in the teoetext, and whether they

15



might perceive some pressure externally, as wafltasnally, to “succeed” at

breastfeeding.

1.5. Current Breastfeeding Statistics

In order to give some context in which current aesk around breastfeeding
rates sits, it is important to think about currstattistics for UK breastfeeding rates.
These are provided by the 2010 Infant Feeding Suikenfrew, 2011). These
suggest that there have been significant improvésrerbreastfeeding rates in the
previous five years. Breastfeeding at birth cutyesttands at 81%, an improvement of
5% since 2005. At three months after birth, 17%nothers exclusively breastfeed,
(up from 13%) and 12% at four months (up from 7Plwever, babies being
exclusively breastfed until six months remains%t Rates that include “any
breastfeeding” (where breast milk is being supplaed: by formula) have increased
to 55% at six weeks (from 48%) and 34% at six meifitom 25%) since 2005.

Breastfeeding was found to be most common amonber®ivho were aged
over thirty years, who belonged to ethnic minogtgups, had left education over the
age of eighteen, were in managerial or professioo@lipations, and who were living
in the least deprived areas.

In view of the identified health benefits, The UNHE Baby Friendly Initiative
(2012) has aimed to increase breastfeeding ratetheshas been supported by the
National Institute for Health and Care ExcellendéQE, 2008). The Baby Friendly
Initiative is based on a global accreditation pamgme of UNICEF and the World
Health Organization. It is designed to support stfeading and parent-infant
relationships by working with public services tgprave standards of care. It
“provides a framework for the implementation of tasctice by NHS Trusts, other

health care facilities and higher education insbts, with the aim of ensuring that
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all parents make informed decisions about feedieg babies and are supported in
their chosen feeding method” (BFI, 2012).

Facilities and institutions that meet the requstghdards can be assessed and
accredited as Baby Friendly. Currently, 90% of nratg services and 84% of health
visiting services are working towards Baby Frienatgreditation. University
programmes are also working towards accreditatiath, 75% of midwifery and 25%
of Health Visiting courses engaging in the proq@&sd, 2012).

1.6. Factors impacting breastfeeding duration

In attempting to understand the reasons why wonoemot exclusively
breastfeed until the age of six months, researsifdwsed on breastfeeding duration
and the factors that impact upon this. The reselaashtended to be positivistic in
nature, in attempt to scientifically explain anddarstand the difficulty in raising
breastfeeding rates.

In a study of 556 breastfeeding mothers, ScottGolth (2002) interviewed
women in hospital about their infant feeding preesi and repeated the interview
every four weeks up to twenty four weeks postpartliney found that most mothers
were not prepared before birth to experience affigdlties with breastfeeding. The
most common problem cited by mothers postnatalsfopping breastfeeding before
2 weeks was that their baby was unsettled, whicthems interpreted as being due to
insufficient milk supply. It was found that anxiedver milk sufficiency continued
through to six months and often resulted in breaslihg cessation.

Current research suggests that the two most conbmeastfeeding problems
are to do with breast and/or nipple pain, and Vath or perceived low milk supply

(Amir, 2014). It is suggested that at least 30%o0Mmen experience at least one
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breastfeeding problem at two weeks post-partumn®#a Scott, 2002). The
following sections will explore common breastfeegdifficulties in more detail.

1.6.1 Breast and nipple pain.One of the most common causes of breast pain
is related to the presence of mastitis, which ismlammation of the breast. Mastitis
can include problems on a continuum from blockelt ohiicts or engorgement of the
breast, to breast abscesses where infections ddastitis can be caused by the baby
not attaching properly to the breast during fee@dind so not draining the milk fully,
infrequent feeding and pressure on the breasexXample by tight clothing.
Symptoms of mastitis can include fever, lethargysabe aches, depression, nausea
and headache, and often requires treatment withiaints.

The cause of nipple pain is mainly due to poornh&ttachment, or ‘latch’
onto the breast. Factors which can affect latcraaseciated with maternal or infant
anatomy for example, nipple shape, receding jarestricted tongue movement in
baby (tongue tie). Nipple damage is also a caupaiof where skin can be broken
and inflamed due to the infant suckling in a positihat is not conducive to a good
latch, and can also result in the need for aniibio¢atment. Other problems
associated with nipple pain are the presence g@iesedermatitis and fungal
infections such as thrush. Women can also expezieipple “vasospasm” which is a
condition where the blood flow to the nipples idueed, resulting in acute pain to the
nipple and breast (Amir, 2014).

1.6.2 Low milk supply.According to Livingstone (1990), an adequate milk
supply requires sufficient mammary tissue, nornmathione levels and regular
removal of milk. Women with problems associatechwiite thyroid, those having had
a post-partum haemorrhage and those with a lagkaofiular tissue can experience a

reduced milk supply. However, often women percénat their milk supply is low
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regardless of whether or not it is based on balsgtiledness. This means that
women can therefore lack confidence in their aptlit produce an adequate amount
of milk for their baby, and consequently disconérbreastfeeding due to fears of lack
of nutrition (Amir, 2014). This supports the iddgpbysiological and affective states
impacting the breastfeeding process, where a &attubreastfeed is attributed to
emotional and physiological interference with thet iown” reflex where the
hormone oxytocin is inhibited and therefore potahtileads to “insufficient milk
supply syndrome” (Hillervik-Lindquist, Hofvander @i®sojolin, 1991). The idea of
“milk insufficiency” will be explored further, latan the chapter.

1.6.3 Psychological factorsAs well as physical problems associated with
breastfeeding difficulties, research has also erglohe impact of psychological
factors in the duration and cessation of breasifiged review by Dennis (2002)
supports the idea that women often wean their kdiméore the age of 6 months due
to perceived difficulties with breastfeeding ratkigan by choice (for example,
perceived lack of breast milk). In her study, Denf@003) suggested that maternal
confidence about their ability to breastfeed tentelle low in mothers who ceased to
breastfeed early. A review of the relationship eswinfant feeding outcomes and
post-partum depression supported the findingswfrtaternal confidence in
breastfeeding and also found links between brestitig duration, breast feeding
difficulties and increased post-natal distress.

Breastfeeding “failure” was claimed to be 4-5 timesre likely in less
confident women (Dennis and McQueen, 2009). Timdifig supports previous
research that found that maternal confidence wasbst significant of eleven
psychosocial and demographic factors which infledmeastfeeding duration

(O’'Campo, Faden, Gielen and Wang, 1992).
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Through her work on breastfeeding confidence alfd efficacy, Dennis
(1999, 2002, 2003) developed an instrument to medseastfeeding confidence in
new breastfeeding mothers and used Self Efficaegrth(Bandura, 1977) as a
conceptual framework. The Breastfeeding Self Effyc&cale (BFSES; Dennis &
Faux, 1999) is a 33 item self-report instrumentohmeasures self-efficacy
expectants in new mothers. The instrument has gestivhich women would be
continuing to breastfeed at 6 weeks postpartum ii3ed999).

Blyth, Creedy and Dennis (2002) interviewed 300 vearm their third
trimester of pregnancy via telephone and againve¢dk and 4 months post-partum
to assess feeding methods and breastfeeding cooéidesing the BFSES. They found
that whilst 92% of women had initiated breastfegdonly 28.6% were still
breastfeeding exclusively at 4 months post-partm,that the most common reason
for ceasing breastfeeding was cited as being a&eped low milk supply.

Scores on the BFSES were significantly related¢astfeeding outcomes at 1
week and 4 months where mothers with high breatitigeself- efficacy were
significantly more likely to be breastfeeding exstliely at 1 week and 4 months than
mothers with low breast feeding self- efficacy.

The study suggested that maternal breast feedifigffieacy is a significant
predictor of breastfeeding duration. Recommenddtimm the research was for
health professionals to use “breastfeeding sdiicaafy enhancing strategies” to
increase maternal confidence in their ability tedstfeed where self-efficacy
expectations can influence women'’s judgement regaitheir ability to initiate and
continue to breast feed. Self-efficacy will be dissed further later on in this chapter.

In an investigation into maternal confidence, Wo|fZ004) used the Mother

and Baby Scale (MABS) and breastfeeding ratexavseks. The scales measured
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maternal perceptions and included five neonatalthree maternal subscales. The
neonatal scales measured mothers’ perceptiongawitibehaviour (unsettledness,
irregular feeding, irritability during feeds, ovéralertness, alertness during feeds and
infant “easiness”). The maternal subscales meadack&df confidence in care taking
and lack of confidence in feeding, as well as oNé&aels of confidence. Here, a

lack of confidence in feeding was significantly @ated with breastfeeding rates,
supporting the hypothesis that the higher the mtlvenfidence in her ability to
breastfeed during postpartum hospitalisation, tbeertikely that she would still be
breastfeeding at six weeks.

Negative experiences of breastfeeding were fourek teelated to perceived
insufficient milk supply, illness and incompatilyliof lactation with personal needs
and lifestyle. The authors emphasised the impoetahenothers’ perceptions of their
infant’s behaviour as well as of themselves as thaeran sustaining breastfeeding.

In their exploration of the influence of psychologjifactors on breastfeeding
duration, O’Brien, Buikstra and Hegney (2008) fouhat 44% of women
experienced post-natal distress in the 14 daysviailg birth. The authors used a
mixed methods designed and used questionnairesasure several psychological
factors such as depression, anxiety, self-esteehsta@ss. The results suggested that
breastfeeding duration was significantly associatgd psychological factors such as
optimism, breastfeeding self-efficacy, faith inithereast milk, breastfeeding
expectation, and anxiety and planned duration ed$tfeeding at the time of making
decisions about feeding. Some limitations of thislg however, were that the sample
used was relatively homogenous, in that it was mgdef women who were married

or co-habiting and (92%) and mainly white and Estgkpeaking.
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The research outlined above is scientific and pasiic in its stance in that it
lacks focus on meaning and experience for womeis. dppproach might be helpful
when considering ways to improve mortality ratethia third world, by adopting a
more medicalised way of exploring breastfeedinggatowever, this may overlook
the meaning of the challenges that breastfeedingpoae when considering reasons
for the decline in rates in the western world. cbonteract this, the following section
will attempt to explore how some literature has enaense of women’s experiences
of breastfeeding and how this might be impactethieyinformation and ideas that
they have been exposed to over time.

1.7. Women'’s experiences of breastfeeding

To explore women'’s lived experience of breastfegdamd to consider
meaning from a critical realist stance, which iepiag with the researcher’s position
(discussed in Chapter Two) it is helpful to explotker literature that has moved
away from a positivistic or scientific investigatiof breastfeeding. The following
section will therefore briefly present some of theoretical ideas that are used to
understand women'’s breastfeeding experience. kiféflaternal identity” attempts
to capture the view of the self as mother and theral constructions of motherhood”
addresses motherhood as a social construction. xsmarchers have harnessed
feminist ideas in considering the way in which Istéseding might empower or
oppress women in their choices in infant feeding affier exploration of meaning of
breastfeeding in public and the idea of “milk irfguéncy”. Other researchers focus
on psychological constructs such as self-efficacgraattempt to explore the
perceived impact of successful or more challenfeging experiences, which will

be discussed below.
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1.7.1. Maternal Identity and Infant Feeding.There are a number of
definitions of “Maternal Identity” and ways to captualise this. Mercer (2005)
defines maternal identity as one having an “intésed view of the self as a mother”.
Rubin (1967) described maternal identity as andidmage of the self as a mother”
which is constructed through extensive “psycholabyeork” during pregnancy and
the postpartum period. Here the maternal idengtgomes incorporated into the
existing “self- system”. This ideal image or sgfsem includes qualities, traits and
attitudes that the woman feels are desirable. fibery of maternal identity describes
this identity for a woman as the “end point” in eraial role taking where a woman
has a sense of being within her role and has as#romfort about the past and
future.

Rubin (1984) described maternal identity as beiaglenup of two progressive
stages. The first stage, “Replication” suggestsriahers mimic the role of mother
in looking to their strongest female model. Theosetcstage, “dedifferentiation”
describes the shift from looking to models of expeothering to the woman herself
in relation to her child. This stage precedes nmaleédentity and involves a
stabilization of the mother’s image of her childldrer ability to anticipate her child’s
behaviour. Conversely, in developing her model aftdinal Role
attainment/Becoming a mother, Mercer (1980) useatiton and Nardi’'s (1975)
work to help describe the process of maternal attlanment through their four stage
model of role acquisition. This included anticipgt formal, informal and personal
identity stages which resulted in a mother’s seigermony, confidence and
satisfaction in the maternal role and the attachreeher infant.

There has been research more recently into theroatiens of motherhood

specifically in terms of feeding and breastfeedilgall (2001) explored “moral
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constructions” of motherhood in breastfeeding disses and how these are part of a
broader context of “medicalisation” and of the ¢ohbf mothering. Her research
found that there is a conflict in the discourseuabinfant feeding which, on one
hand, lends itself to the view that breastfeedsgatural and that all woman have the
capacity to breastfeed successfully without much resource and support; but also that
there are “facts” and information about breastfegdhat women need to be “taught
through scientific and professional interventiofihese two differing constructions
were described as a “maternalist model” where nrbthel is “celebrated as an
embodied connection between the mother and child that breastfeeding provides”; and
a “medical model” which focuses on the benefitshef milk itself, and that mothers
are “disembodied providers of milk” who must be eabed and scrutinised. Wall
(2001) also posited that both models could be batpowering and oppressive and
that therefore health education could be perceagedontrolling and/or helpful. Wall
also found that the construction that all women lmaaastfeed successfully because it
is “natural” undermines and trivialises real ditfites that many women face when
attempting to breastfeed their infant. Here, diffies appear to be thought of as
small concerns that should be easily overcome ekiisg professional advice or
support, or by being patient, motivated or havirgggase of humour. However, first
time mothers reported feeling overwhelmed by médijfficulties with breastfeeding
and felt unprepared for the exhaustion and fatthaecame with breastfeeding (Wall,
2001).

Additional support for these perspectives comes fBlum (1999) who found
that women who gave up breastfeeding after encaogtdifficulties reported feeling
isolated and unique, that their body had failed thad they had failed as mothers. She

also found that woman felt that breastfeeding hexbine “the measure of the
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mother” and that failure to breastfeed was seédasgant” in some way. The
minimisation of difficulties by health care provideand its exclusion from
educational literature as per WHO (1981) and UNIGHEI 4) guidance was thought
to protect the ideology of natural motherhood, tretefore avoid feeding into the
ideas used to promote formula feeding. This coolkemtially maintain the feelings of
failure described by Blum (1999) if difficultieseaminimised and therefore resulting
in the woman taking on responsibility for failing breastfeed successfully.

Ellie Lee (2008) looked at how maternal identity ¢ impacted upon by
constructions of motherhood in relation to “risldanfant feeding”. She found that
mothering in general was constructed as somethimghanvolved public scrutiny
and intervention and which could be defined as d@jaod ‘bad’ in its practice. Here
mothers felt that they had to justify or accoumtdecisions they made in terms of
feeding, with giving babies formula rather thanastemilk constructed as “risky” for
the physical health of the baby, and for the methfamt relationship. Lee also found
that in the current cultural context, mothers whirfula fed often struggled to
maintain a positive sense of themselves as motBexsding to formula feed,
therefore, also had to be justified and defendéds finding is in keeping with the
idea that women who choose to formula feed hawmtadentity work’ in order to
keep their identity as a ‘good mother’ secure (Miyy[1999).

The idea of information about breastfeeding poédigtminimising women's
experiences of difficulties appears to add to the@ived pressure to breastfeed.
Knaak, (2010) suggested that the risks of not Itiexading are emphasised in
information provided to women and that “choicenfant feeding has become
constrained discursively to the point where it hasome more a directive than a

choice”. For example, many women are encouragédyanto what Lee (2008)
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describes as the “bonding myth”; that breastfeeding is central to the bonding process
and that not breastfeeding will impact the bondatiegly (as suggested in section
1.4.3.). She also described how mothers faced “‘incotapse” when giving their
infant formula.

In her study leading to these findings, Lee (2d08nd that women who had
planned to breastfeed their babies and “assumed'ttiis would be successful talked
very negatively about feeding their child formufarty eight percent of women in
her study reported that they felt uncertain theyawraking the right decision when
formula feeding, with 32% having a sense of failanel guilt about not breastfeeding.
It appeared that women seemed to have interndleedotion that formula feeding
was practised by mothers who ‘do the wrong thinigioch was strongly reflected in
feelings of failure, guilt and uncertainty if expgrce did not match expectations.

In their research around the expression of bredkt dohnson, Leeming,
Williamson and Lyttle, (2012) found through inteswis and audio diaries with 22
women, that the practice of expressing breast wdlk employed as a solution to
manage “the competing demands and dilemmas of beebstfeeding” where the aim
for women was to ensure that they could continygréeide their baby with breast
milk and so avoid any “potential accusations ofrpmothering”. Johnson et al.
(2012) highlighted that although expression of nsllromoted as a solution to
breastfeeding difficulties (where mothers are ablstill provide breast milk) there is
a need for education of health professionals whidphasises the complexities of
mothering, where “prescriptive notions” of good mring can be challenged in
order to provide new mothers with better supporaking feeding decisions.

Williamson, Leeming, Lyttle and Johnson (2011) sanpgd the idea that

difficulties with breastfeeding threaten matermi@ritity. Using an interpretative
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approach to analyse data from eight women who sgpredifficulties with
breastfeeding, the researchers found two themesadhranalysis of the data. Within
the first theme; “difficulties with breastfeeding as a threat to maternal identity”,
women talked about their ability to feed their leswith their own bodies as an
“essential” part of motherhood, and that this dafithem as mothers. The second
theme was “interpreting and responding to pain'telleromen appeared to be in a
position where they were managing conflicting nesichat breastfeeding was
initially painful but also that if performed cortég should be painless. These themes
were brought together into one overarching theraedbscribed “a tension between
the women'’s lived embodied experience of theirggitel to breastfeed and a prior
expectation that breastfeeding would be relatigélgightforward by virtue of being
‘natural’” (Williamson et al., 2011, p.438).

The literature described suggests that challeng®sbreastfeeding not only
have an emotional impact on women, but also affthetis sense of themselves as
mothers, in threatening their maternal identitynsthing which is perhaps not
considered currently by healthcare providers supgpwomen. The following
section briefly presents how some experiencesaddtfeeding can be explained with
a feminist slant, which allows consideration of @n@o perspective to the lived
experience.

1.7.2. Breastfeeding and Feminisnfeminist literature that discusses
breastfeeding takes the position that the acteddifeeding empowers women and
contributes to gender equality. They posit thaséhewho cannot breastfeed due to
misinformation, lack of support or workplace coasits are subject to oppression or

exploitation (Van Esterik, 1994).
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With this in mind, feminist arguments talk abouic¢hting guilt” and object to
any kind of breastfeeding promotion, due to thitepbtally leading women to
experience guilt for any difficulty or inability toreastfeed their child. They suggest
that information about infant feeding should besprged to women as part of
informed consent, likening it to decision makingabother health care issues, for
example, in choosing treatments for cancer, whien@é or guilt is not located in the
patient for their difficulties. They maintain thagrsonal choice only exists when
information about all options are available. Thisa connects to the notion of
“politically correct breastfeeding” where thereaigultural perspective currently that
there is one “correct” way to breastfeed, agaikdahto the ideas that breastfeeding
has become ‘medicalised’ in western society, wisaieflected in the way it is
approached in current healthcare policy and guielafiis will be explored further
later on in this chapter. The feminist stance & there is a danger that breastfeeding
will be interpreted as part of women'’s oppressiwtead of women’s “liberation”,
(Gaskin, 1987) and potentially cause distress famen faced with challenges in their
breastfeeding experience. These ideas reflect séthe discussion above around
maternal identity, in terms of there being a misrthdtetween what is considered a
‘natural’ part of womanhood (suggested in the fastiliterature) and what messages
women receive in terms of there being a ‘correcsuccessful way of breastfeeding
that fits into a medical or scientific view (i.e.HD and BFI guidance).

Feeding in public Another aspect of breastfeeding that is oftemasgnted in
the media is the taboo about breastfeeding in puHkre, there is a feminist
argument about breasts and sexuality, meaninglitfisult for breasts to be viewed
as anything other than objects of sexual desites thaking their exposure in public

inappropriate and offensive. Marxists feministsénhistorically questioned and
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challenged the idea of public and private breadtfeg asking why breastfeeding
should be a private act at all:

It is strange indeed that countries which so ptidgnselves on their

fastidiousness should make social rules which dftece the most vulnerable

members of society to eat in places designed oextretory needs of other

members of society. (Gaskin, 1987 as cited in Vsterik, 1994, p.S46)

There are currently regular news items that tatkualthe

“backlash” to the cultural norm of keeping infagetling a private practice where
mothers have protested about being asked to lagMe @reas when breastfeeding.
This has often attracted media attention where aersthave ‘named and shamed’
retail or food establishments (BBC News articlel20Mirror article, 2015). There
have also been social media campaigns over thgdastto challenge the taboo of
having to ‘cover up’ when breastfeeding where woinawve posted pictures of
themselves feeding their babies on social medt#ophas such as Facebook and
Twitter to lend their support to this cause (Dagil article 2015). Recent research
on “socially sensitive lactation” (Leeming, Williagon, Lyttle and Johnson, 2013a)
found that women often felt tension between theadto breastfeed their babies and
the perceived need to manage the expectationsanfibit of others. They suggest
that breastfeeding in public is still a taboo amat it remains a “problematic social
act”.

Milk Insufficiency. Fiona Dyke’s (2010) work on the construction of
“inadequate milk syndrome” in lactating women sigigd that breastfeeding has
been reduced to a mechanistic process where anasmspé placed on the “output” of
breastmilk and has contributed to healthcare pstdesls making “mechanistic

assumptions” (i.e. focusing on the physical adtreastfeeding) related to supporting
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women in feeding. She also posits that westernodges such as biomedical science
and capitalism have impacted women’s perceptien gomething to be quantified or
measured) of their breastmilk, which in turn caadiéo problems associated with
their perceived ability to feed and the meaning this has for them (Dykes, 2002).
This idea was taken further by Boyer (2014) wh@aeshed the social and cultural
contexts of milk expression and suggested thatasad use of breast pumps in
breastfeeding as a way of increasing the likelihobddlomen continuing to breastfeed
contribute to the “medicalisation of motherhoodheBe ideas are interesting to
consider when thinking about literature that hasussed the tension between
women’s experience of support from healthcare pémals and what impact a
focus of milk insufficiency and perceived ability breastfeed might have for women.

1.7.3. Breastfeeding Self-EfficacyMore recently there has been a wealth of
literature that examines the challenges of breadifg and the relationship between
these and duration of breastfeeding in Westerresacrhis focus on these challenges
would appear to be to aid better understanding®féasons women might not
breastfeed according to recommendations and goegeland so as a way to think
about improving breastfeeding rates in the UK als ageglobally.

As described in section 1.6.3, Dennis (1999) deyesdoa theory of
Breastfeeding Self Efficacy based on Bandura’s rhofi8elf-Efficacy (1977).
Dennis’ research attempted to make sense of wonbee&stfeeding experience by
exploring mothers’ perceived confidence in herigbib breastfeed. She developed
behaviour specific self-efficacy scales to identifgthers with high or low
confidence. The theory follows Bandura’s four segrof information to inform their
breastfeeding ‘behaviour’. In terms of “performamoeomplishment”, Dennis (1999)

gave an example of a breastfeeding woman haviog &énse of breastfeeding self-
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efficacy when she was unsuccessful at a perceivgles act of latching the baby to
the breast, compared to a woman who managed testdi@nd perceived the act as
intricate and difficult. The latter woman would peedicted to have a higher sense of
self efficacy. An example of “vicarious experienee’breastfeeding, women who
have observed family members or friends succegdfuvtlastfeeding are more likely
to choose and succeed at breastfeeding thems#lhsesuggested that the most
effective role models are psychosocially and dempigically similar to the ‘target
audience’ but are more competent at the behaviemgbmodelled. An example of

this is in the use of breastfeeding counsellonsemr supporters in assisting women
with initiating breastfeeding.

“Verbal persuasion” in the appraisals of a womaersceived breastfeeding
ability by friends, family, breastfeeding suppounkers and so forth, was suggested
to be beneficial in drawing attention to and pragsihe positive aspects and skills
learned around breastfeeding. It was posited ktisican aid in boosting the woman'’s
sense of self-efficacy. Here, the more crediblepgson who is providing the
feedback, the more impact it has on changing paorepof self-efficacy.

Overall therefore, in developing the theory, Dersuggested that mothers
with high breastfeeding self-efficacy wdhoose to initiate breastfeeding and
establish goals to which they are committed. Thalyalgo exert effort and persevere
with breastfeeding even when confronted with diffies andenvision success, think
analytically, and manage self-defeating thoughtenenvhen confronted with
difficulties. It is posited that mothers with higheastfeeding self-efficacy are more
likely to interpret breastfeeding difficulties as a positballenge and not be
overwhelmed. These behaviours and beliefs werestendly shown in diverse

samples to predict breastfeeding outcomes.
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1.8. The focus on ‘difficulties’: A review of the iterature

If, as some researchers suggest, breastfeedintiaiiuaad cessation is
associated with psychological difficulties suclhdasreased sense of self-efficacy and
confidence, and an increased threat to maternatitgeas well as feelings of guilt
and failure; it is important to explore how “brdasding difficulties” have been
explored in the literature in more detail and wihat findings have been about how
difficulties are experienced. This section will peat and summarise some of the
common themes found in the literature that incluglesitative methods of research.

1.8.1 Findings of the literature reviewln Nelson’s (2006) meta-synthesis of
gualitative breastfeeding studies, it was found tineastfeeding was an “engrossing,
personal journey” for women and that overall; tiieteesis results suggested that
individualised breastfeeding plans were requiresupporting women. In exploring
breastfeeding “difficulties”, some studies in thetmsynthesis showed how women
facing these would require “persistence” (Johng602) and “maternal
perseverance” to overcome challenges (Gill, 199¢ meta-synthesis also found
that support was important but that crucially, supgvas not always experienced by
mothers as consistent with their breastfeedingsg4duck & Irurita, 2003). These
“incompatible expectations” were recognised betwibermother and her family,
friends and health care professionals. The impldificculties on maternal self -
esteem was also evidenced where mothers talked tsdimg “rejected” by their
infants when breastfeeding had not gone well (Sathiawed Barclay, 2001).

In a more recent synthesis of seventeen qualitativéies of breastfeeding
experiences, Burns, Schmied, Sheehan and Fenwdd®)2ound two overarching
themes. They found that breastfeeding was deschibidms of “expectation” and

“reality” where women had an expectation that bifeasling was a natural process
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which was best for baby and was aligned with baiiggod mother. Subsequently,
women felt the need to get breastfeeding “rightie Teality of breastfeeding was
experienced as “demanding” and a process whichrextjperseverance. The
cessation of breastfeeding was often associatddguitt and a sense of failure. The
second theme; “discourses of connection and dissmad activity” represented the
ideas from women who enjoyed breastfeeding, expeing it as allowing a special
relationship with their baby.

A theme in the literature that was common acrossrs¢ studies was the need
to seek professional support when breastfeedingranédxperience of the support
received. For example, Shakespeare et al. (20@#)ested that the Baby Friendly
Initiative (2012) seemed to contribute to unhelphtiéractions between mothers and
professionals, and that the help and literaturergi® mothers had no mention of
potential difficulties, whereas information on atineethods of feeding was censored.
The authors suggested that there was a need fore“mother friendly” approach to
breastfeeding support, but acknowledged that 8tedy was focused on post-natal
depression rather than difficulties and highlightieel need for more research in this
area.

Hall and Hauck (2007) found that there was a neégét it right’ and that
women experienced pressure to breastfeed fromgmiofeals. They outlined several
factors that decreased maternal confidence in theeating: physical problems such
as breast pain or infections, lack of milk supphyg dactors such as pressure from
health care providers to ‘force’ feed their infariigeastfeeding in public and feeling
neglected by healthcare professionals. Other relsgacked up on the idea of
breastfeeding being “medicalised” (Mahon-Daley &déews, 2002) and therefore

impacting a woman'’s sense of being a good mothggesting that there is a need for
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a shift from “medical discourse” around breastfegdb a more “mother-centred”
approach (Marshall, Renfrew & Godfrey, 2007).

As previously discussed (section 1.7) the ideawbman’s self-concept about
the kind of mother she is based on her breastfgeability was presented in
researchers’ findings that maternal identity iaetdr in determining the experience of
infant feeding. As presented earlier in the cham#ltiamson, et al (2011) Used an
interpretative approach to analyse data from eigithen who expressed difficulties
with breastfeeding. They described that theseitdiffies” posed a “threat” to
maternal identity. These findings build upon preseesearch by Schmied and
Barclay (1999) who conducted semi structured inésvs and found, as described in
the earlier section, that maternal identity wasantpd by breastfeeding experiences.
Breastfeeding was found to be central to womenises®f identity as a mother. They
found that 25% of women interviewed found breaslifeg to be a disappointing,
distressing experience and described it as disritoutines), distorted (perception
of breasts and body) and a disconnected exper{gaeieng overwhelmed by
proximity to infant and need for separation). Théhars used discourse analysis to
interpret the data and examine the way in which eficonstructed” their
experience of breastfeeding through language awhavimagery.

Another theme found in the literature was arountenmal confidence and
satisfaction with breastfeeding. Hoddinott and @i#99) found that women’s’
confidence about breastfeeding post-natally efflsgtding negatively. Women were
found to be unlikely to seek help for their diffites with breastfeeding and that they
had an expectation that breastfeeding should be &gain, as previous research
found, making any difficulties experienced likebyrhake them feel a failure. This

was also reflected in interviews conducted by Latmet al (2012) who explored
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maternal satisfaction. In this study the reseascitantified and defined physical
difficulties experienced by mothers as well as psyagical, social and
peer/professional factors that impacted upon mateatisfaction, and found that
breastfeeding difficulties were associated withrdased maternal satisfaction. They
also suggested that information about women’s’ etgi®ns regarding breastfeeding
duration may help healthcare providers give mopr@miate guidance to women.
Other studies also highlighted that mothers wharfeaff the path” in terms of
attempting to overcome difficulties reported exprcing feelings of isolation,
despair and frustration (Hauck et al., 2002).Theés also highlighted in Palmer,
Carlsson, Mollberg, and Nystrom’s (2012) findingattmothers difficulties around
feeling alone and exposed when trying to feed tinéants. The authors described
mother’s “existential lostness” to encapsulate lsowie women find their experience
of breastfeeding one which adversely impacts caioreto their infant, causing
alienation and ambivalence to breastfeeding.

Once mothers had discontinued breastfeeding dd#fiulties, it was found
that they felt grateful for some “resolution” (H&u& Irurita, 2002) although this
was often experienced as mixed feelings, i.e. udisol vs. guilt, shame and feelings

of failure (Mozingo, Davis, Droppleman, and Meriie2000).

1.8.2. Summary of breastfeeding literatureThe overall themes explored
through breastfeeding literature suggest that kbessing mothers can describe
experiencing many psychological and emotional clifies related to the act of
feeding their infant. The studies generally ideatifsome overarching themes that
were consistent. Firstly, women reported that thenfidence in their ability to
breastfeed impacted upon their experience of Hesahg, for example, duration and

satisfaction. This fits well with the both selfieticy and breast feeding self-efficacy
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theories which provide a conceptual framework uwbich to hang these findings
(Bandura, 1977; Dennis, 1999). However, some research goes furthexptoeng in
more detail how women might experience challengés bveastfeeding and the
meaning this has for them. For example, it is algggested that mothers’
expectations about their ability to breastfeedardy impact how long they are able
to feed their baby, but also impact negatively orogonal and psychological levels.
This was demonstrated through studies that disduss& maternal identity can be
threatened by mothers’ negative breastfeeding expmas, with some women
equating their ability to feed with good motherifigperefore inability to feed was
often found to lead to feelings of failure, lackooinfidence and dissatisfaction with
the whole experience, as well as an increase irtienad distress if breastfeeding is
not possible (e.g. O’'Brien et al. 2008).

The literature did appear to consistently reportilgir challenges to
breastfeeding, defining them in different physi@atl emotional categories. An
emphasis on a medical, scientific approach to biesding was evident, through
much focus on physical difficulties associated viathastfeeding such breast and
nipple pain, latch, milk supply and medical probtesaich as infections (e.g. mastitis,
thrush). Further, emotional or psychological diifiees were described as distress,
lack of confidence, low self-efficacy, negative eratal identity and a mismatch in
breast feeding expectations and experiences. @tbtrs that were described in
some studies, were issues related to breastfeadthg workplace and modesty or
embarrassment about breastfeeding in public. Tiker lasues, i.e. modesty, are
interesting because they are generally not ishwssate at the forefront of healthcare

givers’ agendas when offering support to women.
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These findings are interesting when consideringpthesible impact on
emotional well-being that women experience wheroantering challenges to
breastfeeding. Whilst research from a more positperspective provides a way in
which to measure and quantify breastfeeding ratdsbahaviours, other research
seeks to qualitatively explore women’s experieranasthe meaning that is attached
to difficulties with which they are faced. Theseraveonsidered and used to develop
the research questions which will be presentedbelsection 1.9.

When considering the above literature in the candésupporting women in
their breastfeeding journey in order to improvedstéeeding duration, it is helpful to
explore how current support is experienced by woateaessing services in the UK.
The section below will present some research areworden’s experience of
breastfeeding support.

1.8.3. Breastfeeding policy in healthcareCurrent research around
breastfeeding rates, durations and impact on psygizal well-being seem to
highlight the need for support from healthcare gssfonals. However, according to
Hoddinott, Craig, Britten and Mclnnes (2012), relgamovisions in post-natal care
such as breastfeeding support services seem t@ki@agnvomen feel under more
pressure to succeed with breastfeeding. Recerdrassuggests that current policy
and guidelines on breastfeeding are actually uisteabnd unhelpful, where women
are feeling under constant pressure to successfidistfeed their babies,
exclusively, and for longer.

Hoddinott et al. (2012) researched experiencélidf six women and their
families in relation to this with serial semi strtuied interviews. They found that
there was a clash between women'’s covert and tunéaht feeding idealism” and

what was actually experienced. Further to this,ili@sl main priority was their
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immediate well-being, which was an overriding fagtoinfant feeding choices,
rather than any longer term health benefits. It alas found that feeding education
was perceived as being overly technical and rudesgdh, possibly undermining
womens’ confidence.

Within the Care Quality Commission (CQC) reportlué 2013 Maternity
Survey it was found that 85.5% of comments madtheriopic of Infant Feeding
were negative. Forty one percent of women felt @gphtely supported in
breastfeeding and felt that information providedwaor. A fifth of women felt they
received inconsistent advice about breastfeediggendent upon the individual
midwife’s opinions, which left them feeling confusand anxious. Fourteen percent
felt overwhelmed by the pressure of breastfeediftgn feeling “bullied into
breastfeeding”, and feeling isolated and guilty (GQ013).

One explanation for this is that support offereevtimen is aimed at the
physcal act of breastfeeding; for example, establishing a good latch, timings of feeds,
baby’s weight gain and medical issues such as nsaséther than on giving women
emotional support about their feeding difficult@seven supporting choices that do
not include breast feeding

Leeming, Williamson, Johnson and Lyttle (2013b)lexgd how women make
use of expertise from maternity professionals aheérdoreastfeeding support
workers. In this qualitative study, twenty two wemwere interviewed and
completed audio diaries at two time points durimgfirst five weeks in the post-
partum period. It was found that women talked alboeitr experience of using
expertise in terms of it being either an empoweang disempowering experience.
Leeming et al. (2013) suggest that breastfeedipgat workers should ensure that

their expertise does not disempower women by |gathiem feeling confused,
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pressured or judged. Furthermore, it was suggélstedvomen differ in their
informational needs, and therefore if support ibéaeffective, information and advice
given should reflect their individual needs.

Research has only recently begun to consider péygical factors in
breastfeeding difficulties, and the impact of theeenaternal wellbeing, this having
been somewhat overlooked in past studies. Theadblaitesearch appears to highlight
many assumptions in current guidelines for the stgpat is on offer to
breastfeeding women. For example, middle class woemne often thought to have
fewer difficulties and considered more as “natutaBast feeders (Mahon-Daly &
Andrews, 2002). The implications of this could battthese women may feel more
pressure to breastfeed and possibly less likeipfwoach healthcare professionals if
they are struggling.

Another assumption is that women who are breastigeate happy in their
choice and not experiencing any difficulties. Worgro have not chosen to
breastfeed are often left out of research studied so the impact of making a
decision not to breast feed is often not known, @uld be a factor when considering
post-natal distress as outlined in the currentaneseliterature. There also appear to
be assumptions about what defines “difficultiestin@ntly, many scales that measure
infant feeding focus on physical difficulties armlemotional problems relating to the
act of breastfeeding can go left unrecorded, paiytosing the opportunity to
explore meaning in women'’s experiences of suclcdiffes. Similarly, healthcare
professionals tend to still use post- natal defwasscales that do not specifically
include questions about feeding, which can potéytiaean any emotional

difficulties relating to feeding are not discussed.
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Some researchers (e.g. Hoddinott et al., 2012)esidghat healthcare
professionals need to show sensitivity to the negaaind significance of
breastfeeding to maternal self-esteem and the wsnpanceived ability to mother;
and that this can only be achieved through collatbeely working with women and
their own support network where there is an ackedgément of her breastfeeding
goals, capacity, comfort level with her own bodyl duer tolerance for breastfeeding
difficulties. Nelson (2006) suggested that it waslent from a number of studies that
this approach would have a greater impact on a wability to breastfeed for
longer than using the standardised packages obsutyat are currently adopted.

Another factor that is of importance and that wasegally described across
all of the studies reviewed is that of pressureraastfeed. As recent media attention
has highlighted, (e.g. UNICEF, 2012) the findinlgattincreasing breastfeeding in
women could save the NHS millions of pounds couhlthier cause pressure from
health professionals for women to succeed at desabng. This pressure could
potentially lead to an increase in emotional dsdras well as breastfeeding
difficulties. As Hoddinott (2012) suggests, currpoticy and guidelines could be
unhelpful to women when dealing with the realitybo¢astfeeding. It appears that
although the NHS is attempting to support womemaes this support is misguided,
resulting in women feeling that they have limitéwbices in feeding their infant, and
that they need to be successful in breastfeedinly,support seeming to be “one size
fits all” in nature. However, the literature alsoits to internalised pressure that
women may place on themselves to succeed in breastfeeding; for example in
considering perceptions of the self as a mothetthe idea of woman and

motherhood in the current cultural and social cani@.ee, 2008;Knaak, 2010)
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These findings were also taken into consideratibemexploring how women
experience receiving information and interactioti wrofessionals in thinking about
the research questions and overall aims of thesthes
1.9 Rationale for the Current Research

There is currently limited research that looks eétadl at emotional difficulties
in women who breastfeed. There seems to be a fadlrity about what these
difficulties may be, with many assumptions beingdmabout what support women
need. Often, it appears that such support can gplaced or misguided, with the
emphasis being on the physical aspects of bredstigand the beneficial impact on
the child. Little attention is given to how breasfling challenges are defined for
women, and what this means for them as well athfgr babies.

This study therefore, will explore women'’s expederf breastfeeding in an
attempt to understand in more detail the emotionphct of breastfeeding, taking
into consideration the positive aspects of breadifey as well as the challenges. For
example, assumptions are made that women who eastigeding and not reporting
difficulties, as historically defined, are copinghNwvith their choice to breastfeed and
have no emotional difficulties relating to feedif@cusing research on those mothers
only reporting difficulties risks excluding thosénase experiences are as of yet,
undefined under the umbrella of “breastfeedingdifties”. It is therefore necessary
to broaden the line of exploration to include wonregeneral who are breastfeeding
in order to explore their personal perspectivesiouit influencing the data with too
rigid a priori themes.

The current study sought to keep in line with poegiresearch studies that
have utilised a qualitative methodology in ordeexplore issues surrounding

breastfeeding, feeding in general and women’s emalias well as mental health.
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According to Sofaer (1999), qualitative methdddelp provide rich descriptions of
phenomena. They enhance understanding of the daftexents as well as the
events themselves. In addition; qualitative metreadsindeed help to identify
patterns and configurations among variables amdaie distinctions. Thus,
gualitative research not only serves the desidesaribe; it also helps move inquiry
toward more meaningful explanatior(§:1102).

The following research questions were therefordaggd within the current
study where the aim was to add to the literatuoeiad breastfeeding experiences in

women and the meaning they place on the challethggsencounter with this.

1.9.1 Research Questions

e \What are women’s experiences of breastfeeding?

e \What are women’s perceptions of the emotional impéabreastfeeding?

e What are women’s perceptions about breastfeedifigudiies, and how are
these defined for them?

¢ \What does it mean for women to experience diffiesltvith breastfeeding?

1.9.2. Reflexive StatementAs the researcher is central to qualitative resgatc
is important for the researcher to be reflexivetighout the research process and
consider this in all aspects of the study beingeutadken. Below, the researcher will
give an introductory reflection on their positiomdainitial thoughts about the study.
Subsequent excerpts from the researcher’s refeefivwnal will be placed in boxes

throughout the sections within the paper.
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June 2012
As a mother and a trainee, when the opportunigxploring breastfeeding as g
piece of research arose, it was obviously extrenmdgyesting to me both
personally and professionally. Through my persaxgerience of breastfeedin
my daughter, and through meeting and talking wttteomums when | was
myself a new mum, it had become apparent to métkastfeeding was an
extremely emotive experience and subject, sometvtingh | had not perhaps
appreciated before becoming a mother. | felt stiptigat breastfeeding and the
way in which women'’s experiences of it impacted graotional well-being
would be a worth-while field to explore in morealet’m aware that | have a
personal connection to this topic, and it is an @agosubject for me too, but |
can surely use this as an advantage in putting meyges into a method that
might make my personal connection part of the neseproject? | wonder if a
gualitative study would fit with this? | definitelyink that choosing a topic to
explore that | am interested in will help the whdeearch process!

July 2012

I've been chatting to another mum and fellow trainé/e were sharing
experiences of breastfeeding and | came to thinkiege are just so many
assumptions that are made around it by healthcaoéegsionals. For example,
the assumptions that if you're breastfeeding wiahdifficulties’ and baby is
putting weight on etc, then all is ok. | don’t tkianyone ever asked me how |
felt, because things were seemingly ‘ok’. And hdithink | had the right to
complain that in fact | was feeling trapped, tiraad stressed, that despite all
my efforts, my baby wouldn’t take a bottle so lldawot have a break at all. |
tried on a couple of occasions to tell the healtfiters at the weigh in clinics
how | was feeling but was quickly rebuffed by remaauch as “count yourself
lucky” and reassurances that as baby was doing,wélad nothing to be
bothered about. So | ended up feeling really gddtynot being ecstatic that my
baby was an “excellent breast-feeder” and just vilrgbreastfeeding to end..
My friend was saying she had very similar feeliafjfustration, and that it can
really get you down...I'm wondering how many othemen this is the case
for...?

(@]
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January 2013-After meeting with a breastfeeding co-ordinator

Are you kidding me?! I didn’t realise that there was guidance saying you couldn’t
give advice to women about formula or basically say anything that can discourage
women from breastfeeding! So what about the women who don’t want to or can’t
breastfeed for some reason? It seems really dictatorial. I'm sure it’s all based on
evidence-must look up what the UK Baby Friendly Initiative guidance says in more
detail, because it would appear there are really specific rules about the information
women are and are not allowed to be given. I'm finding myself getting really
annoyed about this, which is funny, because at the start of this research process |
was relatively ‘pro’ breastfeeding but increasingly I'm feeling that as a woman, the
fact that some information is censored in case I don’t make the ‘right’ decision and
choose to breastfeed, extremely patronising! What happened to informed consent?!
INFORMED consent!! Conversations with some of the breastfeeding coordinators in
some of the trusts have been interesting-they said they are slowly moving towards
not asking women before they have their baby what their feeding intentions are,
because they are preoccupied with the birth and so perhaps cannot attend to
conversations about feeding very well. So why do the same trusts still hold
breastfeeding classes antenatally?? Also, the baby friendly guidance is apparently
meant to not ‘put women off’ breastfeeding by going into detail about the potential
difficulties-again not informed, but just seems to me, ridiculous-it’s like saying we
should censor One Born Every Minute in case it puts people off reproducing!!
Someone is missing the point a bit here I think. In my experience, the desire to
breastfeed is just something that happens when the a baby is born (or not I guess),
it’s connected to your emotions, just like your desire to have a baby is instinctive so
how can anything you say to a woman to convince her otherwise override that? |
don’t know, maybe it can....but [ doubt it.....
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Chapter 2: Methodology
2.1 Overview of Chapter
The following chapter will firstly outline the aintd this research as discussed
in Chapter 1. The research design as well as digasibn for the method chosen will
then be discussed. The procedure undertaken ctalata will be outlined in detail
and an overview of Interpretative Phenomenologheellysis (IPA) will then be

provided. The specific method of data analysis kellpresented to finish the chapter.

2.2 Research Aims

The purpose and aims of this research were to exfhe ‘lived’ experiences
of first time mothers who were breastfeeding. Tiuelyg aimed to gain further insight
into how women experience breastfeeding difficglaéad the impact and meaning of
these for them.

2.3 Research Design

This section will present the rationale for usinglitative methods to conduct
the study as well as the rationale to utilise IBAapecific method of data analysis.
An overview of IPA is given as well as a descriptaf the philosophy underpinning
it. Epistemology is briefly discussed and researshmosition is outlined.

2.3.1 Rationale for qualitative researchThis study utilised a qualitative
methodology in order to explore issues surroundimgstfeeding, infant feeding in
general and women’s emotional health regardingetiesies.

Howitt and Cramer (2008) describe how a qualitathethod is indicated
when there is little research into the topic, wheee is a lack of clarity over the
research questions or where the use of a mordwtedcapproach, for example the

use of measures, may discourage individuals froricgzating.
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Qualitative methods come from the standpoint thatresearcher is central to
the sense that is made from the issue that is liplpred. Here the position taken by
gualitative researchers is that it is not posdibldirectly observe or measure
behaviour, but instead only others’ perceptionthefexperience they have had. As
Bannister et al. (1994) describe, qualitative redeaims to capture internal sense or
meaning making and how that impabthaviour; is an “exploration, elaboration and
systemization” of the meaning of a particular phreaeoon and is the “illuminative
representation” of the meaning of an issue or bl

For the current study, the researcher was intetestexploring in depth the
experiences of women who were breastfeeding arsbpal meanings that experience
held for them. Through reading both qualitative godntitative research related to
the topic are, it was felt that qualitative methlody would be the most appropriate
way of researching experience ancanieg for breastfeeding mothers; in order to add
some depth and insights into discussions arounddhef breastfeeding where
breastfeeding duration and rates are currently asipéd in the research field. As the
research questions set out below will describerebearcher was interested to
understand more about how women’s experiencesealtieeding and challenges of
these seemed to cause so much distress for soththeareasons that this subject
seems still such an emotive, and at times, tabb@stin our society.

This research aimed to keep in line with previduslies in the field, as
discussed in Chapter One, where qualitative methads been adopted explore
issues surrounding breastfeeding and breastfeedfngylties.

2.3.2. Overview of IPA.IPA attempts to understand lived experiences, how
participants make sense of these, and exploraadia@ings these experiences hold. It

is interested in people’s subjective perspectivamevent, and does not attempt to
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produce objective data about the event itself. i&4es into account the idea that true
knowledge about another person’s experience cdmendirectly or completely
understood, and that the researcher’s own coneepéibout the other’s world is
significant when they are making sense of partitigiaexperiences through an
interpretative activity. There are three main tle¢igal underpinnings of IPA,
phenomenology, which is the philosophical studibefng’ or experiences;
hermeneutics, the theory of interpretation; andgdaphy, the idea of the particular.
These concepts will be described briefly below.

2.3.3. The study of experiencedusserl (1859-1938) developed the idea of
‘transcendental/descriptive phenomenology’ andnaefiit as the ‘study of the
essence of conscious experience’. He positedrhader to engage with phenomena
in the world, it was necessary to put aside, orstand, ones’ own personal
experience or content of consciousness, puttinggarselal understanding of the
world aside. He named this usual state of mindhasratural attitude’, which he
described as a ‘mindless’ state in which peoplecareerned about everyday
assumptions about how things are. Through the Ug®uoght experiments and
exercises, Husserl described how there could bera reflexive move away from
this natural attitude in order to attempt to untderd things as we experience them.
He called this a ‘Phenomenological Attitude’. Hgoatalked about how it was
possible to engage in ‘bracketing’ off past knowgedculture, context and history in
order to access the essence of a given phenomernpprasents itself to
consciousness. Here, biases and prejudices almwutaitid, along with rules and
expectations are put aside, with the aim of foaysin immediate experience. Spinelli
(1997) termed this as ‘un-knowing’, where interptemns of experience would

therefore be more adequate.
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2.3.4. HermeneuticsHeidegger (1889-1976) disagreed with Husserl's
reductionist stance (which maintains that complegnmomena are best understood by
analysis which breaks the phenomena into theirdomehtal, elementary aspects) on
the study of consciousness, arguing that it igoogsible to separate oneself from the
world one is in and that there is an ‘essence’l@nemena to know or uncover in a
positivistic (objective and observable) sense. Eigigr posited that the only
observations that can be made are from one’s owitigo, and that the best that one
can manage in research isiaterpretationof the phenomena.

Heidegger developed hermeneutic/existential phenotogy with a focus on
Hermeneutics (theory of interpretation) and an easghon “worldliness”, which is
concerned with relatedness to the world and redatigps within it. He posited that in
order to understand something we have to interpfiest. It is therefore necessary to
understand what our personal experiences and oureéddedness” in the world
brings to the interpretation. Heidegger called ¢hesr “fore understandings” (also
referred to as “fore-conceptions”). An awarendsh@se preconceptions or fore-
understandings can be developed through the reflgtiocess throughout the
research. IPA utilises the Heideggerian approackftexivity by adopting the
concept of the Hermeneutic Circle (Figure 1, Godarh@75) to describe the iterative
process through which a new understanding of aevieallity can be developed by

means of exploring the “detail of existence”.
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Figure 1. Hermeneutic Circle Diagram, adapted f@odamer, 1975).

! Encounter with

Fore-
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experience

Interpretative
revision of fore-
understanding

It is posited that the researcher always brings fbee-conceptions to the
encounter and that the phenomenon is seen indighese. Fore-understandings
might not become apparent to the researcher eyl are presented with “the new”
and so IPA encourages researchers to remain og@edonceptions emerging during
the process. Fore-understandings will thereforedmtinually revised in this cyclical
process as new understandings of the phenomengenidrere is also an idea that
there is a dynamic relationship between the pattthe whole, where the meaning of
the part might only become clear in the contexhefwhole. This is evident in the
process of analysis, for example, in analysingnglsiword embedded in a sentence,
or an extract within a complete text and so on {Bnfkilowers and Larkin, 2009). In
engaging with the participant and their understagdihe researcher facilitates the
process of bracketing, through becoming more awhtieeir own pre-conceptions.
Here, a ‘double hermeneutic’ process occurs, wtier@esearcher is making sense of
the participant making sense of the phenomena leiplpred.
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IPA’s connection to hermeneutics and its’ desanipdf phenomenology as an
interpretative activity is what defines it as atenpretative phenomenological
approach. In attempting to tackle the notion otketing, Smith et al. (2009)
describe it as ‘something that can only be paytiathieved’ and as a ‘cyclical
process’. They suggest that in order to developeammpmenological attitude, the
researcher must adopt an ‘open attitude’ where @heypen to a shift in
understandings, and open to their own preconcepbeimg obliterated. The
researcher must also respect others’ ‘truths’ @g #éne told, and respect the fact that
we can never really fully understand another’s epee.

In order to enable the researcher to be conscibiiiem own preconceptions
about the subject and the data, a reflective jdwmaa used in the current research as
an aid when the researcher was making interprettidss Ortlipp (2008) points out:

“Rather than attempting to control researcher \&atheough method or by

bracketing assumptions, the aim is to conscioustyawledge those values.

Keeping self-reflective journals is a strategy et facilitate reflexivity,

whereby researchers use their journal to examiaesgmal assumptions and

goals” and clarify “individual belief systems angbgectivities”.(p.695)

The researcher will present excerpts of her raflectiary throughout this
paper to provide the reader with some insights naw the researcher developed an
awareness of her fore-understandings, how thesenmag/impacted how the research
was conducted and thoughts and interpretationstabeulata gathered.

2.3.5.ldiography. The idea of “Idiography” within IPA is concernagth the
particular and with developing an understandinthefmeaning of individual life
rather than attempting to generalise or developaraal causal laws (Lamiellm,

1987, cited in Smith et al., 2009). In contrashatoomothetic approach (the study of
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scientific laws), IPA’s idiographic position offetdetailed, nuanced analyses of
particular instances of lived experience” (Smitlalet2009, p.37). IPA commits to a
position of the particular in two ways. Firstly tapproach offers detail through
systematic, in-depth analysis, in attempting toansthnd how particular experiential
phenomena have been understood from the perspetpzticular people, in a
particular context. Secondly, it makes a commitnterthe single case in its own right
by examining a small sample which is purposiveheoghenomenon being explored.
Here, each case in a sample is treated as a siaggeanalysis before analysis is
drawn across cases. The method of analysis wilkipéored in more detail later in
this section.

2.3.6.Epistemology.When considering using qualitative methods in
approaching a particular topic, it is importanttmsider epistemology in formulating
the research questions and deciding upon appreprathods to explore these. When
using a quantitative approach, the assumptioraisttiere is a ‘truth’ that is there to
uncover in an unbiased, objective way, and theeedgpositivist, reductionist position
can be taken where empirical data can be colldotetthis aim. In contrast, the
epistemological position required for conductinglifative research rejects the idea
of the researcher as being positioned outsideeofdakearch, rather viewing them as
part of the research through shaping the wayabrgducted. It is also concerned with
the rich descriptions around a person’s lived egpee. As such, there is a distinction
between ‘method’ in a quantitative sense, whiotoiscerned with a ‘recipe’ of what
is to be done or a “specific research techniqued, ‘anethodology” in qualitative
research, which encompasses philosophical andatiesrcommitments in a more
“general approach to studying research topics’ingia strategy or plan of action

which are more epistemologically informed (Silverma003). It is therefore
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essential that the researcher has clear objechvast what it is possible to find out
about the topic, and that this is embedded withinder understanding of the
epistemological position, which will be further éaged below.

IPA attempts to maintain an ‘epistemological opesshbut is hermeneutic
phenomenological in its epistemological positidhAlresearchers generally tend to
argue a position which lies somewhere betweercatitealist and contextual
constructivist and thus is flexible in terms ofrmeable to accommodate the
researcher’s own perspectives in approaching ths@arch.

A critical realism position is one way of locatinge aspect of hermeneutic
phenomenology, and holds that human beings aredomua reality that is
independent of our consciousness and thoughtdhhutite meaning we make of this
reality is influenced by our social experiencesatffigh and Smith, 2008)
Constructivists use the metaphor of constructiosutdmarise the epistemological
position that all knowledge is built by individuglSobern, 1993) and contextual
constructivists emphasise a contextualised realitygre it is assumed that all
knowledge is context specific.

The researcher’s position in engaging with thigaesh fits best with the
position of critical realist, holding the idea thiére is an objective reality that exists
outside of individuals’ thoughts but that our sbegperiences and contexts influence
the meaning we make of that reality. The researablenowledges, however, that
they are engaging in hermeneutic, interpretativenpimenology in conducting their
research, as this is the methodology that IPA sebBaipon and in providing the
“tools” to approach the work of the research study.

As a psychologist, the researcher is interestédarstudy of other human

beings; in understanding rather than explainingeeepce. Breastfeeding holds
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multiple meanings for people, and the researchpasstion, which is in keeping with
IPA, is that that meaning can only be known throungérpretation. This stance, then,
leads to selecting a methodology most closely eligio the researcher’s theory of
knowledge, and thus IPA .

2.3.7.Phenomenology.The current research was based on a
phenomenological approach, which“@G@oncerned with the relationship between the
reality which exists outside our minds (objectieality) and the variety of thoughts
and ideas each of us may have about our realibjgstive reality).” (Spinelli, 1995,
p.31)

“Phenomenology” is a term to describe a philosoglhicovement and a range
of research methods that is concerned with theysttitbeing’ and/or experience. It
argues that we experience the phenomena of thelwather than its ‘reality’, and
posits that each person’s experience of the wdrddes ‘common variables’ but that
no individual experience can be fully shared by tny people. The principal task of
phenomenology, therefore, is to ‘strip away’ thierpretational layers added to the
unknown stimuli of our experience in order to agrat a more adequate, if still
approximate and incomplete, knowledge of the ‘thittgemselves’ (Husserl, 1931).

2.3.8. Rationale for choosing IPAQualitative research focuses on meaning,
sense making and communicative action, which isistent with the IPA approach
to analysing qualitative data. IPA is consisterthviine epistemological position of
the research questions being explored in the custady as the objectives are to
explore the perceptions and views of the partidipamhich reflects both the
interpretative and phenomenological aspects of (([BAith et al., 2009). The research
guestions explored here are directed towards phenological material and focus on

participants’ understandings of their experieneesl, are open and exploratory in
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nature. In line with the enquiring, curious natafehis study, an interpretative
phenomenological approach was used to explore iexpes of breastfeeding. This
allowed for a freedom and flexibility in the datiatained, developing ‘bottom up’
themes that arose as a result of the data rathertbing predetermined before the
interviews.

The main focus of the study, therefore, was in@axpy how women
experience breastfeeding in general, and how tre§eraense of any challenges that
they encounter. Using IPA allowed an exploratiomhaimes without imposing the
researcher’s biases or preconceptions and assuma@imut what these experiences
were before data were collected, whilst allowingtfee researcher’s position and
perspectives in the process of interpretation td,dahich will be discussed further

later in this chapter.

2.4 Research Procedure

This section will provide a detailed descriptionioé procedure adopted to
recruit participants to the study. It will then go to describe how interviews were
conducted and how data were captured. The secilbalso discuss ethical
considerations that were made by the researctdgsigning the research. Finally, the
method of analyses used will be described. Allvate documentation for obtaining
ethical and local research and development appfovalarticipating research sites
can be found in appendices G-H, together witheséarch materials used to collect
data (Appendices A-F).

2.4.1. Ethical approval Ethical approval was sought from an NHS Research
Ethics Committee (REC) prior to any commencememeséarch activity. Approval

was also sought from the local NHS Research an@lbpment (R&D) departments
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in the Trusts from which participants were recritd favourable ethical opinion and
R&D approvals were granted.

2.4.2. Participants.Participants were recruited through NHS Maternity
services via postnatal breastfeeding clinics. differed to the initial plan for
recruitment where women would be approached bothearante natal period as well
as the post-natal period. The change in recruitrplam and implications of this is
discussed further in Chapter 4.

Sampling from NHS services was decided upon torertfiat women from a
range of socio-economic backgrounds had the oppitytto participate in the
research. Recruiting from other organisations sgctihhe National Childbirth Trust
(NCT) or La Leche League may have introduced biasesost members of these
organisations are typically white, middle class vemrmvho may hold certain attitudes
toward breastfeeding typical of that group. Forphepose of the current study, it was
felt that it would be beneficial to include mothémem all backgrounds in an attempt
to gain a picture of the breastfeeding experient@gmen who access usual NHS
services. A total of six women were recruited t® study, aged between 31 and 35
years old.

2.4.3. Inclusion criteria In line with previous research samples, participa
were first time mothers of babies up to six momthage, who were currently (at the
time of interviewing) breastfeeding, had breastfethe past, or who had attempted to
breastfeed their baby at least once. The term 8tieading” used here is in keeping
with the definitions outlined within Chapter 1, aindludes feeding expressed
breastmilk from either the breast or from a botfihere “exclusive breastfeeding” is
referred to, that again includes feeding of exmddseastmilk, but that no other milk

substitutes or solids are given. For the purposéseanclusion criteria, women were
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required only to have engaged in breastfeedingeeurrent or in the past. The
sample age range began from 18 years. No uppdimnage/as imposed.

The rationale for recruiting women with babies unglg months old was that
it is usually (as per guidance) around six monthemwomen begin to wean babies
onto solids. Therefore, recruiting after six montlmild potentially mean that women
were not as closely engaged in their experiencéseaafstfeeding, nor would they be
as likely to be accessing post -natal services.

2.4.4. Exclusion criteria.Participants were required to understand writteth an
spoken English; those who did not were excludenhftioe study. This is because
participants were required to engage in the ingsvgiwithout the need for
interpreters. The use of interpreters would malagptdg an IPA approach difficult
due to the language used by participants havimg tinrough an interpreter. This
could potentially disrupt the analytic procedurattis essential in IPA; by adding a
third layer of interpretation to consider ratheartlfocusing on the data arising from
the conversation between the participant and resegrwhere the interpreter would
also become part of the research context.

Women who had not attempted to establish breastigecere also excluded
from the study. This is because the interview askealicitly about their experience
of breastfeeding therefore at least one experiemserequired for participants to be
able to engage in a conversation about this.

As part of the qualitative methodology, interviewsre required to be
recorded so that in-depth analysis of the datadcbelconducted. Therefore
participants who did not give consent for theiemtew to be recorded were excluded

from the study. Consent issues will be discussétidu below.
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2.4.5. Sample SizeéAccording to Smith et al (2009), the primary comcef
IPA is with a detailed account of an individualigoerience, and so IPA studies
benefit from a concentrated focus on a small nurobeases, where quality, rather
than quantity, is the issue. For Professional Dat¢oresearch, it is recommended
that a sample of between 4 and 10 interviews ipi@diodue to successful analysis
requiring ‘time, reflection and dialogue’ which ¢gar datasets are likely to inhibit
amongst less experienced researchers (Smith, 2A@2mple of six participants was
recruited to the study.

2.4.6. Participant demographicsThe table below presents demographic
information about the participants recruited. Pssyths are used to protect identity.
Where the method of feeding is described “exclubneastfeeding” means that the
baby is only fed breast milk and no substitutesuaies. “mixed feeding” describes
mothers who use a combination of breastfeeding;esspn of breast milk given in a
bottle, and supplementing breast milk with form#lanore detailed description of

the participants is included in Chapter 3.

57



Table 1. Participant Demographics

Participant Age Ethnicity Age of baby Method of
feeding
Helen 33 White British 5 months Exclusive
Breastfeeding
Anne 35 White British 4 weeks Exclusive
Breastfeeding
Emily 31 White British 3 weeks Mixed feeding
Rachel 33 White British 5 weeks Exclusive
Breastfeeding
Susan 33 White British 12 weeks Exclusive
Breastfeeding
Jayne 35 British Other 5 months Mixed Feeding

2.5. Recruitment Procedure

Participants were recruited from NHS run postnlataastfeeding classes and

groups. The researcher attended these to pregerggbarch, inviting participants to

ask questions. If participants were interestedhénresearch they were provided with

an information sheet and contact details form (Apulees A-B) to be returned to the

researcher either immediately or by post at a ldée using stamped addressed

envelopes that were provided.
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Recruitment posters (Appendix A) were also dispiiayethe antenatal clinics
of participating research sites. Posters provideded summary of the research and
included the contact details of the researchetidjzants were invited to make
contact by email or telephone if interested inrésearch for further information.
Those who made contact via an advertisement weoesaint an information sheet
prior to an interview being arranged, once inclosidateria had been checked via a
telephone conversation or email correspondencetivtmesearcher.

When the potential participant had access to tfeenmation sheet for at least
72 hours, the researcher then made contact totasciéithe participant still wished
to take part and arrange an interview. At this pthe researcher gave the participant
the opportunity to ask any further questions alteeitstudy and ensure that inclusion
criteria were met. The researcher then arrangeaitathe participant at home in
order to conduct the interview. As interviews wenstructured in nature, they lasted
between 1 and 1.5hrs. There was provision for @pénts to opt to complete the
interview in the clinic setting, however all paitiants recruited preferred to conduct
the interview within their home. A buddy system vaa®pted when carrying out the
interviews in participants’ homes to ensure thetyadf the researcher. Here, a
colleague at the University of East Anglia keptamtact with the researcher.
Interviews were carried out in accordance withimeversity’s Lone Working Policy
guidance and conducted within working hours (Sepefgix K for policy guidance).

Informed consent was obtained before commenciagntierview (consent
will be discussed in 2.6.1). Following the intewigparticipants were offered a short
debrief about the nature of the study and providik contact details of helpful
organisations for further support if this was regdi Participants were also asked if

they would like to receive a copy of a final sumynaaport of the findings.

59



2.5.1. Interviews.The research was an exploratory qualitative stusitygu
individual interviews. Interviews were unstructuratd utilised open-ended
guestioning following a topic guide (Appendix I)ablow the participant to determine
the direction the interview took and to allow forieher, more natural conversation to
develop (Kvale, 2007). This method was adoptecdetpkn line with the
phenomenological approach and to using an inteverehenomenological alysis
where the researcher, through their involvememheéninterview is engaging in
hermeneutic phenomenological research by explahagarticipant’s lived
experience with them. (Smith,1996).

In IPA, one-to-one interviews are the preferredhoed of data collection and
lend to an in-depth, personal discussion (ReidwEls, and Larkin, 2005). One-to-
one interviews are also easy to manage and ar&uhelghe building of rapport with
the participant, where the participant has the spacthink and speak and be heard.
Interviews also allow the researcher and partidip@engage in a dialogue where
initial questions may be modified depending ongh#icipant’s response. The
researcher is able to follow up any interestinggifrom the participant in order to
explore these further, for example, the intervialiswed opportunity for the
researcher to probe for more information aboutiatpahich again allows for data
that is richer in depth of meaning.

Utilising an unstructured approach helps to feaifitthe participant’s priorities
where the researcher gives importance to the eafpdorof what the participant
wishes to bring to the conversation and avoidsctiing the interview towards other
areas that might not be pertinent to that individiais method also limits the danger

that the analysis will merely reflect the key tapadready identified if using an
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interview schedule, and allows for “unanticipated anexpected” findings (Smith et
al., 2009).

Conducting an unstructured interview in terms afogeestions or topics does
benefit from some management of the conversatidreasures that the researcher
follows up on participants’ responses that mayfiaterest to explore in more detail.
Here, the researcher noted key ideas from partitiggponses in order to return to
them for further exploration, therefore settingparticipant led’ structure to the
interview.

In order for the researcher to refine the intervieahnique, the first interview
was treated as a ‘pilot’ in that the recording Wstgened to by the researcher with a
critical ear so as to pick up on helpful or unhelgéchniques, for example, instances
where interesting lines of inquiry were followed apignored, where the researcher
interrupted or asked any leading questions. Tlosgss aided the researcher in
keeping these in mind for subsequent interviewth@gh the first interview was
used to refine the technique, data were includeldaaalysed as research data as part
of the whole sample.

The interviews lasted for around an hour, althotigine was flexibility in this,
dependent on how the interview had developed. Camdythe interviews on a one-
to-one basis in the participants’ homes allowedfointeresting insight into their
lives and experiences. Babies of the women inteseiewere also present, and at
times, women were feeding, or breaking to feed tinéants. Interviews proved to be
emotive for most women. Being face-to-face allowweglealth of non-verbal cues to
be picked up and explored, which the researchés feet itself to the interpretative

approach. Overall, the intimate nature of the datkection process meant that the
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researcher was privileged in being able to acdesgdarticipants’ accounts of their
lived experience in their own setting.

In terms of the data collected through the intergielPA requires a verbatim
account of the data. The interviews were theredoidio- recorded and then
transcribed by the author in four cases and bgrastription service in two cases
(where second edits were completed by the resedrttmable non-verbal utterances
were also recorded on the transcript (for exanipleghter).

2.6. Ethical Issues

The researcher considered the following factorsnwdessigning and
implementing the research methodology used intilys As mentioned previously,
full ethical approval was sought and granted betmramencing the research.

2.6.1. Consentinformed consent was sought and obtained fromqaaints.
Participants were provided with an information dretehe point of presentation
about the research or they were sent one in theopeta email if they made contact
in response to a poster advertisement.

Participants completed a consent form (Appendixvbich they initialled to
indicate that they had seen the information shee@tha@d had opportunity to ask
guestions of the researcher. Participants wereaalsed to consent to their interview
being recorded for the purposes of research, datbivhich were provided in the
information sheet. They were then asked to siggatothat they consented to take part
in the study. Participants had access to the irdtion at least 72 hours before
informed consent was obtained.

2.6.2. Confidentiality. Participants were assigned a participant number in
order to keep written interview notes anonymisaterviewnotes were stored

separately from participants’ identifiable infornoat. Pseudonyms were used in the
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transcription of interviews and transcripts werentified by using participant
numbers. Participants’ identifiable informatiorg.ename, contact details, GP details,
were stored separately from all other data, iterimew notes and recordings. These
data were recognisable only by participant numiBksctronic versions of data were
stored on encrypted memory sticks and recognidabpearticipant number.

Due to the nature of qualitative research, theedianits to confidentiality due
to the use of direct quotes used in written repdiss was clearly explained to
participants in the information sheet and any idgng information was removed
from all quotes.

Participants were also made aware of limits to icemitiality in regard to duty
of care. Participants were informed prior to comaneg the interview that if, during
the interview, the researcher felt that there magdime cause for concern about the
participant's well-being, then they would be regdito contact the participant's GP to
inform them and recommend that the participantivecefollow up care from their

healthcare professionals.

2.6.3. Distress Managementi he researcher recognised that the sensitive
nature of the subject matter approached througimteeviews could be difficult for
some and cause the participant to feel distre$xmticipants were made aware of the
nature of the research and that they would be askddcuss their experiences of
breastfeeding prior to consenting to take parttiépants were encouraged to share
only what they felt comfortable to do so and wemminded that they could stop the
interview at any time or choose not to answer éiQdar question. The researcher
took care to give opportunities during the intewier the participant to take a break
or to stop the interview, and to check if the gapant was happy to continueurther

to this, the researcher offered a de-brief at titead the interview and provided
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contact information of organisations that couldeoBupport should the participant
feel they needed these.

2.6.4. Right to withdraw. The participants were informed that they had the
right to withdraw from the study at any time andheut giving a reason. Participants
were informed that in this instance data alreadiected would be kept and used in

the research unless the participant indicatedtiieat did not wish for it to be used.

2.7. The Analytic Procedure

Analysis using an IPA method is a ‘bottom up’ agmio, meaning that codes
or themes were generated from the data, ratherusiag theory to develop a priori
themes to apply to the data. This section willioatthe process set out by Smith et
al., (2009) which was adopted by the researcheltstndcknowledging that the nature
of IPA is idiographic and that there must be solexilbility and creativity within the
guidelines to enable the interpretative procesketelop.

2.7.1. Transcription. The interviews were transcribed in most casethéy
researcher. For two of the interviews, a transiompservice was utilised due to time
constraints during the recruitment phase of theae. There is agreement amongst
IPA researchers that transcribing interviews alltiwesresearcher to become
‘immersed’ in the data, and allows a detailed farigation with the participant and
what they have said during the interview. Howewegthin the IPA literature, it also
considered that a second edit of the transcrighbyesearcher themselves whilst
listening to the interview would allow similar immsgon in the data (Hefferon and
Gil-Rodriguez, 2011). The researcher therefore rustihat a second edit was
performed on the professionally transcribed inama and so was equally familiar

with all data gathered.
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2.7.2 Data analysisAfter transcription, the following steps were eoy#d in

analysing the data (taken from Smith et al, 20081 )p

Step 1:Reading and rereading the transcripts in ordentoerse oneself in
the data.

Step 2:Initial Noting: Examining the semantic content dadguage on an
exploratory level, noting anything of interest rettranscript.

Step 3:Developing Emergent Themes: mapping interrelahignss
connections and patterns across emergent themes.

Step 4:Searching for connections across emergent thenteBtang these
together (development of “subthemes”).

Step 5:Moving on to the next case and repeating the potw all
transcripts.

Step 6:Looking for patterns across casEgamining themes in more detail

and making interpretations (development of “supshrate themes”).

Each transcript was taken in turn and transferred a table format (see
Appendix | for an example) and a hard copy wastedrso that the researcher could
begin noting any initial thoughts in the right hasadumn. This “exploratory coding”
enables the researcher to attend to three difféypas of comments in the transcript:
descriptive, linguistic and conceptual (Smith et 2009). Differing methods of doing
this can be utilised. For example, one can chamsead and annotate the transcript
several times, focusing on one of the types of centsiin turn, i.e. focusing first on
descriptive comments, then linguistic, and thenceptual. The researcher in this

case, however, chose to attend to all three asiidegme apparent when going
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through the transcript, which felt a more naturalywf capturing what was being
noticed at the time of reading.

Following the exploratory coding phase of analysis researcher then moved
on to note emergent themes in the left hand colahthe table beside its’
corresponding section of transcript. A processudtering these themes into
“subordinate themes” then began, where quotes taken from the transcript to
evidence themes.

Once the researcher was satisfied that emergenethwvere clustered into
appropriate subordinate themes which capturedgbenee of the transcript, they
moved onto the next case to begin the process .afythar all transcripts were
analysed in turn, cross case analysis was theorpgtl to begin to identify common
themes. The researcher this time went back thrtuglemergent themes to identify
patterns in the transcripts and noted similargigesvell as differences between the
participants’ accounts. The researcher’s refledbgewas used to note thoughts
during this process. “Superordinate themes” weee tireveloped through the
abstraction of themes across the transcripts. @$earcher kept a log of this process
where themes and clusters were revised duringeahelopment of superordinate
themes (see Appendix | for an example). To endakethe researcher’s interpretation
of themes was embedded within the participantsbaets, an extract of transcript
with exploratory coding and emergent themes waiewead by the researcher’s
supervisor.

Overall the process did fit with the researchet&ai of the hermeneutic cycle:
only once engaged in the process of analysis didabme evident that the researcher
had some pre-conceptions about the material, anchioting these at the time may

have influenced how analysis of the next case \wpsoached. Such reflections again
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were logged, and reactions to the themes as theygeh were noted. During the
process, the researcher also became aware of sedigard during an IPA training
session urging novice IPA analysts to remembetfithe IPA, in that the researcher
is as much a part of the data as the participaetaselves, and so the researcher’s
reactions and responses in interpreting data arenkeeveloping a satisfactory
analysis. Therefore the researcher referred teethedections and considered them
when making interpretations during the processritirg up the analysis section. An
excerpt will be provided in the box below.

2.7.3. Validity and quality. When considering how validity and quality are
assessed in qualitative research, it is importaattdriteria are appropriate for these
methods. According to Smith et al., 2009, a nundb@ualitative guidelines are too
simplistic or prescriptive to be useful in assegshe quality of qualitative research.
Instead they suggest that guidelines presentedangi®y (2008) give more general
and helpful criteria which can be applied to angldative research study, regardless
of theoretical orientation, and guide the researth@ number of ways in which they
can assess quality.

These criteria, adopted by the researcher andaenesi in relation to IPA as

suggested by Smith et al. (2009), will be discugsetier in the following sections.

2.7.4. Transparency and coherencd.ransparency in the context of
gualitative methodology refers to the clear desimipof research processes adopted
in conducting a study. In this study, the procesagsslescribed in detail in this
chapter, allow transparency of how the researchoagsed out in this case. Again, in
keeping with Yin's (1989) idea of independent auitttie researcher kept a good
record of evidence that led from initial documeiatato the final report, for example,

notes, recordings, annotated transcripts and tablg®mes which were used in the
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analysis. Paper trails of ethical and departmeyploval are also provided in the
appendix section.

The researcher also attempted to maintain transpgebout their own
position in relation to conducting the researchisTé demonstrated through the use
of the reflective diary, from which extracts haweh provided. This allows some
“reflexive validity” (Stiles, 1993) where the reseler considered their own fore-
understandings and reviewed these as the reseagiepsed where attention was
paid to the way in which their thinking developé&dough interaction with the data.

Presenting excerpts from the reflective diary assists in developing coherence in
the research, by providing a narrative around ictvigives the reviewer another
insight into the process of research alongsidgthsentation of data and results.

2.7.5. Impact and importance.This principle suggested by Yardley (2000)
refers to the way in which the validity of a piexferesearch is really tested in the way
it can tell the reader something ‘interesting, imt@ot or useful’ (Smith et al., 2009,
p.183). Here, the researcher’s aim is to condyetee of research that has some
utility or impact, either on development of the@at or socio-cultural understanding,
or in practical terms for policy makers or professils in the community. It is hoped
that the current study may add to the literatuceiad breastfeeding experiences and
aid in developing recommendations that could berdkrward in the field of
postnatal care for women.

In sum, Smith et al. (2009) suggest that IPA isemtive process and therefore
any criteria being considered should be appliedblg. They argue that there should
be a balance between achieving a high quality ppécesearch and recognising when

it is ‘good enough’, which, for the novice reseancltan prove a challenging task.
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However, in this case the use of supervision wagedt importance in developing

the researcher’s skills in conducting good quatisearch.

February 2014-reflections after attending IPA workshop

This training has been so enlightening, got me really thinking about
how I'm going to go about conducting interviews with my participants,
I'm so glad I came at this point in the process!

So I've been thinking about self-disclosure. Do I disclose that I'm a
mother? This could potentially throw up all sorts of dynamics in terms of
power issues in the interviewing process? It’s enough considering power
balance in the interaction just participants knowing I'm a
researcher/psychologist-if they were aware that I'm also a mum with
my own experiences of breastfeeding would that affect how they
respond? They might put me in an ‘expert position’ and so might modify
how they talk or answer questions? Don’t know.

What Elena said in the session was really helpful: “Same, other, it
doesn’t matter, but we need to notice it and reflect on it”. She
recommended a way to deal with disclosure is tell participants that any
questions they have about you can be discussed after the interview in
the de-brief, saying something like “I'm more than happy to tell you
more about myself when we’re done”. I think I'm going to try this. I'm
also going to have to bear in mind that I need to remain as neutral as
possible in my responses and that the feel of the interview is quite
difference to that of a clinical interview-I've a feeling this is going to
take some practise! It was helpful seeing a demonstration of this by the
workshop facilitators. The good thing about this training that it has
helped demonstrate some the ideas about the hermeneutic cycle, in that
I realised I wasn’t aware about my fore-understandings until I was
presented with new information! Didn’t know what I didn’t know! Also,
have revised my fore-understandings with this new information and I'm
guessing that my interviews with my participants will give me a similar
experience- at least I now know what I'm to be aware of! Hermeneutics
in action!
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Chapter 3: Results

3.1 Overview of Chapter

This aim of this chapter is to provide a rich a#ine of the shared experiences
of the participants through the analytic processs Thcludes the development of
emergent themes from the participants’ accountdtieg in the identification of
three super-ordinate themes.

A descriptive summary of the participants intervéelws first presented in
order for the reader to be introduced to the irtiligis and to provide some context in
which to base their narrative. An interpretatiegrative will then accompany the
presentation of super-ordinate themes, by providxamples and extracts of the
participants’ accounts. Subthemes within the suparate themes have been
identified in order to describe and encapsulatestiaed lived experiences of
participants as interpreted by the researcher.

The superordinate and subthemes are presentediagram (Figure 2) to
represent the analysis as whole in relation tae¢kearch questions being explored.
The analysis aims to draw together themes thateaddhe aims of the study by
interpreting how participants talk about their exgeces of breastfeeding, their
perceptions about breastfeeding difficulties, thegonal impact of these and what it
means to them to experience difficulties with btieesling.

The chapter will then progress through each sugarate theme in turn and
provide a deeper, richer representation of the éseamd relate these to the

overarching aims of the study.
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3.2 Summary of Participants

This section will provide some information about articipants who were
interviewed. Pseudonyms are used in order to prpseticipants’ identities.
Pseudonyms are also used in the transcript exoetmee participants have referred
to relatives or friends.

Heidi: A 33 year old married woman with a 5 month old daag Heidi is
White British from a middle class background. Heahousewife at the time the
interview but her family owned and ran a businesshich she had previously
worked. She is educated to degree level. Heidiexakisively breastfeeding at the
time of the interview. The context of her breadtiag experience was that she had
been told previous to her daughter’s birth that icegtbn she was taking to prevent a
potentially fatal blood clot may have prevented fnem breastfeeding at all due to
the risk of it being transferred to the baby thitotige breastmilk. However, shortly
before birth she was told that breastfeeding wowldpose a risk to her child. Heidi
had initiated breastfeeding at birth and this haenbsuccessful.

Anne: A 35 year old woman with a 6 week old daughter wias co-habiting
with her long term partner. Anne was a nurse arglavamaternity leave. Anne had
had difficulty conceiving a child and was considgriVF when she fell pregnant
naturally. Anne was breastfeeding her child exgklyiat the time of the interview.

Emily: A 31 year old married woman with a 3 week old ddegivho had
started breastfeeding but had encountered someuttiés. At the time of
interviewing, Emily was expressing and supplementuith formula with a view to
re-establish breastfeeding. Emily is White Britésid is educated to diploma level,

her profession being a nurse.
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Rachel: A 33 year old married woman who was exclusivelyabtieeding and
was contemplating beginning expressing for her dlkinadd son due to finding being
unable to share feeding with her husband and ve&tonstraining. Rachel is White
British and is educated to diploma level. SheV&terinary Nurse who was on
maternity leave.

Susan:A 33 year old married woman who was exclusivelyabtieeding her
12 week old son. Susan is White British and isiagry school teacher on maternity
leave, educated to bachelor degree level. Susaaxptienced some difficulties in
the first weeks after birth and had sought the@weif many breastfeeding support
workers and counsellors in her efforts to succedntemstfeeding exclusively. Susan
was also opposed to using other aids to feediagexpression and the use of formula
milk.

Jayne: A 35 year old married woman who was breastfeedardlb week old
son as well as expressing breast milk. She wadlailsking about beginning to
introduce formula. Jayne is educated to DoctoraklLésychology PhD) and is
employed as a University Lecturer. Jayne encoudtdiféculties with breastfeeding
her son due to a severe tongue tie which was riettdel in the first weeks and

required correction when he was around six weets ol
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3.3 Superordinate Themes

The figure below presents the three superorditenés along with the

subordinate themes relating to each one.

Figure 2. Superordinate Themes
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3.4. Superordinate Theme 1: “Nature’s Way-The Matenal Self”

Figure 3. Superordinate Theme 1

Nature's Way-
The Maternal
Self
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Bond
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The first superordinate theme that was presensaatb of the six participants
was the perception of the self as embracing themaltrole as nature intended. As
Susan put it:

Well it's a little bit like cave woman, it’s instah. | just think this is what my

body is for, what breasts are for. This is whaelheen created to do. I'm a

woman, and this is what mums, this is what womemkhbe doing. This is

my calling. This is how breastfeeding should beiséh, P.14)

Here Susan talks about her “instincts” as a woméingh she describes as a
‘calling’ With this, she talks about the desiremother, of which breastfeeding is a
part, the ‘natural way’ by the rejection of modertervention, almost getting back to
basics: “I don't like the thought of expressing dedding with a bottle. | don't like
the idea of using any kind of plastic teat atlavorry about nipple confusion. I just
think; breastfeeding, you use a breast, you daedro use any of the modern day

equivalence.” (Susan, p.15)
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Anne also echoed this idea of the “instinctive” axadural act of
breastfeeding: “It's an amazing process, and yeaterthis baby, you grow this baby,
you birth this baby, you then feed them and gientleverything they need and it’s
like everything she’s got, I've given to her.” (Aeyp.28)

Anne also stated: “it is a natural thing to dcs itistinctive. This is what we
do.” (p.41)All six participants shared the perception thatdhbsire to breastfeed was
an “instinctive, natural” process of being a motlard that this was a powerful drive
when approaching feeding their infant. The actrebbtfeeding also seems for the
participants to be tied up with the notion of thatemnal role, that breastfeeding is
simply ‘what mother’s do’ or are ‘supposed to dit’s the most natural thing you
can do and the best thing for your baby to do aad/&ys thought | would do it.”
(Emily, p.19)

Throughout the interviews, it became evident thatgarticipants’
experiences of breastfeeding directly impacted upeir identity as a mother, which
led them to question their competence and abibtyomly as providers for their
babies, but also as a mother and as a woman, @ matended. Within this
overarching theme of the idea of the natural maleself are three subthemes which
explore the ways in which the participants peragitheir role as mother through their
breastfeeding experiences. These are discusseddinally in more detail below,
although there are inevitably some overlaps foumrdss subthemes that are clustered
together within the overarching superordinate theme

3.4.1. “The breastfeeding bond” All the participants interviewed talked
about the bond with their baby, the majority hoggdanstrong belief that breastfeeding
resulted in a close connection with their child ethcould not be replaced or

substituted by using bottles to feed their baby.rRothers who were exclusively
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breastfeeding, the belief appeared to be thatrdsepce of the bond between them
and their child would not be there if they were baastfeeding, and that led the
researcher to question whether this idea would fleagnothers to feel pressure to
succeed establish, maintain and succeed at tlod Btastfeeding: “Oh it's so nice
because you get that closeness, that bond, angtlewey with them. Whereas you
don’t get that when you're feeding them with a l&ott(Anne, p.23)

Rachel also talked about the bond which she felidtfeeding provided. Here
she seems to be emphasising, through her repetitihre word “reliant”, how the
connection between mother and child is second te nihat the baby needs the
closeness that the mother provides through breshtfg. This again was a hugely
emotive and important aspect of breastfeedingiemarticipants, but for Rachael in
particular, who was experiencing difficulties whiheastfeeding her baby. It was
interpreted that Rachel felt that being able tacessfully breastfeed was crucial to
establishing the mother-child relationship, in ¥y that it was meant to exist.

| can see that it can be a wonderful bonding egpee because, you know,

you have got both a physical and emotional conoeatiith your baby and

you are basically, you're the one providing theddloat is making your baby
grow. You're not reliant on anything else and ymow, you also, you do
during the feed have that eye to eye contact andidgoget that feeling that

they’re solely reliant on yo§Rachel, p.22)

Rachel also alludes to being able to fulfil heerwl providing for her baby
through breastfeeding when she mentions that sl iseing able to breastfeeding,
‘not reliant on anything else’. This can be intetpd as her desire to “do it the
natural way” as she states later on in the interyrejecting the idea for the need for

external intervention. Although there was a cléaaifrom Rachel that she would
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prefer to keep her method of feeding “natural” uaderlying theme around personal
achievement and failure was particularly salientfer, and perhaps also led her to
the idea of not wanting to rely on anyone elseandiforts to breastfeed.

However, as the interview progressed, Rachel destpn the idea of the
bond with baby being dependent on the successaktieeding, coming to the
conclusion that the bond is affected more by thegreal meaning attached to the
process of breastfeeding rather than the feedihigsadf:

| think you would still be able to have that borglirme because you know,

you still get that eye to eye contact whilst yowwn you're bottle feeding and

you can still have that quiet time.... But whetheersonally would feel the
same sense of achievement, stroke, satisfactiom wWes able to do it? |
wouldn’t. | think that for me it's more about my awersonal sense of

achievement. (Rachel, p.23)

This quote is interesting because it highlights hde&as about
breastfeeding appear to be at times, unconsciossn@ respect, in that it is only
through discussion about the topic that one’s tmgerstanding of the meaning of
breastfeeding and their experience of it becomareop. This idea is reflected in the
way IPA describes “fore-understandings” (SmithleR809) as discussed in Chapter
Two. It is only with discussion and re-evaluatidrtle subject matter that Rachel
discovers her fore-understandings and revises thdich demonstrates a
hermeneutic cycle, in which the researcher is wew! Rachel moves here towards
thinking about the personal meaning of breastfegohnelation to achievement and

satisfaction rather than with the bonding aspect.
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Jayne also questioned the idea that breastfeedumted to a better bond with
the child: “It's my bond with my son. Nobody elsancfeed him, it's something
between me and him and nobody can replace thath¢J.6)

Here she seems to go through a process in hertm@utomatically seems
to go down a route of thinking that her bond widér bhild is dependent on her ability
to breast feed. She however, quickly reaches alusioa that this is not the case:

| don’t think there’s anything in it.... The bondinga secondary

aspect....People that say the whole bonding aspkbtdastfeeding), then |

think well, if that's the case then fifty perceritewerybody on this planet
would have some real deep-rooted issues and atéatiproblems, and we
don’t. We don't, it’s just equally we’'d get thattwibreastfed and bottle fed

babies. So I think on a psychological aspect, shatimplete crap. (Jayne, p.

21)

Jayne’s comment here perhaps reflects how hgreence in psychology
helps her to reflect on her experience and quesgorstance around the idea of the
bond with baby being reliant on breastfeeding.

As mentioned earlier in this section, the ideaaidfor the majority of the
women seemed to be a powerful notion: that theyt mnsure that feeding is
successful in order to preserve that closeness@mukectedness to the baby.
Conversely, the idea of using bottles seemed tesept a sense of distance or
detachment from the baby:

So | do feel that there is more closeness involidd breastfeeding than there

is bottle feeding. And also, like, Simon’s parentd come and visit and I'll

be like, ‘Oh, are you hungry?’ And then just passdver to his mum and just

do my own thing. I think that you do take yourseMay from them more and |
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think the breastfeeding bond makes you not watgawee them; because that’s

how | feel.(Anne, p.44)

The bottle here seems to symbolise the detachmantldaby, in also opening
up the opportunity for others to feed their balifiis was deemed as a negative thing,
where the mothers were not happy to yet sharectbdtirig of their baby, instead
wanting to keep baby to themselves, even for jusghige: “I didn’t want to share it. |
felt like | didn’t-1 felt I'm not ready to share ihyet. This is my thing and this is the
one thing | can dolAnne, p.25)

Again, this seemed to be tied up with the ideafixading is a mother’s role,
and something which only they can offer to babyicWwishould be preciously
reserved to themselves, for as long as possililerestingly, the women who were
breastfeeding at the time of the interview seemdaetmore concerned about the idea
of the bond with their baby being contingent onfgeding, whereas the women who
had been using bottles, either with expressed anifermula to supplement were not
as fixed on the notion that the use of the botts wnpacting upon their connection
with their baby.

In some cases, the idea of involving the babylsefiain feeding was a
positive outcome of breastfeeding difficulties, avaks deemed not only as a help to
the mothers in practical terms, but actually asmding exercise with the baby for the
fathers themselves. In contemplating this ideapgeared that at times that some
mothers’ uncertainty about the impact of breasifeggdn bond led to some
contradictions in their account, where they woual# about the bonding experience
of breastfeeding, whilst also talking about boftleding as bonding for father and
baby. This leads to questioning whether these camtsneould be interpreted in

terms of the act of feeding as opposed to thefdutemstfeeding specifically, where
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the process or act of providing for their childwhichever way was a bonding
experience. Moreover, it could be interpreted thatbond between mother and baby
was about the mother’s relationship with the adeefling, where her beliefs about it
are a factor in determining the experiences foh lmedther and child. For example,
Rachel engages in some thinking around the idgg#raaps the bond lies within the
mother’s mind rather than the vessel by which thieylreceives its milk:

My friend has got twins and she bottle fed therd remember feeding one
of hers and, you know, you could still have it agally nice emotional time, which is
why | kind of think for me, it's more about my ovpersonal sense of
achievement.....I kind of think, you know, it's nobwth being upset every feed, and
you know, not wanting my baby anywhere near me.rgt worth feeling like that for
the sake of being stubborn and wanting to do &ctfrl, p.24)

There were also some inconsistencies irviddals’ accounts as they
tussled with the idea of the breastfeeding actticrga better bond than any other
feeding method. Some participants talked aboubtmel being created by the ability
to gaze into their baby’'s eyes when breastfeedmigtlaat this would not be possible
with bottle feeding. Again, these tended to bepheicipants who had not used
bottles and so were going on some examples ofothey had observed feeding their
baby whilst faced away from them.

However, some of the participants who had not bsgtles also talked about
how they were unable to always look into their Bal®yes due to the size of their
breast making it difficult, or, with the older babj that they were more interested in
gazing around the room as they had become moreeaxf/éne world ‘beyond Mum’.
This raised interesting ideas about how the pel@eplf the bond is potentially

powerful in itself where one could see that indiats’ ideas could become self-
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fulfilling prophecies; for example that if womereagxpecting that “something is
missing” (Heidi, p.22), then it will be. This raseoncerns about the messages
women receive about breastfeeding and what isaké st they do not succeed with it.

The subtheme ‘Breastfeeding Bond’ summarises headtfeeding is
perceived by the participants to be essential abkng a bond between mother and
baby. Within this were ideas about what a mothexfs is and how the participants
could live up to those ideas, and what they ‘shduddable to do for their baby.
Overall, this subtheme did appear to include thégpants’ more positive
associations and experiences with breastfeedirtheimay that they discussed how
breastfeeding allowed them a sense of closenessnoectedness that they felt was
unique to their relationship with the baby. Howewame contradictions as described
above do highlight how complex a notion this iséone, in the way that discussion of
this topic led to questioning their ideas. Althoubgare are overlaps between the
subthemes, it was felt that the idea of the mosheafe deserved further attention as it
was such an important aspect of the participaniséeence, and therefore will be
discussed in more detail below.

3.4.2. “The mother’s role”. For many of the participants there was a strong
sense that a mother ‘should’ be able to providén&rbaby without the need for
intervention and help. This felt as though it waperative for the fulfilment of the
role as mother, and for it not to be achieved hadge impact, as Heidi describes in
her account of her feelings about being told shghtmot be able to breastfeed her
child due to medication she had to take to preagmitentially life threatening
disorder that causes blood clots in pregnancy: tReit was the end of the world....”

(Heidi, p.24)
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Heidi talked about her need to provide for her blaérself, through
breastfeeding, and that the idea of this not bposggible for her felt catastrophic.

The sense of the ability to breastfeed as beinmportant and meaningful in
terms of the perception of what a mother’s rolevias shared across all participants
interviewed. There seemed to be a sense of degpeasibund being able to
breastfeed, and along with that an internal prestuiget it right’: “I just thought, ‘I
must be doing this wrong, this isn’t normal’. Ijugant to get it right” (Rachel, p.4.)

The way in which participants expressed their deiteation to get
breastfeeding ‘right’ and their devastation whedidin’t go according to plan, was
interpreted as breastfeeding almost being a gallgevo‘good’ a mother the
participant judged themselves to be. Some parttgpilt alongside this that others
might make a judgement about their approach to et based on the method of
feeding their baby. Here the inability to breastfeeccessfully led some to feel the
need to ensure that other people knew that nostiesaling was not down to their
choice. It was as though the act of taking a battieto feed their child were proof
that the mother was in some way letting their badwyn, by not providing for them,
or even ‘depriving’ their child of the breast mitkey needed. “If you explain, you
know, explain the situation, | think they’ll undesd (other mums) I've not just
given up but that I've tried but I've had quiteteuggle with it.”(Emily, p.19)

The feeling of being observed or thought about tieglg by other mothers
was also evident in Heidi’'s account:”....she’s justhe middle of feeding and you
can see some mums looking over and you think “Vehatyou thinking there?”, and
it does make you feel a bit awkwardHeidi, p.27)

This idea of experiencing an internal and extepnassure was echoed in the

way that the mothers who were exclusively breadifeptalked about the other
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mums. For example, several mothers used the whaiifd’ in respect of mother’s
breastfeeding their baby: “It's a natural thingg ibe unnatural not to want to do it.
Women should do it{Susan, p.10)

Further to this, some of the breastfeeding motappeared to struggle with
the notion that other women might not have thigura’ desire to breastfeedt’s a
natural thing to do, it’s instinctively,” this wghat we do”. | don’t understand, | can’t
understand anyone who’d want to formula feed thabies.”(Anne, p.42)

Along with the idea that a mother’s role was tovule for their baby, came
the idea about what breastfeeding fulfilled in termh being a woman, the function of
a woman’s body and breasts. Susan expressed lweppen about this particularly
strongly: “I just think this is what my body is fahis is what breasts are for, this is
what I've been created to do. I'm a woman andigighat mums, this is what a
woman should be doing. This is my callingSusan, p.14)

The language used in this quote from Susan reafiyures her passion about
her ideas of what breastfeeding means to her. &sar§ breastfeeding is not only
about being a mother, but about being a woman ekpeession of her describing it as
her ‘calling’ seems to emphasise her need andedesembrace motherhood and
womanhood.

The ideas explored within this subtheme seemgdaege an emotive one for
the participants, where the ability to breastferldaghpear to be appraised as
meaningful in terms of fulfilling the role as a rhet, or at least for Susan, a woman.
The idea of having to ‘get it right’ leads to theayvn which some participants
described their efforts to ‘keep it natural’ whidly, default seemed to point to

avoiding using milk substitutes at any cost. Thils e explored in the next section.
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3.4.3. “Avoiding formula: A ‘poor’ substitute”. Along with the idea of
breastfeeding as being inextricably attached tadleeof themselves as mothers, the
participants also shared the notion that formula aaoor substitute for breast milk,
and something to be avoided. Formula was spokeut @socan absolute last resort,
when all other options had run out: “...there’s noghelse | can do as it is anyway, |
can’t, you know, produce enough, | can’'t expressugh milk for her so the only
other option is the formula(Emily, p.16)

It could be interpreted that formula in some wayesents how the ‘natural’
way of feeding the baby, a concept which seeme teoimportant and synonymous
with the mother’s role, has somehow not come te.paseems that formula is
symbolic of the idea that the mother has had tagegvith the outside world in
providing for their child. This is demonstratedthg way in which Emily described
how the act of going to the shop and buying thedfulormula was so difficult:

| just got into a complete state, | was like “htdeed my own baby” and |
just got to the point where | just had to say, Itk#l just have to use formula”
basically, because there was no choice really....@s#buying the formula

made me tearful. (Emily, p.17)

The use of formula, for Emily also seems to repretiee lack of
choice in her feeding options. Emily describes lerang had a ‘plan’ about how she
would feed her child and how that was not possibhe lack of choice, and perhaps
then the lack of control, seems to be embodiedbyobttle of formula milk;
unwanted and unwelcome.

Some mothers discussed their view that formulalvesisg something to be

avoided:
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All those things that those mums were complainingua, | didn’t have a

chance to complain about. And | was just theregtigfing in a bottle and he

was done....I've probably made formula evil for #ditwvhile, which it isn’t at
all. But, for me, in my thinking, it's just not sathing | wanted to do at all

and | wasn't very happy that | diflayne, p.8)

When the mothers talked about the benefits of biiesding they seemed to
hold the belief that formula could not live up teast milk, and so having to
substitute became a ‘second best’ option. Herenatiee act of going out to purchase
the formula is synonymous with a sense of failarethe participants. Formula, then
is interpreted as a representation of the failangrovide the ‘best for baby’ that all
the mothers described wanting so desperately ableeto do.

However, one mother, Jayne, also talked about ftarmsi something that can
represent choice about feeding: “I'm not sayingdteanything wrong with formula,
because I'll probably go to formula now because hyis had enough. But maybe
mixed feeding now...(Jayne, p.4.)

Here it seems that Jayne is stating that formul&aéo might represent some
kind of option or even ‘back up’ if and when shelgethat she cannot continue with
the breastfeeding. Her anticipation that ‘mummy halve had enough’ when
thinking ahead can be interpreted as her idea diailmg a break or way out of
continuing breastfeeding or expressing, which ¢be talks about being difficult for
her:

It is actually madness, I'll be honest. If you axssVely breast pump and
breast feed when you are expressing, you are mecHu&e, honestly, honestly, it's
just so-it’s just you don’t have any sleep becamisen you are supposed to be resting

you've got a pump attached to y@dayne, p.5)
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Later, she talks about being able to use the meeding method of both
breast feeding and bottle feeding in a positivktligiving her the option to share
feeding with her husband:

So for me | think I've got the best of both worlascause Chris will feed him

in the morning when he goes to work and then wheeadmes back he’ll do

his bath and I'll give him his milk and then | gebit of time.(Jayne, p.25)

Jayne’s ability to think about the positives of paxfeeding, or the use
of bottles and formula are perhaps due to her bsange months down the line from
her difficulties with breastfeeding, and so shesgag has some more distance from
her distress at that time, unlike some of the oplaeticipants who were very early on
in their breastfeeding journey.

This subtheme, overall, encompasses the expese¢hatthe participants
share with regard to their perception of the uswhula, and the meaning that holds
for them. This, as discussed across all three suith, is associated with the
perceptions the participants have of themselve#mets as mothers, what a role of a
mother ‘should’ be and how that is linked to theiceeand the ability to breastfeed
their baby, as nature intended. The following sectiill explore the second
superordinate theme where participants’ expectatodthemselves as breastfeeding

mothers are further explored.
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3.5. Superordinate Theme 2: Expectations Versus Rig#es of Breastfeeding
This section will present the second subordinatenththrough exploration of

the subthemes developed within it, as shown irdthgram below.

Figure 4. Superordinate Theme 2

Expectations Vs.
Realities of
Breastfeeding

The Demanding
Nature of 'On
Demand'

Shattered Forewarned is

BICEINN

Forearmed

Many of the women talked about having had preceeckideas of how
breastfeeding might be for them. These appearbd ttased on family contexts and
also on observation of other mothers and babies:

My upbringing myself, er, 'cause | was breastfed auy other siblings were

breastfed as well, my brother and sister were bieggsand um, as a child |

remember having discussions, conversations wittmug about

breastfeeding 'cause | was interested i(Bisan, p.1)

Susan, in this excerpt, seems to be talkimyigbreastfeeding
as being part of her life from when she was growipgthat it was a natural part of
her observations of mothering and that it was sp@i®ut openly with her mother.

Anne, however, spoke with a tone of real surprise @stonishment apparently
in the realisation that breastfeeding was not ag @éen attempting it herself as she
had anticipated it to be. Her idea that ‘they giatk’ was challenged through her own

experience. Although she talked about her time pragernity unit as a student nurse
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and observing people establishing breastfeedimgwas not enough to prepare her
for her personal experience of breast feeding her lmaby.

| learned that babies are born, and they just fnatee in their mouth and they

suck. If you put them on the breast, they suck... Amdike, ‘surely it’s not

that difficult’. And that was when | learned andids thinking ‘God, it's not,

it really isn’t that easy(Anne, p.35)

As well as participants’ own observations and iceasut
breastfeeding it appeared that shared storieso#littr mothers also seemed to be a
powerful source of information; the day to day ataes giving strong messages
about the way breastfeeding will be. The subtheexgored below encompass the
way in which the participants described their akcéxperience of breastfeeding in
comparison to what their ideas of that process \waog to having their baby. Further
to this, the participants also shared their thasighiout how the experience of the
reality of breastfeeding could be better manageadtioers.

3.5.1. “Shattered dreams: it was meant to be easyAs the participants
seemed to be wedded to the idea of breastfeedipgrasf a mother’s natural role,
they also seemed to have the expectation thatiisral and normal’ process would
‘just happen’ without the need for much thoughtyaentration or effort:

So I'd always seen, literally, women that you knewould just be like ‘my

baby’s hungry’ and whop the baby on and carry @ir ttonversations and

they'd walk around the house, or they’'d sit therd there would be no
evidence of pain or discomfort, or any particuleroaint of concentration.

(Rachel, p.6)
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Moreover, there appeared to be a shared view bgaheipants that the baby
would instinctively ‘know’ what to do when born atltere was a sense that they
would lead the way and almost ‘teach’ their motibat to do:

What | realised was that he wouldn’t know what ¢oas a baby. | just

thought, a baby comes, a newborn baby and they kvitat to do, they know

how to breastfeed. I'm the one learning, he’s gamteach me. But it didn’t
work out that way at all because he hadn’t a clhatwas going on (laughs)

and | hadn't a clue what was going on! (Susan, p.4)

Susan clearly spoke of her surprise in findingtbat breastfeeding was not as
easy as she had thought it would be. She repeatbdiyighout her interview, used
the phrases: ‘nobody tells you’ and ‘shock’ in désng how powerful the realisation
was that breastfeeding was more difficult for litachel also spoke of this feeling
during her interview: “I was having to solely contate on putting him on, keeping
him on and really just focusing on making sure &é & good feed...so that came as
quite a bit of a shock, really.”(Rachel, p.6)

Susan goes further than this in describing herlshbbreastfeeding
difficulties being like having ‘shattered dreamshich brings about a powerful
image of her ideas and beliefs, hopes and expewtaltieing broken apart and
dispelled:

| was just clinging on to this romantic idea dtilat it would just be so easy

and | didn’t want it- it was like it was a dreamrmaine and it had been

shattered a little bit and | was in denial that thas the case, sort of. (Susan,

p.14)

Susan also talks about having a ‘romantic’ idealudb

breastfeeding, again, bringing up images for therurewer of a perfect mother and
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child content and happy in their feeding. She noeigtithe word ‘denial’ in the
excerpt above which can be interpreted as her teegdbid the pain of reality as well
as the pain of the feeding act itself, where Sissdln'sion of a perfect feeding
experience was not actually the reality.

The idea that the reality of breastfeeding, althotrtural and normal”, was
not as easy as expected was echoed by othersx&opke, Jayne talks about
realising that there is an instinct to want to btised but that this does not translate
necessarily to the knowledge of how to practictdgd successfully: “You think it's
something really instinctual, but actually, it'stndhe ‘wanting-to’ for me, it was
instinctual to give my own milk, but | hadn’t justarned the technique” (Jayne, p.3)

This subtheme demonstrates how the participantsdllpreconceived ideas
of what breastfeeding would be like based on thebringing, their observations, and
even the conversations they had with their pedris dppeared to be that
breastfeeding would be easy, and would take kiiert to establish and maintain. It
is therefore little wonder that they also sharegegiences of shock when the reality
of breastfeeding did not meet up with their expigats of how easy breastfeeding
would be, and that, in fact, breastfeeding is @uauns and demanding task. The
difficult task of breastfeeding is addressed witthe next subtheme.

3.5.2. “The demanding nature of ‘on demand’ All of the women shared
the experience that breastfeeding was demandibgtina physical and emotional
sense. Rachel talked about the ‘emotional rollestayaof breastfeeding,
characterised by the ups and downs in feelingsnastwhen breastfeeding was going
well or becoming more difficult: “So yeah, it's bea rollercoaster....”(Rachel, p.5)

Some of the women talked about ‘vicious cyclesbiastfeeding, which

involved both mother and baby. Here it seemedttiemore the mother tried to
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breastfeed successfully, the more stress the babidwdemonstrate, being fussy or
crying on the breast. This in turn would then leéadhore negative emotions in the
mother, and so the cycle was continued.
| was told when she was not latching on properltak@ her off and put her
back on. Then she would get really stressed and pmge've taken her off she
wouldn’t go back on; then she wasn't feeding enatlngim she was hungry an
hour later and wanting to feed again then in gmt this kind of cycle....the
pain and soreness makes me miserable which affec{&mily, p.4)

The idea of the relentless nature of breastfeeds)
also shared. Here four of the women interviewedrilesd the length of time taken in
a feed and how there was little in the way of akre

No, I'm not feeling this wonderful bonding expersenbecause either it's
painful or he’s crying or he’s latching on and affd then getting windy and it
was frustrating. And | think when they're clusteedling or having to feed
every two hours but actually, that one feed haertakBy the time you've fed
them, changed them, winded them, put them back dthatis taken an hour
so you're actually only getting an hour’s breakdsefhaving to do it all over
again.(Rachel, p.5.)

Expressing also appeared to be a demanding praggissome

having expressed throughout the day and night:

| was quite honest and | said ‘I can’t cope witls tixpressing'. | said; ‘It's
three hours out of my life a day when people aiaglthe housework, or just
resting, or just chilling, or relaxing’. And | said'm sitting here while he’s
(baby) playing on the mat with a pump in my hanai & said; ‘I think it’s just

impeding us the time that we can spend together’'r(dayne, p.22)
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Emily shared this experience, as demonstrateceifalfowing quote:
It takes an hour and a half to two hours ‘causeethenot enough
time in the day to do that and at night I'm alreg@sting up to feed her
obviously in the night and then spending an houthebreast pump...just
draining, completely draining me. (Emily, p.29)

Here, Emily’s use of the word ‘draining’ is used to
describe the literal act of draining the breashdk, but also seems to describe the
‘completely draining’ nature of expressing on tdge®ding and looking after her
baby. There is a sense that the pump is symboliceofiraining of energy as well as
breast milk for Emily. The idea of “on demand” wdiscussed by the majority of the
participants where they talked about the need t@$gonsive to the baby’'s needs.
Again, some spoke of this as a tiring, drainingcess. Some participants also gave a
sense of isolation in responding “on demand”, whieeeresponsibility could not be
shared with others:

He [husband] hasn’t done many feeds, I've done takmeally, and the only

time we’ve given her bottles is when I've gone fautone meal....so you

don’t get much of a break really. | could do witlom® of a break really,

definitely, but then my family live far away and &gs working (Heidi, p.63)
Some of the women, however, talked about turningxfmessing

in order to have a ‘break’ where their partnerbusbands could lend a helping hand:

| am going to start expressing so at least hubbydoea feed for me either in

the night or in the evening, um, you know, so than just get a little bit

more sleep really, so we are going to be doing sexpeessing to give us a

little bit of a break(Rachel, p.24)
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This subtheme has demonstrated how, contrary tpaheipants’
expectations, breastfeeding was experienced asarakng, draining process which
requires great effort and energy. Participants allsmle to the realisation that they
were in need of some respite from this and seem@dasingly more open to
exploring means by which they could take a welkhedrand much needed break.
There was a sense when interviewing participartisttiey wished someone had
informed them of the realities of breastfeedingtsd their preconceptions were
perhaps not so far from the reality they experidnddis is explored in the following
subtheme.

3.5.3. “Forewarned is forearmed”.Within this subtheme, the women shared
the idea that they felt they could have been wamedivance about the potential
difficulties that could arise with breastfeeding.sbome cases this did not relate
specifically to difficulties, but rather what topect when approaching breastfeeding
in reality.

Rachel talked about her sense of anger and frigstritat she wasn’t warned,
feeling that this could have potentially prevensedhe of the negative emotions she
talked about during her interview when feeding wasprogressing well:

It would have been nice if somebody had just gimenthe heads up when |

was still pregnant about what sort of difficultiesould encounter and actually

say to me, ‘do you know what, don’'t expect it tojlist as easy as putting
your baby on.....it would have made a huge differemien it was so painful
and he wasn’t feeding properly, because you knoyvantomatic thought was

‘I'm doing something wrong, it's completely my fau(Rachel, p.7)
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Heidi talked about the idea that difficulties ag¢ spoken about, wondering
whether it is to not ‘put people off breastfeedifpachel however, didn't feel that
hearing about the difficulties would have changedgian to breastfeed

| do wonder if people knew the reality of the padhe cracked nipples, the

bleeding nipples, the engorgement whether peopléddyast be like...why

would | even put myself through that? | don’t thibkvould have put me off
because | would have been like “No, | can do tHit at least | know these

are the things to look out for. (Rachel, p.17)

Susan talks later on about how she feels she wanlispel the
romantic notions others might have about breastfigedlmost so as to help others
avoid the pain of the reality of her shattered odrea

So now I'm a lot more realistic about the wholenthand I've got a number of

friends who are expecting....and they all ask me abmastfeeding. So I've

said to them all the same thing, you know, it's a®romantic as you kind of
think it is and sometimes you’ll be there with ®atreaming down your face
because it's hurting so mudfgusan, p19)

There was a sense, when talking to the women tif@atnnation
given to them when they were pregnant was lackirtgrims of informing them of the
common problems associated with breastfeeding. Mexvsome of the women
indicated that their focus at the time of pregnaweg more on the process of giving
birth and that feeding at that point was not ornrtl& of priorities. Some also spoke
about the experience of being ‘taught’ about eshislg a latch with the baby prior to
having given birth, describing this as somethirag thas detached from them in terms

of meaning, due to them not having had the expeeieh having breastfed a baby.
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Well | think when you’re pregnant, you're more wet thinking about the
birth than the actual baby arriving....so | guessratte birth and she arrived
safely and you're okay and everything is okay Headtse, | guess the next
biggest thing is feeding, isn’'t it?(Emily, p.13)

Here there is a sense that Emily’s headspace veasqupied
with thoughts about the safe arrival of the balmg af the birth itself where she was
‘closed off’ to thoughts about feeding or breagstiag, let alone anticipating any
difficulties with feeding that could potentially le&countered. There was a sense that
the preoccupation with getting through the proaddsrth was the only thing that the
participants could engage in thinking about, whechnderstandable given the
amount of uncertainty that surrounds the proces$srttf itself, for both mother and
baby. This has implications when thinking about veors potential ability to hear
information from others about feeding and the pgfaf feeding prior to giving birth:
“We only looked at one position and we practisethwlolls. It was the rugby ball
position...it would have been lovely to explore tlieay positions. It's almost a
shame they didn’t do that session after he had beem”(Susan, p.5)

This comment from Susan was almost a passing cotretent the need for a
session with healthcare professionals within theeméy services after the birth of
her son, but it appears that this could indicagesgnse again that her experience of
receiving information was a little lost on her la¢ time of the antenatal session. It
seems this might have been more beneficial to bst-patally when she perhaps was
more focused on the process of feeding.

Others shared the idea that a more real depiatidimel media of what
breastfeeding is like in reality would be beneficenne mentioned popular

television programmes and how they might portraabtfeeding to the public. Also,
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she picked up on a focus on birth in some of tleality” television programmes
which do not include any stories or images aroistdl®ishing feeding the baby or
establishing breastfeeding.

Through interviewing the participants, there watrang sense of “If only we
knew...” where many spoke of their belief that ifyhiead been forewarned about the
realities and potential difficulties associatedhabreastfeeding, then it would have
impacted upon them in a positive way. Contraryhts,thowever, is the idea that
women may not always be open to hearing informadloout feeding, so long before
it is a pertinent issue for them. The overall sop#inate theme seems to point to the
notion that knowledge, for some, is power. Oncéadtilties are brought to light, it
seems that the participants were keen to get sesigt@nce in overcoming these,
which is discussed below within the third supenoatie theme.

3. 6. Superordinate Theme 3: “Overcoming Difficulties”

The third superordinate theme will explore the wawhich women talked
about difficulties with breastfeeding through thibthemes indicated in the figure
below.

Figure 5. Superordinate Theme 3

Overcoming
Difficulties

The Threat of The Need for Pride in
Failure Support Achievement
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All of the women interviewed talked about facingresokind of difficulties
very early on in their breastfeeding experiencerelparticipants identified problems
with establishing a ‘good latch’ from the momentath. Other problems, as the
weeks progressed, were around pain associatedipphe damage or with infections.
Those who were interviewed very early on (for exmnRachel and Emily, whose
babies were only a few weeks old) were still vano&onally connected to their
experience of difficulties as they were currenthtem at the time of the interview. As
discussed in the “Expectations versus Realitiesimida (Section 3.5), difficulties were
often an unexpected experience for the participams came as a ‘shock’ where they
thought breastfeeding would be ‘easy’. The subteebelow will further explore the
way in which the women talked about their expereeatdifficulties, and how they
managed to overcome them, with the surmountingfbfulties bringing a sense of
pride and achievement: “Breastfeeding is like cimgba mountain.”(Susan, p.21)

As well as the sense of pride felt in overcoming difficulties when
beginning breastfeeding, all of the women talkedudlsupport in achieving this
being a necessity which was “worth its weight indj¢Rachel, p.28).

The first subtheme examines how the participangsessed feeling as though
they needed to be successful at breastfeeding)sedtithe word ‘failure’ throughout
the interviews to describe how they felt when fegdiid not turn out as planned.
There was a sense of responsibility that the ppaiits seemed to take on, where
‘failure’ was deemed to be ‘my fault’ rather thassaciated with factors external to
them. The subtheme of “The Threat of Failure” bebmidresses this idea in more
detail.

3.6.1. “The threat of failure”. As discussed earlier in this chapter, many of the

women talked about the need to ‘get it right’ wieferring to succeeding with
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breastfeeding. For most of the women, there see¢mbd a pressure to not let the
baby down, and that they needed to provide for ttfeld. Some talked about failure
as ‘not being an option’ (Susan and Jayne).

For Anne, succeeding in breastfeeding was alsolhum@ortant in almost
making up for her feeling that she had somehovedadit the birth when she and her
baby had had quite a traumatic delivery:

| felt quite, | don’t know, a bit inadequate, onsething. And | felt like I'd

kind of let her down in such a way. So it was [ikee got to get this

breastfeeding right, I've got to do it for her’. dithat’s what it became about.

It was about doing it for her and making sure 8ta was getting what she

needed(Anne, P 12)

Jayne shared this sentiment, by talking aboutvthe
she and others had viewed her as someone who$adlifbeen punctuated by a series
of failures, and that breastfeeding was her chahmnest to prove herself and others
wrong about their perceptions of Jayne’s inabtiitynother:

Everything that I've done has literally had somenaént of failure attached to

it....It's just | want to be a success at being a ningoause | can't fail him. |

cannot fail my son. | can fail myself with anythibgt not my son, because

he’s the best thing I've ever done. (Jayne, p.20)

Within that threat of failure was also the ideaneéding to
fulfil the role of mother for the women, in providj the best for their baby which
overlaps with the earlier theme discussed earli¢he chapter (Section 3.4.2). Again,
failure to succeed at breastfeeding appears tedmcemted with what it means for the
women’s identity of being a mother, that not beafie to breastfeed perhaps means

that they have not quite achieved ‘good mothetusta
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For Rachel, it seems to go further than that. 8hs about feeling that her
baby ‘doesn’t need me’ when feeding does not gb. Whls could be interpreted as a
feeling of rejection from baby to mother, where baby is almost acting in a way
that sends a message to the mother that sheimgyfaiid is not doing a good enough
job:

When I've had a really bad (feed)...he’s ended upngrand I've just felt so

frustrated I've just handed him to my husband bsedive just felt; | can’'t

comfort him, he doesn’t want me, nothing | do isking him any happier, you

might as well have him. So it has just made mehgodoesn’'t need me, he

doesn’t want me. (Rachel, p.23)

Rachel was quite emotional when recounting thisedepce.

For her, there was a powerful perception that labylcould not be comforted by her,
the mother whaehouldbe able to do that, and so came to the conclusatid not
want her or need her. Rachel later talked about$teavcame to thinking that this was
not a situation in which she could continue: “Whéelt those feelings a few weeks
back I just thought this isn’t right, | shouldnitery time he cries think ‘no, 1 don’t
want him on me’, sort of thing(Rachel, p.24)

Here it seems that Rachel is almost getting ingexcting cycle where her
interpretation that the baby does not need helsléar to feel that she doesn’t want
the baby near her, perhaps to avoid the painfutiem®those thoughts bring about.
This is further emphasised when she says:

| didn’t want it to ruin our relationship, you knovf it was awful for me on a

daily basis.....I didn’t want to start feeling, yondw, resentful of...1 didn’t

want to feel like | didn’t want to feed my baby abh@vas when | started

having those feelings when | thought, do you kndwatvwhen | don’t even
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want to put my baby anywhere near me for a feet)slmot a good feeling to
have.(Rachel, p. 2p
Despite feeling very emotional about the impadhef

difficulties, Rachel had good insight into how st&s perhaps entering into a
negative cycle with her baby around feeding. Thiensed to allow her to step back
from her experience and think about other post#slior strategies that did not put so
much pressure on the mother-child relationship hebalso spoke about her sense of
failure around feeding:

| felt like it was admitting that | couldn’t do @&nd | didn’t want to admit that |

can’t feed my baby, because you know, it's sometkiat | should be able to

do. I should be able to feed my baby. So as mudtwasted to say, you know

‘I can’t do it’, | didn’t want to say ‘I can’t da'ibecause | didn’t want to admit

it. (Rachel, p.8)

She went on to talk about the notion of pursuimpgdect

feed, something which was also shared by someeddttier mothers:

We both (referring to husband) had to go awaysgete information,

practise that and also, kind of accept that we tmgh ever be able to get this

text book feed where he never clicks, and he nglyfgs, and once he’s latched

on he stays latched ofRachel, p.10)

This seems to add more pressure to the women’s
experience of ‘getting it right’ where there isidea of a ‘right’ and ‘wrong’ way to
feed a baby, which fits into a standardised s@tsifuctions to be followed in order
for breastfeeding to succeed: “It is kind of upsetthat it's just me that hasn’t

managed to get things right with itEmily, p.11)
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Here, Emily is referring to her own disappointmahbut breastfeeding
failing, but is also alluding to her sense of fesluwvhen comparing herself to other
mothers, who were seemingly successful at breabtigeheir babies.

3.6.2. “In need of support”. All of the participants shared the experience of
looking for help when facing difficulties in estadling and continuing breastfeeding.
They all described seeking the guidance and adfigarious professionals:
midwives, health visitors and peer counsellor vadens.Susan talked about pursing
the advice of one particular health professionalpm she had heard would be able to
help her with her issues: “l went to a breastfegdinpport centre, support, you know,
drop in session because | heard that this ‘bresgitig guru’ went there and she’s just
brilliant and I'd heard about her and | thoughhistis what | need’.(Susan p.16)

Other sources of support for some of the women Wwera peer relationships,
where many talked about shared stories and expesenith other mothers: “You
turn up and there are other mums there and thegymg ‘well yes, this happened to
me! That happened to me too!” And somebody elsesagmg; ‘Me too, this is
exactly the same experience that I'm having'... dt'selief really, to feel like I'm not
my own and I’'m not kind of unusual and that otheole battle, and have the same
battles that I've had.”(Susan, p.35)

Here Susan describes a sense of relief in knowaghter experience is shared
by others. The relief seems to be in the knowlgtigeshe is not isolated in her
‘battle’ with breastfeeding and that together wathers’ understanding she can move
forward. A shared understanding is mentioned elsesvivhen Emily talks about her
experience of going to support groups: “They atikof shared sort of experiences

and stuff so they kind of all understand that hat gone ‘Oh that's not worked out’
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and stopped it. They understand that it's a kind/ofi know, things have been
difficult and I've been trying...{Emily, p.11)

However, Emily also talks about the support ingh&up almost as a double
edged sword, where comparisons can be made, arffdedb@lmost the ‘odd one out’
in her use of formula when the other mums are biessding:

Most of them end up feeding the baby during thept®of hours that we get
together whereas | go to the fridge and get adotit and you know its....It's kind of
worked out for them but it hasn’t worked out for.r{iemily, p.12)

Emily was faltering during this excerpt in the iniew
when she was talking about how hard it was to barat other mothers who were
seemingly getting on fine with breastfeeding, tbed getting up to get the bottle out
from the fridge a clear message to the othershiiabreastfeeding story was
different.

Apart from Emily, the participants shared the eigrare of having found
support from others invaluable, in being able amlen others for advice, or simply
having someone there to talk to when needed. Tipp@t seems to have given some
motivation to continue, which is discussed in tegtrsubtheme where the sense of
pride, that overcoming the difficulties broughtesamined.

3.6.3. “Pride in achievement”.This subtheme explores more positive
experiences with breastfeeding in the way partitipaxpressed the sense of pride
and achievement in having continued with breastfegdhow that difficulties were
being surmounted: “I suppose | view it, you do feedud of yourself that you have
provided all of that for them.”(Heidi, p.31)

Along with this sense of winning the ‘battle’ waseal determination from the

participants that they would achieve their goah® end. There was a strong sense in
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all the mothers interviewed that breastfeeding swamething they had to persist with,
especially in overcoming any problems encountaviahy shared the idea of not
being able or allowing themselves to ‘give up’v#’ got the bottles in the cupboard
ready in case | need them, but | guess I'm juste@ady to give up just yet.”(Rachel,
p. 26)

The need for strength to continue was shared atsBachel described having
to “dig deep” (p.30) to carry on breastfeeding.sTpinrase seemed to evoke powerful
images of someone struggling to find the last bérergy from within them, with
which to “battle” on. Susan also talked about teeision to start breastfeeding as not
being one she could easily turn away from: “No eratiow tricky it is, I'm not going
to throw that away. It's really important to m@&usan, p. 33)

This quote, when revisiting the transcript, lef tiesearcher wondering what
Susan was referring to when she used the phrasgoimg to throw that away”. This
was interpreted as Susan’s fear that her idedsrdethos’, that breastfeeding was
the best thing to do for her baby, but also foskHEras a mother and as a woman,
would be compromised, and possibly discarded aodisted. Susan’s determination
felt as though she had the need to protect thisimgdor her, and that any
difficulties would not cause her to discontinuedstfeeding. Heidi refers to her
experience of breastfeeding as a journey with mpsd@wns, one which changes as
the baby grows. “I suppose carrying on with it. Iquite proud of, because that’s
another thing that the NCT doesn't tell you or ineastfeeding counsellors don't tell
you is that it changes.”(Heidi, p.56)

Again, as discussed within the Expectations valiRes theme (Section 3.5.),
Heidi hints at the lack of forewarning about how tlature of breastfeeding is not

static, and that it evolves with the baby.
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Emily however, presented as an exception to havwggcome difficulties as
she, at the time of her interview, was in a cursgniggle with her breastfeeding
experience, and was in the process of seeking suypib re-establishing
breastfeeding her baby. However, Emily talked alooating to terms with the fact
she would be happy to have given breastfeedinged@o’ before having to move
on to formula feeding, and did share the deternunatith the other participants: “I
was so determined that I'd just do breast andlttigiist carry on with it and | was so
determined with it that | would just crack it arnidviould be okay. But it hasn’t quite
gone to plan.” (Emily, p.17)

Emily here repeats her use of the word ‘determimgdth was interpreted as
her need to convey the message that she was tgatly to succeed with
breastfeeding, and as she had discussed eartie interview, ‘not just giving up’
out of choice.

As well as feeling proud in having achieved throtiggir own determination,
the participants also shared a positivity thatrtbéficulties, although stressful,
emotional and ongoing (for some), were surmountarid also, and most
importantly perhaps, not due to their being inadégas a mother. “It's getting easier
and we can have some lovely feeds, and yes, soegttia not so good but at least |
don’t feel rubbish about it, someone has told nag itts not something I'm doing
wrong”. (Rachel, p.28)

It seemed that rather than seeking the “perfecttextbook” feed that some
of the participants referred to, they had, withaiand support, learned that the act of
breastfeeding was individual to them and their &ésbit seemed that this process of
acceptance that breastfeeding was not going ta$eand perfect at all times

allowed some of the participants some relief inrtgkhe pressure off to “get it right”
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all of the time and therefore begin to enjoy thpezience.

Overall, this superordinate theme captures theiwayghich the majority of
the participants interviewed were able to emergmftheir difficult experiences
feeling more content about their breastfeedingrjeyr and possibly reflects the way
in which the early days of this experience preseiiis many ‘highs and lows’ which
require some kind of “strength” or persistenceabtgrough the challenges. The
timing of the interviews in relation to how breastling lived experience was
discussed is perhaps pertinent here, where womenwehe ‘closer’ to the challenges
were possibly more preoccupied with the more diffiaspects of feeding, whereas
those who had more distance from these early cig@ieperhaps had more space to

reflect on the more positive aspects of the ovéraastfeeding experience.

3.7. Other themes

There were some themes that were noted thatwegreaptured under the
superordinate themes described above, as theynwegenerally shared across the
group, but are perhaps pertinent enough to exploecto the nature in which they
stood out when analysing the themes across thesdat&ome of these additional
themes were of particular importance to individoafticipants, and some were
themes that were shared by one or two other paaiits when noticing similarities
and differences across the cases.

Heidi talked about feeling awkward about feedinguiblic, this particularly
related to taking advice from her father who hadsetl her that she should be
modest and ‘cover up’ when feeding. Heidi seemddltoabout this in a way that
was interpreted as her feeling pressure to consithers’ comfort and needs above

her and her baby’s with regard to breastfeedings $hbject did not emerge in other
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interviews in terms of direct worries about feedingpublic, however Anne did talk
about the lack of portrayal of breastfeeding inrtexlia, for example, on television
and wondered why that might be; feeling that bfeasging should be promoted more
in the media.

This leads to another theme of protecting the bieading ‘ethos’ which
Susan discussed passionately. Her own beliefs leatgt was important as a mother
and a woman to breastfeed in a ‘natural’ way withotervention in terms of using
bottles or pumps.

Another theme that stood out and again only disaisy one participant was
that of breastfeeding and the impact on body imbigee, Heidi talks about the
change in her breasts due to breastfeeding, amdrsg¢o feel self-conscious about
this. Although this was not discussed in detaitiaes perhaps highlight how some
women perhaps face having to accommodate physicakh as psychological
changes when giving birth and breastfeeding, iatia to the perception of their
breasts being something used to nurture and prderdéeir child, challenging
perhaps their previous perception of breasts asctspf sexual desire.

These themes are perhaps important to considgghindf some of the

feminist perspectives outlined earlier on in chaptee.
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January 2013

Ok, I've been thinking about breastfeeding a lot lately, not just because of the thesis
but because I am pregnant! My tutors have joked that this is one way of getting into
the research! But seriously, I am really aware that the topic of the thesis is
becoming more pertinent and personal to me so I feel I need to really use my diary
to capture my thoughts.

One thing that has occurred to me since becoming pregnant for the second time is
that I have been introduced to a dilemma in thinking about my feeding decisions
with this baby, which wasn’t there the first time around. In order to complete my
training and not have to skip a year I can only have 6 months off (I'm due in June)
so Lreally need my baby to be able to take a bottle in order for me to return to work
when he is 6 months old or it’s going to be really really difficult to leave him. Cue
copious amounts of guilt! I'm sure this is perhaps what millions of women thinking
about the way in which they will feed their baby might be experiencing. Will I be
depriving my baby? ‘Good mums don'’t do this’ etc etc. Think these are things to
bear in mind when I come to doing interviews, although I know I need to ‘bracket’
off my own feelings about this too...

September 2013

So 1 gave birth to a beautiful baby boy on 11t June and, lo and behold he is a bottle
fed baby! I can’t quite believe that I'm returning to this journal with a completely
different experience than I could have ever imagined. I'd assumed having breastfed
my little girl for 15 months that I would just breastfeed my second baby. Not the
case. Unfortunately, due to quite a traumatic birth for us both, and baby having to
spend his first 5 days of life in neo natal intensive care, we have ended up at a point
where we are using bottles. His being tube fed for this period, be it with breast milk
and formula meant that he just never established a latch, and I couldn’t deal with
upsetting a poorly baby by persisting for the two weeks the consultants told me it
could take for him to ‘get it’. So, I spent the following 6 weeks pumping breast milk
within an inch of my life before finally giving up. And spent the next 6 weeks feeling
incredibly guilty, DESPITE the fact I knew that I ‘could’ breastfeed and it was
probably due to my baby’s rocky start and not being able to establish a latch (my
daughter latched straight away). All of a sudden I am aware that I need to justify
myself for not breastfeeding (even in this journal entry!), to midwives, to health
visitors, to gp’s and to family and to friends...and to myself?? Oh, and helpfully, the
only support group for mums with a newborn is a “breastfeeding café” so I can’t go
as a bottle feeder. As I reflect on the last couple of months I remember feeling a bit
isolated and left to it in terms of working out all the stuff about formula and
expressing-its’ true, they don’t tell you ANYTHING about feeding options that are
not breastfeeding! I'm using advice from online forums and sites rather than the
professionals on my doorsteps. Their answers to my questions are so vague, and as |
know, intentionally so probably. I finally realise what I've heard and read so far
about mums who can’t breastfeed, how awful you feel about it, and how there’s not
really any support to help you out of that feeling. Food for thought.
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Chapter 4: Discussion
4.1. Overview of chapter
This chapter will begin with an overview of thedings from the current
study and will then consider these in relationxstng theory and literature.
Consideration will then be given to issues regaydime quality of the current
research, with methodological limitations beinglexgd. Clinical implications for the
research findings will then be presented along wiélas for future research in the

field. The chapter will end with final conclusioasd reflections about the study.

4.2. Summary of Research Findings

This study aimed to explore the lived experierafdsreastfeeding for first
time mothers, with an interest in how they madessasf any difficulties they
encountered with breastfeeding.

Analysis of data resulted in three superordina¢entes which captured the
mothers’ experiences in terms of their sense ofrtreernal self”, “expectations
versus realities of breastfeeding”, and in thepexience of “overcoming
difficulties”.

The idea of the maternal role being embraced asaemtended seemed to be
a powerful theme that was common across all thecgeants’ experiences, emerging
from their narrative around what breastfeeding me&athem. In particular, some
participants referred to breastfeeding as an ‘ficsitrte, natural act” that women
“should” do, something that defined them as wonmmhas mothers; and so seemed
to be tied up in their identity as such. One théna¢ was particularly strong across
the participants in relation to their role as ameotwas the feeling that breastfeeding

was linked to their bond with their baby, and leditem questioning whether bond
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was dependent on the ability to breastfeed, wherett of breastfeeding was
synonymous with a feeling of closeness and condeets with their child.

The mother’s role was discussed by participantenms of them having a
notion that there were things a mother “shouldabke to do in that role, and that
there was a “right” or “wrong” way of doing it. Thivas related to the act of
breastfeeding where there was a sense that a risotbleris to provide sustenance,
nurture and comfort for her baby, and so they shbelable to breastfeed
successfully and for as long as possible.

This seemed to be imperative for the participamteel that they had fulfilled
their duty as mother. This, then, appeared to feadsignificant amount of perceived
pressure to achieve this, where pressure wasntpesperienced internally, but
there was also a perception of external presserthdi from peers, professionals or
social/cultural rhetoric around breastfeeding, hgglted and emphasised through the
media (for example Facebook, television programamesnewspaper articles).

In order to maintain this “natural” state of bréastling, and in order to fulfil
the mother’s role as “nature intended”, particigaa®pressed that the idea of any
substitute to breastfeeding was something negatinvd something to be avoided at all
costs. There was an impression that formula wadbstance that could be interpreted
as a representation of failure in breastfeedingmartaps, a failure to achieve what a
mother or a woman “should” achieve in providing her child on a basic level. In
fact, one participant (Jayne) did refer to the ithed she had almost “demonised” the
use of formula and discussed the thought of ugimgtially as “evil”. Further to this,
some participants also talked about the senseamfislihey felt having to use bottles

in front of other mothers who were breastfeediregrthabies, seemingly without
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difficulty. This seemed to trigger feelings of ire@phacy and disappointment in them,
again highlighting a sense of failure to succegsfuleastfeed.

Another theme that was shared across participaagsalvout what their
expectations of breastfeeding were prior to givoith, and how this compared to the
discovered reality afterwards. Commonly, across@pants was an experience of
the impact of how reality contrasted with a “romehview of breastfeeding as being
a natural, instinctive, and relatively effortlesgperience.

Participants spoke of their “shattered” dreams&aup.14) where these
ideals or pre-conceptions were dashed quickly arexpectedly within hours of
giving birth. Along with this experience, particiga also seemed to feel strongly that
having more information which gave them a realiptature of breastfeeding, may
have saved them from their “rollercoaster” of emios that came from struggling to
establish breastfeeding and the realisation thvaast not going to be as “easy” as they
had imagined. This may suggest some implicationpifofessionals which will be
discussed in section 4.5.

The third theme that encapsulated the participaxsériences was the way in
which they talked about “Overcoming Difficultiediere, participants were again
interpreted as having the threat of failure hangingr them when they encountered
problems with breastfeeding. This idea overlapsesoat with the previous theme of
achieving the natural role of a mother. Here, havgthe internal struggle to “get it
right” appeared to lead to significant emotionalidss in the early days of feeding.
In this desire to avoid perceived failure, all papants described seeking support in
their breastfeeding journey mainly through peetentls or healthcare professionals
and volunteers. One participant referred to puggaifibreastfeeding guru” which

emphasised to the researcher a sense that sucdesastfeeding was achievable
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through external, professional intervention. Pgyéints seemed to place great
importance on the support received, and that tmeepof information about what was
“normal” was “worth its weight in gold” (Rachel,28). This support and advice
seemed to act as a turning point for many of thhiégi@ants, where they were able to
persist and persevere through their difficultied aranaged to establish a more
settled routine of feeding that was achievabléelong term. All participants, bar
one who was experiencing difficulties at the tini¢he interview, seemed to share a
sense of pride in their determination to succeedt teastfeeding and being able to
find the internal strength to continue throughidiifties in order to “get to the other

side”.

4.3. The Research Findings and theory

This section explores some of the main findingghefstudy in relation to the
theory and existing research that was exploredewipus chapters. The topics being
considered here are those that were of particatarast to the researcher in terms of
answering the research questions and addressiragntiseof the study; and which
seemed to be the most powerful themes that emémg@dhe synthesis of the
participants’ experiences.

4.3.1. Maternal Identity. The findings of the current study are supported by
theories and research on maternal identity andatiti$e set out in this section.

Firstly, theorists who discussed maternal rolemattant or “becoming a mother”
(Rubin, 1967, Mercer, 1980) posited that women ugai&osychological work”
during pregnancy and birth in order to accommodat&leal image of themselves as
mothers into their existing “self-system”. This lides ideas about qualities and traits

that they might deem desirable in fulfilling themmle. A threat to this sense of new
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identity as a mother may occur when facing chaksrgyound breastfeeding, as found
in the results with the participants of the curreaidy. Here, distress seemed to be
related to the sense of failure that women perceivieen struggling to breastfeed,
which was related to a judgement about what kinghather they might be. This
seems to be explained well by Lee’s (2008) workmaternal identity and infant
feeding where it was suggested that women who toaf@mula feed in the current
cultural context feel they have to justify theircdgon to do so, as this has been
constructed as “bad” in terms of a feeding metMdgdmen may then struggle to
maintain a positive sense of themselves as motttach was evident in the way the
women in this study talked about themselves agigéhey had “failed” or “let
down” their babies.

The idea of “identity work” a mother may have toiderder to accommodate her
use of formula feeding in her beliefs about beirfg@d mother” is interesting in
relation to the current findings. This is reflectadhe way that the participants
discussed their coming to terms with using botkeormula later on in their
breastfeeding journey, tying in with the idea ¢fisk” that women face “moral
collapse” when feeding with formula (Knaack, 2010).

The findings that negative feelings regarding nmrakidentity were experienced
when encountering breastfeeding difficulties appeo be reflective of findings
within the existing literature suggesting that mia& identity was impacted by
women'’s breastfeeding experiences (i.e. SchmiedBanday, 1999). Breastfeeding
did appear to be perceived by the women interviewede current study as the
“measure of the mother” as described by Blum (199Bg participants in the current
study also discussed feelings of disappointmentodmedperiencing breastfeeding as

distressing at times when they were strugglingviercome problems.
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The current findings also support research by Wfison et al. (2011) as they
correspond with their overarching theme of breaslifeg difficulties being a ‘threat”
to maternal identity, where the ability to feed baby appeared to be an “essential
part of motherhood”. In the current study, par@ifs expressed the need to
breastfeed as being what a mother and a woman [t8haa, reflected in the
superordinate theme ‘Nature’s Way-The Maternal’Self

The findings also fit well with the existing reselarabout constructions of
motherhood (i.e. Lee, 2008) in terms of the cohfietween breastfeeding being a
“natural”’ part of mothering, yet also requiring expguidance. This experience of the
“medicalisation” of breastfeeding (Marshall et 2007) did seem to add to the
feeling of surprise and confusion expressed byi@pants in the interviews when
considering their roles as mother in relation &r¢hbeing a “right” or “wrong” way
to breastfeed. This was particularly so when they been given the message that
breastfeeding is meant to be an instinctive andrabpart of mothering by healthcare
professionals or by peers who have had a relatstefyght forward experience with
breastfeeding.

Further, the research by Wall (2001) on the mavaktruction of motherhood
in relation to infant feeding appears to be supgggbend emphasised by the current
findings. For example, the findings lend well te suggestion that current healthcare
interventions can in one way be helpful or empomgerbut also that they can also be
experienced as “oppressive” or controlling, whefermation is centred around the
benefits of breast milk, and mothers are treatédiiaembodied providers of milk”.
Again, this lends to some consideration of theichhimplications of the findings,

which will be discussed further in section 4.6.
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In light of the discussion above around maternahidy, the current research
appears to provide some critique of breastfeedeifgesficacy theory. This theory
(Dennis, 1999) discussed women’s experience ofstfesading in relation to how
confident they are in their ability to breastfeaith a strong focus on the act of
breastfeeding, and how this is learned and accshmad. The related scales developed
to measure breastfeeding self-efficacy have beewrsto predict outcomes in terms
of breastfeeding rates, and have provided someaeapbns of why some women
cease to breastfeed in the face of challengessidtiiers persevere. However, the
theory does not go as far as to explore what lowfidence around breastfeeding
means to the woman in relation to how she mighteptualise this and what the
consequences of having ‘low breastfeeding seltafly’ might be, other than in
terms of ‘emotional distress’ or negative psychalabdifficulties. Maternal Identity
theory, therefore is perhaps a more useful themexplain the findings of the current
study.

Whilst breast feeding self-efficacy theory may pdevsome useful insights
into the processes involved in the duration of stfeading, it perhaps falls short of
providing a depth of meaning in terms of explonmgmen'’s lived experiences of
breastfeeding that might be essential in undersignghat motivates or discourages
women to continue breastfeeding. Maternal idenitigory, however, does seem to be
able to address this and offers a way of thinkingua women'’s breastfeeding
journeys that includes considering what changesraan might undergo
psychologically in order to accommodate her new ed a mother and all the

challenges that go along with that new role.
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4.3.2. External pressure to “get it right”. This refers to the way in which
participants talked about pressure from both withemselves and from external
sources to succeed with breastfeeding. As descabede, the internal pressure
appeared to come from the need to satisfy particgpaense of the maternal role in
providing for their child.

The external pressure, however, seemed to comredrperception that other
women would judge them if they did not breastfdegrtbaby, and that bottle feeding
was something to be ashamed about, and somethiich Wighlighted the women’s
sense of failure and feelings of inadequacy. Tlieséngs support ideas presented in
previous research (i.e. Hoddinott & Pill,1999; HllHauck, 2007) who highlighted
that difficulties with breastfeeding were assodateath lowered self-confidence and
feelings of failure, as well as feeling pressurggltnfessionals to breastfeed their
babies.

An interesting finding from the current researckhis way in which the
participants talked about the need for supportexmrt guidance in overcoming
difficulties encountered with breastfeeding. Altbuparticipants primarily described
this in a positive way, and being mindful of thetfthat half of the sample was
recruited from a breastfeeding clinic where mothessid go to access such support,
there was still an interesting discourse aroundaég in which participants felt the
information given to them fell short of preparifgein for such difficulties. It was
interpreted that the participants who self-selettedblunteer for the research
interviews were using their participation in theearch as a way of providing some
feedback about the care they received regardirgstie=ding prior to and after
giving birth. The consensus seemed to be the pgoceat the information did not

go far enough to warn women about what to expeeinreastfeeding in terms of
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the reality of what it would be like and what th#idulties would be that were most
likely to occur. There was a definite feeling teath information may have been
helpful in anticipating such negative and distreg®motions when encountering
problems, whereas the participants’ experiencethatshey attributed these
difficulties as failing in some way in their role enother. These findings support the
work of Hoddinott and Pill (2012) who suggested tharent policy for support
around breastfeeding was “unrealistic and unhéelpfblere women feel under
pressure to breastfeed exclusively, and educatitwoitechnical and “rules based” in
nature.

This also ties in with ideas around moral constamst of motherhood, where
researchers refer to the medicalisation of breegtfg, and therefore women feel that
they need to look to ‘experts’ in order to succestth breastfeeding. (Knaack, 2010)

Overall, the findings explored within this themewith the suggestion by
Leeming et al. (2013) that the use of expertisebsaan empowering or
disempowering experience for women, which, as thieeat study also suggests, can
lead to feelings of distress, a lack of confidermm#fusion and questioning of the
participant’s identity as a mother.

Ideas about how women might be “forearmed” in hdlpfays will be
discussed later in this chapter (section 4.6)ummary, the discussion of theory
relating to the research findings of this studyiaigroviding a framework on which
to understand or explain the ways in which womescussed their lived experience of
breastfeeding. It is also important to consideratitext in which this research sit, as
well as consider how this might also shape themaktinderstanding and concepts.

This will be explored briefly in the following seah.
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4.4. Context of Research Findings

The current findings appear to support the thebmaternal identity and
distress associated with threats to this. However also helpful to consider the
findings in relation to the current context as tiigy impact women’s view of
themselves as mothers also. As discussed in Chapterideas and attitudes about
infant feeding have changed significantly overplast Century and more so over the
last thirty years, with the advent of WHO guidaacel Baby Friendly Initiatives to
increase breastfeeding rates. Further, in todaytsiral context, breastfeeding is
once again at the forefront of media attentionhwitnphasis on financial gains to be
made for the NHS if breastfeeding practises wemtdinue to the recommended
duration.

However, conversely there also appears to alsofe &ind of backlash in
the media over the last two years whilst this redewas taking place, where women
have been speaking out about their feeding de@saod how they feel about them in
relation to the expectations they perceive theea@garding breastfeeding. This has
been particularly evident in tackling the publiedeng taboo where women have
demonstrated and “named and shamed” those estaleligh that have been
unsupportive of women breastfeeding by asking tteefeave their premises.
Discussion around this lends itself to feministifposs of empowering women to
make their own choices around feeding and tackhiegnotion of breasts as sexual
objects (e.g. BBC News, 2014, Mirror, 2015).

The idea of empowering women in their choiceseidipent in the way the
participants in the current study talk about havimgye complete information at the
right time, so as to prepare themselves with thétres of breastfeeding, thus feeling

better able to face the challenges that the taslipoae. The exploration of women’s
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experiences in this study perhaps builds on sontieeofdeas that women have a right
to making a fully informed choice, and need to g a voice in relation to how
they feel about infant feeding and what this reaignifies to them. Again, this
perhaps has implications around how support miglgiaped in a way that is
meaningful and helpful to those women who feel trezgyuire it when starting out
their personal breastfeeding journey, which willdx@lored further in section 4.6.
4.5. Evaluation of Methodology

The following section will present the consideraidhe researcher made in
designing and conducting the study in order to ta&rcriteria suggested for validity
and quality in qualitative research that was déscrin Chapter Two (Yardley,
2008). The section will also provide a critiquetlvé methodology that was adopted.

4.5.1. Sensitivity to contextYardley (2000) suggested a number of ways in
which gualitative research could be assessed aogatalits sensitivity to context, by
taking into account the socio-cultural situatiowinich the research is based, the
existing literature around the topic being exploaed the material from the

participants themselves.

The choice of adopting IPA as a methodology by Wwhacconduct the
research in itself can demonstrate sensitivityolatext. Here, the decision to utilise
IPA was made according to the wish to stay clogbedparticular” in terms of the
participants’ experiences, by adopting a way ofexting data that did not place an
emphasis on imposing a priori themes whilst alsodgmindful of the researcher’s
position in terms of the interviewing and analysiscess. IPA offered a useful way to
think about the interactive and idiographic natireata collection in qualitative
research, where the process of gathering and anglglata was considered just as an

important part of the methodology as the findingse researcher attempted to hold in
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mind that a “good interview” meant “good data” ghdrefore maintained an
empathetic stance in the interviews, being serstovthe emotive nature of the topic
and staying with the participant throughout thewvassation. Again, this meant the
flexibility that IPA allows in conducting intervieswvas a way to remain sensitive to

context.

The analysis process allowed attention to detedluph the reading and re-
reading of transcripts, noticing themes and theareher's own preconceptions and
development of ideas, which immersion in the datalpce. Demonstrating themes
through the presentation of verbatim extracts fparticipants’ interviews gives the
participants a voice. Interpretations have beeeretf in the analysis as a “possible
reading” of the data, and more general claims wéesred with some caution (Smith

et al., 2009, p.184) which again also shows a seitygito context.

4.5.2. Commitment and rigour The researcher was committed to the
research and spent time reviewing literature irfigld as well as going to talk to
healthcare professionals about the subject of ie=mng. An attempt was also made
to understand the theoretical underpinnings of #8Avell as learning about the
specifics of the methodology in practise, againtigh reading and attending a
training workshop endorsed by Jonathan Smith aténg early stages of the research

process.

The commitment that the researcher can demonstr#te use of IPA
overlaps with some of the ideas discussed in tbgoseabove, on sensitivity to
context. Here, the researcher, in undertakingrikaepth interviewing and analytical

process that is involved in IPA research, showedmmitment to the participant and
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the data, in paying close attention to the parictp in the interviews, and through the

immersion in the data that arose from them.

In considering “rigour”, or maintaining “thoroughsg of the study, it was
important to include in-depth interviews and foe tiesearcher to pick up on
participants’ cues to enable them to “dig deeped axplore themes in detail as the
interview progressed. Again, the analysis was ua#len in a systematic way, but
allowed idiographic engagement and sufficient imtetation to take place in order to
fulfil the requirements of IPA methodology.

Part of ensuring rigour in methodology included sidering the sample in
relation to the research questions being expldreédrview technique and analysis,
especially for a novice researcher in IPA, was irtgpu. Here, the researcher
considered Yin's (1989) ideas about conductingiadépendent audit” where the
researcher puts in places checks to assess vaiiditye research. In this case, the
research supervisor was able to conduct some ksl ¢atini audits” (Smith et al.,
2009, p.184) by reviewing initial annotated traifgsrto ensure themes related to the
text being examined. The supervisor also reviewattslof the analysis in order to
assess validity in terms of themes: through chegckarticipants’ verbatim quotes in
relation to the interpretations being offered by tesearcher.

4.5.3. Limitations. When evaluating the methodology adopted to conduct
research it is important to reflect upon the limdaas of the research and how this
might impact any conclusions that can be drawn filoeresults.

Recruitment.The first consideration to make was the recruitnpeacedure,
which differed to the method initially planned. #st it was proposed that
recruitment would coincide with another trainee'sject and therefore participants

would be approached ante-natally as well as pdsiipalt was felt that recruiting
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ante-natally would allow participants to be readiprior to having any experience of
breastfeeding and so enable exploration of expeggeat differing time points. .
However, due to delays in the research approvalsess it was not possible to recruit
women in the antenatal period, due to the timifgh®expected date of delivery in
potential participants occurring outside of theuieed recruitment phase of the study.

Therefore the recruitment method was changed tblemacruitment to be
carried out through the use of advertising postetee maternity clinic areas as well
as through attending post-natal breastfeedingcctirop-in sessions run by healthcare
professionals and peer worker volunteers. This intban the women recruited
through the breastfeeding clinic (n=3) were potdiytimore likely to have been
experiencing difficulties, hence their seeking sappt such a clinic. However, the
other three participants were self-selecting pigdicts who responded to the posters
in other clinics and so were not seeking supparbfeastfeeding problems or issues.
Further, during the interviews the self-selectinghven indicated that they were
interested in giving their opinions about breastieg and perhaps were motivated
instead to participate by the desire to providelli@ek to professionals in a safe and
anonymised way.

Researcher’s PositionAnother factor to consider here was the reseasche
position and relationship with the research anddpe area. The researcher was
aware from the outset that there was a personalembion to research, and therefore
an attempt was made to use this in a positive wdyaalopt the IPA stance of being
aware of preconceptions and “bracketing” off theim thoughts, feelings and ideas
about the subject when conducting interviews, wiailso maintaining reflexivity
throughout by the use of the diary. When condudiieginterviews, the researcher

attempted to remain neutral and not give too maédrmation about themselves to
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the participant before the interview. However omsaccasions, the participant
specifically asked or assumed that the resear@ddeekperience of breastfeeding, and
an honest answer was given. This could have infle@rthe way the interview
progressed; the participant could have felt thatrédsearcher was holding an “expert”
position and so could potentially make a judgmdmaiua their own experiences.
Whilst this was not apparent during the interviears the participants appeared to
get immersed in their own narratives, this is adat consider. The researcher
expanded more upon their own position after theruiew, within the de-brief if this
was deemed necessary or if the participant habdduguestions in relation to the
study.

Data Collection.Another area that could be considered as a limoitas in the
conducting of the interviews themselves. The retearused a topic guide for the
first interview in order to act as a prompt to raththe interviewer to ask around
certain areas which would assist in answeringélsearch questions. However, this
was not carried forward in the subsequent intersiawit was felt that the interviews
would progress better being led by the participants that this would allow for
richer, more in-depth exploration of themes, rathan being distracted by set
guestions. However this meant the way in whichfiise and subsequent interviews
were conducted differed.

Whilst this could be seen as a limitation in tewhsot being able to ensure
consistency across all interviews, this method isgeping with IPA philosophy, in
that each participant was treated independentlg, separate “case”, and attention
was paid to the “particular” in terms of being legparticipants’ narratives. It is also
in keeping with IPA in that the nature of condugtsuch interviews means that the

researcher, with each interview, revises their ijptevfore-understandings, as
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demonstrated in the discussion about the hermeneydie in Chapter 2. Therefore
the researcher takes forward a slightly alteredpmsative and method of conducting
the interview with each new patrticipant. It is #f@re vital in conducting research
using this methodology to acknowledge the reseaiah&e process of collecting
data, where it is not possible to truly separage’itifrom participants’ accounts of
their experiences.
4.6. Clinical Implications

The results of this study suggest that women wkadifeed may experience
some psychological distress if faced with the desisaof mastering this task. The
results showed that the participants reporteddtftulties with establishing
breastfeeding caused feelings of inadequacy, glgtpair and frustration, (as
presented in chapter three) leading in some cas&gdmen to question the impact of
this on their relationship with their baby, anditheerception of themselves as “good
enough” mothers, thus creating a cycle of negdéeéngs associated with the whole
process of breastfeeding.

These findings potentially have implications foe thay in which healthcare
professionals think about and monitor mothers engbstnatal period. Currently the
emphasis is on benefits of breastfeeding for bgimears to override a consideration
of what the impact of breastfeeding and breastfepdifficulties might be on
women’s emotional wellbeing.

Participants in the current research spoke cledrbut the need for more realistic
information about the nature of breastfeeding. ifTperception of the existing
education was that it emphasised the benefitsezdtfeeding but that discussions of

possible pitfalls or difficulties associated wittebstfeeding was actively avoided,
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with the belief being that healthcare professiotiailsk that women may be “put off”
by more realistic information.

The implication of this is that women are often\pded with incomplete
information which does not prepare them for whagxtpect when commencing
breastfeeding. The patrticipants, through the theffiexpectations vs. realities of
breastfeeding”, expressed the way in which theiagdabout perfect or “textbook”
(Rachel, p.10.) and natural feeding were “shattef®dsan, p.14), giving rise to a
flood of negative emotions. This finding, which popts the existing research into
breastfeeding difficulties, suggests that healticpeanakers would benefit from
paying attention to the way in which informatiorpi®vided to women when making
decisions about breastfeeding, when it is possthé&anpower women in their
breastfeeding journeys by giving a realistic pecige on what breastfeeding may be
like. Although there appears to be some anxietyiMbether giving this kind of
information will prevent women from attempting teebstfeed their babies the current
support and information appears to have not beecessful in raising exclusive
breastfeeding rates in the UK.

A further clinical implication of the research i®and the underlying perceived
feeling of pressure the participants in this strefyorted experiencing from healthcare
professionals to breastfeed. Although it is diffido generalise to all women, it
appeared that there was a perception that womeilis/dao mother was being judged
on whether or not they chose to breastfeed. Thisgps points to a more subtle way
in that interactions between women and professsooetur which would possibly be
a helpful area to explore further. Inconsistenaie@sformation given to participants
were reported in this study, as well as elsewhethe literature where the messages

women feel they receive about breastfeeding atstica®@ lead to confusion. The way
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in which support services are currently set up alag emphasise the feelings of
inadequacy and isolation expressed by particip&aisexample, support groups are
labelled ‘breastfeeding support’ and so women wieanat breastfeeding or not
intending to breastfeed exclusively are seeminglyimvited to attend. The
researcher’s personal experience of such servieastthat they were excluded from
support groups and feeding cafes due to methodfarft feeding that was adopted.
Again, this could potentially have an impact imterof enabling women to feel
encouraged to seek advice, support and reassutaatdbey are doing a “good job”,
even if they are not breastfeeding.

Overall, as existing research also suggests, lieeasatg promotion that focuses
on biological benefits of breastfeeding, or thegbgl act of it without giving enough
attention to psychosocial factors may create a angitfemma” for some mothers,
and therefore educational and supportive intereestshould take these factors into
consideration so that women are assisted in makingned decisions about feeding
(Guyer, Millward and Berger, 2012).

In considering the current findings that women’'ssgeof maternal identity is
compromised when facing challenges with breastfegdis well as the way they
discussed the need for more realistic and balam¢ednation about breastfeeding
from healthcare professionals, this might lendfitgethinking about more helpful
ways to offer support for women. It seems thatehgm@ need to facilitate the
woman'’s “identity work” at the most sensitive timmethis process, soon after their
infant’s birth, in order to enable her transitionher role as mother without much in
the way of emotional distress or without undermgnier sense of her being a “good

mother”.
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One suggestion about how this might be practicadlyieved might be in
normalising the challenges that women might faddénearly days of breastfeeding,
and encouraging women to talk together about fears, their expectations and their
experiences with one another.

The participants interviewed in this research sectodave ideas about when
and what support might be useful for them in teohimfant feeding, and so it seems
logical that mothers should be involved in devehgptiheir own packages of care
around antenatal and postnatal support. This niéddet the form of more antenatal
breastfeeding workshops focusing more on potealiallenges that might be faced in
the early days of breastfeeding, as well as thexppity to make contact with a
breastfeeding “buddy”. Access to a peer suppomigto allow women to explore
infant feeding might be of use, whichever methotkefling is chosen in order to be
inclusive of all mothers. Further, healthcare pssfenals should not make
assumptions about what a woman might be feelimglation to her breastfeeding
experience, and so should be curious about whatemandividually might need,
being mindful that each person’s relationship wiith idea of infant feeding might be
different, and so advice and support must be &dl@ccordingly. Overall, the
suggestion from the current research is that theegls to be a sensitivity around the
topic of breastfeeding where a consideration tommegfor the individual is key, if
the aim is to support that woman in feeding heldcioe that with the breast or
otherwise. The wider political, cultural and sod@dus on increasing breastfeeding
rates might remain; however, this does not meairtlieawvay in which support is

shaped cannot be adjusted so that women feel mgveweered in their experiences.
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4.7. Future Research

Given some of the discussion around informatiors@méed to women about
breastfeeding and the question about whether irdbom is helpful or unhelpful may
lend itself to further research in terms of theetygmd method of education being
delivered through maternity services. Here it wdudduseful to assess the impact of
receiving information about breastfeeding at diffgrante and post-natal time points,
with, for example, detailed and realistic discussioccurring in both the antenatal as
well as the postnatal period. It would be interestio explore whether providing
information that women find more helpful and reidifias an impact on their
experiences of breastfeeding, their breast feeskifgefficacy and outcomes in terms
of uptake and length of time exclusively breastiegdA useful way of developing
such information giving sessions would be throughstilting with mothers
themselves, so as to give a user-led perspectiaevice and support that they would
deem beneficial to them in terms of providing géeeding support.

An intervention that may also be derived from thauld be for there to be more
general feeding support offered to women, rathan tsuch services be exclusive to
breastfeeding mothers . This could then be evedliatterms of how useful women
found this in supporting their feeding decisiomgit emotional wellbeing and
reported breastfeeding self-efficacy. It may alsdobneficial to conduct further
research with healthcare professionals, as thesppetives about how women
absorb, utilise and seek information would be hélpf order explore questions about
whether giving information on the realities of s#aeding does indeed “put women
off” and has a negative impact on breastfeedingsrahd uptake.

Another area that may be interesting to pursuerimg of future research would

be exploring the role of the media on breastfeediags and ideas relating to
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maternal identity and self-efficacy. Currently lst@eding features regularly in the
news, either in terms of the potential health bémeahd the need to breastfeed or in
terms of a ‘backlash’ to advice being given thaedst is best’. Although this was
beyond the scope of the current research, it wedrtbat the way that the media
portrays pregnancy and birth related issues, ddigided by one participant, fails to
discuss in any depth the struggle that can be fat®th women are attempting to
breastfeed. Social media is also appears to baraesof potential support or distress
for women, with many women holding strong opiniat®ut breastfeeding which
may be aired in these forums. These women werereeféo comically as the
‘Breastapo’ by one participant during her interviglayne) and it would make for
interesting research to explore the impact of sofithe interactions over social
media might have on women.

Public feeding is also at times discussed in thdiayeisually following an outcry
that a woman has been prevented from breastfeadimgplic. Whilst this was not a
theme which emerged across all the participants,ootwo mentioned the need to
breastfeed discreetly in order to not cause peededifence to others. The idea of
“socially sensitive lactation” (Leeming et al., Z20) has recently begun to be
explored in more detail and it may be useful tddbupon these ideas in order to
gauge attitudes about breastfeeding amongst trerggrublic, where the message to

embrace breastfeeding is at odds with disapprovabing so in the public arena.

4.8. Final Conclusions
The overall conclusions drawn from the interpreggderiences of the
participants who took part in this study are compé with existing research in the

field of breastfeeding experience. These findimgdude the idea that most women do
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experience a real desire to breastfeed their babies to fulfil their perceptions of
what it is to be a good mother.

Following from this there appears to be a sendethiesability to breastfeed
impacts on a woman'’s sense of maternal identitychvim turn is a source of
significant emotional distress if breastfeedingas possible or is difficult. During
difficulties women are also faced with grapplingiwthe conflict between being able
to provide for their child without the need forentention (due to it being a natural
process) and the idea that breastfeeding is rdedand in need of medical
intervention or attention in order for them to lixeato ‘get right’. Whilst the latter
might be the case in circumstances where therpraldems in the physical aspects
of breastfeeding (i.e. mastitis), it seems that womay be faced with a ‘no-win’
situation, where the need for support or help catihér undermine an already fragile
and new sense of self as mother and possibly sfiseastfeeding self-efficacy, due
to the nature and tone of the interventions culydiging provided through Baby
Friendly Initiatives. It is therefore suggestedtthealth policy makers and providers
bear in mind the emotional difficulties that bréasting experiences can bring about
when considering long term aims to increase breedihg rates and reduce NHS
costs. Here it is suggested, in support of exigtasgarch, that a more ‘mother-
centric’ view is required when thinking about thgder picture in terms of breast

feeding and its benefits.
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4.9. Final reflections

Whilst this has been a really, really interestingge of research, | feel that | have
perhaps only just begun to scratch the surfacéisfissue, which is possibly much
broader than | have scope for in this piece of wbdm aware that my work
underlines perhaps what has been observed by atsearchers recently, that the
pressure about breastfeeding women are facing ywhegnant and giving birth
cannot surely be helpful for anyone. When thinkihgut the old saying ‘breast is

best’ | automatically feel like countering thatriefer the saying ’happy mum,

=

happy baby’, which | think might be a more helsfiaince for policy makers to bes
in mind if they would like to get a handle on poatal distress and the huge

implications in terms of ripple effects this surbfs on the baby and other family
members for years to come. However, | have als@dorthinking, through my own
personal experiences during the course of thisarede and through talking with

many women that the pressure to breastfeed conrasiets from within as it does

-

from the outside, and perhaps us women could de neosupport each other in ou

feeding experiences.
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Appendix A: Recruitment Poster

LEA

Unihwisriity of East Angla

BREASTFEEDING RESEARCH

Are you pregnant or have you had a baby
in the last 6 months?

Is this your first baby?
Are you breastfeeding or planning to breastfeed your baby?

Have you tried breastfeeding your baby at least once in the
past?

Would you be interested in participating in a study about your
breastfeeding experience?
We are looking for women to participate in int=rviews to find out more about

wamen’s sxperiznces of breastfeeding. Participation in the studx wonld mvobre
=n interview with a fepusle reseapcher =nd womld take 1-13hrs

Participants in the study will automatically be entered in to a
prize draw for £50 Mothercare vouchers!!
Flama contet Warem Bmngie (Temas Cinicel Paphelegad, Unimnity of Bod Sagin = ushar
dutmly
E-mmil: m.erringtonSueascuk
Tek: 07857953539

141



Appendix B: Participant Information Sheet I : ~—

University of East Anglia

PARTICIPANT INFORMATION SHEET
A Qualitative Exploratory Study of Breastfeeding Di fficulties

Researcher: Mariam Errington, Trainee Clinical Psyc  hologist

We would like to invite you to take part in our research study about
Breastfeeding Experiences. This sheet provides you with information about
the study that will help you decide whether you would like to participate. We
will be happy to discuss any of the information with you and answer any
guestions that you may have.

What is the study about?

Previous research, using interviews, has found that women
often report feeling pressure to breastfeed and often feel their ideas, thoughts
and feelings about themselves are affected if they are not able to do so. This
research aims to find out what women’s experiences of breastfeeding are and
what, if any, are the difficulties they encounter when breastfeeding, or
attempting to breastfeed their baby. The research will also explore whether
there is an impact of breastfeeding difficulties on women’s emotional
wellbeing and ideas about themselves as mothers. The findings from this
study will be helpful in increasing our knowledge about the experience of
breastfeeding for women.

Why am | being asked to participate?

We are aiming to recruit around 10 mothers who want to breastfeed or
are currently breastfeeding to participate in this study. You are being
approached as you are pregnant and have reported that you intend to
breastfeed your child, or because you have had a baby in the last 6 months
and are breastfeeding or have attempted to breastfeed your baby at least
once.

Do | have to take part?

Participation in the study is entirely voluntary. It is up to you to decide
whether you would like to join the study. We will describe the study and go
through the information sheet if you wish to do so at your antenatal clinic or
breast feeding class, as well as at your home prior to the interview. You can
also contact us over the telephone to discuss any aspect of the study further.

If you agree to take part, we will then ask you to sign a consent form.
You are free to withdraw from the study at any time, without giving a reason.
This will not affect the standard of care you receive from your usual antenatal
or postnatal services, or affect your legal rights.

What will happen to me if | take part in the study?

If I am hearing about the research before I've had  my baby (Pre natal):
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If you are interested in taking part in the study and have not already
given birth, you will be asked to give consent to be contacted by the
researcher when your baby is around 3 months old.

Once you have consented to be contacted, we will contact you to
arrange a convenient time to interview you. We understand that it is possible
that you might not want us to make contact with you in a few months’ time.
We would like to check with your Health Visitor or GP before making contact
whether, in their opinion, they think you would be in a position to participate.
We will send a letter to your Health Visitor or GP explaining that you are
interested in participating in this research, and will ask them to complete and
return a brief questionnaire indicating whether they feel it would be
appropriate to contact you for the interview. We will not ask the Health Visitor
or GP the reason why they might not feel it is appropriate to contact you, or
ask for any other information about you.

The researcher will then arrange to see you at home at a time that is
convenient for you. Interviews will last between 1 and 1.5 hours. There will be
opportunity to ask any questions you may have before the interview begins.
Prior to beginning the interview we will ask you to read and sign a consent
form indicating that you would like to participate in the study. Interviews will
be recorded so that they can be analysed for the purposes of the research
study. After the interview, there will be a short debrief where you will be
invited to ask any further questions and give any feedback about the interview
process. You will also be provided with the contact details of support services
should you wish to make use of those.

If I am hearing about the research after | have had  my baby (Post Natal):

If you have had your baby within the last 6 months, and are interested
in participating, we will ask you to fill in a contact details sheet so that you can
be contacted to discuss this further and to arrange an interview.

The researcher will then arrange to see you at home at a time that is
convenient for you. Interviews will last between 1 and 1.5 hours. There will be
opportunity to ask any questions you may have before the interview begins.
Prior to beginning the interview the researcher will ask you to read and sign a
consent form indicating that you would like to participate in the study.
Interviews will be recorded so that they can be analysed for the purposes of
the research study. After the interview, there will be a short debrief where you
will be invited to ask any further questions and give any feedback about the
interview process. You will also be provided with the contact details of support
services should you wish to make use of those.

Expenses and payments
All participants who complete interviews will be entered into a prize
draw for £50 worth of Mothercare vouchers. Travel costs can be reimbursed.

Are there any disadvantages and risks in taking par  tin the study?

While there is no immediate risk to you of taking part in this study, we
are aware that this can be a sensitive subject for some people. Also, it is
possible that we could detect significant low mood or distress through our
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interview with you. If this was found to be the case we would in the first
instance discuss this with you and provide you with the contact details of
support services that may be helpful. We would also like to contact your GP to
let them know about our concerns.

If at any time point you would like further support around any aspect of
pregnancy, childbirth, parenting or feeding, we would recommend that you
contact your midwife, Health Visitor or GP. Alternatively you can contact the
National Childbirth Trust (NCT) helpline 0300 330 0700, who are able to offer
practical and emotional support in all areas of pregnancy, birth and early
parenthood.

Are there any benefits to taking part?

Participation in this study may not benefit you directly, however, we
hope that the information from this study will help other women who plan to
breastfeed and further our understanding of women'’s experiences. This may
help to inform how healthcare professionals can best support women when
they breastfeeding or are planning to breast feed their babies.

What happens when the research has finished?

The researcher will prepare a report about the findings of the study
which will include a summary of all participants’ results. Direct quotes will be
used in some reports but all identifiable information about individuals will be
removed so that the quotes remain anonymous. The findings will be written up
as part of the researchers’ Doctorate Thesis. A brief summary report will be
written and you will be offered a copy of this report if you would like one.

What if | change my mind about taking partinthe s tudy?

If you decide to withdraw from the study you can do so at any time
without giving a reason. We would like to include data collected up to the point
of withdrawal in our final analysis, however, if you would rather all data were
withdrawn and destroyed we would be happy to do this.

What if there is something I'm not happy about duri ng the study?

Any concerns can be raised with the researcher, who will do her best to
answer questions. If you remain unhappy you can contact the researcher’s
supervisor at the University of East Anglia on the contact details given below.

What about confidentiality?

Data will be stored using coded participant numbers. Identifiable data
(i.e. consent forms, contact details) will be stored in a locked storage system.
Interview recordings will be stored electronically on an encrypted storage
system, accessible only by the researcher. Paper notes will be stored in a
locked filing system, accessible only by the researcher and supervisor. Data
will be stored for 3 years following the completion of data collection at which
point it will be disposed of securely.

Interviews will be transcribed (written out word for word) by the
researcher. The researcher may also use a transcription service (a company
that types out recorded interviews) to help with this. If such services are used,
the transcript will be kept confidential between the company and the
researcher, and will comply with confidentiality rules. The researcher and her
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supervisor are the only other people that will read through the transcripts and
listen to recordings of the interviews.

Contacting other professionals.

We will be asking you to consent to us making contact with your Health
Visitor and/or GP and for their contact details. As explained above we would
like to contact your Health Visitor/GP to check that they would be happy for us
to contact you to participate in an interview based on their knowledge of your
pregnancy and subsequent health. We will not ask Health Visitors or GPs to
give reasons should they advise us that this would not be appropriate.

If at the time of interview there is indication that you may be having
difficulties with your mood or may be in need of some support, we would like
to contact your GP to inform them of this. We will contact you before we make
contact with your GP in order to inform you that this is our intention.

Can | see the results of the study?

The study is being conducted as part of a Doctoral training programme
in Clinical Psychology at the University of East Anglia. The study will therefore
be presented as a doctoral thesis for assessment. The researcher may also
publish the findings in a peer reviewed journal. A brief report of the findings
will be sent to all participants following completion of the study for their
information, if they wish to receive this.

How is the research funded and organised?

The study is funded by the University of East Anglia and organised in

collaboration with NHS services in Cambridge and Peterborough.

Who has reviewed the study?

All research in the NHS is looked at by an independent group of
people, called a Research Ethics Committee, to protect your interests. This
study has been reviewed and given favourable opinion by ............... Research
Ethics Committee.

Further information and contact details
If you have any further questions regarding the research, or would like
to speak further with the researcher please contact:

Researcher
Mariam Errington

Trainee Clinical Psychologist Postal address for all

E-mail: m.errington @uea.ac.uk
Tel: 07857963599

Research Supervisor

Dr Imogen Hobbis

Clinical Tutor in Clinical Psychology
E-mail: |.Hobbis@uea.ac.uk

Tel: 01603 593581

researchers

Elizabeth Fry Building,
Norwich Medical School,
University of East Anglia,
Norwich Research Park,
Norwich, NR4 7TJ
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Appendix C: Consent to Contact sheet

Universityof East Anglia

FARTIOPANT CONTACT DETAIS
& Cpiitative Eqploratory Study of Bresstisading Exparianoes
Ressarcher: Mariam Emington

Aigdness

Preferred oontedt telzphons ramber

E-meil mddress

SF e i sddnegs

Hemith Visitor neme aad mddness
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Appendix D: Consent Form
Breastfeeding Experiences : Consent form : Version 1.1; 11/12/2013

Participant Identification Number: I +:~d

CONSENT FORM 4 :
A Qualitative Exploratory Study of Breastfeeding Experience SN Versity of East Anglia
Researcher: Mariam Errington

Researcher: Mariam Errington (Trainee Clinical Psychologist, University of East
Anglia)
Please initial in the box to indicate that you agree with the statements below.
1. I confirm that | have read and understand the méadron sheet (version 1.1;
11/12/2013) for the above study. | have had theodppity to consider the

information, ask questions and have had these aadwatisfactorily.

2. lunderstand that my participation is voluntary émak | am free to withdraw
at any time without giving any reason, without mgdital care or legal right
being affected.

3. | agree to the researcher contacting my GP prianytdeing contacted and the
reasons for this have been explained in the infaonaheet.

4. Tagree for my interview to be recorded and have understood the
information provided about data storage and confidentiality.

5. | agree to take part in the above study

Name of participant Date Signature

Name of researcher Date Signature

When completed 1copy for participant and 1 copy for researcher file.
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Appendix E: Demographic Questionnaire
Breastfeeding Experience : Demographic Questionnaire Version 1.1 10/2/14

Participant number:
Site Number: [+ s

University of East Anglia

DEMOGRAPHIC QUESTIONNAIRE

A Qualitative Exploratory Study of Breastfeeding Ex periences
Researcher: Mariam Errington, Trainee Clinical Psyc  hologist

This questionnaire has been designed for use in this research. It was
designed in order to give us background information about the women who
have participated in the research.

It will be helpful if you can complete the information as fully as possible but if
there are any questions that you are not happy completing please just leave
them blank.

Date of birth

Marital status
Married

Co-habiting

In a relationship
Single

Divorced

Separated

Widowed

Other

Would rather not say

Education

No formal qualifications

GCSE’s/O-levels (or equivalent)

Apprenticeship

A-levels (or equivalent)

Certificate of higher education

Diploma of higher education, foundation degree or HND
Bachelors degree (or equivalent)

Masters degree or postgraduate qualification (e.g. PGCE)
Doctoral level qualification
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Please describe your ethnicity below

Occupation (or occupation prior to taking maternity leave)

When is your baby’s Estimated Due Date (EDD)?

(We will use this information to calculate when to send you follow up
measures)

THANKYOU
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Appendix F: GP Letter-Cause for concern
Breastfeeding Experiences: GP contact cause for concern: version 1.1; 11/12/2013

E\

University of East Anglia

Norwich Medical School
Department of Psychological Sciences
Norwich, NR4 7TJ

Researcher: Mariam Errington
Telephone
07590023334
Email
m.errington@UEA.ac.uk

<insert
date>
Dear <Insert name of GP>
A Qualitative Exploratory Study of Breastfeeding Experiences
[ am writing to you regarding one of your patients <insert name>.

<insert name> has consented to participate in the above named study being
conducted by a researcher from the University of East Anglia as part of their
Clinical Psychology Doctorate.

As part of the study, participants are asked to take part in an interview focusing
on their experiences of breastfeeding and any difficulties with this that they may
have encountered. The interview also aims to explore how difficulties might
affect emotional well-being in the post natal period and perceptions of
themselves as mothers.

During the interview <insert name> presented as experiencing some low
mood/distress (insert as appropriate) which gave an indication of possible
depression or anxiety for which further assessment and/or support may be
helpful.

[ have discussed with <insert name> that their presentation has given me some
cause for concern about her well-being and I have encouraged her to seek
further support from yourself, her midwife or health visitor. They are aware that
[ am sending this letter to you to inform you of my concerns.

If you have any further questions regarding this please do not hesitate to contact
me.
Yours sincerely,

Mariam Errington
Trainee Clinical Psychologist
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Appendix G: Ethical Approval letters

NHS!
Health Research Authority

NRES Committes East of England - Norfolk
MoSngham REC Centre

The CHdl Chiapesd
Fiogal Standand Fisce
Moitingham
ME1EFS
Tebsphone: 0115 283 3525
11 April 20114
Mirs Mariam Emington
& Framiingham Road
Peterborough
PE2 8UF
Diear Mrs Emington
5 title: A itative 5 of Breastfeedi Tence

REC reference: | 14EEN3S
s | TR

The Proportionate Rewew Sub-committes of the NRES Committes East of England - Norfolk
reviewed the abowe application on 11 April 2014,

We plan to publish your research summary wording for the above study on the NRES website,
t wiith rmmdehih.uiﬁﬁymexfﬁﬂym rs5i0n o do so.

Publication will be no earlier than three monthes ﬂEdﬂedHﬁMﬂﬂemmhﬂa
S}‘ujd;oummmp'uﬂdeasubﬁm -:anﬂta-::tﬂ!':-e:im. re: further infommation, o wish to
withivold permission to publish, please contact the REC ager Ms Tracy Leaveskey,
NRESCommities EastofEngland-MNorfolkiinhs net

Ethical opinion
On behalf of the Committes, the sub-committes gave a favourable ethical opinion of the abowe

research on the basis deseribed in the application form, protocl and supporting documentation,

suibject to the condibions specified below.

Ethical review of research sites

The fawourable opinion applies to all MHS sites taking part in the shudy, subject to management
permission being obtained from the NHSHSC RED office prior to the starnt of the study (se=
“Conditicns of the favourable opinion™ below).

Conditions of the favourable opinion

The fawourable opinion is subject to the following conditions beang met prior to the start of the
shudy.

Man iSSIon of marst b= obiamed from each host isation prior to the
siart ¥ at sl
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Managemenf permession "RE&D should be sought from all NHE onganisafions
fmvofved in fhe sfudy in accondance with NH'S ressarch govemance amangements

for research is avadable in the Infegrafed Research
Amﬁnabm S}'.sremq'd.'..'rr:- Fwnwnwy.roforurmnhs. ik,

Where a NHS onganisafion’s role in the study is limied fo identifying and referming potential
to research sites (parficipant identiffication cenfre’), guidance should be sought
from the R&D office on the information # requires fo give permizsion for this scfiiy.

For non-hNHS sifes, site management permission showld be obtained in accondance with fhe
procedures of the relovant host organisation.

Sponsors are not required fo nodify the Commifies of approvals from hosf organisations.
Registration of Clinical Trials

All clnical frials (defined as the first four categories on the IRAS filter page) must be regstered
on a publically accessible database within § weeks of recruitment of the first participant {for
medical device studies, within the timefine determined by the cument registration and publication
trees).

There is no requirement to separately notify the REC but you should do so at the eardiest
opportunity e g when submitting an amendment. We will audit the registration details as part of
the annual progress reporting process.

To ensure transparency in ressarch, we strongly recommend that all research is registered but
for non dinical frials this is not curmently mandatory.

[f a sponsor wishes to contest the need for registration they should contact Catherine Blewett
{cathenneblewstiinhs.net), the HRA does not, however, expect exceptions to be made.
Guidance on where to register is provided within IRAS.

You should notify the REC in writing once all condiions have been met (except for site
approvals from host organisations) and provide copies of any revised documentation
with updated version numbers. The REC will acknowledge receipt and provide a final list
of the approved documentation for the study, which can be made available to host
organisations to facilitate their permission for the study. Failure to provide the final
versions to the REC may cawse delay in obtining permissions.

It is the responsibility of the sponsor to ensure that all the conditions are complied with
before the start of the study or its initiation at a particular site {as applicable).
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Approved documents

The documents reviewsd and approved were:

Document Version Datz
Amverssement 11 11 December 2013
Covering Leger Letier Srom Maram Emingion O April 2014
EVigence of Ingurance of ngemnity | UEA 0Z Agril 2014
GRICONBUIENT INToMmaton Shests Letier - viersion 1.1 11 Decembear 2013
Investigator CV Maran Emngeon DG March 2014
Imvestigator CV Imogen Hoobls

Ciher: Paricipant Conad Detils 11 11 Decembear 2013
Cher. Calse for Congem 11 11 Decembear 2013
Tiher- Informing of Paricipaton 11 11 Decembear 2013
Participant Consent Form 11 11 Decembar 2013
Participant Information Sheet 11 11 December 2013
Protcol 11 10 Febnuary 2014
CuesRnnalre: Demogranic 11 10 Fedmnuary 2014
FREC applcation TATS0 1501 S04/ 11336 07 Al 2014

Membership of the Proportionate Review Sub-Committee

The members of the Sub-Committee who took part in the review are listed on the attached

shest.
Statement of compliance

The Commities is constituted in accordance with the Governance Armangements for Research
Ethics Commitiees and complies fully with the Standard Operating Procedures for Research

Ethics Committees in the LIK.
After ethical review
R . )

The attached document “After ethical review — guidance fior researchers” gives detalled
guidance on reportng requirements for studies with a favourable opinion, mcieding:

LI L )

Maotifying substantial amendments
Adding new sites and nvestigators.
Notification of senous breaches of the protocol
Progress and safety reports
Maotifying the end of the study

The NRES website also provides guidance on these topics, which is updated in the bght of
changes in reporting requirements of procedures.
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Eesdback

‘fou are invited io give your view of the: senvice that you have recefved from the Mabonal
Research Ethics Sensce and the application procedure. [ you wish o make your views known
please use the feedback form available on the website.

imfiormiabion is awailable at National Ressarch Ethics Service website > After Review

[14EEN1S3 Please gquote this number on all comespondence |

We are pleased to welcome researchers and R & D staff at our NRES committee members"
traming days — see details at hitp-fwenw hra.nhs ukhra-raining'

With the Committes's best wishes for the sucoess of this project.

@’7@35?’“\1

Dr Michael Sheldon
Chair

Emai: NRESCommittee. EastofEngland-MNorfolkins. net

Enciosures: List of names and professions of members who took part in the review
“Affer ethical review — guidance for resaarchers™ [S1-AR2]

Copy to: Mrs Sue Steel
!{_jl;fmﬁepim Kallzher, Cambridge University Hospéials NHS Foundstion
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Appendix H: R&D Approvals

Cambridgeshire Community Services

040714
Mrs Mariam Eningion RMG Offica
Tranaz Clinical Peychoiaglst Locidon  Houga
Sizzhefh Fry Suldng Clarendon  Road
Univarsity of E351 Anglia Cambxiagashira
Narich CE2 oFH
NFd 7T cams¥adEcamiridg s hir & nhs Uk

Diract da: (223 725465
Dear Mrs Eringion

Re: L1380 A Qualitstive Exploratory Study of Breastfesding Experiance

REC Ho:

Tris rasearch govemancs approval s In raiEion B primary care acing 35 3 patent ldenEicaion
care (PIC) G your reseanch siudy. Your proposal hes bemn reviewsd by T Madicdl Dirscior
of Cambridgeshire Communily Sanvices NHS Trust

| am p=ssed W0 morm you WEl Camibridgechire Communily Sardicas NHS Trust has agread o
acing as a PG for e Rilowing ressanch.

This e subject to the enciosed standard terme and conditions and conditional upon you
notifying the research govemance team of any changes to the study-relsted papersoric

Umiaes wa haar from you witin 3 monih of Tis k=fier, wa will assume fal you are adding by
hese condilons.

Tris research govamance pamission lefir I nol an Indicalon of acoeptance of any oN-CoskE W0
e Trusl eg. Fawdl cosks, research cosls, dnug costs, or dinical refaral costs and service
suppart costs — Masa will not be mal by e Trust For dinical wials of Imlarveniional madcinal
producisdevicss paridpants need fo be aware WAl In pimary care he presariing pallcy and
fomuary Fplles herdoe paidpans candl oped 0 cminue an he research a
producidedice on compislon of e Fia witin pimary and community care sendces. It 15 e
essanchers, responelbiiity fo comply with =fhics guidance with regard o post sudy medcalon
aragamans In Eimary crs, wih ragard 10 e Siudy palem Imfamaton shests and coneanl

Tne organisalon hosing Te research and Me ressarch siis retEn me respomsinilly o e
conduct of Te resawrch In acoondance with curent reguisons and hald e responelbility for
e research pariidpants &l the research shie Trusl agreament ks subject fo e above and

= Al e necessay pamisshns baing In place 3l e host NHS arganisalanresaanch shie
and ful resaanch managemsm and govemance 3prval Dy T2 hosl NHE organisaion

= [Full ressanch afics commifiee approval

= Noficaion of Iy amedmaTE 1 yowr ojecl mamss SEws T Mese s suomined
o he RMG oflce and Tal &y changes are Nl Implemeanied unill pravd has been
racaived
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« [Lofiars of 3coass o honorary research Cconracs wilh M2 Trusts baing In place In
3dvanca In e avanl Tt e ressarch feam nead to vish shiss In primary o comimunity
ana

« The reseach feam kesping Me RMG ofice Inbrmed of pimary card’s corfribulon i
goraming and ideniiicalon of polniid  paridipans on raquest

+ The resaarch tzam noffying 2 RMS offc2 of any resaarchraiaied Incldants

« The conuct of M2 resech MIOWINg M2 agresd prowocol N SCCNGENCE WIm host
arganis3ton and pollcy and procadurse In pIIoU In regard B dab protacion, hedm
& sabty, Imfymaton govamance standards, Incident reporing and he EU Diracive &
Clinical Trids, 3ssociatd raguistons and updsis

The TMEl 0026 nol INDEMAiYy T reSSrCh S, ME hosl ORgaNiSAlon oOf e patCipaTs In
rdston B Me conucl O managemant of Me reeaarch e recponcibilly S Indamniy
arangamants rast Wil M2 shudy Sponsor. The rasadrch kam may cantad he PCT RMG
aficz for advica In rafalon ko quanias on RMG, o T2 Trust RMEG 123 In raiation 1 focal Trust
poilcy I raquired

You will ba required %0 compists basic monforing Infrmaton during e course of e ressanch.
k5 munEly benecldl ol we ow pimay caes comibulon 4 Mis shudy I tems of
mmbs of palents soreoned and Ideniied %o encowrsge MArs coilaboraSon.  Cambridgechirs
Community Sandcas MHES Trust resanves TR right fo wWiTiraw ressanch managamem anroval
for 3 project researchers =il 10 respond 1o INfnMaton Fequests.

We would waicome fesdback sboul your exparience of Tis review procsss fo help U Improve
or systEms.  May | Ee s oppouniy 0 wish you well wilh your ressarch and wie ook
frward 10 hexing e progress and GUICOMSS R e SR

Mezsa coniacl M RMG kEm should you hEve any frher queriss.
“fours sincanaly,

< s

Or Daid Vickars
Madcal Diracior
Camiridgachine Cammunily Sandcas NHE Tnust

oG Mrs Sue Sied
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The Queen Elizabeth Hospital
King’s Lynn

NHS Foundation Trust
The Queen Elizabath Hospital
Gayton Road
Kings Lynn
Norfolk
PE30 4€T
veww.gehkLnhs.uk
Mariam Errington
University of East Anglia Research and Development
Norfolk
Dr Parvez Moondi
Tuesday 3 June 2014 Chair of the R chG e Commi
Dear Mariam R&D Co-ordinator -~ Karen Lupton
E-mail: karen.lupton@iqehkl.nhs.uk
RE&D ID: 1114 Tol: 01553 214571
REC: VA/EE/0159

TITLE: A Qualitative Exploratory Study of Breastfeeding Experience

Thank you for sending the following d ion relating to the above study:

*  RAD 142491/596170/14104
*  Protocol version 1.1
e REC approval

This study has baen reviewed by the Trust’s Research Governance team and we can confirm that the Trust is willing for
this work to take place.

Imu!dl&etoukamkoppomnnywnmndyouwmehmmmagosallmrth in accordance with the
requi of tho R ch G rk and the Trust's Standard Oporating Procedures.

In order to comply with the above, if the study is not completed within one year from the date of this letter, a report
summarising the progress of the study should be submitted to the R&D Office. In the case of multicentre studies this
is usually provided by the Chief Investigator/Clinical Trials Unit. Alternatively, we can supply a blank form for you to
complete: please contact us for a copy.

YOU ARE REQUIRED TO NOTIFY OUR R&D OFFICE THE DATE OF THE
FIRST PARTICIPANT SCREENED AND THE FIRST PARTICIPANT RECRUITED FROM OUR SITE - IF APPLICABLE

On complation of the project, please forward to the RAD Office any *final report” relating to the project - e.g. report
from Chief Investigator/Clinial Trials Unit, copy of any published article, etc. Any reports resulting from the study,
which may be produced at a later date, should also be forwarded, to ensure a complete record is held here.

If our department can be of any further assistance please do not hesitate to contact me.

Yours sincerely e~

Dr Parvez Moondi, Chair of the Rescarch Committee

cC Jayne Cozens, Community Breastfeeding Midwife,
The Queen Elizabeth Hospital King’s Lynn NHS Foundation Trust
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Hinchingbrooke Health Care [[[7T5

MHS Trus

Hinchngarokn Pk
Huslingden
PEZD BT
Tat G190 347512
Mrs Amy Shayla 21% May 2014
6 Copee Way
Cambridge CB2 884
Diear Amy
Re: Breastfeeding Expectations and Experience

REC Mo 14/EEAN 58
R&D Mo: 00 MAY 14

1 arm writing to confirm that the above project has been reviewad by the Hinchingbrooke RED
committes and has been appraved bo procesd 8s B Patient identification Centre (PIC).
Documants reviawad wera those reviewed by the Ressarch Ethics Committee (REC) and
are ligted in the REC letter dated 16” April 2014, Approval is subject to compliancs within
the reseanch govemance Tram eson.

Wou ane reminded that the study must foliow the approved profocal,  Please note that any
prodocol amendments or changes 1o inlormation provided in your original applcation form
must be submitted to the RED Steenng Group for further resiew and approsal,

You are siea reminded that it is your resparsiility o comply wah e law and appropriatbe
guidelines relating ta the Data Prabeclion Act 1984, Health and Sataty Act 1874 and tha
Calgicott guidelines, You ara also asked to comply, in a timely manner, wilh project
manibaring ard sudiing requiremants of the Trust and to notity the AED Siearing Group of
any saraws advarss evants, incidents ar near misses invelving panicipants or staff imvaheed
in this ressarch progact

It should ba noted that data from non medicinal shudies will be archived Bor 7 yaars and then
destrayed and medicinal studies wil be archived for 15 years and than destroyed, unless
alherwiss negolialed with the Tnisl

Principle Invastigators wil be asked 1o submit ta A&D manthly accreal rabes ar ril reconds Tor
aach shudy which will ba used to comgplete annual accrual reparts.

Tharik you far your co-oparation.
Y.Iu_w- sinCerely
o
|
Ili-'_(,r., }/ﬂ -
Marja Doug
R & D Mdrager
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Cambridge University Hospitals (INHS|

ML Fowndation Trust

Research and Development Departmant

B 277

BRD ref; AFI3I0E Addenbrcoie’s Hospital

Hils Rosd

Cambridge

D306/ 2014 B2 B0

_ Carect Dial: 01223 348492 Ext: 564492

M Julies Taylof Switchboard: 01323 245151
Bex 230 .

Andenbroaka’s Hospital E-mail: kalring gatieySaddanbrookes.nhs.us

rhdenguires @addenbrockes.nhs.uk

vy adilenbrockis.org.uk

Dear Mrs Taylor
Re: A Qualitative Exploratory Study of Breastfeeding Experience

In accordance with the Department of Health's Research Gowernance Framawork for Health
and Soclal Care, all research projects taking place within the Trust must recelve a favourable
opinign from an ethics committes and approval from the Department of Research and
Cevelopment {RED) prior 0 commancement.

1 am pleased to confirm that Cambridge University Hosgitats NHS Feundation Trust has
revigwad the above Sludy and agree to act 2= & Participant Identification Centre (PIC)
rafarring patential partickpants to the relevant research beams based at the University of East
Anglia.

Flease nabe that s a PIC the Trest does not pravide indemnity for this study.

Spansar: University of East Anglia

Fupsdes: Phl study award

End date: 25/11/2014

Protoool: Wersion 1.1, dated 1000272014

The praject must follow the agreed protoced and be conducted in accardance with all Trust
Policks and Procegures especiplly those relating to research snd data managament.

Fease ensure that yau are aware of your respensibilities in relation to The Data Frotection fct
1898, NHS Canflidentiality Code of Practice, NHS Caldicott Report and Caldicott Guardians, the
Hurmnan Tigsue Act 2004, Good Clinical Practice, the NHS Research Gavarnance Framewark far
Health and Secial Care, Secand Edetion April 2005 and any Turther legisiation released during
the time of this study.

Mambers of the research team must have appropriate substantive or honorary contracts with

the Trust prior to the study cornfmencing. Any additanal researchers who jain the stsdy ata
later stage must also hold & suitable contract.

Innovation and excallence in haalh and care Addanbrooke’s Moapital | Rose Hospital
HEIR - & b B dical y Caritd | Aoad Haath Science Cenine = Cambndgs Unnemity Hisifh Farrern
5 Feb 09
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If the project is a clinical trial under the European Union Clinical Trials Directive the
following must also be complied with:

- the EU Directive on Clinical Trials [Directive 2001/ 20/EC) and WSS implemaentation of the
Derective: The Medicines for Human Use (Clinical Trials | Regulations 2004;

- the EU Directive an Principles and Guidelines for Good Climical Practice (EL) Commission
Directive 2005/ 28/EC); and UK™s implernentation af the Directive: The Medicines for Human
Usi {Clinical Trials} Amardrent Regulations 2008;

Amendments

Plapse efswre that you submit a copy of any amendments made to this study to the R&D
Departrrent,

annual Repart

1t is chligatary [hat an annual report is submitbed By the Chief Investigator ta thes P'!!H-r'!h
sthics cammittee, and we ask that & copy is sent te the R&D Department. The yearly pesiod
commences fram the date of receiving a favourable apinion frem the ethics committes.

Mease refgr to our website www cuhoorg ukfrasgarch for all information relating to RED
inchudlirg hanorany contract feems, policies and procedures ard dats protectan,

Should you require any fusther information please do net kesitate bo contact us.

Yaurs sanceraly

Sl

Research Governanca Manager
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Peterborough and Stamtord Hospitals m

MH% Faundation Trist

Peterborouph City Hoapaal

[Hreee dall: 09733 £370147 3000 7012 Editt Cavall Campus
Femnil: R& Hmea . Brebled Gal:
Petar beiaugh

[rare 11" Juby 2014 PE3 G2

Tel. ¢1733 678000
*lariam Crmingbon 0F DY poalie el curilar willi 671
Traines Clinical Pevctrologiz
Camhridge and Petorbononph WHE Foundation Trust,
Elizabeib Hanse,
Fulhiwamn Hospital,
Camhridge, CB21 5EF

Dlear kariam,

Rel: R&EINZIN 423 :

Title: A {unlitztive Exploratory Study of BroastGaating Experience
REC Ref: WEGA159 -

Spomsor: University of Easl Anglia

With reference v vour completed resanch spplication, Tam pleased (o mbarm you that
the main research proposal has been approved by the Peterborough and Stamford
Hispitals NHS Foundation Trust,

ITeis appronal is suhjest b compliance with the Kesearch Gevermance Framiwark and the
eterharmugh and Starmlond Hespitals NHY Foandation Trast Rescanch Sovernance
Tuslivy and Provedures, Copies of both dncuments can be o on the B&D istrme sile.

Yo are rembidad thar the study must Tollow the appeovad protocol. Plaase pole (sl any
aratocod nmendments or changes t inlormatien provided ir yaur ongical spplcarion
form rust he sebmatted (o the R&D Commites fre further nevoea aed approval,

Wi are alsa renisded than In is your responsibility e comply with e Taw and
approprashe guldelines redating 1 the Data Protection Act 1984 and Heallh s Safety At
1974,

Yo are askad o comply, in a Lmely manger, with project moeniterng and aediting
requiramints af ke Trast and to notify the Trust Ressanch & Levelopment Cemmilto: of
any unespEien SeTHUS sdverse evenlsTaclns, ingudsis of near misses imvlving
pieTicipants or staff invalved i s nacach progect. Yow ane also raguiced (9 infarm the
R&D Deparimenl when kiy milestones are rezched in the study Coitiation vist
performied, elosed-in loliow-up, closad to fallow-up, 2ed dless oul undereay) md any
key changes in porsonnel

wrereepeterboroug handstamford.nhs.uk

Thank yau for vour co-cpseratian,

¥ours sincerely

e
_..r_": J.'/ “a Ao
—~F
O M Savakumiaran
Chpirman
Rl Comnmittee
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Appendix |: Examples from Analysis
Extracts from initial transcript checked by supervisor and extract from Part 5.

=4 |

P, OK, when | actually, | had a natural
Dr@ and it all went

Tairty well actually. | had a really i
positive experiences of pregeamey. [ | ©0 e
Painful and tiring and everything, bd it ladzerins
went really well, But the final, in the
end it was an hw-ng pushing and it was
really good...and then they gave me
Erin straight away and they did the
skin to skin

R. Yaah

P..immediately and then sort of we
had & bit of time just to kind of lat her
setile in and | think it was about an
hour after she'd besn barn, maybe
sooner, the midwile suggested irying
o to get her 10 leed, 50 she fook to il

3 in chaa)
=BT S L,
amazingly. She |atched on really really | = <.
well and just got on with it absolutely

5y

PR TORPN o
- 3

2 Crad

fine. And then I'd spoken to cne of the

murtigdn my NGT group, had their
daughter premature and she, she
was only a lew weeks sarly but she

o (e

e ¢

. teckled

iy

ria

bt 5

[

KW'HI

ol
o oSS

Lo
J§. Ao
R

oot |

Quack o er |

well. And also, in a funny kind of a way, I'm a traditionalist, | like to do
things in an ?E.‘.NE- I dont like kind of, | don't like the thought of
expressing and feeding with er, um a bottle. | don't like the idea of
using any kind of plastic teat at all. | worry about nipple confusion. | just
think breastfeeding you use the breast, you don't need to use a ny of
the modern day equivalence. Although | know tonnes of people do, All
o — ;
my female mummy friends, they all use, they all express and they all
give bottles and use dummies, some of them. But | just wanted to just
keep Itml_as_wiple.nnd that's just come from me, that's just
what | wanted to do. But started from the birth, when it first happened,
well, thinking about the training that I'd had first of all, "cause | did NCT,
| did the Mational Childbirth Trust course and there was just one
breastfeeding session and the lady talked a lot about the importance of
a good latch and | listened very carefully and listened very intently and |
thought "Well this Is it, this is the answer, if you can latch your baby on
correctly and sort that out, perfect, you're fine' .50 anybody else that
said 'Oh | struggled with breast feeding, | found it really hard; oh it was
really painful. Oh you're going to find it really tricky’ (in a mocking tone]
| just thought "Well you're just illy, you just didn’t latch your baby on
properly, it wasn't a good enough latch, you've got to get same
support’. Um, but then this was me going by theory but when it
actually comes to the practise, it was kind of a big shock that 1 did find It
wery very hard and I still find it very very hard an&'m | didn't umn,
get upset about that, | didn't get emotional about it, not once actually.
But er, It was just a big shock, | thought 'Oh ok, now | see what all these
other experienced mums are going on about', | remember, I'm a
reacher and my deputy head said to me "Nabody tells you this, but I'm
telling you now, breastfeeding hurts! Nobody says this: It hurts!' And |
thought nobody said that to me, my mum never said that to me,
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Extract from transcript showing exploratory coding
fur s

T s

Nor o

o Qe

Lo OV
Cu:k“\dl‘

oy N
Tl o

my nipple’ and she said "No, you Just put him on anyway, just put him
on' and | was like 'But there's nothing there! He's not going to be
sucking in anything.' And she helped me get him to latch on and he did
a couple of sucks and fell off then did a couple sucks then fell off and |
still couldn't see any colosutrum and to this day | never once saw one
drop of colustrum and it was just this mystery, er, juice that was
apparently coming aut of me and that was quite weird, | didn't expect
that. There were all of these things that | just didn't realise. Um...and
then, um, he, what | then realised also, it did't hurt to sta \

| actually, but what | realised was that he wouldn't know what to doas a
| baby. 1 just thought a haby comes, a newborn baby and they know

what toda; they know how to braastfeed. I'm the one learning, he's
going to teach me. But it didn't work out tme;"ﬁ; e
hadn't a mt was going on (laughs) and | hadn't a clue what was
going onl And between us we were really kind of batthing um, to to
properly breast feed and er, during my labour | had levely midwives
and they were really great and | was really happy with the birth and the
way | was treated, um but the bettom ling was that the hospital which
was Hinchinbrooke er, towards the end of June they were really really
busy and the extent was that when | rang them up and said | was in

| labour and wanted to come in they tried to put me off and said ‘Don't

come in yet, see if you can potter at home a little bit longer' is what
they said. "Have a bath'. When | got into the hospital, | realised they had
ta call in extra staff because I'd turned up, um, and they were really
super busy so, the birth was really fine but afterwards, the postnatal
care on the Lilca ward, it was just so hectic, It was so busy, and then it

was unfortunate then because | got inconsistent care. | had my call
button and | would press my call button and people would come and

every time it would be a different person and | was trying to do this
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Example of clustering themes across cases
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Example of development of subordinate themes frommeergent themes
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Example of theme table
Participant 2: Clustering emergent themes

Difficulties

Pain of physical problems
Establishing a latch

Struggle in establishing breastfeeding
Exclusive expressing

Diminishing milk supply

Avoiding pain and misery
Devastation in difficulties

Inability to overcome difficulties
Expressing an undesirable solution
Loss of choice about feeding through
problems

Vicious cycles for mum and baby
Loss of control over BF

Not all problems are surmountable

Support

Seeking support

Support in hospital

Support from peers

Understanding from others

Sharing difficulties

Family support

The need for reassurance

Helpful reassurance from professionals

Expectations and Assumptions
Expectation about feeding
Unexpected that desire is enough
Coming to terms when it doesn’t go to
plan

Expectation that it will just happen
Expectation that it would be alright
Unexpected outcomes

Assumption that all problems can be
fixed

The need to be realistic about
breastfeeding outcomes

Not getting hopes up

Unexpected difficulties

The problem with formula
Difficulty in giving baby formula
Feeling bad about giving formula
Accepting the need for formula
Perception of formula as inferior to
breastmilk

Feeling the odd one out in use of
formula

Differing perspectives Breast vs. Bottle
No choice about giving formula
Upsetting process of giving baby
formula

Giving formula not an easy option
Others not getting the problem with
formula

Formula as the only option

Formula as a poor substitute to
breastfeeding

Breastfeeding as a bonding
experience

Connection

to baby

Fear about Loss of connection through
bottle feeding

Closeness to baby

Feeding as a bonding experience

Mother’s role

Desire to breastfeed

BF an exclusive role of mother

Sharing feeding with loved ones
Personal meaning of breastfeeding
Unnaturalness of not wanting to BF
Baby’s basic needs of love and security
Giving baby the best start

Pain at not being able to feed as a mum
Exclusive breastfeeding exclusive to
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mum

Helplessness in loss of choice
Realisation that breastfeeding not
working

Difficulty in not having a choice
Upset in Inability to get it right
Upset in being unable to provide for
baby

Sadness about not providing
breastmilk

Helplessness in inability to produce
enough milk

Having a feeding plan

The need to persevere

Giving it another go

Anxiety about trying again

Needing to prove not giving up

Hope about getting back on track with
feeding

Determination to crack it

Giving it 100%

The need to justify self

Justifying actions to others

Explaining self to others

Wanting others to know use of bottles
not a choice

Feeling sensitive to other’s opinions
Comparing self to Breastfeeding mums

Benefits of breastfeeding

Breast is best

Breastfeeding = no worries
Financial benefits of breastfeeding
Decision to BF natural
Breastfeeding best for baby
Breastmilk as protective for baby

Negative emotions

Feeling inadequate

Feeling bad in not giving the best thing
for baby

Preoccupation with feeding

Hopeless about milk supply

Stress as a maintainer of difficulties
Needing to get it right

Feeling unable to feed baby

Acceptance

Relief in the Realisation that I've done
my best

Wait and see-going with the flow

Not being hard on yourself
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Development of Superordinate Themes
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Appendix J: Topic Guide

Topic Guide

General health since birth of baby

How mother is currently feeding

Breastfeeding experiences since birth (e.g. Tell me about how
breastfeeding is going for you?)

How decision to breastfeed came about

Positive/Negative experiences about feeding

How any difficulties with breastfeeding have impacted the women
Changes to feeding-discontinuation of breastfeeding and experience of
this

Worries or stresses around feeding, exploration of emotions
Support had (i.e. partner, mother’s groups, midwives, health visitors,
breastfeeding consultants)

Views about participating in the research
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Appendix K: UEA Lone Worker Policy
UEA Doctoral Programme in Clinical Psychology
Lone Working Guidance Notes for Researchers
Conducting Data Collection Off-Campus and Working Alone
These guidelines are primarily intended to help assure the safety of researchers
who conduct interviews alone with participants, particularly when such work is
undertaken off campus. Compliance with this guidance should assist in:
* Protecting researchers by reducing their risk of exposure to physical
threat or abuse.
* Protecting participants by providing researchers with advice on best
practice in this area.
Please note that as well as this document, as employees of Cambridgeshire and
Peterborough NHS Foundation Trust (CPFT), trainees conducting their thesis
research with NHS patients should consult the CPFT document ‘Working Alone
in Safety’ (can be found on Blackboard).
1. Design of Research and Risk Assessment
Before undertaking data collection as a lone researcher, particularly off-campus,
arisk assessment should be conducted taking into account the key questions
below to minimise the risks in undertaking research work on behalf of the
university. [t may be necessary to amend or redesign proposals following such
an assessment. See FMH Researcher Safety Checklist.
Method: Is it necessary to collect data in a one-to-one context, or would an
alternative methodology be more appropriate?
Interview location: Where should interviews take place? A public place may be
a safer option than the participant’s home (but consider confidentiality).
Participants: Who are they? Are they members of a vulnerable or potentially
dangerous group?
2. Preparation for Lone Working Off-Campus
* Knowing in advance the location of hubs of activity such as shops, pubs,
schools or the local police station may provide researchers with a
possible escape route should this be necessary.
* Researchers should be aware of any social or cultural tensions in the area.
» Iftravelling by car, researchers should consider the safest place to park,
e.g. A well-lit area after dark.
» Ifusing public transport, researchers should check its reliability and also
carry the telephone number of a reputable local taxi firm.
3. Precautions When Conducting Interviews Off-Campus
3.1 Personal Safety
The personal safety of researchers working off-campus is paramount and should
be considered more important than the successful completion of the interviews.

Researchers SHOULD NOT:
* Enter someone's home if they feel uncomfortable or unsafe.

* Enter a house if the person they have arranged to see is not there.
* Undertake an interview or assessment in a bedroom.
* (Give a personal telephone number or address to an interviewee.
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Researchers SHOULD:

* Not attend the research appointment if they feel uncomfortable or unsafe.

* Upon arrival, explain their research role and the conditions of
confidentiality to the interviewee(s) and offer them the opportunity to
ask questions.

* Consider an appropriate exit strategy (what to say etc) should they wish
to terminate an interview early.

» Take steps to leave a situation immediately if they feel unsafe or
uncomfortable.

* Ifresearchers are conducting their research with clinical populations,
where possible participants should be seen on NHS premises. If
participants need to be seen off NHS premises (e.g. at home) then visits
should only take place within working hours and not at weekends.

* Adopta friendly and professional manner when conducting interviews
but be careful not to be over-familiar.

* Ask for household pets to be shut in another room if their presence
during the interview is a cause of concern.

* Follow procedures outlined in their ethics application and research
proposals in the case of participant distress or disclosure.

3.2 Maintaining Contact

It is essential that researchers conducting off-campus interviews maintain

contact with a nominated colleague/buddy (usually another trainee).

The Researcher should ensure the nominated colleague knows the following:
* Name and address of interviewee(s)/destination.

* Researcher’s mobile telephone number.

* Time of leaving the office.

* Method of transport to interview location (car registration if appropriate).
* Time of interview and expected duration of visit.

Researchers should contact their buddy when they arrive at the interview
location, particularly if this is out of hours. The Researcher should inform their
nominated colleague where they are and who they are with. If at any point
during the interview, the researcher feels unsafe; they should remove
themselves from the situation if at all possible. If it is not possible to vacate the
premises, researchers should excuse themselves, go to another room, and call for
assistance using their mobile phone. Codes may be agreed in advance to convey
the need for support in a confidential manner, e.g. “Cancel all of my
appointments for the rest of the day”. At this point, if possible, the nominated
colleague should ask the following question:
* Are you safe?
0 IfNO, the buddy should contact the Police. Senior members of staff
(Ken Laidlaw, Sian Coker, Margo Ononaiye should also be
informed once the Police have been contacted). The following
telephone numbers can be called 8am-6pm on weekdays:

= Sjan Coker:
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= Margo Ononaiye:

Once the interview has been completed, the researcher should contact their
nominated colleague at an agreed time to let them know they have left safely. If
the interview is still in progress when the deadline for contacting their
nominated colleague approaches, the researcher should contact their nominated
colleague to inform them.

If the deadline passes and the researcher has not been in contact, their
nominated colleague should ring the mobile phone of the researcher. If there is
no answer, the nominated colleague should ring again 10 minutes later. If there
is still no reply, senior members of staff (Ken Laidlaw, Sian Coker, Margo
Ononaiye) must be informed using the telephone number above, who will then
decide on the appropriate course of action.

3.3 Mobile Telephones

All researchers who conduct off-campus interviews should have a mobile
telephone. Mobile telephones should be left switched on throughout the
interview. Researchers should bear in mind that mobile telephones are
sometimes out of range and cannot be depended upon entirely. The telephone
number of the nominated colleague whom the researcher is buddying with could
be programmed into the mobile telephone in advance using a shortcut key.

3.4 Personal Alarms

All trainees may consider the use of a personal alarm. These can be purchased
directly from Police stations. Trainees may also wish to consider the use of
personal safety apps for smart phones, such as ‘bsafe’
(http://www.bsafeapp.com/) and ‘StaySafe’
(http://www.staysafeapp.com/staysafe-personal/).

3.5 Identification Card

All researchers who conduct off-campus visits should carry an official identity
card with photograph (NHS ID card or UEA Campus Card). It is good practice to
invite interviewees to check the card.

4. Debriefing and Support Following Off-Campus Interviews

Researchers should use research supervision to discuss and reflect on safety
issues.

Any incidents that occur during the interviews should be formally recorded and
dealt with immediately. Serious incidents should be discussed with the Primary
Supervisor in the first instance and documented appropriately (e.g. to ethics
committee). Supervisors will then discuss this with a senior member of staff and
the appropriate course of action will be determine
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